






































































































































































































































































































































































































































































































































































































































































































































































































































































































































SYMPOSIA

using positron emission tomography (PET) have shown
reduced metabolism in auditory, visual, and attention
areas reflecting perceptual and cognitive alterations during
acute cannabis intoxication. We studied the acute effects
of THC on cognitive-motor tasks and associated brain
metabolism in 12 regular cannabis users who underwent
2 PET scans using [18F] fluorodeoxyglucose (FDG) after
smoking cigarettes with 17 mg THC or non-THC in a
double blind placebo controlled study. A virtual reality
maze task requiring attention and motor coordination
was performed during each scan. Subjects hit the maze
walls more often after THC than after non-THC. THC
increased brain metabolism during task performance in
areas mediating motor coordination and attention in the
middle and medial frontal cortices and anterior cingulate
and reduced metabolism in areas mediating visual
integration of motion in the occipital and parietal lobes.
These findings suggest that, in regular cannabis users, acute
effects of marijuana may impair cognitive-motor skills and
brain mechanisms that modulate coordinated movement
and may affect driving safety. Funded by the Israeli Anti
Drug Authority.

No. 92-C

ADVANCES IN THE DEVELOPMENT OF
BEHAVIORAL TREATMENTS FOR CANNABIS USE
DISORDERS

Alan Budney, Ph.D., 4301 W. Markham, Slor 843, Little
Rock, AR 72206

SUMMARY:

Cannabis use disorders (CUD) pose a public health
problem perhaps best recognized by the fact that the
number of individuals enrolled in treatment for cannabis
is comparable to the number seeking treatment for cocaine
or heroin. Although the concept of dependence in relation
to cannabis is questioned in some quarters, diagnostic,
epidemiological, and laboratory studies clearly indicate the
existence, importance, and potential for harm of CUD.
Fortunately, well-specified behavioral treatments for CUD
engender comparable outcomes to those achieved with
treatments for other types of substance dependence. A
succinct review of the seminal clinical trials will illustrate
the growing evidence-based findings to support this
statement. In particular, details and limitations of studies
demonstrating the efficacy of the current “gold standard”,
ie, a multi-component intervention comprising
motivational enhancement therapy, cognitive-behavioral
therapy, and abstinence-based reinforcement, will be
discussed. In addition, preliminary findings from trials
examining innovative clinical strategies for CUD, e.g.,
computer-assisted therapies and post-treatment check-up
interventions, will provide a look at the most recent
advances in the application of behavioral interventions
to enhance the potency and cost effectiveness of
treatments for CUD. In summary, this presentation will

illustrate and critically appraise the continued systematic
effort to develop and make available cost-effective
behavioral treatment interventions for CUD. Although
research-based interventions have been effective, three
important limitations to translation must be addressed: (1)
the availability of effective treatments; (2) cost of the most
effective treatments; and (3) the continued need to reduce
the substantial rate of treatment failures and relapse.

No. 92-D

ADVANCES IN THE DEVELOPMENT OF
PHARMACOLOGICAL TREATMENTS FOR
CANNABIS USE DISORDERS

Margarer Haney, Ph.D., 1051 Riverside Drive, #120, New
York, NY 10032

SUMMARY:

Cannabis is the most frequently used illicit drug worldwide,
and treatment admissions for cannabis use disorders have
risen considerably. While psychosocial strategies have
been shown to improve treatment outcome, relapse rates
remain high. There is no FDA-approved medication for
the treatment of cannabis dependence, and developing
pharmacological interventions to improve treatment
options is a priority. Double-blind, placebo-controlled,
laboratory studies of potential pharmacotherapies in
combination with active and placebo marijuana will be
presented. One strategy for medications development is
to block cannabis directly with the cannabinoid receptor
antagonist, rimanobant. Another strategy is to reduce
marijuana withdrawal. Abstinence from daily cannabis
smoking can produce irritability, anxiety and disrupted
sleep, and the resumption of cannabis smoking alleviates
these symptoms. Bupropion and divalproex have been
shown to worsen mood duringabstinence, while nefazodone
alleviates only a subset of withdrawal symptoms. The most
effective medication to date to decrease symptoms of
withdrawal has been substitution with the CB1 receptor
agonist, dronabinol (synthetic THC). More recent studies
testing medication effects on both withdrawal and relapse
have shown that the anti-hypertensive, lofexidine, in
combination with dronabinol, significantly decreased both
cannabis withdrawal and relapse. The effects of baclofen,
mirtazapine, and quetiapine on withdrawal and relapse
will also be discussed. Thus, more treatment options for
cannabis dependence are needed. Although cannabis has
lower abuse liability than most other abused drugs, its
prevalence results in a subset of individuals who are unable
to achieve abstinence without treatment. Results from
controlled laboratory studies indicate that dronabinol,
lofexedine, and possibly rimonabant may have therapeutic
benefit for those seeking treatment for cannabis-related
problems.

Supported by NIDA (DA09236, DA19239)
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No. 92-E
MEDICAL AND  PSYCHIATRIC
ASSOCIATED WITH CANNABIS USE

EFFECTS

David Gorelick, M.D., Ph.D., NIDA IRP Baltimore, MD
21224

SUMMARY:

Cannabis is used by almost 165 million people around
the world, putting users at risk for a variety of medical
and psychiatric effects. Recent large-scale cross-sectional
and prospective longitudinal studies, as well as growing
knowledge about the mechanisms of cannabis effects on
the body and the role of endogenous cannabinoid systems,
have greatly improved our understanding of these effects.
Risk of adverse effects depends on many factors related to
both the cannabis agent (including frequency and intensity
of use, potency of preparation, route of administration)
and vulnerabilities of the user (including age of exposure,
genotype). Prenatal cannabis exposure is associated with
subtle impairment in working memory, attention, and
abstract reasoning in childhood and young adulthood.
Adolescent cannabis use is associated with impaired
attention, even with extended abstinence. Early cannabis
use (before age 17) is associated with increased risk of
schizophrenia (greater in those with the high-activity allele
of the COMT gene) and suicide attempt; the evidence is
less clear-cut for depression and mania. In adults, acute
cannabis smoking is associated with bronchodilation, while
chronic use is dose-dependently associated with impaired
large airway function: one joint has a similar effect to0 2.5-5
tobacco cigarettes. Cannabis smoking has been associated
with increased rates of lung cancer and increased risk of
death after acute myocardial infarction. Patients with
schizophrenia have higher rates of cannabis use (25-75%)
than the general population. Such use is associated with
greater positive symptoms and poorer treatment outcome.
One study in patients with psychosis found cannabis use
associated with weight gain and elevated blood glucose
levels, suggesting an increased risk for metabolic problems.
These findings indicate that cannabis use, especially at a
young age or in people with psychiatric comorbidity, may
cause specific adverse health consequences.

REFERENCES:
1.Stinson FS, Ruan WJ, Pickering R, Grant BF: Cannabis use
disorders in the USA: prevalence, correlates and co-morbidity.
Psychol Med 2006; 36:1447-1460.
2.Benyamina A, Lechacheux M, Blecha L, Reynaud M, Luka-
ciewcz M: Pharmacotherapy and psychotherapy in cannabis
withdrawal and dependence. Expert Rev Neurotherapeutics
2008; 8:479-491.

SYMPOSIUM 93

CULTURAL ADAPTATION OF COGNITIVE
BEHAVIOUR THERAPY FOR ETHNIC/MINORITY

PATIENTS

Chairperson: Stephen M. Goldfinger, M.D., 450, Clarkson
Avenue, Box 1203, Brooklyn, NY 1120,

Co-Chairperson: Shanaya Rathod, M.D.

Discussant: Toshiaki A. Furukawa, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Understand the need to culturally adapt
Cognitive Behaviour Therapy to facilitate engagement
and improve outcomes in patients from ethnic minority
communities; 2) Recognize themes and adaptations of
therapy that are specific to certain cultures and which
impact on treatment when interacting with patients from
these communities

OVERALL SUMMARY:
Engaging ‘difficult to treat” severely ill patients can
ave many meanings, and foster many interventions.
Difficulties in engagement, and poor treatment outcomes,
have been reported for many racial, ethnic and other
minority/underrepresented populations with severe mental
illness. Cognitive behaviour therapy (CBT) is a widely
used, effective and acceptable therapy for many psychiatric
disorders, but explanations and techniques used in CBT
are based on Western concepts and illness models. This
modality, however, is now increasingly being recognized
as viable, with robust outcomes, across a variety cultures
if appropriately adapted. This Symposium, bringing
together academics and clinicians with roots, and practices,
in several continents will provide a cutting edge view of
the application of CBT principles in diverse groups. The
evidence to support cultural adaptation will be explored
in the symposium as will problems associated with using
therapy that is not culturally sensitive and appropriately
adapted. Dissemination of cognitive therapy across widely
diverse cultures is increasingly occurring. The evidence
to support this is explored and updates on adaptations
from different countries is discussed.The participants will
discuss with the audience the need to develop therapies and
manuals which are culturally appropriate and sensitive to
the needs of ethnic minority populations leading to more
balanced range of effective psychological treatments. The
symposium will focus on current and completed research
conducted in US, UK, Pakistan, China and Japan and
invite contributions from the audience on their experiences
elsewhere. As the literature on treatment outcomes with
CBT continues to grow, the critical importance of adapting
this technology to new populations becomes more critically
important. We believe that benefits of this treatment
approach can and will be realised at different levels: more
effective and earlier engagement leading to early treatment
response, leading to fewer admissions, improved adherence
and enhanced satisfaction with services. Patients across the
globe have come to accept, and been noted to respond, to
CBT; our hopes are that the ideas and findings presented in
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this symposium will enhance patient choice and clinician
repertoire in this important treatment option.Background:
Compared to their white counterparts, patients from
minority ethnic groups with Schizophrenia are likely to be
misunderstood and misdiagnosed and more likely to be
treated with drugs and ECT rather than psychotherapy.
There is a higher rate of involuntary admissions and
dissatisfaction with the services among this group with
psychosis. These problems would appear to principally
stem from communication problems in relation to mental
health. Studies in schizophrenia have shown cognitive
behavioural therapy (CBT) to be of benefit in the
treatment of positive symptoms and negative symptoms.
However the outcome in African Caribbean patients has
not been as good as white counterparts (Rathod 2005)
Aim: The main aim of the study is to produce a culturally
sensitive adaption of an existing CBT manual that is (a)
well suited to the needs of clients with psychosis from three
specified ethinic minority communities (Black Caribbean,
Bangladeshi and Pakistani) and (b) is accompanied by
guidance for health professionals to enable them to deliver
CBT that is culturally sensitive and responsive for clients
with psychosis from these communties.Methodology:
The study has been conducted in 2 centres in the UK:
Hampshire and London. It adopts an overarching
qualitative methodology including face-to-face in-depth
semi-structured interviews and focus groups.Results: A
total of 114 participants were interviewed for the study.
Interviews have been conducted until themes have been
saturated. 20 Face to face interviews and 16 focus groups
have been conducted. NVivo 8 (computer-assisted
qualitative data analysis software) was used to manage
and explore qualitative data in-depth. ConclusionThis
study has important implications in the development of
culturally sensitive and responsive therapies for psychiatric
disorders. These will be discussed in detail.

No. 93-A
COGNITIVE BEHAVIOUR THERAPY
CULTURES

ACROSS

David  Kingdon, M.D., University of SouthamptonRoyal
South Hants Hospital Brintons Terrace, Southampton,
§014 0YG

SUMMARY:

Background: There is a literature demonstrating that
people from non-white backgrounds are less likely to
receive psychotherapy and more likely to be hospitalised
involuntarily. Evidence merging from a multi-site
multi-cultural study of CBT in psychosis in the UK
raised our concerns that individuals from non-white
groups were benefiting less from CBT than their white
counter-parts. Aim: to discuss experiences of using and
teaching CBT across different cultures. Methodology:
Differences in presentation and use of CBT, particularly
focussing on psychosis in US, UK, China & Japan will

be discussed arising from experience in research studies in
those countries. The program of research now specifically
addressing these issues will be outlined. Conclusion: There
are important adaptations that need to be made to CBT
when applied in different cultural settings Although the
individualised, collaborative approach inherentin CBT can
facilitate this, knowledge of the individuals’ background
and models of illness can assist in engagement and mutual
understanding and specific considerations (e.g. variability
in family involvement) and techniques (e.g. using cultural
texts, terminology and rituals) can improve outcomes.

No. 93-B

DEVELOPING CULTURALLY SENSITIVE
COGNITIVE BEHAVIOUR THERAPY FOR
PSYCHOSIS: —A UNITED KINGDOM BASED
STUDY

Shanaya Rathod, M.D., Hampshire Partmership NHS Trust,
Melbury Lodge,, Winchester, SO22 5DG

SUMMARY:

Background: Compared to their white counterparts,
patients from minority ethnic groups with Schizophrenia
are likely to be misunderstood and misdiagnosed and
more likely to be treated with drugs and ECT rather
than psychotherapy. There is a higher rate of involuntary
admissions and dissatisfaction with the services among this
group with psychosis. These problems would appear to
principally stem from communication problems in relation
to mental health. Studies in schizophrenia have shown
cognitive behavioural therapy (CBT) to be of benefit in the
treatment of positive symptoms and negative symptoms.
However the outcome in African Caribbean patients has
not been as good as white counterparts (Rathod 2005)
Aim: The main aim of the study is to produce a culturally
sensitive adaption of an existing CBT manual that is (a)
well suited to the needs of clients with psychosis from three
specified ethinic minority communities (Black Caribbean,
Bangladeshi and Pakistani) and (b) is accompanied by
guidance for health professionals to enable them to deliver
CBT that is culturally sensitive and responsive for clients
with psychosis from these communties. Methodology:
The study has been conducted in 2 centres in the UK:
Hampshire and London. It adopts an overarching
qualitative methodology including face-to-face in-depth
semi-structured interviews and focus groups. Results: A
total of 114 participants were interviewed for the study.
Interviews have been conducted until themes have been
saturated. 20 Face to face interviews and 16 focus groups
have been conducted. NVivo 8 (computer-assisted
qualitative data analysis software) was used to manage
and explore qualitative data in-depth. Conclusion This
study has important implications in the development of
culturally sensitive and responsive therapies for psychiatric
disorders. These will be discussed in detail.
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No. 93-C

DEVELOPING CULTURALLY-SENSITIVE CBT
PROJECT, SOUTHAMPTON: ADAPTATION OF
CBT FOR DEPRESSION IN PAKISTAN

Farooq ~ Naeem, M.R.C,
Southampton, SOI14 3ED

Southampton — University,

SUMMARY:

While CBT has evolved over the past many years in the
West and now has an established evidence base, it is hardly
practised in non western cultures. This study was performed
as part of “Developing Culturally-Sensitive CBT Project”
at Southampton, in which we have developed methods
to modify CBT for use in non-western cultures in the
UK using Pakistan as an example. This was a two stage
mixed method project whose aim was to establish whether
cognitive behavioural therapy can be an acceptable,
accessible and effective treatment for depression in a
developing country. We also wanted to develop a method
which could be followed to adapt CBT in any given
culture. In the first stage interviews with psychologists,
patients and university students were conducted. A frame
work was developed on the basis of these studies as well
as field observations by FN. The frame work was used to
modify therapy manual which had already been developed
using standard CBT. A pilot project has proved therapy
to be effective and applicable in Pakistan. The second
stage of the project will involve a randomised controlled
trial to judge effectiveness of the CBT. The focus of this
presentation will be framework which guided modification
of therapy. While there are few frameworks available for
adaptation of therapy for ethnic minorities in the west, we
are not aware of any therapy adaptation framework which
was developed in a non western culture, derived directly
from systematic and focused on adaptation of CBT rather
than psychotherapy in general. The framework consists of
three major areas. Each major area is further subdivided
into 7 minor areas. The major domains include; Culture
and related issues(Culture, religion and spirituality, Family,
Communication and Language, Rules of engagement,
Expression of distress & symptoms, Focus of therapy,
Traditional healing practices), Capacity and circumstances
(Gender, Educational level, Coping strategies, Capacity of
the health system, Mental health professionals, Pathways
to care & help seeking behaviours) and Cognitions and
beliefs(Beliefs about health and illness, causes of illness,
treatment, health system, healing and the healer, about

psychotherapy and Cognitive errors and dysfunctional
beliefs).

No. 93-D

IMPLEMENTING CBT FOR PSYCHOSIS IN THE
TREATMENT OF ETHNIC MINORITIES IN THE
UNITED STATES

Michael Garrett, M.D., 450 Clarkson Ave,Box 1203,

Brooklyn, NY 11203

SUMMARY:

Publicclinicsin the United States often differentiate between
“medication patients” and “psychotherapy patients”.
Many of the “medication patients” suffer from chronic
psychoses.  Compared with “psychotherapy patients”,
these patients tend to be seen less frequently, for shorter
visits, with treatment focused on psychopharmacology. If
the treatment has any psychotherapeutic aim at all it is
minimal. Such triaging can be particularly profound for
those minority, impoverished or otherwise disafhliated and
disenfranchised patients that are often seen by trainees.
This separation of psychotherapy and medication patients
is a stigmatizing categorization which in effect assigns
all patients with chronic psychosis to a disadvantaged,
minority status. This approach can have a profoundly
negative impact not only on the patients, but on trainees
working in these sites. At SUNY Downstate, we are
actively using a CBT for psychosis approach to overcome
these obstacles and enhance our trainees’ ‘therapeutic
toolbox”. A number of obstacles arise in implementing
a CBT for psychosis program in the public sector: A
prejudice of hopelessness Clinicians may feel that little
can be accomplished beyond using medication to keep
them out of the hospital. A clinical case will be presented
describing the dramatic gains achievable when ‘medication
patients’ were allowed to engage in CBT for psychosis.
Narrow case selection Clinicians who are open to CBT
for psychosis may mistakenly believe that only a small
subset of psychotic patients is suitable for psychotherapy,
e.g. “I dont have a good case.” Concerns of doing harm
Clinicians who believe that delusions and hallucinations
may play some role in self esteem regulation may believe
that such psychotic symptoms are better left unexamined
for fear of disturbing a fragile defensive balance. Lack of
clinicians trained in CBT for psychosis who can teach it

REFERENCES:
1.Rathod S, Naeem F, Phiri P, Kingdon D. Expansion of
psychological therapies The British Journal of Psychiatry 2008;
193: 256.
2.Rathod S, Kingdon D. Cognitive Behaviour Therapy across
Cultures. Psychiatry (in press)

SYMPOSIUM 94

CHOOSING THE RIGHT TREATMENT FOR
SUBSTANCE ABUSE SYMPOSIUM

Chairperson: Herbert D Kleber, M.D., 1051 Riverside
Drive, Unit 66. New York, NY 10032

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Identify the pros and cons of various medications
as well as behavioral interventions for the discussed abused
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substances and; 2) They should also know the key issues in
treating pain in the addicted patient.

OVERALL SUMMARY:

Substance Abuse/Dependence remains a major public
health problem with important implications for health,
financial costs, and the criminal justice system. Shifts
continue to occur in cost, purity, and geographic spread of
various agents. The fastest growing problem is prescription
opioid and stimulant abuse while cocaine and heroin
remain endemic, methamphetamine decreases, and
marijuana has higher potency and lower age of onset.
The symposium combines current scientific knowledge
with the most efficacious treatments for all of these agents
as well as a separate presentation on comorbid pain.
Emphasis is on office-based approaches and includes both
pharmacologic and psychologic treatment methods. The
speakers are nationally recognized experts in the field and
focus on practical and cutting edge treatments.

No. 94-A
CHOOSING THE RIGHT TREATMENT FOR
COCAINE DEPENDENCE

Adam Bisaga, M.D., Columbia University/NYSPIL, 1051
Riverside Drive,, New York, NY 10032

SUMMARY:

Cocaine abuse and dependence remain severe health
problems, with treatment difficult, and no commonly
accepted  pharmacotherapies. A combination of
pharmacological, possibly more than one medication, as
well as behavioral interventions will likely be required
for patients to achieve and maintain abstinence.
Antidepressants, with desipramine most studied, have
yielded inconsistent results. Trials of medications
that decrease dopaminergic effects of cocaine, such as
neuroleptics have notbeen successful. However medications
that enhance dopaminergic tone and have stimulant
properties such as disulfiram, d-amphetamine, modafinil
and levodopa are promising as abstinence-inducing
treatments. Medications that indirectly block effects of
cocaine by enhancing GABA-ergic neurotransmission
such as topiramate, tiagabine, and baclofen appear to have
potential as abstinence-maintenance treatments. Strategies
to prevent cocaine from entering the brain are also being
developed and initial results with a “cocaine vaccine” are
promising. A new approach in cocaine treatment trials
involves using medications in combination with a specific
form of behavioral therapy. For example, addition of
dopamine enhancers have increased efficacy of contingency
management treatment. Although no single treatment
is currently suggested, several treatment combination
approaches will be discussed.

No. 94-B

CHOOSING TREATMENTS FOR CANNABIS
DEPENDENCE: WHAT ARE THE OPTIONS?

Frances Levin, M.D., 1051 Riverside Drive, New York City,
NY 07666

SUMMARY:

Cannabis is the most commonly used illicit drug in the
United States and the rates of abuse and dependence
have increased, particularly among minority populations.
A great deal of work has been completed concerning
the basic mechaoisms of actions, pharmacology, aod
neurophysiologic of cannabis. It has now been recognized
that heavy chronic cannabis use can lead to a characteristic
withdrawal syndrome upon discontinuation of use. Such
withdrawal symptoms may hinder a patient’s ability
to reduce or cease hislher use. Although there have
been several large clinical trials suggesting that various
psychotherapeutic treatment approaches are efficacious, no
one type of psychotherapy has been found to be superior.
In addition, there has been a limited number of controlled
laboratory aod treatment trials that have assessed the
efficacy of pharmacologic interventions. At present,
agonist and aotagonist therapies have shown promise, e.g.,
dronabinol (oral THC), aod combined pharmacotherapies
(such as dronabinol aod lofexidine) may have clinical
utility for treating cannabis dependence.

No. 94-C

PRINCIPLES OF COMBINING MEDICATIONS
AND PSYCHOSOCIAL INTERVENTIONS IN THE
TREATMENT OF SUBSTANCE DEPENDENCE

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

SUMMARY:

Several types of psychosocial-behavioral interventions,
including cognitive behavioral skillbuilding approaches
(e.g., relapse prevention, community reinforcement
approach, contingency management, motivational
enhancement therapy, and 12-Step facilitation), have
been studied for use either alone or in combination with
medications for treatment of substance dependence. Such
interventions have served as means of helping patients
to achieve abstinence, encouraging lifestyle change, and
promoting compliance with medications. An overview of
these models and a brief review of findings in treatment
outcome research will be provided. Obstacles encountered
in the delivery of these approaches, the clinical implication
of integrating such models, and the efforts to date to
generalize research findings to community settings will be

addressed.

No. 94-D
PAIN AND ADDICTION: SUBSTANCE USE
DISORDERS IN THE CONTEXT OF OPIOID
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THERAPY

Maria Sullivan, M.D., Ph.D., 1051 Riverside Drive, Unit
51,, New York, NY 10032

SUMMARY:

In the past two decades the non-medical use and abuse of
prescription opioids has risen dramatically in the United
States, both among chronic pain patients and in the general
U.S. population. 50 million people in the U.S. report
significant current chronic pain. And among primary care
patients with chronic lower back pain, lifetime and current
prevalence of substance use disorders are 54% and 23%
respectively. The treatment of chronic pain in substance
abusers poses a significant clinical challenge. The rates
at which all classes of opioids have been prescribed have
also increased, and this rise has been most dramatic for
oxycodone. Co-occurring increases in opioid abuse and
prescribing in the last decade suggest that both emergency
departments and office visits are channels for the supply
of abused opioids (Mendelson et al. 2008). The clinical
picture of addiction in pain patients is more subtle and
difficult to identify than in illicit substance users. It is
important to distinguish clinically between different causes
of opioid misuse in pain treatment (Savage et al. 2008). As
a set of universal precautions, care providers should obtain
informed consent, carry out careful baseline and repeated
pain assessments, evaluate psychological and substance use
issues, and monitor adherence. Stratifying patients into
risk categories for addiction liability will enable a clinician
to determine individualized treatment strategies, including
a specialty care setting when warranted, and increased
monitoring with frequent visits and toxicology screens.
For chronic pain patients with a history of opioid abuse,
buprenorphine/naloxone can be an effective analgesic,
which carries a low risk of abuse. By reviewing the various
factors that contribute to the pain experience and assessing
for the presence of aberrant behaviors surrounding
medication use, chronic pain in substance users may
be managed safely, and the risk of opioid misuse can be
significantly reduced.

REFERENCES:
1. Textbook of Substance Abuse Treatment, 4th Edition, Eds.
Galanter, M., Kleber, H.D., Am Psychiatric Press. 2008. Chap-
ters 7, 11, 19, 20, 21, 22, 24, 25, 26, & 42.
2. American Psychiatric Association, Practice Guidelines for the
Treatment of Patients with Substance Use Disorders. 2nd Edi-
tion. HD. Kleber, Chair, Am ] Psychiatrv, pp 75-84,April 2007
(supp).3. Nordstrom, B.R., Levin, ER.: Treatment of Cannabis
Use Disorders: A review of the Literature. Am J Addictions,
16:331-342,2007.

SYMPOSIUM 95

SHOULD ‘RISK SYNDROME OF PSYCHOSIS’ BE
INCLUDED IN DSM 5 AS A DIAGNOSIS: A ROAD

TOWARDS PREVENTIVE PSYCHIATRY

Chairperson: Amresh  Shrivastava, M.D., D.RM., 467,
Sunset Drive, Regional Mental Health Care, St. Thomas,
Ontario, N5H 3V9 Canada

Discussant: William T Carpenter, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Have clarity of thought, decision-making,
merits and demerits of Risk syndrome on following three
parameter: Research advances and outcome,
Impact on patients and families, Changes in the clinical
practice.

OVERALL SUMMARY:

Psychiatric diagnosis has acquired a position of a quasi-legal
document for mental health services and agencies working
with mental health. Its utility has gone far beyond ‘clinical
diagnosis for treatment. The concept of risk syndrome
for schizophrenia has been thoroughly researched in last
ten years or so. Significant advancement has been made
in phenomenology, diagnostic criteria, classification, &
neurobiology. The research of prodromal or at-risk or Ultra
high-risk psychosis has significantly contributed to the
body of knowledge of actio-pathogenesis of schizophrenia.
The science of risk syndrome has apparently matured
and its proponents are ready for its inclusion in DSM
V as a diagnosis. This may happen or may not happen.
However it is a welcome agenda for working group of
schizophrenia in DSM. All the stakeholders are curiously
watching this exciting scientific discourse. We need to
be mindful, in the process, not to do any thing in which
interest of the ‘patient’ if left out. Schizophrenia affects
about 1% people in the general population personal
and social cost of schizophrenia is extremely high. The
patients and the family members both suffer the burden
of disability. Prevention of schizophrenia, therefore would
offer substantial benefits to the patients, families and the
community at large. Studies report that about 80-85%
patients report experiencing subsyndomal symptoms for
varying periods. Identification of individuals at prodromal
stage would clinicians an opportunity to provide preventive
intervention. The symposia will reflect, discuss and provide
synthesis of data to frame an opinion based upon not
only evidence but also on experience and expectations of
consumers.

No. 95-A
RISKSYNDROME OF PSYCHOSIS AS A DIAGNOSIS
IN DSM 5: IS THE QUESTION LEGITIMATE?

Ampresh Shrivastava, M.D., 467,Sunset drive, St. Thomas,
N5SH3V9

SUMMARY:
Schizophrenia frequently results in social and occupational

176



SYMPOSIA

disability causes direct and indirect burden on families and
costs exchequers dearly in economic terms. Prevention
of schizophrenia would therefore would offer substantial
benefit to the patient their family members and the
community at large. Studies indicate that approximately
80-85% patients report experiencing subsyndromal
symptoms for a period lasting several months to several
years prior to the onset of the illness. Much of functional
decline associated with schizophrenia occurs during
this prodromal phase. Identification of individuals
at prodromal stage of illness i.e. prior to onset of florid
symptoms of schizophrenia ~ would offer clinicians
the opportunity to provide preventive interventions.
Though the evidence for specific intervention is not very
strong,  frequently experience functional impairment.
A number of them feel subjective distress as well as
disability Morbidity of individuals who have at-risk or
subthreshold symptoms, insufficient to qualify for a
diagnosis of psychosis or schizophrenia, is significantly
high. It is recognized that data available is insufficient
and  the field is full of ‘non-specificities’. Concern of
inappropriate prescribing and stigmatizing some one
who does not have diagnosable mental illness is looming
large. For prevention of schizophrenia there is no other
route but to identify earliest, those who are vulnerable.
The present debate presents an opportunity to examine
value of a diagnosis. Is a diagnostic category necessary for
prevention? May not be but without well-defined position
in classification system it would be hard to make a move.
It is felt by some experts that the opportunity need not be
missed. Significant progress has been made in the research
to contest dismissing the argument prematurely. As a
clinician and consumer, research needs to reach clinics. In
that sense the question appears legitimate.

No. 95-B

INCLUSION OF THE PSYCHOSIS RISK
SYNDROME IN DSM-V: AN ARGUMENT FOR
PLACING IT IN THE APPENDIX

Cheryl ~ Corcoran, M.D., NYSPI, Unit 61051 Riverside
Drive, New York, NY 10032

SUMMARY:

The appropriateness of inclusion of any new syndrome
in the DSM depends on a careful analysis of both
anticipated benefits and risks. Potential benefits of the
psychosis risk syndrome include early recognition and case
identification, and the hypothetical benefit of preventive
intervention of psychotic disorders, for which there is
as yet no evidence base. However, there is a potential
for high rates of false positives — both at the expert and
community level — given the difficulty in discriminating
mild symptoms from normal variants and low base rates of
the syndrome in the general population. High false positive
rates in and of themselves are not necessarily problematic
if the risk-benefit ratio is significantly favorable, as with

screening for cardiovascular risk factors. For the psychosis
risk syndrome, by contrast, there are substantial risks,
for both stigma and discrimination, and for unnecessary
exposure to antipsychotic medications, which arguably
make the high false positive rate associated with the
psychosis risk designation untenable. Improvement of the
positive predictive value of the psychosis risk syndrome is
necessary to enhance its candidacy for inclusion within the
main text of future editions of the DSM. To encourage
further research, a reasonable course would be to include
the psychosis risk syndrome within the appendix of
“criteria sets and axes provided for future study”; there is
precedent for the wisdom of this compromise.

No. 95-C
AN OVERVIEW OF THE CURRENT STATUS OF
RISK SYNDROME FOR PSYCHOSIS

Ming Tsuang, M.D., Ph.D., University of California, San
Diego 9500 Gilman Drive, MC 0603 Medical
Teaching Facility, Room 453, La Jolla, CA 92093

SUMMARY:

General principles and concepts of early identification and
intervention towards the prevention of schizophrenia will
be introduced (1). Various risks for schizophrenia will be
briefly reviewed in relation to genetic and environmental
factors. In order to prevent psychosis, the first step should
be to identify characteristics of Risk Syndrome for Psychosis
before its onset. We can then purposefully engage in
early intervention aiming towards prevention. Currently
there are relatively reliable and valid research criteria for
identifying Risk Syndrome for Psychosis. By utilizing these
criteria we can predict future occurrences of psychosis
based on follow up studies (2). It is imperative that well
designed field trials involving clinicians be undertaken
utilizing clinical criteria for Risk Syndrome. These field
trials should test reliability of the clinical criteria in order to
identify Risk Syndrome for Psychosis among heath seeking
subjects. In addition, comparison groups with other well
established disorders should be selected to test the specificity
of the clinical criteria. When the field trials are complete
and have successfully demonstrated their reliability and
specificityy, DSM V should include Risk Syndrome for
Psychosis for further refinement. This rigorous approach
will prevent over-diagnosis and unnecessary treatment. 1.
Tsuang MT, Stone W, Lyons M. Toward Prevention of
Schizophrenia: Early Detection and Intervention. In:
Tsuang MT, Lyons M]J, Stone WS, eds. Recognition
and prevention of major mental and substance abuse
disorders. (American Psychopathological ~Association
Series) Arlington, VA: American Psychiatric Publishing,
Inc. 2007, pp. 213-237.2. Prediction of psychosis
in youth at high clinical risk: a multisite longitudinal study
in North America. Cannon TD, Cadenhead K, Cornblatt
B, Woods SW, Addington ], Walker E, Seidman LJ,
Perkins D, Tsuang M, McGlashan T, Heinssen R. Arch
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Gen Psychiatry. 2008 Jan;65(1):28-37. Co Author: Larry
J. Seidman, Ph.D.

No. 95-D
RISK SYNDROME FOR PSYCHOSIS: A RELIABLE
& VALID DIAGNOSIS

Scott Woods, M.D., 34 Park Street,, New Haven, CT 06519

SUMMARY:

A risk syndrome for psychosis has been recognized for 100
years. Such persons suffer from current symptoms, distress,
and functional and cognitive impairment, as well as risk
of future decline. Recent years have witnessed substantial
progress in our ability to diagnose the risk syndrome with
reliability and validity in the research setting (Woods et
al, Schizophrenia Bulletin 2009;35:894-908), and the
issue of considering this earlier stage of psychotic illness
for diagnostic inclusion in DSM-V has been raised. The
major benefits of such inclusion are two: 1) widespread
community education about who does and does not meet
risk syndrome criteria, and 2) promotion of more rapid
and larger-scale treatment research. The major risks of
inclusion are also two: 1) stigma, and 2) overmedication
of false positive patients. Stigma can be managed through
provider education, similar to the way investigators
minimize stigma associated with participation in
risk syndrome research. Overmedication can also be
managed by provider education, and if we have a DSM-5
diagnosis we will be able to acquire far more information
with which to educate. Lastly, the proportion of false
positive identifications is partly a function of the criteria
themselves. The criteria currently proposed for DSM-5 are
substantially more narrow than current research criteria.
Characteristic attenuated positive symptoms are required
to have been present in the past month, been accelerating
within the past year, themselves led to help-seeking, and
not been better explained by other DSM-5 diagnoses.
These restrictive criteria should help to ensure that persons
receiving risk syndrome diagnoses are ill patients in
need of care. It remains to be seen whether community
psychiatrists can use the proposed DSM-5 clinical criteria
reliably. To this end, well-designed field trials should be

conducted.

No. 95-E
INCLUSION OF THE PSYCHOSIS AT-RISK
CATEGORY IN DSM-5: IS IT PREMATURE?

Barbara Cornblatt, Ph.D., M.B.A., Zucker Hillside Hospital
75-59 263rd Street, Glen Oaks, NY 11004

SUMMARY:

Over the past decade, there has been a dramatic increase in
research concerned with the prevention of psychosis which
parallels the considerably longer standing interest in the
pre-emptive treatment of many chronic physical illnesses

such as heart disease, diabetes and cancer. The emerging
focus on providing early intervention for individuals
thought to be at risk for severe mental illness has been
received with a great deal of enthusiasm and the number
of clinical trials and studies focusing on underlying
mechanisms and risk factors have escalated over the
past several years. This has supported the recent move
to include risk for psychosis as a diagnostic class in the
fifth edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5). However, despite the promise
of prodromal research, it may be premature to include a
psychosis at-risk category in DSM-5 This position is based
on several concerns. One major issue is the considerable
possibility that introducing the risk construct into the
community will generate an unacceptably high rate of
false positive cases (possibly in the 90% range). A second
concern is the notable lack of evidence currently available
to support type of treatment, when treatment should be
started; or when it should be discontinued. Third, risk is
currently defined by the presence of any one or more of 5
attenuated positive symptoms (suspiciousness, grandiosity,
unusual thoughts, abnormal perceptions, disorganized
communication). However, the rules for meeting criteria
are complex and require considerable training. While
reliability in academic settings is relatively well established,
it is unclear how community ratings will compare when
made without specialized training. Furthermore, validity
of the prodromal concept, in any setting, is yet to be
established. Thus, before the at-risk category is considered
for inclusion in DSM-5, positive benefits must be shown
to clearly outweigh potential negative consequences.

REFERENCES:
1.Addington, J., Cadenhead, K.S., Cannon, T.D., Cornblatt,
B., McGlashan, T.H., Perkins, D.O., Seidman, L.J., Tsuang,
M., Walker, E.E, Woods, S.W., Heinssen, R. & North Ameri-
can Prodrome Longitudinal Study 2007, “North American Pro-
drome Longitudinal Study: a collaborative multisite approach
to prodromal schizophrenia research”, Schizophrenia bulletin,
vol. 33, no. 3, pp. 665-672.
2.Carpenter, W.T. 2009, “Editorial: Anticipating DSM-5:
Should Psychosis Risk Become a Diagnostic Class?”, Schizo-
phrenia bulletin, .
3.Woods, S.W., Addington, J., Cadenhead, K.S., Cannon,
T.D., Cornblatt, B.A., Heinssen, R., Perkins, D.O., Seidman,
L.J., Tsuang, M.T., Walker, E.E & McGlashan, T.H. 2009,
“Validity of the Prodromal Risk Syndrome for First Psychosis:
Findings From the North American Prodrome Longitudinal
Study”, Schizophrenia bulletin, .
4. Shrivastava A. 2007 Should antipsychotics be used in pro-

dromal phase of psychosis? http://www.wfsbp.org/FeatureFo-
rums/forum.heml.
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BASIC SCIENCE IN PSYCHIATRY: A MOVE
TOWARD TRANSLATIONAL MEDICINE
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Chairperson: Mark H Rapaport, M.D., 8730 Alden Drive,
Thalians, C-301, Los Angeles, CA 90048

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Understand that rapid transitions in
basic neurosciences are facilitating the develpment of
novel new models for treatment; 2) Recognize it is now
possible to develop comprehensive systems basedx on
basic neuroscience principles for the development of
new compounds for the treatment of major psychiatric
disorders; and 3) Discern how advances both in clinical
neurosciences and basic neurosciences are leading to
bidirectional.

OVERALL SUMMARY:

The overall goal of the session is to introduce the
participant to the exciting changes in information about
psychiatric disorders that is being spurred on by rapid
development of translational medicine techniques that
creale a bidirectional synergy for the growth of new
knowledge. In this symposium there will be presentations
by three basic scientists, all of whom are engaged
in collaborative translational research with clinical
investigators. The fourth presentation will be made by
a clinical scientist whose work in imaging and energy
metabolism has led to his collaboration with pre-clinical
scientists to investigate mitochondrial function. In this
symposium, Professor Mark Rasenick will present some
of his groups groundbreaking work investigating the
cellular translocation and function of GSa and its impact
on neuropsychiatric disorders. In particular, Professor
Rasenick will share recent findings linking GSa protein
location and its relationship to risk of suicide. He will also
present exciting new data suggesting that translocation of
GSa may be an indicator of antidepressant responsiveness.
Dr. Carrolce Barlow will present work that she and
her colleagues have done developing a comprehensive
systematic approach 10 the assessment of neurogenesis and
how it might be used potentially to prospectively identify
novel clinically-effective treatment combinations or new
treatment approaches for neuropsychiatric disorders. Dr.
Barlow will discuss how this systems approach to the
concept of neurogenesis may facilitate the development
of novel compound for the treatment of mood disorders.
Professor Robert Pechnick will discuss the development of
novel animal models that mimic either symptoms of or
certain types of psychiatric syndromes. He will also present
data demonstrating how one can use such models to begin
exploring basic questions such as cell cycle turnover in the
brain and how that may be linked to potential measures
of treatment response. Dr. Dan losifescu will present data
about how one can link clinical findings from imaging
investigations back to the cellular level. He will use findings
from his group todemonstrate how their work with FMRi
led to the generation of hypothesis regarding the role of

mitochondrial dysfunction in psychiatric disorders. By the
end of these presentations, the participant should have a
broader perspective about how basic research is blending
with clinical neuroscience to facilitate the development of
translational med

No. 96-A

SYNAPTIC BIOLOGY OF DEPRESSION: G
PROTEINS, LIPID RAFTS, AND THE SEARCH
FOR A BIOMARKER

Mark Rasenick, Ph.D., 835 S Wolcorr MC 901, Chicago,
IL 60612-7342

SUMMARY:

TheG protein, GSa conveys couples to a number of
receptors to convey the signals of neurotransmitters like
SHT into the cellular interior. While receptors span
the membrane bilayer, GSa occupies the inner face of
the membrane and can be found in cholesterol-rich
cytoskeleton-associated membrane structures (lipid rafts)
or less “rigid” non-raft membrane regions. When GSa
occupies Ihese non-raft membrane regions, it engages in a
more facile stimulation of adenylyl cyclase in response to
neurotransmitter activation. A number of antidepressants
have been shown to increase stimulation of adenylyl
cyclase by GSa. These studies subjected rats to chronic
treatment with drugs or ECT.Control compounds or acute
treatment with any of the antidepressants were ineffective.
It was suggested that these effects might be post-synaptic
and uptake independent, and studies with cultured
cells, lacking transporters for biogenic amines revealed
antidepressant-induced increases in adenylyl cyclase
comparable to those seen in rat brain.Since movement
of GSa out of lipid rafts increases stimulation of adenylyl
cyclase, it was suggested that chronic antidepressant
treatment might have this effect. This was seen in both
rats and cultured cells, raising the possibility that chronic
antidepressant treatment might target some membrane
entity and counter membrane rearrangements evoked by
depression. A post-mortem analysis revealed this to be
the case. While the expression of GSa was not greatly
altered in depression, the ratio of GSa in raft fractions was
reduced. This is consistent with the long-term increases in
cellular cAMP seen after antidepre:,sant treatment. It is
suggested that increased lipid raft association of GSa might
be a hallmark of depression and translocation of GSa to
non-raft membrane fractions will accompany successful
antidepressant treatment.

No. 96-B
ANIMAL MODELS: CELL CYCLE REGULATORS
AND NEUROBEHAVIORAL DISORDERS

Robert  Pechnick, Ph.D., 8730 Alden Dr Ste E-123, Los
Angeles, CA 90048
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SUMMARY:

In the hippocampus, neural stem cells and progenitors
proliferate and differentiate into neurons throughout
adulthood. The functional significance ofadultneurogenesis
is not known. The hippocampus is involved in a number
of important functions, including memory formation
and retrieval, learning, and neuroendocrine and mood
regulation. Many studies have attempted to link changes
in hippocamphal neurogenesis to alterations or deficits in
these endpoints. The relationships among hippocamphal
neurogenesis, depression and the mechanism of action
of antidepressant drugs have generated a considerable
amount of interest and controversy. Neurogenesis is
under the control of cell cycle regulators. P21Cipl, a
cyclin-dependent kinase inhibitor, restrains cell-cycle
progression and proliferation throughout the body. It
is found in neuroblasts and newly developing neurons
in the sub granular zone of the hippocampus. Chronic
treatment with the tricyclic antidepressant imipramine
decreases p2ICipi transcript and protein levels, stimulates
neurogenesis in this region and produces antidepressant-like
behavior in animal models. Moreover, mice lacking p21Cipl
have increased rates of hippocamphal neurogenesis. Thus,
p21Cipl restrains neurogenesis in the hippocampus,
and antidepressant-induced stimulation of neurogenesis
might be due to decreased p21Cipl expression. Cell-cycle
regulation occurs downstream from the primary site of
action of antidepressants, suggesting that new therapeutic
strategies might directly target cell-cycle proteins.
Post-chemotherapy cognitive impairment, commonly
called “chemobrain,” has long been recognized in cancer
survivors. After cancer chemotherapy, patients frequently
suffer from memory lapses, have trouble concentrating,
are unable to remember details, and have problems doing
more than one thing at a time (i.e., multitasking) and
trouble remembering common words and names. Some
chemotherapeutic agents, such as methotrexate, disrupt
hippocamphal neurogenesis and impair performance
function in animal models of cognitive function. Therefore,
post-chemotherapy-induced changes in neurogenesis
might be a fundamental mechanism underlying the
development. This information finding could lead to the
development of treatment strategies to treat and-or prevent
this frequent and troubling problem in cancer patients.

No. 96-C

ALTERED BRAIN BIOENERGETICS: A
REFLECTION OF MITOCHONDRIAL
DYSFUNCTION DURING THE TREATMENT OF
MAJOR DEPRESSIVE DISORDER

Dan losifescu, M.D., M.S., Massachusetts General Hospital
50 Staniford Street, Suite #401, Boston, MA
02114

SUMMARY:

Purpose: Accumulating evidence suggests that oxidative

stress, particularly mitochondrial dysfunction, plays a role
in recurrent mood disorders. Mitochondrial dysfunction is
related to neuroplasticity and to excessive inflammation.
We will review studies using phosphorus magnetic
resonance spectroscopy (31P-MRS) to investigate the brain
bioenergetic metabolism, a reflection of mitochondrial
function, in subjects wilh mood disorders. Methods: We
will present results from several studies in major depressive
disorder (MDD) subjects whose bioenergetic metabolism
was assessed with 31P-MRS before and after antidepressant
treatment (with thyroid hormones and with SSRlIs). Proton
spectroscopy (1J-MRS) data was acquired at baseline
and endpoint to assess levels of brain neurotransmitters
(such as GABA and glutamine).Results: Beta-nucleoside
triphosphate (beta-NTP) levels (primarily reflecting brain
levels of adenosine triphosphate, ATP) are lower in MDD
subjects compared to controls, suggesting a pattern of
mitochondrial dysfunction in MDD. Such bioenergetic
abnormalitiesappear to be partially corrected after successful
antidepressant treatment. Changes in the levels of the main
neurotransmitters (GABA, glutamine) are also associated
with antidepressant response in MDD. Improvement in
brain energy stores (beta-NTDP) is associated with, and may
be necessary for, increases in brain neurotransmitter levels.
Importance: we propose a hypothesis of mitochondrial
dysfunction in MDD and bipolar disorder that involves
impaired oxidative phosphorylation and a decrease in total
energy production. The resulting bioenergetic deficiencies
might be associated with decreases in high-energy
processes such as neurotransmitter synthesis. Correction
of such bioenergetic abnormalities might be required for
successful treatment of depression. Such a model justifies
the search for novel antidepressant treatments with impact
on mitochondrial function and brain bioenergetics.

No. 96-D

NEUROGENESIS ASSAYS PROSPECTIVELY
IDENTIFY A NOVEL CLINICALLY EFFICACIOUS
COMBINATION FOR THE TREATMENT OF
MAJOR DEPRESSIVE DISORDER

Carrolee Barlow, M.D., Ph.D., 3565 General Atomics Ct Ste
200, San Diego, CA 92121

SUMMARY:

Thatadulthumansretain the ability to generate new neurons
in the dentate gyrus of the hippocampus throughout
life offers the potential for therapeutic interventions in
various diseases. The preclinical finding that all classes
of marketed antidepressants promote an increase in
neurogenesis specific to the dentate gyrus is consistent
with the concept that enhancing neurogenesis in humans
may have clinical utility. Recently developed pre-clinical
models, such as novelty suppressed feeding (NSF), assess
the time-dependent behavioral effects of antidepressants.
Chronic administration of antidepressants are required
for efficacy in NSF and blocking neurogenesis renders
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antidepressants ineffective, further strengthening the link
between efficacy of antidepressants and neurogenesis. Since
hippocamphal neurogenesis is suggested to contribute to the
mechanism of action of antidepressants, we studied several
agents in order to define a set of assays that could be used
to identify agents with both a neurogenic and behavioral
profile predictive of efficacy in treating depression. In these
assays, neither buspirone nor melatonin ALONE showed
an antidepressant-like signature in experiments utilizing
human neural stem cells (NSCS). This lack of eflicacy was
confirmed in rodent ex vivo neurogenesis assays and in
rodent in vivo behavioral assays.However, using systematic
screening the combination of buspirone and melatonin
displayed unexpected neurogenic and antidepressant-like
activity in the human in vitro system, the rodent ex vivo
neurogenesis assays and in rodent behavioral assays. Based
on the neurogenic and the antidepressant-like profile of
the combination of low dose buspirone and melatonin,
we hypothesized that the combination could be efficacious
in patients with Major Depressive Disorder (MDD). To
test this hypothesis, we conducted a 6-week double-blind,
placebo-controlled, randomized study (2:1:1) of 15 mg of
buspirone with 3 mg melatonin (combination treatment)
compared to placebo or 15 mg of buspirone alone nightly.
Buspirone alone was included in the study because of
reports that doses above 40 mg may be beneficial for
MDD. Results and details of this study will be discussed
during the session.

SYMPOSIUM 97

THE SUPREME COURT AND PSYCHIATRY IN
THE 21ST CENTURY

Chairperson: Paul S. Appelbaum, M.D., 1051 Riverside
Drive, Unit 122, New York, NY 10032
Discussant: Richard Bonnie, J.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session the participant should
be able to: Better appreciate the attitudes of the U.S.
Supreme Court toward psychiatry, and the implications of
the Court’s decisions for future regulation of psychiatry.

OVERALL SUMMARY:

Since the turn of the millennium, the U.S. Supreme
Court has taken on roughly one case of direct relevance to
psychiatry each year. Although many of these cases focus on
the application of psychiatric knowledge to criminal law,
what they reveal of the Court’s understanding and views of
psychiatry has relevance to every aspect of the relationship
between psychiatry and law. This symposium will review 4
of the most significant cases considered by the Court in the
past 10 years, and suggest their implications for the years
to come. As a group, the cases show the Court struggling
with the extent to which psychiatry offers scientific
evidence that can be of use in the adjudicatory process and

in the resolution of difficult policy dilemmas. Atkins v.
Virginia (2002), holding that the death penalty cannot be
imposed on people with mental retardation, demonstrates
the difficulty that the Court faces when it turns to the
clinical disciplines for assistance in solving challenging
moral problems. Reflecting the other side of the Court’s
ambivalence about psychiatry, Clark v. Arizona (2000)
upheld the exclusion of psychiatric evidence from many
criminal trials, displaying skepticism about the reliability
and validity of psychiatric testimony. A more sophisticated
view of psychiatry is evident in Panetti v. Quarterman
(2007), a decision that recognized the pervasive impact
of delusions on a death row prisoner’s appreciation of his
fate. Finally, in Edwards v. Indiana (2008), the Court once
again acknowledged the subtle effects of mental illnesses on
behavior, requiring more careful assessment of defendants’
abilities to represent themselves in court. On balance, the
Court appears to have a growing comprehension of the
effects of mental disorders, and of the benefits and limits of
psychiatric expertise. The discussant, an expert on mental
health and law, will place these decisions in a broader legal
and policy perspective.

No. 97-A
ATKINS V. VIRGINIA: MENTAL RETARDATION
AND THE DEATH PENALTY

Paul Appelbaum, M.D., 1051 Riverside Drive, Unit 122,
New York, NY 10032

SUMMARY:

In 2002 the U.S. Supreme Court declared execution of
persons with mental retardation to constitute cruel and
unusual punishment, and thus to be unconstitutional under
the 8" Amendment. The case that triggered the decision,
reversing an earlier Supreme Court precedent, involved
Daryl Atkins, a man with 16 prior felony convictions, who
was sentenced to death for the abduction, robbery, and
murder of an airman from a local military base. Pointing to
a developing consensus among the states that persons with
mental retardation have a reduced level of culpability and
should not be put to death, the majority held that evolving
standards of decency precluded their execution. However,
although the Court recognized that there might be serious
disagreement about whether a particular defendant is
mentally retarded, all considerations regarding how to
implement the decision were explicitly left to the states.
Since Atkins v. Virginia was decided, legislatures, courts,
and mental health have struggled with its implementation.
Among the issues that have been addressed and that
will be reviewed in this presentation are: the definition
of mental retardation, the means that should be used to
assess mental retardation, and the procedures that should
be followed for the legal determination of retardation,
including the identity of the decision maker. The decision
in Atkins can be seen as a reflection of our society’s deep
ambivalence about the death penalty; although reluctant
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to surrender the option of imposing the ultimate penalty,
we are nonetheless inclined to surround it with so many
restrictions that it will only rarely be applied. Atkins
offers a vivid example of just how poorly legal and clinical
constructs mix, and how the failure of a court to grasp
the complexity of clinical concepts—relying on them as
the basis for legal rules—can create precedents that will be
difficult for subsequent courts to apply.

No. 97-B

CLARK V. ARIZONA: THE SUPREME COURT
CONSIDERS THE INSANITY DEFENSE AND
PSYCHIATRIC TESTIMONY

Steven  Hoge, M.D., M.B.A., 420 Madison Avenue, Suite
801, New York, NY 10017

SUMMARY:

Dr. Hoge will discuss Clark v. Arizona, decided by the
U.S. Supreme Court in 2006. Eric Clark was convicted of
intentionally killing a police officer. Evidence presented at
trial indicated that Clark was psychotic at the time of the
killing and believed that the police were aliens. In finding
him guilty of first-degree murder, the trial judge rejected
defense claims that Clark was insane or, alternatively,
that delusional beliefs interfered with his ability to act
intentionally (in legal terms, mens rea). The appeal to
the Supreme Court challenged the constitutionality of
two aspects of state law. First, Clark claimed that the
Arizona insanity test was too narrow, as it turned entirely
on whether the defendant knew that what he was doing
was wrong. Clark argued that the insanity test must
also include whether the defendant knew the nature and
quality of his act. Second, Clark claimed that Arizona
state law had impermissibly precluded introduction of his
mental disorder in adjudicating his mens rea defense. In
an opinion authored by Justice Souter, the U.S. Supreme
Court rejected Clark’s claims. In doing so, the majority
opinion reflected distrust of psychiatric testimony,
upholding Arizona’s right to exclude expert testimony
regarding mental disorders due, in part, to concerns about
its potential to be confusing and unreliable. Dr. Hoge will
discuss the troubling implications of the Clark v. Arizona
decision, which leaves mentally disordered offenders
facing potentially insurmountable hurdles in educating
juries regarding the legitimacy and consequences of serious
mental illness. Dr. Hoge will also discuss how Justice
Souter’s majority opinion may undermine lower courts’
trust of expert psychiatric testimony, with implications
beyond the criminal arena.

No. 97-C

PANETTI V. QUARTERMAN (2007) COMPETENCE
TO BE EXECUTED; AN ETHICAL CHALLENGE
FOR PSYCHIATRISTS AND THE EVOLUTION OF
THE LEGAL STANDARD

Howard Zonana, M.D., CMHC, 34 Park Street, New
Haven, CT 06519

SUMMARY:

Competency to stand Trial evaluations are the most
frequent evaluations performed in the criminal justice
system by psychiatrists and represents the recognition of
a fundamental right of criminal defendants such that the
legal proceedings are held in abeyance until the defendant
is determined to be competent. In Ford v. Wainwright
(1986), the U.S. Supreme Court, using a competence
model, decided that executing a person who is “insane”
violates the Eighth Amendment’s proscription of cruel
and unusual punishment. The justices did not define
the standard by which to determine whether a death row
prisoner could be executed. Prior to Panetti the courts
used a standard suggested in a concurring opinion by
Justice Powell, ie. ... the Eighth Amendment forbids
the execution only of those who are unaware of the
punishment they are about to suffer and why they are to
suffer it” The court also ruled that a forensic professional
must make that evaluation and, if the inmate is found
incompetent, provide treatment to aid in the inmate
gaining competency in order that the execution can take
place. Providing treatment to an individual to enable that
person to become competent to be executed placed mental
health professionals in an ethical dilemma. The AMA with
consultation from the APA passed a ethics guideline that
defined the parameters for performiong the evaluation and
the conditions under whch treatment could be provided.
The National Medical Association took the position that
ethically it is a physician’s duty to provide treatment,
regardless of the patient’s legal situation. Others feel that
it unethical to treat a person in order to execute them.
Panetti, while not explicitly defining a standard broadened
the concrete interpretation that courts gave to the “Powell”
standard.

No. 97-D
INDIANA V. EDWARDS: COMPETENCE TO
REPRESENT ONESELF

Debra Pinals, M.D., 55 Lake Avenue North, Worcester, MA
01655

SUMMARY:

The standard for a defendant’s competence to stand trial
was articulated by the United States Supreme Court in
Dusky v. U.S. in 1960. That decision by the Court had a
significant impact on forensic evaluations, as evaluations
of competence to stand trial are the most common type
of forensic mental health assessment in the criminal
court system. Over the years, clinicians and courts have
utilized the language of the Dusky standard and developed
an increasingly sophisticated understanding of legal and
clinical approaches to competence to stand trial. Legal
challenges to the Dusky standard included propositions
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that certain tasks during court proceedings (such as
decisions to accept plea bargains and decisions to waive
counsel) require greater degrees of competence, yet the
Court continued to hold that the Dusky standard represents
the standard to be utilized for competence to stand trial. In
2008, however, the U.S. Supreme Court issued its decision
in the case of Indiana v. Edwards, in which a defendant
who wished to represent himself in court was assigned an
attorney. Mr. Edwards appealed, and the U.S. Supreme
Court ultimately held that a defendant who is competent
to stand trial may not be competent to represent himself.
Additionally, the Court ruled that in those cases where
a defendant lacks the mental capacity to conduct his
trial defense unless represented, the Court may limit the
defendants right to self-representation and may assign
criminal counsel. Given this ruling, forensic clinicians have
begun to examine standards for evaluating competence for
self-representation. This symposium will describe the U.S.
Supreme Court finding and its subsequent implications
for defendants and forensic mental health practice.

REFERENCES:
1.Appelbaum PS: Mental retardation and the death penalty:
After Atkins. Psychiatric Services (in press, Oct. 2009
2.Bonnie R]J. Panetti v. Quarterman: Mental illness, the death
penalty, and human dignity. Ohio State Journal of Criminal
Law 2007; 5:257-283.

SYMPOSIUM 98

NOVELTOOLSFORPREVENTINGANDTREATING
SUBSTANCE USE AND COMORBIDITIES IN THE
MILITARY AND RETURNING VETERANS

The U.S. National Institute on Drug Abuse

Chairperson: Cecelia M Spitznas, Ph.D., 6001 Executive Blvd
MSC 9593, Bethesda, MD 20982-9593, Co-Chairperson:
Eve E Reider, Ph.D.

Discussant: Michael E Kilpatrick, B.A., M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Recognize risk factors for substance abuse in
deployed military and their family members; 2) Identify
potential adjustment problems and treatment needs
for veterans who may present in academic, community
psychiatry and private health care settings and 3)
Demonstrate familiarity of novel tools being researched
for treating substance abuse and commorbidities in these
groups.

OVERALL SUMMARY:

U.S. military personnel and their families have endured
many challenges since September 11, 2001. In 2006,
there were approximately 2.5 million non-civilian military
personnel serving our country, of which 1.6 million are

or have been deployed in support of the war efforts in
Afghanistan (Operation Enduring Freedom) and Iraq
(Operation Iraqi Freedom; OEF/OIF). These sustained
combat operations have resulted in military personnel
experiencing increased numbersand lengths of deployments
and greater exposure to traumatic stressors. Recent
epidemiological reports indicate that military personnel
returning from OEF/OIF experience difficulties, including
traumatic brain injury, post traumatic stress disorder,
depression, anxiety, and alcohol abuse. The sustained
combat operations have been difficult for families. Military
operations have been described as particularly difficult for
reserve and National Guard families who have less access
to military support systems and fewer connections to other
military families. New technology has been saving lives
in an unprecedented manner; however, it is also resulting
in a unique constellation of physical and psychological
injuries in returning veterans that may predispose them to
drug use disorders. NIDA researchers are in the process
of developing novel tools to augment prevention and
treatment care in these populations. These approaches
may be helpful for reducing incidence of substance abuse
in response to trauma and pain as well as for treating
new cases of SUD and comorbidities. This symposium
will discuss the available literature on substance use in
deployed military and will feature presentations on novel
tools ranging from Interactive Voice Response and Video
approaches to prevention as well as treatment approaches
such as Virtual Reality with d-Cycloserine for exposure
therapy and computerized therapy to support relapse
prevention.

No. 98-A

UNDERSTANDING LONG-TERM TOBACCO
AND ALCOHOL USE AND COMORBID MENTAL
HEALTH SYMPTOMS IN MILITARY SERVICE
MEMBERS AND VETERANS; THE MILLENNIUM
COHORT STUDY

Tyler Smith, Ph.D., M.S., 3835 Centraloma Drive, San
Diego, CA 92107

SUMMARY:

Purpose: Deployments in support of operations in Iraq and
Afghanistan have exposed US military service members
to physical and psychological stressors that have short
and long-term health effects. Content: To prospectively
investigate new-onset and persistent PTSD and depression
symptoms and alcohol and tobacco use in the Millennium
Cohort Study, a large population-based US military cohort
spanning all services and including active duty, Reserve
and National Guard. Methods: The Millennium Cohort
Study examines long-term health effects associated with
military service. Baseline (2001- 2003) and follow-up
(2004- 2006) data were used to assess changes in PTSD
and depression symptoms along with cigarette smoking
and alcohol misuse. Prior assault and functional health
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at baseline were also investigated in relation to PTSD.
Alcohol misuse included heavy weekly drinking, binge
drinking and alcohol-related problems while smoking
analyses investigated initiation and recidivism among
nonsmokers, and quantity change among smokers.
Results:  25% of Cohort members deployed between
baseline and follow-up. New-onset PTSD symptoms
or diagnosis were found in 8.7% of deployers reporting
combat exposures, 2.1% of deployers reporting no combat
exposures, and 3.0% of nondeployers. Male and female
combat deployers reporting prior assault were twice as
likely to report new-onset PTSD symptoms and those
in the lowest 15" percentile of mental and physical
functioning contributed over half of the new-onset PTSD.
Combat deployment was associated with increased risk of
new-onset depression, smoking initiation and recidivism,
and new-onset of all alcohol outcomes examined among
Reserve/Guard personnel. Conclusions: This presentation
describes how symptoms of PTSD and depression and
smoking and alcohol misuse emerge or persist in relation
to combat deployment in support of the current conflicts
within a large population-based military cohort. Findings
emphasize combat exposure, prior stressful experiences, and
pre-deployment functional health, rather than deployment
itself, significantly affect the onset of these mental health
symptoms and negative behaviors post deployment.
Ongoing research aims to describe the co-occurrence of
mental health symptoms and alcohol and cigarette misuse
related to deployments.

No. 98-B

AUTOMATED INTERACTIVE VOICE RESPONSE
AS A THERAPEUTIC TOOL FOR CHRONIC PAIN
REDUCTION AND OPIOID MEDICATION USE
DECREASE

Magdalena Naylor, M.D., Ph.D., 1S. Prospect Street, UHC,
Burlington, VI' 05401

SUMMARY:

BACKGROUND: To test whether the Therapeutic
Interactive Voice Response (TIVR) system can be used to
decrease opioid medication use.

METHOD: Following 11 weeks of CBT fifty subjects with
chronic pain were randomized to two groups. Twenty-five
subjects participated in 4 months of TIVR, while control
group of twenty-five subjects received standard care only.
TIVR is an automated phone system designed to reinforce
pain coping skills learned in group CBT. TIVR has four
components: daily self-monitoring questionnaire, didactic
review of coping skills, behavioral rehearsals of coping skills,
and monthly therapist feedback. All four components can
be accessed on demand via touch-tone phones.
RESULTS: Between-group analysis (ANCOVA) revealed
significant differences at both 4 and 8 month follow-ups
for most of the outcomes, notably MPQ Typical Pain
(p<0.001), CSQ Control Pain (p<0.0003), TOPS Pain

Experience (p<0.0001), and SF-36 Physical Composite
(p<0.001). For all variables outcomes were superior for the
TIVR group. There was no significant difference in opioid
medication use from baseline at all follow-ups. Within
subject repeated measures multiple regression analyses of
the daily self-monitoring TIVR questionnaire revealed
that daily practice of relaxation techniques was associated
with improvement in coping (p<0.001), reductions
in stress (p<0.001) and pain (p<0.05). An increase in
coping skills used per day was associated with reductions
in emotional distress (p< 0.0001), stress (p<0.0001) and
improvement in coping (p<0.0001).Opioid analgesic use
decreased in the experimental group in both follow-ups: 4-
and 8-months post-CBT. In addition at 8-month follow
up, 21% of the TIVR subjects had discontinued the use
of opioid analgesics, 23% had discontinued NSAIDS, and
10% had discontinued antidepressant medications. In
contrast, the control group showed increases in opioid and
NSAIDS use. Analysis of covariance (ANCOVA) revealed
significant between-group differences in opioid analgesic
use at 8-month follow up (p=0.004).

CONCLUSION:  Results demonstrate  that  the
telephone-based TIVR maintenance enhancement program
can be used not only to decrease pain, improve coping, and
diminish likelihood of relapse into pain behavior but also,
concurrently decrease opioid medication use.

No. 98-C
VIRTUAL REALITY AND D-CYCLOSERINE FOR
EXPOSURE BASED THERAPY

Barbara Rothbaum, Ph.D., Trauma and Anxiety Recovery
Program, Emory University School of Medicine,
1256 Briarcliff Road, Atlanta, GA 30306

SUMMARY:

PTSD has been estimated to affect up t018% of returning
Operation Iraqi Freedom (OIF) veterans. Soldiers need
to maintain constant vigilance to deal with unpredictable
threats, and an unprecedented number of soldiers are now
surviving serious wounds. These risk factors are significant
for development of PTSD; therefore, early and efficient
intervention options must be identified and presented in a
form which is acceptable to military personnel. Empirical
evidence has found exposure therapy to be a most effective
treatment for PTSD. Virtual reality exposure therapy
(virtual Iraq) to treat PTSD in veterans and active duty
will be presented and discussed. Early results indicate
preliminary promise for this treatment. D-Cycloserine
(DCS), a cognitive enhancer that has been found to
facilitate the extinction of fear in exposure therapy, will be
discussed as a novel method to facilitate exposure therapy.
Disclosure Statement Dr. Rothbaum is a consultant to and
owns equity in Virtually Better, Inc., which is developing
products related to the virtual reality research described
in this presentation, although Virtually Better did not
create the Virtual Iraq to be presented. The terms of this
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arrangement have been reviewed and approved by Emory
University in accordance with its conflict of interest
policies.

No. 98-D

THE VIDEO DOCTOR APPROACH: POTENTIAL
APPLICATIONS TO PSYCHIATRIC PRACTICES
SERVING PATIENTS IMPACTED BY WAR
Barbara Gerbert, Ph.D., 707 Parnassus Avenue, San
Francisco, CA 94143-0758

SUMMARY:

The “Video Doctor” is an innovative approach that uses
computer and video technology to support the work of
clinicians by assessing and counseling patients, and cueing
clinicians about ongoing patient risks and counseling
needs. Participants use a laptop computer to complete a
relevant risk assessment immediately prior to a regularly
scheduled medical appointment in a health care setting.
Upon completion of the risk assessment and prior to the
medical appointment, the program seamlessly transitions
to the Video Doctor for those participants randomized to
receive an intervention which involves an actor-portrayed
Video Doctor delivering interactive risk-reduction
messages, designed to simulate an ideal discussion with
a health care provider. Using a library of digital video
clips, extensive branching logic, and participant input,
the program tailors messages to the participant’s gender,
risk profile, and readiness to change. At the conclusion
of each intervention session, the program automatically
prints an “Educational Worksheet” for participants with
questions for self-reflection, harm reduction tips, and
local resources as well as a “Cueing Sheet” for providers
use during the appointment. Identification of behavioral
risks, including risky substance use, sexual behaviors and
domestic violence using this technology holds promise for
reducing demands on psychiatrists who treat members of
the military, veterans, and their family members. To the
extent that it facilitates patient disclosure so psychiatrists
can make informed treatment decisions and referrals
it may improve psychiatric care. In NIDA-funded
randomized trials, the Video Doctor intervention has
increased clinician-patient discussions of risks and reduced
risky behaviors. Opportunities and needs for research on
substance abuse and other risky behavior prevention in
psychiatry settings with members of the military, veterans
and their family members also will be discussed.

No. 98-E

COMPUTER-BASED TRAINING IN COGNITIVE
BEHAVIORAL THERAPY: NEW FINDINGS AND
APPLICATIONS FOR MILITARY PERSONNEL

Kathleen — Carroll, Ph.D., 950 Campbell Avenue, West
Haven, CT 06516

SUMMARY:

We have developed a computer assisted version of cognitive
behavioral therapy (CBT) for substance dependence to
make CBT more widely available. In our initial trial, 77
individuals seeking treatment for substance dependence
in an outpatient community setting were randomized to
standard treatment or standard treatment with biweekly
access to the computer program over a period of 8 weeks.
Several other trials are ongoing,including several in VA
settings. Results. In our initial randomized clinical trial,
treatment retention and availability of data were comparable
across treatment conditions. Participants assigned to the
computerized CBT condition (CBT4CBT) submitted
significantly more urine specimens that were negative for
all drugs and tended to have longer continuous periods
of abstinence. The improved outcomes for the CBT4CBT
conditions persisted through a 6-month follow-up.
Conclusions. Computer-assisted delivery of CBT is an
effective adjunct to standard treatment for substance
dependence and may provide an important means of
making CBT, an empirically validated treatment, more
broadly available to a range of populations and settings.

WEDNESDAY, MAY 26, 2010
2:00 PM- 5:00PM

SYMPOSIUM 99

HOT TOPICS IN AFROAMERICAN MENTAL
HEALTH; IMPACT OF PAST AND CURRENT
PREJUDICES; WOMENS MENTAL HEALTH;
HIV; UNIQUE PSYCHOPHARMACOLOGICAL
FINDINGS

Chairperson: David W Smith, M.D., 1500 21t st,
Sacramento, CA 95814

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Understand the effect and impact of past

and present mental health injustices perpetrated against
Afroamericans and black Canadians; 2) Develop better
mental health interventions with Afroamerican females;
3) Develop a system of thinking through effective
interventions for treating Afroamericans with HIV/AIDS;
and 4) Make more thoughtful psychopharmacological
choices for Afroamerican patients.

OVERALL SUMMARY:

Talk 4- HIV mental health- There is a well documented
disproportiate number of Afroamericans aflicted with HIV/
AIDS. There is alarming growth of new patients amongst
Afroamerican women and teens. AIDS is the leading cause
of death among African American women ages 25-34. The
co-occurence of Axis 1 diagnoses concomitant with HIV is
close to 50%, magnifying the gap that already exists between
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Afroamerican mental health and the rest of the population
at large. This talk with graphically show the difhiculty
many gay black men have with being forthcoming about
their sexual orientation, using media clips and interviews
with patients. I will also discuss the importance in making
thoughtful psychiatric diagnoses in the face of addiction as
well as making careful choices of psychopharmacological
agents given the high rate of kidney disease and diabetes in
Afroamericans.talk 1- Harriett A Washington- I will trace
specific historical trends events scholars and theories that
provided the medical underpinning to racial categorization
of persons that informed racial etiologies ant that drove the
characterization of “black” Physical and mental disorders.
I will present and critique racial theories of mental illness
that spanned from antiquity through the 18" century
proliferation of US slavery to present day . I will also
illustrate how the work of individuals such as Louis
Agassiz,Samuel Cartwright,Cesar Lombroso and scholarly
entities such as the American School of

Ethnologh defined and provided the undergirding of black
diseases many of which were psychological disorders with
strong forensic component.Talk 2-Dr Zack Chernofsky
has already submitted. Talk 3- Dr Janet Taylor has already
submitted. Talk 5- Dr Wm Lawson has submitted

No. 99-A
HISTORY OF RACISM IN MENTAL HEALTH;
SEEDS OF DISTRUST

Harriet Washington, B.S., Rodchester, NY

SUMMARY:

My presentation will trace and enable auditors to identify
specific historical trends,events schlors and theories that
provided the medical underpinning to racial categorization
of persons that informed racial etiologies and that drove the
characterization of “black” Physical and mental disorders.
I will present and critique racial theories of mental illnes
that spanned from antiquitiy through the 18" century
proliferation of US slavery to the present day . I will
also illustrate how the work of individuals such as Louis
Agassiz,Samuel Cartwright,Cesar Lombroso and scholarly
entities such as the American School of Ethnology defined
and provided the undergirding of black diseases many of
which were psychological disorders with strong forensic
components. As well as historical events being traced I will
also discuss present day “ bad science” and its effect on
stigmatizing afroamericans as well as hispanic children.

No. 99-B

PSEUDOSCIENTIFIC LITERATURE PROMOTES
RACIAL PREJUDICE AMONG PHYSICIANS

Zack  Cernovsky, Ph.D., 98 Greenbrier Crescent, London,
N6J 3X9

SUMMARY:

Massive mail-outs to physicians by psychology professor
J.P. Rushton included free-of-charge books describing
his “scientific” theory that blacks are genetically inferior
(low IQ, prone to mental illness and crime, oversexed,
and multiplying at a fast rate). A scientific scrutiny shows
that Rushton’s inept methodology (e.g., measuring head
circumference by tape as a substitute for IQ tests) and
his grandiose generalizations from inadequate samples
discredit his work. However, his books have probably
misled at least some physicians. As there were no adequate
measures by universities to warn all these physicians that
Rushton’s work does not meet scientific standards, these
MDs may resort to discriminatory practices in their clinical
decisions about black patients.

No. 99-C
BLACK WOMEN & DEPRESSION: THE ROLE OF
STIGMA AS A BARRIER TO TREATMENT

Janet  Taylor, M.D., M.PH., 103 Hardscrabble Lake,
Chappaqua, NY 10514

SUMMARY:

Almost 1 in 5 people will experience an episode of Major
Depression over the course of their lifetime. Major
Depressive Disorder is treatable, yet it is estimated that up
to 75% of individuals with Major Depressive Disorder are
either untreated or under-treated. The impact of genetics,
environmental influences , adverse events in childhood,
ongoing stressors and the role of stigma is a significant
barrier to the understanding, acceptance , diagnosis and
treatment of Major Depressive Disorder in Black women.
Stigma is a psychological, social and community barrier
that can influence help-secking behavior in black women.
Understanding the role of stigma as a barrier to mental
health treatment can improve psychological well-being
and physical health in Black women.

No. 99-D
HIV AND AFROAMERICAN AMERICAN MENTAL
HEALTH

David Smith, M.D., 1500 21st st, Sacramento, CA 95814

SUMMARY:

There has been a disproportionate number of afroamericans
with HIV/Alds and a staggering number of women
amongst new cases. The phenomenon of “ the down low
“ will be discussed including the stigma of homosexuality
in the afroamerican religious community. Biologically all
of the issues of misdiagnosis in this population become
magnified. Medication choices for mental illness must
take into account not ony obvious drug drug interactions
but the high rates of kidney disease and diabetes in this
population. The presentataion will include taped interviews
and media film clips .
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No. 99-E
RESPONSE AND TOLERABILITY OF
PSYCHOTROPICS IN AFRICAN AMERICANS

William — Lawson, M.D., Ph.D., 2041 Georgia Avenue,
Washington, DC 20060

SUMMARY:

African Americans (AA) have less access to mental health
serviceswhich maylead to poorer outcomes. Socioeconomic
factors, racism, and inappropriate or missed diagnosis
certainly are factors. Negative attitudes by patients of
providers, psychotropics, and mental health in general are
involved. Racial differences in tolerability and response
to psychotropics may contribute to the unwillingness to
accept psychotropics. AA are more likely to experience
extrapyramidal side effects (EPS) with neuroleptics, and
are less tolerant of tricyclic antidepressants, and lithium.
Newer treatments reportedly showed fewer of these side
effects. However while newer antipsychotics are less likely
to cause EPS, they as well as newer antidepressants show
a heightened risk for metabolic consequences. These
metabolic effects are especially problematic for AA since
they exacerbate known health disparities seen in AA.
Recently approved antipsychotics seem to have a lessened
risk for these metabolic consequences. Racial differences
in response and outcome have been reported particular
for antidepressants. Socioeconomic factors and substance
abuse are clearly factors. Hepatic microsomal enzymes have
been proposed as a factor. Ethnic differences in genetic
polymorphisms for the serotonin receptor or transporter
may also be important. Further research is needed in
ethnopsychopharmacology. Adequate representation of
African Americans in clinical trials is essential.

REFERENCES:
1. Presenter 4-HIV-Books-“Medical Apartheid” Harriet
Washington.2006; The Straight-Up Truth on the Down-Low
Joy Marie 2008; persona communication- Dr Gail Wyatt PhD.
Director UCLA Center for Health Sciences Aids Project; Posi-
tion paper “ California African American HIV/Alds Initiative
2008; Articles- Misdiagnosis of Black Patients With Manic
Depressive Illness: Second in a Series,Carl Bell M.D J of the
national Medical Association vol 73,NO 2 1981,; Self-iden-
tification as “down low” among men who have sex with men
(MSM) from 12 US cites,Aids Behavior.2006 Sep;10(5):
519-29 Wolitski,Jones;Methamphetamine use patterns among
urban Black men who have sex with men,Culture,Health and
Sexuality Vol 11,n0 4 May 2009, 399-413,Minority stress and
sexual problems among African-American gay and bisexual
men Arch Sex Behav 2007 Aug; 36(4):569-78, Another look
at HIV in African American Women: The Impact of Psychoso-
cial and Contextual Factors, The Journal of Black Psychology
30(3:366-385 (2004) Harriet Washington references- Medical
Apartheid: THe Dark History of Medical Experimentation
on Black Amwericans from Colonial Times to the Present (
Doubleday,2007), “ The Protest Psychosis: How Schizophrenia

Became a Black Disease ( Hardcover) by Jonathan M.Metzl(
Beacon,2010), “ Deadly Monopolies ;How Life and Related
Patents Styme Research, Inflate Prices and Sabotage Gloval
Healthcare( Doubleday,2010)

SYMPOSIUM 100

DYSFUNCTIONS IN MENTALIZATION

OR METACOGNITION IN PERSONALITY
DISORDERS: EMPIRICAL EVIDENCE AND
IMPLICATIONS FOR PATHOLOGY, TREATMENT
AND RESEARCH

Chairperson: Giuseppe Nicolo, M.D., Via ravenna 9 c,
Rome, 00161 Italy
Discussant: Giuseppe, Giancarlo Dimaggio, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Have a broad and clear overview of
the metacognitive or mentalistic impairment and to
understand relevance for personality pathology; 2) Identify
the different aspects of a metacognitive impairment; and
3) Learn how to assess it and how it may become a focus of
treatment or an outcome variable.

OVERALL SUMMARY:

It is increasingly recognized that persons with personality
disorders (PD) have difficulties in making sense of
mental states and this impairment is a barrier to healing.
For example patients with borderline PD example have
problems forming an integrated image of the self and
distinguishing mental representations from reality.
Borderline PD also presents minor disturbances in
decoding the facial expressions of the others. Many PD,
such as avoidant, feature poor ability to recognize own’s
emotions and describe them in word, that is alexithymia.
Therefore it appears more and more relevant correctly
assessing the mentalistic or metacognitive impairment
and tailor treatment accordingly. The speakers of this
symposium will present evidence about the existence of
a mentalizing or metacognitive impariments in PD and
discuss how to best address them in therapy. Metacognitive
or mentalizing impairments constitute one of the most
significant difficulty in treating PD. In fact some therapy
methods, such as mentalization-based treatment (1,2)
or metacognitive interpersonal therapy (3,4) have been
designed to improve the patient’s ability to reason on
mental states. Mentalization and metacognition could be
considerd like outcome variable in psychotherapy treatment
and also like moderator or mediator of change (5,0).
One paper will describe how to assess the metacognitive
disorder with clinical interview and explore its correlates
with symptoms, social functioning and overall personality
disorder severity.

No. 100-A
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IMPAIRED METACOGNITION AND
CORRELATIONS WITH SYMPTOMS, SOCIAL
FUNCTIONING AND OVERALL PERSONALITY
DISORDER SEVERITY

Giuseppe Nicolo, M.D., Via ravenna 9 ¢, Rome 00161

SUMMARY:

Evidence is accumulating that the capacity to understand
mental states is a multifaceted phenomenon, and that
different manifestations of psychiatric disorders involve
different kinds of impairments in this human ability
(1). Theory and evidence is mounting that personality
disorders (PD) feature poor understanding of mental state
or metacognition. Clinicians facing these problems are
starting to search for solutions and results are promising.
Evidence is emerging, for instance, that treatments may
improve patients’ capacities for understanding mental
states by encouraging them to mentalize. Moreover, it has
been noted that psychotherapy cases with good outcomes,
can be conceptualized as promoting greater awareness of
thoughts and feelings, better integration of representations
of the self with others and an increase in the ability to adopt
the perspective of other people. This involves the ability to
identifying mental states and ascribing them to oneself and
others and reflecting on and reasoning about mental states
(2). We explored the hypotheses that: a) the more severe
the PD - with severity measured as number of PD criteria
met by a patient - the more impaired the metacognitive
ability of the person; b) impaired metacognition correlates
with symptoms; ¢) impaired metacognition correlates with
social and interpersonal problems. In this paper around
200 patients have been assessed in an outpatient clinic
in Italy, most of them suffering from PD as diagnosed
with the SCID II. Measures: Metacognition
Assessment Interview (MAI); Toronto Alexithymia Scale
-20 ; Symptoms CheckList 90-Revised; Attachment Scale
Questionnaire; Inventory of Interpersonal Problems-47;
Global Assessment of Functioning (GAF). Correlations
of the metacognitive impariment with symptoms and
functioning, and implications for planning treatment in
patients with PD will be discussed.

No. 100-B

IMPROVING MENTALIZATION

IN BORDERLINE PATIENTS IN
TRANSFERENCE-FOCUSED PSYCHOTHERAPY
(TFP)

John Clarkin, Ph.D., New York Presbyterian Hospital-Cornell
Medical Center,21 Bloomingdale Road, White
Plains, NY 10605

SUMMARY:
In addition to impulsive and self-destructive behaviors,
borderline patients have limited capacities to represent

themselves and others, and represent their relations with
others. This incapacity is seen as directly related to their
disturbed relationships with others in friendships, intimate
relations, and in work situation. Transference-Focused
Psychotherapy (TFP) is focused on the nature and
depth of the relationship between patient and therapist
with the goal of clarifying and expanding the patients’
ability to conceptualize self and others. TFP has been
shown to not only significantly reduce symptoms, but
also to significantly improve the patients’ mentalization.
The therapeutic process that leads to this change will be
described in this presentation.

No. 100-C

VERBAL ELABORATION OF DISTINCT AFFECT
CATEGORIES IN BPD

Serge  Lecours, Ph.D., C.LP 6128, succ. Centre-ville,
MOntréal, H3C 3]7

SUMMARY:

Verbal elaboration of affect (VEA) is an operational
model of affect mentalization. It defines levels of verbal
elaboration which can lead, in their most abstract and
elaborate form, to a metacognitive approach to affective
experience. Higher levels of VEA are conceptualized as
leading to a “wiser” type of affect regulation, associated
with increased integration of affect experience and better
control over its expression. This type of affect regulation
is known to elude most BPD patients. The present
study explores the relationship between VEA and the
severity of BPD symptoms in the verbal description of
affective relationship episodes of 51 outpatients. Affect
mentalization was assessed with the Grille de I'Elaboration
Verbale de 'Affect (GEVA), an observer-rated measure of
levels of elaboration of verbalized affect, and the Measure
of Affect Content (MAC), which identifies the content of
the verbalized affect (e.g. anger). Diagnostic criteria were
obtained with the SCID-II interview. A “wise” regulation
of affect is operationnalized as a combination of openness
to affective experience, without excess (adequate frequency
of affect categories), and of the achievement of cognitive
articulation of subjective experience (higher levels of
VEA). The severity of BPD symptoms was related to a
higher frequency of disgust and contempt directed toward
others, anger directed toward self, as well as to less frequent
sadness. It was also associated with lower levels of VEA for
sadness and hostility directed toward self. Patterns of VEA
for BPD criteria directly related to affect dysregulation
will also be discussed. These findings point to a selective
deficit of affect regulation in BPD which suggests the need
for interventions facilitating increased mentalization for
distinct affect categories: more control over hostility and
more openness to sadness. Thus, BPD is associated with a
difficulty regulating hostility, directed toward others and
self, and sadness.
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SYMPOSIUM 102

TREATING BORDERLINE PERSONALITY
DISORDER: CURRENT PSYCHODYNAMIC
PERSPECTIVES

Chairperson: Eve Caligor, M.D., 19 East 88th Street, New
York, NY 10128

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Demonstrate an understanding of the basic
models of pathology of borderline personality disorder
underlying MBT, TFD, SE and integrative approaches;
2) Demonstrate an understanding of the strategies and
techniques employed by MBT, TFP and SE to treat
borderline personality disorder; 3) Make use of the
basic psychotherapeutic techniques employed by each
of these treatments approaches; and 4) Demonstrate an
understanding of the theoretical and technical elements
common to these different treatment approache

OVERALL SUMMARY:

The clinical challenges presented by patients with
borderline personality disorder are well known to clinicians,
and long-term psychotherapy remains a cornerstone
of successful treatment.  Psychodynamically-oriented
clinicians and researchers have worked extensively and
in-depth with this patient population, and clinical
experience and empirical findings have led to the

development of a variety of psychodynamically-oriented
treatment approaches designed to meet the clinical
needs of for patients with borderline personality
disorder. Transference-focused psychotherapy (TFP) and
Mentalization-base Therapy (MBT) are both manualized,
empirically tested psychodynamically-oriented
psychotherapies,  representing  the most clearly
described and extensively researched psychodynamic
treatments for BPD. Supportive-Expressive (SE) and
integrative psychodynamic psychodynamically-oriented
psychotherapeutic approaches are also widely described in
the literature and widely practiced in the community. This
symposium will offer a systematic presentation of these four
psychodynamic models of treatment and will address the
following questions:1 — What are the essential elements
of each treatment? 2 —  To what degree do the models
overlap? 3—  Might one model be more appropriate
than another for particular sub-populations of patients
with borderline personality disorder? 4 — To what degree
are models that are manualized and researched practiced
in “pure form” in clinical settings? Should this be a goal?
The symposium will begin with overviews of MBT, TFP,
SE psychotherapy, and an integrative dynamic approach.
Each overview will cover the model of pathology within
which the treatment is embedded, treatment goals and
model of therapeutic change, followed by description
of the treatment including treatment frame, therapeutic
stance, and the specific strategies, tactics and techniques
that define each treatment. The overviews will be followed
by a case presentation. Each panelist will discuss the clinical
material as a means of illustrating the application of his
clinical approach, including how the presenter formulates
the clinical problem and how the treatment discussed
would address the identified clinical problem within that
treatment framework. The symposium chair will direct
discussion regarding similarities and differences among
these treatments as well as the issue of the relationship
between manualized, evidence-based models and clinical
work in the commu

No. 102-A
KEY CLINICAL INTERVENTIONS OF
MENTALIZATION BASED TREATMENT

Anthony Bateman, M.D., St Ann’s Hospital, London, N15
3TH

SUMMARY:

In this brief presentation an outline will be given of the
key features of mentalization based treatment (MBT). The
aim of MBT is to increase the mentalizating capacity of
the individual particularly in interpersonal relationships
and during states of high emotional intensity. The steps
undertaken by the therapist will be outlined as if they are
delivered in a step-wide manner only for clarity. First the
therapist takes a specific not-knowing stance. Once this is
underway he identifies any break in mentalizing, indicated
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by psychic equivalence, pretend mode, or teleological
understanding. The emergence of these modes of thinking
indicates that mentalizing is vulnerable and marks a
point at which the therapist needs to try to re-stimulate
mentalizing. Next, the therapist asks the patient to rewind
to the moment before the break in subjective continuity
occurred. If necessary the therapist pinpoints the moment
when he thought a change occurred. Third, the therapist
explores the current emotional context contributing to
the break in the session by identifying the momentary
affective state between patient and therapist. Fourth, the
therapist explicitly identifies and owns up to his own
contribution to the break in mentalizing. It is only after
this work has been done that the therapist seeks to help
the patient understand the mental states implicit in the
current state of the patient-therapist relationship which
forms mentalizing the transference. The clinical case which
forms the focus for this session will be used to illustrate
the clinical interventions used in MBT. These will be
contrasted with other psychodynamic treatments.

No. 102-B
TRANSFERENCE-FOCUSED PSYCHOTHERAPY
IN THEORY AND IN PRACTICE

Frank Yeomans, M.D., Ph.D., 286 Madison Avenue suite
1602, New York, NY 10017

SUMMARY:

Transerence-Focused Psychotherapy (TFP), designed for
patients with BPD and other serious personality disorders, is
a twice weekly individual therapy based on psychodynamic
concepts. It rests upon the idea that mental conflicts play
a large role in specific symptom development. TFP places
special emphasis on assessment and a treatment contract
established with patient collaboration to anticipate likely
threats to the patient’s well-being and to the treatment. TFP
explores the psychological structure that underlies specific
symptoms of BPD by focusing on the fundamental split
that divides in the patient’s mind internal representations
of self and others into extremes of bad (negative affects)
and good (positive affects). This split determines how
the patient perceives and experiences himself and the
world around him, is the basis of the patient’s chaotic
and troubling way of experiencing self, others and the
environment, and manifests itself in stormy interpersonal
relations and impulsive self-destructive behaviors. TFP
contains the behaviors of BPD pathology through the
structure, limit setting, and the developing relation with the
therapist. Elements of the split psychological structure are
observed and analyzed as they unfold in the transference.
As the patient better appreciates his internal world, he can
begin to understand the anxieties underlying the internal
split between positive and negative affects. The goal is to
integrate these extreme affects into a more coherent and
textured sense of self. The theory, principles, and techniques
of TFP have been described in a treatment manual and

are taught extensively. A theme for this symposium will be
the cohesiveness of the model as a whole, the overlap with
other models, and the usefulness of elements of the model
for therapists who chose to integrate these elements into a
broader overall approach.

No. 102-C
OVERVIEW OF EXPRESSIVE SUPPORTIVE
PSYCHOTHERAPY (ESP)

John
02478

Gunderson, M.D., 115 Mill Street, Belmont, MA

SUMMARY:

The general model of ESP combines encouraging patients
to open up areas of pain or conflict with supportive
interventions. While the “opening-up” interventions use
general psychodynamic principles of identifying covert
feelings and motives, but unlike traditional psychoanalytic
therapies, the ESP model presented here makes active use
of therapist self-disclosures, reassurances, and offering
directives—including admonitions about what the
therapist believes is good or bad for the patients welfare.
Indirect support for the efficacy of these interventions can
be found in evidence-based treatments (i.e., the Menninger
Psychotherapy Research Project (Wallerstein 1980), and in
recent trials of Supportive Therapy vs. (Applebaum 2005),
and of proactive Case Management (Links et al., 1998).
The proposed model additionally (and enthusiastically)
adapts interventions highlighted by DBT and MBT
(Links et al., in press). This model of ESP includes specific
interventions not found in prior EBT studies; these
include the liberal use of psychoeducation (about BPD
and it’s therapies), the focus on work (more than love), the
value of split treatment (especially group modalities), and
the collaborative involvement of families. The model of
supportive expressive psychotherapy which the preventor
has evolved is eclectic, generalizable, and pragmatic. Still,
it is not one which can be learned easily without significant
experience in case management.

No. 102-D
AN OVERVIEW OF INTEGRATED
PSYCHOTHERAPY FOR BPD

Glen Gabbard, M.D., 6655 Travis St Suite 500, Houston,
X 77030-1316

SUMMARY:

A basic principle of psychodynamic psychotherapy is that
one adjusts the treatment to the patient, not the patient to
the treatment. Nowhere is this more applicable than with
borderline personality disorder. This diagnostic entity is,
in reality, a spectrum with varying degrees of capacity for
psychological mindedness. Atleast four studies, for example
demonstrate greater neuropsychological impairments
on psychological testing in BPD subjects compared to
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controls. Hence patients with limited capacity for abstract
thinking may require more ego-supportive approaches
while others may do well with interpretive strategies.
Moreover, some patients work well with transference
while others do not. To complicate the situation further,
depending on the patient’s affective state, the capacity for
psychological work may vary from session to session. The
therapist must shift flexibly from one strategy to another to
stay with the patient’s needs at the moment. This flexible
approach captures what most good therapists do when not
required to adhere to a manualized approach as part of an

RCT.

No. 102-E
CASE PRESENTATION: TREATING BPD WITH
MBT

Peter Fonagy, Ph.D., University College London, Gower
Street, London WCI 6BT, London, WCI 6BT

SUMMARY:

The paper will be a discussion of a clinical case highlighting
(a) the formulation of the case form the point of view of
MBT as a treatment approach, (b) suggesting an illustrative
treatment plan based on the formulation and © illustrating
the technique of working with BPD patients with MBT.
Participants will acquire a concrete sense of how MBT
therapists and supervisors think about and work with BPD
patients.

SYMPOSIUM 103
COMPREHENSIVE HIV PSYCHIATRY UPDATE

Chairperson: Karl Goodkin, M.D., Ph.D., 8730 Alden Dr.,
Suite E-101, Los Angeles, CA 90048

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand current medical and
treatment approaches; 2) Understand the incidence of
neuropsychiatric and psychiatric illness; 3) Understand
diagnostic and treatment approaches to psychiatric
symptoms; 4) Understand the pathophysiology of
HIV-1-associated  neurocognitive — impairment and
disorders; and 5) Recognize that there are drug interactions
between HIV medications and psychiatric medications.

OVERALL SUMMARY:

After more than 25 years, AIDS has evolved from a
rapidly progressive and often fatal severe illness into a
chronic medical illness. With people living longer, there
is an increasing HIV-positive population living with
multiple psychiatric co-morbidities, requiring the special
training of psychiatry. And the pandemic continues with
5,300,000 new AIDS cases reported annually throughout
the world and 50,000 new AIDS cases reported annually

in the United States. In this symposium, we will present
current approaches to the care of persons with HIV
and AIDS. We will provide a comprehensive overview
of current practice with a biopsychosocial approach to
sources of severe distress in persons with HIV. Prevention
of HIV-associated neurocognitive disorders has remained
elusive and loss of cognitive function remains a source of
distress. Antiretroviral treatments have changed the face of
AIDS but can result in severe distress from lipodystrophy
and their impact on appearance and body image and we
will present new approaches to this source of anguish.
Psychiatric care including psychotherapeutic modalities
and psychotropic medications can reduce transmission
of HIV, improve adherence to care, alleviate pain and
suffering, and help patients, families, and caregivers to face
the illness with optimism and dignity.

No. 103-A
HIV/AIDS MEDICAL UPDATE

David Mushatt, M.D., M.PH., 1415 Tulane Avenue, New
Orleans, LA 70112

SUMMARY:

There are an increasing number of antiretroviral agents
being used to treat HIV-infected patients. To successfully
diagnose and treat patients with HIV/AIDS, psychiatrists
need to understand the biomedical aspects of AIDS as well
as patterns of HIV infection in special patient populations.
Treating HIV-infected persons, however, is becoming
increasingly complex. While antiretroviral regimens have
fewer side effects, adherence to treatment is as crucial
as ever to maintain a non-detectable viral load and to
maximize immune reconstitution and must be durable for
many years. This session will provide the most up-to-date
epidemiological information, guidelines for antiretroviral
therapy, and considerations for patients with a history of
drug use, hepatitis C virus co-infection, and mental illness.
The session will include a lecture and question and answer
period providing participants the opportunity to discuss
individual clinical concerns.

No. 103-B
NEUROPSYCHIATRIC OVERVIEW

Mordecai Potash, M.D., 1415 Tulane Avenue, New Orleans,
LA 70112

SUMMARY:

Since the beginning of the epidemic over 28 years ago, the
role of the psychiatrist has been critical in the management
of HIV/AIDS. The prevalence of HIV among people with
severe mental illness is estimated to be approximately ten
times that in the US general population, and even higher
among people with co-morbid substance use disorders.
Psychiatric conditions may reduce adherence to HIV
treatments and increase the likelihood of high risk sexual
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and drug use behaviors. Depressive disorders are nearly
twice as common in HIV positive subjects compared to
matched controls and may be associated with HIV disease
progression.  Psychiatrists must consider the potential
direct effects of HIV on the central nervous system, the
peripheral nervoussystem, and on other organ systems when
assessing neuropsychiatric and psychiatric complaints.
In addition, persons with HIV are often on multiple
medications that may have psychiatric side effects or may
induce complex drug-drug interactions. Approximately
12% of people with HIV have a concurrent diagnosis
of drug dependence, further complicating assessment
and treatment. This presentation will review (1) the
epidemiology of mental health disorders in HIV; (2) the
differential diagnosis and evaluation of neuropsychiatric
and psychiatric symptoms in the context of HIV; (3)
the general psychopharmacologic and psychotherapeutic
treatment approaches to neurocognitive, mood, anxiety,
and psychotic disorders in HIV; and (4) the potential role
of the neuropsychiatrist and psychiatrist in HIV prevention
and as a member of an integrated, multidisciplinary
approach to HIV medical care.

No. 103-C
NEUROCOGNITIVE DECLINE

Karl Goodkin, M.D., Ph.D., 8730 Alden Dr., Suite E-101,
Los Angeles, CA 90048

SUMMARY:

Although  HIV-1-associated dementia and minor
neurocognitive disorder have declined in incidence,
HIV-1-associated neurocognitive impairment continues
to be a frequent and clinically important focus in the
highly active antiretroviral therapy (HAART) era. This
change is consistent with neuropathological changes noted
in which the encephalopathy has actually become more
common, although less severe than in the pre-HAART
era. The clinical manifestations of the HIV-1 associated
neurocognitive disorders themselves have changed, with
chronic inactive and fluctuating forms of the dementia, for
example, becoming more common. Long-term toxicities of
the antiretroviral themselves are now known to contribute
to the etiology of these disorders, primarily through the
addition of a vascular pathogenic factor. Thus, new criteria
have been promulgated for HIV-associated dementia
(HAD) and minor cognitive-motor disorder (MCMD)
[now referred to as mild neurocognitive disorder (MND)],
and asymptomatic neurocognitive impairment has been
added as a condition to be diagnosed. The laboratory
measures posing a risk for neurocognitive disorder, HIV
progression, and lack of treatment response that were
useful previously for these disorders are no longer highly
predictive in the HAART era. The HIV-associated
neurocognitive disorders (HAND) conditions remain
diagnoses of exclusion. Documented, effective therapies for
these treatment targets remain largely constrained to the

CNS-penetrating antiretroviral regimens and the psycho
stimulants. The recently FDA-approved antiretroviral
drugs in the classes of CCR5 antagonists and integrate
inhibitors deserve study for the treatment of HAND, along
with antiretroviral adjuvant pharmacotherapy’s specific to

the CNS.

No. 103-D
PSYCHOPHARMACOLOGY

Marshall Forstein, M.D., Jamaica Plain Massachusettes,
02130

SUMMARY:

The current psychopharmacology for HIV/AIDS
recognizes particular drug interactions between HIV
medications and psychiatric drugs. Highly active
antiretroviral therapy, known as HARRT, is the drug
regimen which needs to be taken every day for viral
suppression and control of the disease. HAART is broadly
divided into three categories which follow predictable
metabolic pathways in the liver known as the cytochrome
p450 system. HAART can compete with psychiatric
medications in the liver, block or slow down these pathway
(inhibit) or increase the activity or enhance the pathway
(induce). HARRT is metabolized by the cytochrome 3A4
and the 2D6 pathways which are the same ones used by
many psychiatric drugs. An overview of the clinically
significant interactions will be offered. Clinicians will be
introduced to medication interaction tables that are free,
reliable, easy to use and readily available by the internet.
Clinicians will also appreciate the potential dangers of
certain medications such as trazodone due to drug-drug
interactions as well as other prescribed and over the counter
medications. Recreational drugs (including “club” drugs)
and their interactions will be discussed as well.Some HIV
medications which are the backbone of treatment (such as
efavarenz or Sustiva) can worsen symptoms for individuals
with major depression or post-traumatic stress disorder.
This can lead to non-adherence to the medications.
Pharmacologic strategies will be discussed. Both individuals
taking HAART as well as individuals with HIV who do
not yet require HAART can have increased sensitivity
to medications which are commonly used in psychiatry.
These include lithium, valproate, antidepressants and
antipsychotics. These will be discussed. Recognition of
the stage of HIV/AIDS of the individual can be helpful
in making medication determinations and this will be
described as well.

REFERENCES:
1. Antinomian A, Arendt G, Becker JT, Brew BJ, Byrd DA,
Churner M, Clifford DB, Cinque P, Epstein LG, Goodkin K,
Giessen M, Grant I, Heaton RK, Joseph J, Murder K, Mara
CM, McArthur JC, Nunn M, Price RW/, Pulliam L, Robertson
KR, Sacktor N, Valcour V, Wojna V: Updated research oncol-
ogy for HIV-associated neurocognitive disorders (HAND).
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2.Atkinson JH, Heaton RK, Patterson TL, Wolfson T, Deutsch
R, Brown SJ, Summers J, Sciolla A, Gutierrez R, Ellis R],
Abramson I, Hesselink JR, McCutchan JA, Grant I, HNRC
Group: Two-year prospective study of major depressive disorder
in HIV-infected men. J Affective Dis. 2008;108(3):225-234.
3.Goodkin K: Psychiatric aspects of HIV spectrum disease. FO-
CUS 2009; 7(3):303-310.

SYMPOSIUM 104

UNDERSTANDING COMORBIDITY OF HEART
DISEASE WITH DEPRESSION AND ANXIETY
DISORDERS

Chairperson: Ruby C Castilla-Puentes, M.D., D.RPH., 530
South 2nd. St. Suite 743, Philadelphia, PA 19147,
Co-Chairperson: Maria A Oquendo, M.D.

Discussant: Carlos Ledn-Andrade, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Recognize the relationship between panic
disorder, depression and coronary heart disease; 2)
Review the pathophysiological alterations associated with
depression, panic disorder and coronary heart disease; and
3) Evaluate the effective treatment options for both panic
disorder and depression.

OVERALL SUMMARY:

There has been increased interest in the role of psychological
conditions and the risk for developing cardiovascular disease
over the last two decades. Depression has been the most
extensively studied psychological condition influencing
the development and prognosis of coronary heart disease
(CHD). Very little is known, however, about the risk of
CHD conferred by both, depression and a history of panic
disorder (PD). PD is characterized by unpredictable and
devastating feelings of fear accompanied by a variety of
symptoms of sympathetic nervous system arousal, such as
sweating, tremor, palpitations, and diarrhea. Symptoms
associated with PD are very similar to those of acute
cardiovascular events, such as sweating, shortness of breath,
palpitations, sensation of choking, and hot flashes. Recent
evidence suggests that PD is prevalent among 7 to 53%
of CHD patients and 3 to 8% of patients in the primary
care setting. The large overlap between PD, depression
and CHD suggests a potentially common mediated
etiology between these 3 conditions.In this symposium
we will addresses the epidemiology, diagnosis and clinical
features of the relationship of a history of PD, a concurrent
diagnosis of depression (a comorbid condition with
PD), and the risk of CHD; the possible physiopatology
(including genetic factors) and the treatment options.

No.104-A
DEPRESSION-ANXIETY COMORBIDITY:
CLINICAL ASPECTS

Jose Luis Ayuso, M.D., Ph.D., Alcala 152,, Madrid, 28028

SUMMARY:
Physiciansoftenattempttoseparatedepression fromanxiety.
Unfortunately, such distinctions are often challenging and
artificial. Anxiety symptoms are common in patients with
major depression: 72% worry, 62% present with psychic
anxiety, 42% have somatic anxiety, and 29% have panic
attacks. Factors that favor MDD include symptoms such
as anergic hopelessness, feeling as if they “just cant go
on,” anhedonia, and early-morning awakenings, whereas
problems such as initial insomnia, worry or fears, and
specific behaviors such as avoidance or phobias point to
anxiety. However, as the National Comorbidity Survey
indicates, comorbid depression and anxiety is the rule
rather than the exception in up to 60% of patients with
MDD. Clinical practice suggest that many patients who
attend primary care settings or psychiatric outpatient
clinics show mixed anxious and depressive symptoms of
different severity. The symptomatologic overlapping rises
important questions for the clinician. The basic question
we will respond in this presentation is: to which extent the
predominance of anxious or depressive symptoms has an
influence on diagnosis or treatment?

No. 104-B

TREATMENT OF ANXIETY DISORDERS IS
ASSOCIATED WITH A SIGNIFICANTLY LOWER
PREVALENCE OF SECONDARY DEPRESSION

Leo Russo, Ph.D., 725 Chesterbrook Blvd, Wayne, PA 19087

SUMMARY:

Comorbidity of anxiety and depression increases the level
of impairment, disability and socio-economic impact
of these disorders. Early recognition and treatment of
anxiety disorders might therefore prevent development
of secondary depression and improve long-term health
outcomes.  Using data from a large community based
study investigating the prevalence and associated factors of
mental disorders in the general population of 6 European
countries, we will present data comparing the frequency
of secondary depression and other health outcomes, in
individuals with a lifetime occurrence of a primary anxiety
disorder, according to whether treatment was sought.
Treatment of primary anxiety disorders was associated with
a significantly lower prevalence of secondary depression.
Furthermore, treatment of certain anxiety disorders is
associated with a lower frequency of suicidal ideation and
healthcare utilisation. These data emphasise that early
treatment intervention may improve long-term prognosis
and reduce healthcare costs. Antidepressants with broad
spectrum efficacy and good tolerability across the anxiety
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disorders may provide a valid treatment option.

No. 104-C

NEUROBIOLOGICALMECHANISMS IN ANXIETY/
DEPRESSION AND THE IMPACT ON CORONARY
HEART DISEASE

Jorge Tellez-Vargas, M.D., Carrera 18 79-40 of 301, Bogota
089

SUMMARY:

Separating the independent effect of depression and
anxiety is difficult given their common concurrence.
Biologic pathways involving the sympathetic nervous
system, the hypothalamic-pituitary axis, and the
coagulation pathway are all implicated. A considerable
body of preclinical and clinical evidence suggests that
dysregulated activity of noradrenergic systems in the brain
is involved in the development of mood disturbance,
anxiety, and fear. Neuroanatomical and neurophysiological
studies of the noradrenergic system provide a basis for
relating increased activity of this system to the behavioral
expression of fear and anxiety and the somatic symptoms
and cardiovascular changes that accompany severe anxiety
states. This presentation examine neuronal, hormonal,
and immunologic responses in anxiety/depression and the
possible impact on coronary heart disease (CHD).

No. 104-D

UNDERSTANDING COMORBIDITY OF HEART
DISEASE WITH DEPRESSION AND ANXIETY
DISORDERS

Ricardo Secin, M.D., Hospital Angeles Pedregal, Cmno. Sta
Teresa 1055-602,, Mexico, 10700

SUMMARY:

Despite the availability of efficacious treatments, panic is
often undiagnosed and untreated. Delay in diagnosis and
treatment of several chronic medical conditions is clearly
associated with a greater risk of subsequent associated
morbidity (e.g., untreated hypertension is associated with
greater risk of coronary disease- CHD). Treatment of panic
attack may be a roadblock or a detour on the pathway from
panic symptoms to major depression. In this regard, it is
interesting to note that panic and major depression share a
recommended first-line psychopharmacological treatment,
i.e., selective serotonin reuptake inhibitors. The purpose of
this presentation is to review the alternatives of treatment
of panic disorders, comorbid with major depression in
patients with CHD.References: Narrow WE, Regier DA,
Rae DS, Manderscheid RW, Locke BZ: Use of services by
persons with mental and addictive disorders: findings from
the National Institute of Mental Health Epidemiologic
Catchment Area Program. Arch Gen Psychiatry 1993;
50:95-107

No. 104-E

DEPRESSION AND PANIC DISORDERS
SIGNIFICANTLY INCREASE THE RISK FOR
HEART DISEASE: ONE MORE PIECE OF
EVIDENCE

Ruby Castilla-Puentes, M.D., D.PH., 530 South 2nd. St.
Suite 743, Philadelphia, PA 19147

SUMMARY:

The association between panic disorder (PD), depression
and coronary heart disease (CHD) was examined in a large
national (US) managed care database. A cohort study was
designed with more than 30,000 PD patients and an equal
number of patients without PD. The Cox proportional
hazards regression models were used to assess the risk of
CHD adjusted for age at entry into the cohort, tobacco
use, obesity, depression, and use of medications including
angiotensin converting enzyme inhibitors, beta blockers,
and statins. Patients with PD were observed to have
nearly a 2-fold increased risk for CHD after adjusting for
these factors. There was some evidence of a possible trend
toward increased risk in a subgroup of patients diagnosed
with depression. After controlling for the aforementioned
covariates and comparing these patients with those who
did not have a diagnosis of depression, it was noted that
patients with a comorbid diagnosis of depression were
almost 3 times more likely to develop CHD. The risk of
CHD associated with a diagnosis of PD suggests the need
for cardiologists and internists to monitor panic disorder
to ensure a reduction in the risk of CHD.

No. 104-F

ASSOCIATION STUDY BETWEEN BLOOD
PRESSURE AND PERSONALITY, ANXIETY AND
DEPRESSION

Jorge Ospina, M.D., Calle 2 Sur # 46-55, Consultorio 335.
Clinica Las Vegas, Medellin, 335

SUMMARY:

Individuals with heart disease are twice as likely to suffer
from depression as the general population, an association
the medical community has largely been unable to explain.
Several mechanisms have been suggested to account
for the greater prevalence of depression/anxiety among
cardiac patients, including the stress of a poor prognosis
and systemic inflammation, although little attention has
been paid to date about the possibility of a genetic cause.
Following genotyping analyses, studies have discovered
that genetic variations involving endothelial dysfunction
and platelet aggregation appear to contribute to depressive
symptoms. Genome-wide association studies, which
involve the study of genetic variations across the entire
human genome , are needed to further identify genes and
pathways that may be associated with depression and heart
disease. In this presentation we will review studies that
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reveal there may be genetic variations that contribute to
depression in heart disease patients

No. 104-G

STRATEGIES FOR OPTIMIZING TREATMENT OF
DEPRESSION AND PANIC DISORDER: WHAT TO
DO WHEN SSRIS FAIL:

Carolina Remedi, M.D., Ambrosio Olmos 688 80 Nueva
Cordoba, Cordoba, 5000

SUMMARY:

Selective serotonin reuptake inhibitors (SSRIs) are the
drug of choice for treatment of patients with comorbid
depression and panic disorder. Most patients have a
favorable response to SSRI therapy; however, almost 30
percent will have an unfavorable or incomplete response.
Strategies to improve treatment of such patients include
optimizing SSRI dosing (starting at a low dose and
slowly increasing the dose to reach the optimal dose) and
ensuring an adequate trial before switching to a different
drug. Benzodiazepines, when necessary, may be used for
a short duration or may be used long-term in patients
for whom other treatments have failed. Slower-onset,
longer-acting benzodiazepines are preferred. All patients
should be encouraged to try cognitive behavior therapy.
Augmentation therapy should be considered in patients
who do not have a complete response. Drugs to consider
for use in augmentation therapy include benzodiazepines,
new antiepileptic medications, valproate sodium,
buspirone, beta blockers and tricyclic antidepressants

REFERENCES:
1. Frazure-Smith N, Lesperance E Talajiic M. Depression fol-
lowing myocardial infarction. Impact on 6-month
survival. JAMA. 1993;270:1819 —1825. Erratum in JAMA.
1994;271:1082

SYMPOSIUM 105

THE ETHICS OF INNOVATIVE INTERVENTIONS
IN PSYCHIATRY

Chairperson: Paul S. Appelbaum, M.D., 1051 Riverside
Drive, Unit 122, New York, NY 10032,

Co-Chairperson: Laura B Dunn, M.D.

Discussant: Scott Y Kim, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Identify major ethical issues associated with
innovative treatments in psychiatry; and 2) Describe
reasonable approaches to resolving them.

OVERALL SUMMARY:

Recent years have seen new treatment and diagnostic
approaches in psychiatry, each of which has raised
ethical issues. Some of the questions apply to innovative

treatments in general: when are treatments ready to
move from development into human trials and then into
clinical use; how can meaningful consent be obtained
from research subjects and patients when there is limited
experience; what strategies should be used to manage
expectations of recipients who may be desperate for help
and unrealistically optimistic about the chances of success?
But each new intervention also brings unique challenges
of its own. This symposium will focus on the ethical issues
associated with 4 new approaches in psychiatry. Deep brain
stimulation (DBS), a technique used widely for Parkinson’s
disease, is now being applied to depression, OCD, and
other psychiatric disorders. Concerns with DBS relate to
the potential for serious risks, the uncertainties of benefit,
and the abilities of those with severe mental illness to
provide meaningful consent. Genetic screening for certain
psychiatric disorders has become available, in some cases
via the internet. Challenges exist in defining when such
testing is appropriate—given relatively low predictive
values and the risk of stigmatization—and in helping
patients use such information appropriately. Transcranial
magnetic stimulation (TMS) and vagal nerve stimulation
(VNS) are being used for depression and other disorders.
However, equivocal evidence regarding efficacy has raised
issues regarding selection of patients and the consent
process. Finally, enhancement therapies, such as stimulants
to improve school or work performance, may not target
disorders in the usual sense, but aim at improving normal
function. Active controversies exist over the legitimacy of
using medical approaches to address issues of performance.
The discussant will highlight ethical similarities and
differences across these techniques, and how they might be
addressed.Many psychiatric disorders remain intractable
and severely disabling, despite patients’ and practitioners’
best attempts to find effective treatments. For some people,
desperate for help, new treatment modalities currently
either approved (vagal nerve stimulation, transcranial
magnetic stimulation), or under study (deep brain
stimulation, or DBS) may seem appealing and “cutting
edge.” DBS, which involves chronic high frequency
stimulation in pathologically active brain circuit, is
already FDA-approved as a neurosurgical treatment for
Parkinson’s disease (PD), essential tremor and dystonia.

Numerous research efforts are now underway to examine
the efficacy and safety of DBS for psychiatric conditions,
with preliminary efficacy shown in relatively small studies
of DBS for treatment-resistant major depression (TRD),
obsessive-compulsive disorder (OCD), and Tourette’s
syndrome. As DBS is evaluated in more broadly defined
clinical populations—potential future targets could
include bipolar disorder, schizophrenia, addictions, eating
disorders, Alzheimer’s Disease (AD), and childhood-onset
disorders—ethical concerns are certain to intensify and
gain increasing public awareness. This presentation will
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analyze a set of ethical issues regarding DBS as a treatment
for mental illness, placing them in the context of available
empirical evidence. We discuss four overlapping types of
ethical objections to DBS as treatment for mental illness.
These include the novelty of the technology and the
negative emotional reactions that may be elicited by this
modality, the potential for serious risks, concerns about
misuse based on historical precedent, and concerns about
unique vulnerabilities of those with mental illness. This
presentation will examine the ways in which these issues

are or are not unique to psychiatric research.

No. 105-A
ETHICAL ISSUES IN DBS RESEARCH FOR
PSYCHIATRIC DISORDERS

Laura Dunn, M.D., 401 Parnassus Ave., Box 0984-E San
Francisco, CA 94143-0984

SUMMARY:

Many psychiatric disorders remain intractable and
severely disabling, despite patients” and practitioners” best
attempts to find effective treatments. For some people,
desperate for help, new treatment modalities currently
either approved (vagal nerve stimulation, transcranial
magnetic stimulation), or under study (deep brain
stimulation, or DBS) may seem appealing and “cutting

»

edge.” DBS, which involves chronic high frequency
stimulation in pathologically active brain circuit, is
already FDA-approved as a neurosurgical treatment for
Parkinson’s disease (PD), essential tremor and dystonia.
Numerous research efforts are now underway to examine
the efficacy and safety of DBS for psychiatric conditions,
with preliminary efficacy shown in relatively small studies
of DBS for treatment-resistant major depression (TRD),
obsessive-compulsive disorder (OCD), and Tourette’s
syndrome. As DBS is evaluated in more broadly defined
clinical populations—potential future targets could
include bipolar disorder, schizophrenia, addictions, eating
disorders, Alzheimer’s Disease (AD), and childhood-onset
disorders—ethical concerns are certain to intensify and
gain increasing public awareness. This presentation will
analyze a set of ethical issues regarding DBS as a treatment
for mental illness, placing them in the context of available
empirical evidence. We discuss four overlapping types of
ethical objections to DBS as treatment for mental illness.
These include the novelty of the technology and the
negative emotional reactions that may be elicited by this

modality, the potential for serious risks, concerns about
misuse based on historical precedent, and concerns about
unique vulnerabilities of those with mental illness. This
presentation will examine the ways in which these issues
are or are not unique to psychiatric research.

No. 105-B
THE ETHICS OF GENETIC SCREENING FOR
PSYCHIATRIC DISORDERS

Paul Appelbaum, M.D., 1051 Riverside Drive, Unir 122,
New York, NY 10032

SUMMARY:

Current evidence suggests that the etiology of most
psychiatric disorders rests on a combination of multiple
genetic and environmental factors. Tests for the gene
variants involved are becoming more easily available,
with several already marketed directly to consumers on
the internet, e.g., the serotonin transporter gene, which
has been linked to risk of depression, and the promoter
region of the monoamine oxidase A gene, which has
been connected with antisocial behavior. Availability
of genetic tests is likely to lead to pressures to use them
for prenatal testing, screening of children and adults,
selection of potential adoptees, and premarital screening.
This will occur despite evidence that most alleles linked
to psychiatric disorders have relatively limited predictive
power, and in the absence of accepted interventions to
prevent onset of the disorders. Common problems that will
need to be addressed include popular misunderstanding of
the consequences of possessing an affected allele, impact of
knowledge of one’s genetic make-up on one’s sense of self,
and the discriminatory use of genetic information to deny
persons access to insurance and employment. Although
most states and the federal government have legislation
aimed at preventing discrimination, the laws’ coverage is
incomplete and enforcement will be difficult. Physicians
may find that newly available genetic information creates
new duties for them, including warning third parties who
may share the patient’s genetic endowment. And genetics
research itself has raised questions about when to disclose
information to subjects and their family members about
the genes that are being studied, and how to define the
subjects of the research when information is collected
about family members other than the proband. Approaches
to this range of issues are urgently needed in psychiatric
practice, and should be based on a realistic understanding

196



SYMPOSIA

of the limits of knowledge that can be gained from genetic
tests.

No. 105-C

ETHICAL ISSUES RELATED TO THE USE OF
TRANSCRANIAL MAGNETIC STIMULATION AND
VAGUS NERVE STIMULATION IN PSYCHIATRY

Paul Holtzheimer, M.D., 101 Woodruff Circle NE, Suite
4000, Atlanta, GA 30322

SUMMARY:

Focal brain stimulation techniques are receiving increasing
attention as potentially valuable therapies for a number
of psychiatric disorders, especially treatment-resistant
depression. Transcranial magnetic stimulation (TMS)
involves non-invasive induction of an electrical current
in the cortex under the electromagnetic coil and is
approved by the U.S. Food and Drug Administration
(FDA) for the treatment of depressed patients that have
not responded to one antidepressant treatment. VNS
requires relatively minor surgery to attach a stimulation
electrode to the vagus nerve and a subcutaneous pulse
generator that provides chronic, intermittent stimulation;
VNS is FDA-approved for medication-refractory epilepsy
and for the long-term treatment of depression that has
not responded to at least four antidepressant medications.
Despite FDA approval of these interventions, their use is
somewhat controversial due to low reported response and
remission rates, uncertain long-term benefits, no available
predictors of which patients are most likely to benefit, and
cost (with patients potentially responsible for the full cost
of these therapies with no assistance from a third party
payor). Therefore, the clinical use of TMS and VNS raises
important ethical considerations related to which patients
should be offered these interventions and how appropriate
informed consent should be obtained. This presentation
will briefly describe these treatments and their supporting
clinical data, then discuss the ethical issues related to their
clinical use in psychiatry.

No. 105-D
ETHICAL ISSUES IN PHARMACOLOGIC
ENHANCEMENT

Jinger Hoop, M.D., M.EA., Department of Psychiatry and
Behavioral Medicine Medical College of Wisconsin 8701
Watertown Plank Road, Milwaukee, WI 53226

SUMMARY:

One of the more contentious ethical issues raised by recent
psychiatric interventions is the use of psychopharmacology
to improve normal human functioning. Selective
serotonin reuptake inhibitors (SSRIs), for example, may
have some usefulness as “personality enhancers” as well as
psychiatric treatments. Beta blockers may have benefit as
agents to prevent posttraumatic stress disorder by blocking
emotion-laden aspects of memory. Psychostimulants and
the wakefulness-enhancing drug modafinil are used by
students and even scientific researchers to improve mental
focus and intellectual ability. On a philosophical level, these
types of enhancement raise profound questions about what
it means to be authentically human: To continually strive
to better oneself, using one’s creativity and innovation?
Or to fully accept one’s shortcomings, suffer with them,
and learn from them? Enhancement also raises questions
about the potential impact upon society. On the one hand,
it could help mitigate the problems of an increasingly
troubled world--creating smarter leaders, kinder parents,
less emotionally scarred veterans. On the other hand,
enhancement might lead to a widening opportunity gap
among students and workers who can afford to enhance
and those who cannot, and a coercive pressure to use drugs
to keep up with one’s peers. Clinical psychiatrists are on
the front lines of prescribing medications that could be
used for enhancement purposes and will benefit from
an understanding of the philosophical complexities and
ethical controversies surrounding this emerging practice.

REFERENCES:
1) Appelbaum PS: Ethical issues in psychiatric genetics. Jour-
nal of Psychiatric Practice 2004; 10:343-351.
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SATURDAY, MAY 22, 2010
9:00 AM-10:30 AM

WORKSHOP 1

MANAGEMENT OF THE SUICIDAL
OUTPATIENT: BEYOND THE CONTRACT FOR
SAFETY

Chairperson: Jeanne Goodman, M.D., 1051 Riverside Drive,
Box 106, New York, NY 10032
Presenters: Mark Petrini, M.D., Barbara H. Stanley, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant
should be able to: 1) Describe the purpose of a safety plan
intervention; 2) Recognize clinical scenarios in which the
use of such a plan is appropriate; 3) Develop the six major
steps of the safety plan collaboratively with outpatients;
and 4) Devise the written safety plan with outpatients in a
readily accessible and easy-to-use manner.

SUMMARY:

Managing patients who become suicidal in outpatient
treatment is one of the most challenging and anxiety-
provoking aspects of clinical practice. Yet most practitioners
face this challenge routinely. Clinicians often feel that
their options for managing a suicidal crisis are limited: ask
the patient to agree to seek help before acting on a suicidal
impulse (known as a “contract for safety”), call 911, or go
to the nearest emergency room.

In this workshop, participants will have the opportunity to
practice a safety plan intervention which can be utilized on
an outpatient basis to manage suicidal crises and promote
recovery. 'The safety plan, developed by Stanley et al.
(Stanley B., 2009) is a prioritized written list of coping
strategies and resources for use during a suicidal crisis.
Individual safety plans are created collaboratively by the
patient and the therapist using cognitive and dialectical
behavioral approaches. At the beginning of this workshop,
emergency psychiatrist Dr. Mark Petrini will lead an
interactive discussion about how to determine which
suicidal patients are best sent to the emergency room
for evaluation. For those who may be better managed
as outpatients, Dr. Barbara Stanley will then present the
six major steps of the safety plan, including recognizing
warning signs, employing internal coping strategies,
socializing for distraction, contacting family or friends for
help with the suicidal crisis, contacting a mental health
professional and, finally, reducing the potential for use of
lethal means. The safety plan will be taught interactively,
mainly through role-play. Upon completion of this
workshop, participants will feel comfortable with the

development and implementation of a safety plan. Given
that existing active interventions have not been shown
to be effective for many suicidal patients, particularly
chronically suicidal outpatients, the ability to implement
a safety plan is a critical skill necessary in the management
of suicidal outpatients.

REFERENCES:
1. Stanley, B. Brown, G., Brent, DA, Wells, K. Poling, K., Ken-
nard, B., Wagner, A., Curry, J., Cwik, M., Goldstein, T., Viti-
ello, B., Klomek Brunstein, A., Barnett, S., Daniel, S: Cognitive
Behavior Therapy for Suicide Prevention (CBT-SP): Treatment
Model, Feasibility and Acceptability. ] Am Acad Child Adolesc
Psychiatry Oct, 2009.
2. Stanley, B. & Brown, G: Safety Plan Treatment Manual to
Reduce Suicide Risk. Veteran Version. Washington, D.C.: Unit-
ed States Department of Veterans Affairs, 2008
3. Simon R., Shuman DW. The standard of care in suicide risk
assessment: An elusive concept. CNS Spectr. 2006, 6: 442-5.

WORKSHOP 2
THE DEADLY YEARS: PREVENTING SUICIDE IN
ASTIAN-AMERICAN COLLEGE STUDENTS

Caucus of Asian-American Psychiatrists

Chairperson: Russell Lim, M.D., 2230 Stockton, Blvd.,
Sacramento, CA 95817

Co-Chairperson: Velandy Mohandar, M.D., Presenters:
Aradhana Sood, M.D., Kristine Girard, M.D., Dan Tzuang,
M.D., Jack Yen, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Describe three stressors on Asian-American
college students; 2) Describe three barriers to seeking
mental health care at the university; and 3) Discuss
strategies to reduce both stressors and barriers to care so as
to prevent suicide in this group.

SUMMARY:

Suicide among Asian-American college students is a
growing problem. According to the Department of Health
and Human Services, Asian-American women aged 15-
24 have the highest suicide rate of women in any race or
ethnic group in that age group. In 2009, three Chinese-
American male students at Cal Tech committed suicide
within three months. The goal of the workshop is to bring
attention to the mental health needs of Asian-American
college students, who make up over 14% of some college’s
attendance, yet under-utilize mental health services, and
are over-represented in completed suicides, and to suggest
improved ways of serving their unique needs by training
in cultural competent assessment and treatment of their
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mental disorders.

Suicide among Asian-American college students is a
growing problem. According to the Department of Health
and Human Services, Asian-American women aged 15-
24 have the highest suicide rate of women in any race or
ethnic group in that age group. In 2009, three Chinese-
American male students at Cal Tech committed suicide
within three months. The goal of the workshop is to bring
attention to the mental health needs of Asian-American
college students, who make up over 14% of some college’s
attendance, yet under-utilize mental health services, and
are over-represented in completed suicides, and to suggest
improved ways of serving their unique needs by training
in cultural competent assessment and treatment of their
mental disorders.

The pressure to excel in college from parents who see a
college degree as the only pathway to success, the myth of
Asian Americans as the model minority with no mental
health problems, as well as intergenerational conflicts
between parents and children all contribute to the increased
incidence of suicide in Asian-American college students.
Panel members will discuss the barriers that depressed
Asian-American college students face in seeking care, such
asareluctance to reveal private matters to strangers, bringing
shame on the family, or sometimes erroneous assumptions
made by counselors based on racial stereotypes (such as they
have “supportive families”). Panel members will also discuss
strategies to engage Asian-American college students in
therapy, such as training counselors to be aware of possible
stereotyping and mis-interpretation of the Asian-American
student’s behavior and cultural values, as well as the role
of intergenerational stress. Other strategies include hiring
Asian-American counselors, cultural competence training,
public service announcements, and flexible scheduling.

REFERENCES:
1. Choi JL, Rogers JR and Werth JL. Suicide Risk Assessment
With Asian American College Students: A Culturally Informed
Perspective. The Counseling Psychologist 2009; 37; 186

WORKSHOP 3

A MEDICINAL CANNABIS UPDATE FOR 2010:
USE, ABUSE, NEW RESEARCH, NEW FORENSIC
AND NEW POLITICAL REALITIES

(For APA Members Only)

Chairperson: Lawrence Richards, M.D., 714 S. Lynn St.,
Champaign, IL 61820

Presenters: David Ostrow, M.D., Jahan Marcu, Ronald
Abramson, M.D., John Halpern, M.D.,

EDUCATIONAL OBJECTIVES:

At the conclusion of the session, participants will be able
to: 1) Demonstrate new knowledge on the current status
of Molecular Biology and Medicinal Cannabis (MC); 2)
Demonstrate knowledge of the many myths about medical
marijuana; 3) Demonstrate knowledge of the states with
laws legalizing such treatment; and 4) Demonstrate
knowledge of some federal law, policies, and procedures
regulating and blocking such treatment and the related
legitimate clinical and basic scientific research.

SUMMARY:

Interactivity is fostered via multiple brief presentations,
not lengthy sequential ones. The Chair will encourage
sharing of memories and interactions with colleagues
and patients throughout. This W/S provides information
from molecular biology and in vivo, ex vivo, and in
vitro research, plus a mutual updating on many specifics
regarding medicinal cannabis (MC) usage and abuse
concerns, the laws that impact that, the associated myths,
and an understanding of the possibilities for clarifying
research, the need for same, and the impediments thereto.
Current basic science and clinical uses are contrasted with
historical perspectives including those from a circa 1972
U.S. Army Substance Abuse Program. Review occurs
of the states (13 in Aug., 2009 with 2 pending) which
legalized MC and comparisons with Maryland’s 2003
“Medical Cannabis Affirmative Defense Law” are made.
Physician anxiety and “growing pains” with the 2009
implementation of Michigan’s new “grow your own” MC
law are described. The criticality of individual physicians
is described, and a new dynamic theory about the role
of “big pharma” and non-psychiatric physicians will be
presented. The psychosocial epidemic dynamics of drug
abuse are presented as insights via Edw. Brecher’s review.
Additional details regarding research missed and problems
encountered because of the positions taken by federal
government employees are given. The new political
realities following the last federal elections and the possible
related impacts are raised.

References directly discussed will include [Brecher...Report]
and the last marijuana treatment case to achieve major
national importance. The latter began as the California
case of Angel Raich v. Ashcroft, resulted in an injunction
against the Federal Gov D.E.A. by the Ninth Circuit Court
of Appeals, and eventually a counter appeal by the U.S.
Dept. of Justice being heard by the U.S. Supreme Court
as Gonzales versus Raich, 545 US 1, (2005). That vacated
the injunction by Ninth Circuit Court of Appeals because
the case mainly but not entirely involved the Commerce
Clause, which appears in The 1787 Constitution of The
United States and which accords to Congress the power to
“regulate commerce” among “the several states”, with the
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Controlled Substances Act being seen to come under that
clause at the time of the U.S. Supreme Court’s decision.
Issues of right to treatment, right to privacy, patients
rights, the pursuit of happiness, etc., played no role.

REFERENCES:
1. McAllister SD, Chan C.,, et al. Cannabinoids selectively in-
hibit proliferation and induce death of cultured human glioblas-
toma multiforme cells. Journal of Neuro-Oncology 2005; 74:
31-40
2. Brecher, EM. Licit and Illicit Drugs: Consumer Union Re-
port, Little, Brown & Co, Boston, 1972.
3. Iversen, L. Cannabis and the Brain. Brain 2003; 126(6):
1252-1270
4. Zimmer L and Morgan JP. Marijuana Myths. Marijuana
Facts. New York, Lindesmith Center and Gotham City Print-
ing, 1997.

WORKSHOP 4

UNCONSCIOUS PROJECTIONS: THE
PORTRAYAL OF PSYCHIATRY IN RECENT
AMERICAN FILM

Chairperson: Steven Pflanz, M.D., 6244 Split Creek Ln.,
Alexandyia, VA, 22312

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to describe how the portrayal of psychiatry in film
impacts the public perception of mental illness and the
profession of psychiatry.

SUMMARY:

The American film industry has long had a fascination with
psychiatry. The history of film is replete with vivid images
of psychiatrists and their patients. Like other art forms,
movies can be seen as projections of the unconscious
minds of their Hollywood creators and psychiatry is
a recurring thematic device. Perhaps unlike any other
force in America, major motion pictures have the power
to enduringly influence the public perception of mental
illness, its treatments and the profession of psychiatry. In
particular, the far-reaching appeal of films with success
at the box office gives them a unique opportunity to
shape the attitudes of everyday Americans. In order to
understand the forces shaping the public perception of our
profession, it is necessary to examine the images of mental
illness and the mentally ill in commercially successful
films. In this workshop, the audience will discuss the
portrayal of psychiatry in contemporary films from the
past two decades, including such films as A Beautiful
Mind, The Hours, Antwone Fisher, As Good As It Gets,

Good Will Hunting, and Girl, Interrupted. Each of these

films achieved a certain degree of both critical acclaim and
box office success and was seen by millions of Americans.
The audience will view short film clips from each of these
movies, discussing each in turn. The majority of the
session will be devoted to audience discussion of how we
understand contemporary film to influence the image of
psychiatry and mental illness in America.

REFERENCES:
1. Gabbard GO, Gabbard K: Psychiatry and the Cinema, 2
Edition. Washington, DC, American Psychiatric Press, 1999.
2. Hesley JW, Hesley JG: Rent Two Films and Let’s Talk in the
Morning: Using Popular Movies in Psychotherapy. New York,
John Wiley & Sons, Inc., 1998.

WORKSHOP 5
PSYCHIATRIC CARE AT THE END OF LIFE

Chairperson: Jonathan Stewart, M.D., 1900 Follow Thru
Rd., St. Petersburg, FL, 33710

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Explain the optimal role of the psychiatrist as
a member of the hospice and palliative care team, and in
the management of such patients; 2) Demonstrate facility
in the aspects of communicating with patients and their
families that are unique to end-of-life care; and 3) Discuss
typical psychiatric syndromes and symptoms at the end of
life, their typical manifestations and their management.

SUMMARY:

The most fundamental goal for end of life care, both for
the patient and for the family, is the alleviation of suffering.
Much of this suffering is well within our purview as
psychiatrists, placing us in an ideal position to provide
meaningful care. Unfortunately, those patients nearing
the end of life are historically underserved by psychiatrists;
at this time only about 30% of US hospice programs
have access to a psychiatrist. This workshop will focus on
opportunities for the psychiatrist who wishes to work with
these patients and their families, to alleviate suffering and
to optimize the quality of this last phase of life. We will
focus on the unique aspects of communicating with these
patients and their families, diagnosis and management
of common end-of-life psychiatric symptoms (including
depression, the wish to hasten death, anxiety and delirium),
management of end stage dementia, management of the
chronic psychiatric patient at the end of life and evaluation
and management of bereavement. Group discussions
during the workshop will focus on management of specific
clinical scenarios and ethical dilemmas.
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REFERENCES:
1. Breitbart W, Alici Y: Agitation and delirium at the end of
life. JAMA 2008; 300:2898-2910.
2. Breitbart W, Chochinov HM, Passik SD: Psychiatric symp-
toms in palliative medicine, in Oxford Textbook of Palliative
Medicine (3" ed). Edited by Doyle D, Hanks G, Cherny NI,
Calman K. Oxford, Oxford University Press, 2002, pp 746-
771.
3. Breitbart W, Strout D: Delirium in the terminally ill. Clin
Geriatr Med 2000; 16:357-372.
4. Irwin SA, Ferris FD: The opportunity for psychiatry in pal-
liative care. Can ] Psychiatry 2008; 53:713-724.
5. Kelly B, Burnett B, Pelusi D, Badger S, Varghese E Robert-
son M: Terminally ill cancer patients’ wish to hasten death.
Palliat Med 2002; 16:339-345.
6. Kettl P: Helping families with end-of-life care in Alzheim-
er’s disease. ] Clin Psychiatry 2007; 68:445-450.
7. Lander M, Wilson K, Chochinov HM: Depression and the
dying older patient. Clin Geriatr Med 2000; 16:335-356.
8. Rummans TA, Bostwick JM, Clark MM: Maintain-
ing quality of life at the end of life. Mayo Clin Proc 2000;
75:1305-1310.
9. Schonwetter RS (ed): AAHPM Hospice and Palliative
Medicine Core Curriculum and Review Syllabus. Dubuque,
Kendall/Hunt Publishing Co, 1999.
10. Schuster JL: Palliative care for advanced dementia. Clin
Geriatr Med 2000; 16:373-386.

WORKSHOP 6
ENHANCING RISK-ASSESSMENT ACROSS
SERVICES IN MENTAL HEALTH

Chairperson: Amresh Shrivastava, M.D., 467 Sunset Drive,
St. Thomas, Ontario NSH 3V9, Canada
Presenter: Megan Johnston, M.A.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Recognize existing gaps in area of risk
assessment; 2) Identify measures to overcome the barriers in
local conditions; and 3) Be able to demonstrate substantial
enhancement of skills of risk assessment.

SUMMARY:

Clinical practice of psychiatry has acquired role and
responsibility which goes far beyond traditional
expectations. Incident of suicide, particularly, is considered
a high liability for then professionals, organizations and the
consumer. It also remains a clinical issue which examines
can we prevent suicide which in the system of care. Studies
have shown about 1 in 6 psychologists or psychiatrist are
likely to loose a patient due to suicide in a mean duration of
18-20 years practice. Repeatedly it has demonstrated that
clinical skill training for risk assessment is the necessary
for all professionals not only in mental health but also in

general health and other high-risk settings. There is merit in
the argument that enhancing risk assessment can minimize
chances of suicide and provide better legal protection in
event of litigation. The course contains literature review,
concept of risk, tools for assessment, briefly describes
anew tool, and usage video-based case vintage for hands
on experience, floor discussion and evaluation of what has
been learnt. The course contains pre-course and post-course
exercise for evaluation and develops on documentation
issue as well. Suicide prevention is a life-saving measure.
Enhancing assessment quality is for professional excellence
in clinical practice.
REFERENCES:
1. Mahal SK, Chee CB, Lee JC, Nguyen T, Woo BK.: Improv-
ing the quality of suicide risk assessments in the psychiatric
emergency setting: physician documentation of process indica-
tors, ] Am Osteopath Assoc. 2009,109:354-358.
2. Hermes B, Deakin K, Lee K, Robinson S. Suicide risk assess-
ment: 6 steps to a better instrument. ] Psychosocial Nurs Ment
Health Serv. 2009,47:44-49
3. Miret M, Nuevo R, Ayuso-Mateos JL. Documentation of
suicide risk assessment in clinical records. Psychiatr Serv. 2009;
60:994
4. Shrivastava, Amresh and Nelson, Charles, “Coping up Chal-
lenges of Risk Assessment: Towards a New Scale: SIS-MAP”
(2009). Psychiatry Presentations. Paper 5. http://ir.lib.uwo.ca/
psychiatrypres/5

5. Shrivastava,A , Nelson, C, New scale may help docs man-
age suicide risk in clinical practice . Canadian Psychiatry
Aujourd’hui. 2008, 4: .6

WORKSHOP 7

THE “NEGATIVE OUTCOME” IN
PSYCHOTHERAPY: WHO IS RESPONSIBLE AND
HOW?

Chairperson: Janet Lewis, M.D., 108 Kimball Ave., Ste. 1,
Penn Yan, NY, 14527

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Appreciate the multiple factors which
can contribute to negative outcome in psychotherapy;
2) Recognize multiple possible meanings of the term
“responsibility,” as applied to the psychotherapy
relationship; 3) Appreciate shame and guilt issues for
therapists and patients in working with the concept of
responsibility; and 4) Use the 4 quadrants of the Integral
Theory model as a theoretical framework.

SUMMARY:

It is recognized from empirical studies and their meta-
analyses that psychotherapy can be an effective treatment.
Nevertheless it has always been known that there are
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cases in which patients seem to have negative effects from
psychotherapy. When a therapy ends badly, the patient,
the therapist, and the patient’s subsequent therapists may
struggle with issues of responsibility. Who is responsible
for what might have been a harmful therapy and how are
they responsible? While some harmful therapies involve
obvious ethical breaches by the therapist, others do not.
Nevertheless in some cases the patient can be devastated
and require a lengthy and painful period of recovery.
Discussions about responsibility are often difficult because
those involved are considering different domains of reality
— the patient’s or therapist’s subjective experience, the
intersubjective two person culture of the asymmetrical
therapy relationship, the therapists or patient’s behavior,
or the systems of psychotherapy training, administration,
and professional discipline. In this workshop, we will
explore various meanings of “responsibility,” as applied
to psychotherapy. The Integral Theory model will be
introduced as a way of understanding both the multiple
perspectives from which one can consider responsibility
and ways in which a more comprehensive understanding
of responsibility may assist therapists and patients to
learn from “negative outcome” experiences. The literature
on negative outcomes in psychotherapy will be briefly
reviewed as will literature on responsibility, and on the
psychodynamic topics of shame and guilt. This workshop
will include experiential exercise, and small and large group
discussion of case vignettes as well as lecture format. There
will be an opportunity for participants to reflect on issues
of responsibility in their own experiences with negative
outcome. We will explore this important topic, which is at
the interface of psychotherapy and ethics.

REFERENCES:

1. Baldwin SA, Wampold BE, Imel ZE: Untangling the
Alliance-Outcome Correlation: Exploring the relative
importance of therapist and patient variability in the
alliance. Journal of Consulting and Clinical Psychology
2007;75:842-852.

2. Lambert M: Presidential Address: What we have
learned from a decade of research aimed at improving
psychotherapy outcome in routine care. Psychotherapy
Research 2007; 17:1-14.

3. Langs R: Therapeutic Misalliance. International Journal
of Psychoanalytic Psychotherapy 1975; 77-105

WORKSHOP 8
COGNITIVE THERAPY FOR PERSONALITY
DISORDERS

Chairperson: Judith Beck, Ph.D., 1 Belmont Ave., Ste. 700,
Philadelphia, PA 19004

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Conceptualize personality disorder patients
according to the cognitive model; 2) Improve and use the
therapeutic alliance in treatment; 3) Set goals and plan
treatment for patients with characterological disturbance;
4) Enhance medication adherence; and 5) Describe and
implement advanced cognitive and behavioral techniques.
SUMMARY:

A number of studies have demonstrated the efhicacy of
Cognitive Therapy in the treatment of Axis II patients.
The conceptualization and treatment for these patients is
far more complex than for patients with Axis I disorders.
Therapists need to understand the cognitive formulation
for each of the personality disorders. They need to be able
to take the data patients present to develop individualized
conceptualizations, including the role of adverse childhood
experiences in the development and maintenance of
patients core beliefs and compensatory strategies. This
conceptualization guides the clinician in planning treatment
within and across sessions and in effectively dealing with
problems in the therapeutic alliance. Experiential strategies
are often required for patients to change their core beliefs
of themselves, their worlds, and other people not only at
the intellectual level but also at the emotional level.

REFERENCES:
1. Beck, J.S. (2005) Cognitive therapy for challenging prob-
lems: What to do when the basics don’t work. New York:
Guilford.
2. Beck, A. T., Freeman, A., & and Associates (2004). Cogni-
tive therapy of personality disorders, second edition. New York:

Guilford.

WORKSHOP 9
THE IMG JOURNEY: SNAPSHOTS ACROSS THE
PROFESSIONAL LIFESPAN

Chairperson: Vishal Madaan, M.D., 3528 Dodge St.,
Omaha, NE 68131

Co-Chairperson: Durga Bestha, M.B.B.S

Presenters: Shamala Jeevarakshagan, M.D., Renato Alarcon,
M.D.,

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Recognize the challenges faced by international
medical graduates (IMGs) during both residency
training and professional advancement in their practice
of psychiatry; and 2) Identify successful strategies to
overcome obstacles that may prevent IMGs from realizing
their optimal potential in their careers in psychiatry.

5
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SUMMARY:

International Medical Graduates (IMGs) constitute
a significant proportion of both trainee residents and
practicing faculty in Psychiatry across the United States.
Recent National Residency Matching Program (NRMP)
data suggests that up to 1 in 3 of the PGY-1 positions in
Psychiatry have been filled by IMGs. Furthermore, IMGs
also constitute a substantial percentage of the practicing
psychiatrists’ workforce in various practice settings, which
range from the private sector to practicing in underserved
areas, public sector and academic settings. IMGs thus
constitute a significant critical mass in the delivery of
psychiatric care to a population which also has become
more culturally diverse.

Despite clearly being an indispensable aspect of the
American  healthcare  system, IMGs commencing
psychiatry residency training may struggle with overcoming
cultural barriers, understanding aspects of the psychosocial
framework, verbal and non-verbal communication skills
and understanding psychotherapy from an American
perspective. This is further complicated by their attempts at
acculturation which may continue to hinder their academic
progress even beyond the initial training years. The IMG
Early Career Psychiatrists (ECPs) similarly face unique
dilemmas in their career trajectory which range from a lack
of federal research funding opportunities, to establishing a
niche for themselves with the local population, if practicing
in the community. As senior faculty, the IMG psychiatrist
may similarly encounter challenges related to obtaining
leadership positions.

In this unique workshop, we will explore the challenges
that IMGs face at various stages of their professional
careers, identify potential corrective measures, and discuss
innovative measures to consolidate strengths and overcome
weaknesses. The speakers will also emphasize successful
strategies to help supervising and mentoring the IMG
trainees and early career psychiatrists, developing better
interview skills, approaching psychotherapy from an IMG
perspective, and providing resources to access research
and career opportunities. We will accomplish this by
interacting with the audience, using real-life case scenarios
and presentations by speakers ranging from a resident to a
senior professor.

The career trajectory of an IMG has numerous challenges
in addition to acculturation and professional stressors and
it is important to address them to promote professional
development.

REFERENCES:
1. NRMP. Results and data, 2009. Available at http://www.

nrmp.org/data/resultsanddata2009.pdf

2. Searight HR, Gafford ]J. Behavioral Science Education and
IMG. Acad Med. 2006;81:164-170.

3. Meyers GE. Addressing the effects of Culture on the Bound-
ary-Keeping practices of Psychiatry residents educated outside
of the United states.Academic psychiatry 2004; 28.

4. Blanco C, Carvalho C, Olfson M, Finnerty M, Pincus HA:
Practice patterns of international and U.S. medical graduate
psychiatrists. Am ] Psychiatry 1999;156: 445-450.

WORKSHOP 10
A DISCUSSION ABOUT WEIGHT GAIN
DURING MEDICATION TREATMENT FOR

SCHIZOPHRENIA: HOW MUCH AND WHAT TO
DO ABOUT IT

Presenter: Peter Buckley, M.D., 1515 Pope Avenue, Augusta,
GA 30912 U.S.A.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1. Understand amount of weight gain in

patients who are being treated for schizophrenia, 2. Identify
features that might predict what patients are at a

greater risk for weight gain, 3. What medication strategies
can be helpful, and

4. What non-pharmacologic strategies (if any) can be

helpful

SUMMARY:

Weight gain has emerged as a major consideration in the
treatment of patients with schizophrenia. Although

one might reason that weight gain is more likely to occur
with older patients that have an established illness

and a long history of medication use, there is also evidence
that supports younger patients are also prone to

develop weight gain as a side effect of medications. These
physical and metabolic consequences of weight

gain in patients with schizophrenia can be potentially life
threatening.

WORKSHOP 11

A PROGRAM OF PSYCHOTHERAPY FOR
COMBATANTS’ DEPENDENTS - THE EFFECT
ON RECALL RATES: “THEY ARE NOT GOING
FOR THREE WEEKS AND THE FIGHTING HAS
BEGUN!”

Chairperson: MichaelWise, M.B.B.S., M.S.C., 14 Devonshire
Place, London, WI1G 6HX
Presenter: Inge Wise

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should
be able to recognize the salient features of a therapeutic
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program which can reduce morbidity in a military
setting. Participants should be familiar with the unique
characteristics of military institutions which may
require adaption of usual practice, as well as some of the
institutional features which may require navigation during
the treatment program to maximize therapeutic efficiency

SUMMARY:

Deployment to conflict areas poses particular problems for
service families:

Anxieties over their partner’s absence

That in doing their duty their partner might sustain serious
injury or die; even though they knew this to be a low risk
statisticallyMarital stress

Mothers having to contain their own and their children’s
anxieties.

Becoming a ‘single’ parent

These stressors pose a high social cost due to the increased
rates of marital and family break up and the resultant
impact on operational effectiveness, through early recall
from a combatzone. The project grew from concerns about
the welfare of the families of army personnel deployed on
operations in Iraq and Afghanistan. The project aimed to
help them develop a greater capacity to manage, contain
and function with these worries. This program was a
preliminary examination of applying psychoanalytic
processes to a previously neglected group that was not
wholly army, but is essential to its well-being.

On the whole the men and women about to go on their
mission look forward to it while their loved ones have more
ambivalent feelings about it. This applies even though they
understand and support their partners’ commitment to
the army. The time before deployment is hard on those
who stay behind, who experience high levels of anxiety.
Those about to be deployed feel guilty about leaving their
families, and have to manage their own anxieties about
what the mission will bring - hard work, excitement and
some danger. Most do not talk about this to their partners,
who in turn have to manage their own inner turmoil and
worst case ‘fantasies’.

In anticipation of separation each partner withdraws into
their own shell. As one wife put it: “They are not

going for 3 weeks, and the fighting has already begun ”.
The program gave the families of soldiers a greater
understanding of the emotional difficulties faced by their
partnersbefore, during and after deployment and lessened
the stress in their relationships; strengthening their own
and their partners’ sense of self, of resilience, and the
marital bond.

Through the use of group and individual sessions, and close
liaison with the welfare officers, the expected reduction
in the welfare of the unit’s dependents was not observed.

Usually 3-5% of a unit would be recalled from combat
operations, over the duration of a tour, for ‘personal
reasons, this was reduced to 1%.

WORKSHOP 12

NEW APA PRACTICE GUIDELINE FOR THE
TREATMENT OF PATIENTS WITH MAJOR
DEPRESSIVE DISORDER

Chairperson: Joel Yager, M.D.,
Co-Chairperson: Alan Gelenberg, M.D.,
Presenter: Laura Fochtmann, M.D.,

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Understand objectives and development
process for APA practice guidelines; and 2) Learn key
recommendations of a new APA practice guideline on
major depressive disorder.

SUMMARY:

In a reformed U.S. health care system, evidence-based
clinical practice guidelines are expected to play an important
role in determining appropriate treatment, as noted by
President Obama in his 2009 address to the American
Medical Association. Depression is a prevalent illness and
a leading cause of health care disability and cost. The first
APA practice guideline on major depressive disorder was
published in 1993, and a second edition was published in
2000. Following five years of development effort, a third
edition of the guideline will be published in spring 2010
as a supplement to the American Journal of Psychiatry. In
this workshop, presenters will describe the development
process used for the guideline, including mechanisms
intended to minimize the possibility of bias from conflicts
of interest, and review the key recommendations of the
guideline, highlighting changes from the 2000 edition.
Clinical topics to be reviewed include the choice between
psychotherapy and pharmacotherapy depending on illness
severity and other patient factors, strategies for treatment-
resistant illness, and the use of formal scales and measures
to improve care. In two Q&A sessions, the audience will
be invited to comment on the guideline, the development
process, and implications for the field.

REFERENCES:
1. American Psychiatric Association. Practice Guideline for the
Treatment of Major Depressive Disorder, Third Edition, Am ]
Psychiatry, publication expected Spring 2010
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WORKSHOPS

WORKSHOP 13

CHALLENGES AND OPPORTUNITIES IN
TEACHING NEUROLOGY TO PSYCHIATRY
RESIDENTS

Chairperson: Claudia Reardon, M.D., 6001 Research Park
Blvd., Madison, WI 53713

Co-Chairperson: Art Walaszek, M.D.,

Presenters: Michelle Riba, M.D., Stacey Burpee, D.O. Kayla
Pope, M.D., M. Justin Coffey, M.D., Sheldon Benjamin,
M.D.,

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Describe the types and extent of neurology
education offered by U.S. psychiatry residency programs,
thereby allowing training directors to compare their own
programs to others; 2) Possess the knowledge and skills
necessary to improve a psychiatry residency’s neurology
educational experiences; and 3) Develop an awareness
of the importance of longitudinal, integrated neurology
experiences in psychiatry residencies.

SUMMARY:

Psychiatry residency programs have had a requirement
for 2 months of cross-training in neurology since
1978.  Furthermore, psychiatry residents need to be
knowledgeable in neurology for ABPN certification, and
psychiatry residency programs are evaluated in part based
on ABPN outcomes. Research has been conducted on
the format and content of neurology training desired for
psychiatry residents by training directors. However, there
have been minimal published data on types of neurology
experiences actually offered by residency programs.
Moreover, strategies for implementing neurology curricula
are rarely discussed.

Drs. Claudia Reardon and Art Walaszek of the University
of Wisconsin conducted a 2009 survey of all U.S.
Psychiatry Residency Training Directors to determine the
type and extent of neurology education that programs
offer. Survey results will be shared, as will a general review
of the state of knowledge of neurology education for
psychiatry residents.

A panel of experts in psychiatry education will then
discuss models of neurology/neuroscience curricula.
Concomitant with their conducting the 2009 survey,
the University of Wisconsin initiated a formal program
of neurology didactics, and Dr. Walaszek will discuss

challenges and opportunities associated with starting and
maintaining such a program. Dr. Michelle Riba, Associate
Chair for Integrated Medicine and Psychiatry Services
at the University of Michigan and former President of
AADPRT, APA, and AAPD, will share her experiences and
recommendations on teaching neurology to psychiatry
residents as informed by her research in this area. Dr. Justin
Coffey has worked with Dr. Riba in helping to develop
and foster a model neurology curriculum for residents in
their program, and he will share his suggestions on this
topic. For many years the

University of Massachusetts has offered a cutting-edge
neurology curriculum for its psychiatry residents, and Dr.
Sheldon Benjamin will share this program’s experiences
and recommendations on this topic. Dr. Benjamin
also helped to lead the American Neuropsychiatric
Association Education Committee that developed a set
of neuropsychiatric competencies recommended for
achievement by general psychiatry residents, and he will
review this document as well. Finally, Dr. Kayla Pope will
discuss her ongoing experiences working with the NIH,
NIMH, and AADPRT in developing a standardized
neuroscience curriculum for psychiatry residents.

REFERENCES:
1. Selwa LM, Hales DJ, and Kanner AM. What should psychi-
atry residents be taught about neurology? A survey of psychia-
try residency directors. Neurology 2006; 12 (5): 268-70.

WORKSHOP 14

DEALING WITH THE DIFFICULT
PROFESSIONAL EMPLOYEE: EFFECTIVE
PERSONNEL MANAGEMENT STRATEGIES

Chairperson: Stephen  Soltys, M.D., RO. Box 19642,
Springfield, IL 62794
Presenter: Kay Titchenal

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to construct effective plans of correction and
have confidence in dealing with negative and disruptive
employee behaviors in a clinical practice.

SUMMARY:

In order for a mental health organization to run effectively,
employees from a range of disciplines must be recruited
and motivated to work together as a team. However,
some personnel may function in a disruptive manner.
Clinicians in administrative positions quickly find that
successfully motivating individuals to work with their co-
workers requires personnel management skills which are
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significantly different from the interpersonal clinical skills
they have developed. In this workshop, a psychiatrist with
twenty years of administrative experience and the executive
director of a human resource department with extensive
management experience will help participants develop
skills to deal with difficult employees who are requiring
effective intervention. Methods for effective supervision,
discipline and termination will be described with attention
toward decreasing the risk of legal actions. Approaches
toward motivating both professional and nonprofessional
employees will be explained.

The format will use case examples to facilitate discussion of
didactic material with active participation by the audience
in exploring potential solutions to the cases. During
the question and answer period, participants will be
encouraged to share situations they have encountered for
extensive discussion with the workshop faculty and other
workshop participants.

REFERENCES:
1. Latham G: (2009). Becoming the Evidence Based Manager.
Mountain View, CA: Davies-Black Publishing.
2. Smith JD and Mazin R: (2004). HR Answer Book. New
York, NY: AMACOM.
3. Guerin LD and DelPo A. (2009). The Essential Guide to
Federal Employment Laws (2™ ed). Berkeley, CA: NOLO and
Society for Human Resource Management.
4. DelPo A. (2007). Dealing with Problem Employees (4™ ed).
Berkeley, CA: NOLO.

WORKSHOP 15

MUNCHAUSEN REVISITED: FACTITIOUS
DISORDER IN THE AGE OF THE INTERNET
AND DSM-5

Chairperson: Damir Huremovic, M.D., 2201 Hempstead
Turnpike, East Meadow, NY 11554

Co-Chairperson: Shabneet Hira-Brar, M.D.,

Presenters: Jacob Sperber, M.D., Reena Trivedi, M.D., Sameh
Duwaikat , M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to understand how online communications, resources,
and virtual communities changed the clinical picture of
many patients with factitious disorder. The participant will
also learn how to use online resources to better suspect,
diagnose, and treat patients with factitious disorder.

SUMMARY:

Group of factitious disorders, in which patients
consciously feign and produce symptoms of physical or
mental illnesses for the purpose of assuming a sick role
and gaining attention, sympathy, and care on behalf of

unsuspecting providers and laypersons, remains one of the
least understood phenomena in modern psychiatry and
medicine.

Although relatively recently recognized and defined,
factitious disorders have been present throughout the
history of medicine, reflecting affected individuals’
maladaptive expression of universal human yearning for
attention, respect, and care. As cultures and societies
developed, clinical presentations of factitious disorder
evolved, reflecting the progress in mass-media and
telecommunications (e.g. ‘factitious disorder by proxy’).
The Internet has, unsurprisingly, introduced a new
dimension to factitious disorder, for both patients and
clinicians. For patients, being online means access to
endless medical resources that can be used to more
accurately produce their ‘symptoms’. Moreover, individuals
with factitious disorder can now not only perfect, but
also perpetuate their pathology though bona fide online
communities that exist to support individuals with serious
illnesses (‘factitious disorder by internet’). Clinicians, on the
other side, can use the Internet to educate themselves about
the disorder, verify individual patient’s claims pertaining to
identity and medical history, and to cross-check electronic
medical records where possible. Can DSM-5 account for
these changes or is a more fundamental rethinking of this
entity in order?

This workshop will equip clinicians with practical advice
on suspecting factitious disorder and using the online
resources to establish diagnosis and to engage such
patients without alienating them, a crucial first step on the
arduous road to recovery of pathological liars. Cases from
presenters’ practice spanning continents and cultures will
be used to illustrate critical points of this workshop.

REFERENCES:

1. Asher R. Munchausen syndrome, Lancet 1951:1:339.
2. Feldman, M.D., (2000): Munchausen by Internet: detecting
factitious illness and crisis on the Internet. Southern Journal of

Medicine, 93, 669-672

WORKSHOP 16

TELEPSYCHIATRY FOR EDUCATION AND
PSYCHOTHERAPY: TEACHING TO THE NEAR
AND FAR ENDS

Chairperson: John Teshima, M.D., 2075 Bayview Ave.,
Toronto M4N 3M5, Canada

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should
be able to: 1) Describe the relevant content and methods
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for teaching trainees about telepsychiatry; 2) Discuss the
unique challenges of delivering education and supervision
via telepsychiatry to distant sites; and 3) consider
implementing or improving telepsychiatry education at
their local practice sites.

SUMMARY:

Telepsychiatry has been used for a variety of educational
purposes. At the near end, trainees from various professional
backgrounds can be exposed to and gain experience in
telepsychiatry as a model of service delivery to distant sites.
Trainees can also be exposed to and gain experience with
patient populations that are not as accessible at the near
site. At the far end, continuing education and ongoing
supervision can be provided to mental health professionals.
While there have been a number of guidelines published
about clinical practices in telepsychiatry, little has been
written about educational practices.

This workshop will explore methods of telepsychiatry
education at both the near and far ends. It will review the
existing literature, including relevant studies from areas of
telehealth education and videoconferenced teaching. It will
also draw upon the ideas and experiences of the workshop
participants. It will also draw from the experience of a
large pediatric telepsychiatry program in Toronto, Canada.
This program has been operating since 2000. Over 100
residents have participated in telepsychiatry training, with
several completing longitudinal experiences lasting up
to six months. The program has also delivered over 150
seminars to over 6000 participants at 15 different distant
sites.

This workshop will explore the relevant content to teach
trainees at the near end about telepsychiatry, as well as the
methods used to expose trainees to telepsychiatry. This
workshop will also explore methods to deliver continuing
education and supervision via telepsychiatry, particularly
focusing on the unique differences of telepsychiatry versus
face-to-face teaching. This workshop will use a mix of large
and small group exercises, with short didactic sections. In
summary, this will be an interactive workshop that will
engage participants in discussing and exploring issues in
telepsychiatry education, both for trainees at the near end
and for learners at the far end.

REFERENCES:
1. Hilty DM, Marks SL, Urness D, Yellowlees PM, Nesbitt TS:
Clinical and educational telepsychiatry applications: a review.
Canadian Journal of Psychiatry 2004;49:12-23

WORKSHOP 17
PREPARING IMG (INTERNATIONAL MEDICAL
GRADUATE) PSYCHIATRY RESIDENTS FOR A

CAREER IN ACADEMIC PSYCHIATRY
APA/GlaxoSmithKline Fellows

Chairperson: Sosunmolu Shoyinka M.B.B.S, 1298 Hartford
Turnpike, #7i, New Haven, CT 06473

Co-Chairperson: Oladipo Kukoyi, M.D.,

Presenters: Milton Kramer, M.D., Richard Balon, M.D.,
Paulo Shiroma, M.D., Ezra Griffith, M.D., Nalini Juthani,
M.D., Charles Dike, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of the presentation, participants should
be able to: 1) Identify various specialty tracks in academia
(e.g. researcher, clinician-educator, administrator); 2)
Demonstrate a knowledge of how mentoring IMGs differs
from mentoring USMGs and identify specific ways in
which they can encourage and assist the IMG resident in
developing their interest in academia; and 3) Learn how
to identify/select a mentor, and develop ideas for research.

SUMMARY:

International Medical Graduates (IMGS) now comprise
over a third of residents in US psychiatric residency
programs, as well as over 25% of APA members (1, 2).
IMGs have been shown to play an important role in the
US health care delivery system as providers of clinical care
to disadvantaged populations, including the poor, the
psychotic, and the elderly (3), as well as inner city and rural
populations. In general academia, IMGs now constitute
nearly a fifth of full-time faculty at US medical schools
and of principal investigators (PIs) on National Institutes
of Health (NIH) research project grants (4). IMG faculty
in basic science departments and IMG physician Pls
outnumber their US graduate counterparts by a ratio
of 2:1 (5) In psychiatry, little is known about IMGs’
roles in academia or of their career paths in academia
as distinct from those of their USMG (United States
Medical Graduate) colleagues. There is some evidence
from literature (6) that significant obstacles exist for IMGs
seeking residency training but less is known about the
challenges faced by IMGs desiring a career in academia,
post-residency training. The workshop is aimed at all
psychiatry residents and psychiatrists desiring an academic
career, with special focus on IMGs, early career psychiatrists
and training directors involved in the education of
IMGs. The purpose of the workshop is to clarify what an
academic career entails, different tracks in academia and
to provide a forum to discuss issues specifically related
to IMG psychiatry residents who wish to pursue a career
in academia. The workshop also aims to provide faculty
involved in training and mentoring IMGs with tools to aid
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them in assisting their IMG trainees. Finally, it is hoped
that the workshop will provide an avenue for mentoring
relationships and collaborative networks to develop among
IMGs and trainers interested in assisting them along their
chosen career path.

REFERENCES:
1. Hales D: APA Census of Psychiatry Residents, 2003-2004.
Arlington, VA, American Psychiatric Publishing, 2004.
2. Bondurant A: Department of Minority/National Affairs,
American Psychiatric Association. Personal Communication,
2005.
3. Blanco C, Carvalho C, Olfson M, et al: Practice patterns
of international and US Medical graduate psychiatrists. Am J
Psychiatry 1999; 156:445-450.
4. AAMC Analysis in Brief: Trends Among Foreign-Graduate
Faculty at U.S. Medical Schools. Washington, DC, Association
of American Medical Colleges, 2003.
5. Contributions of International Medical Graduates to US
Biomedical Research: The Experience of US Medical Schools,
Journal of investigative medicine ISSN 1081-5589, Source /
Source 2007, vol. 55, no 8, pp. 410-414 [5 page).
6. Balon R, Mufti R, Williams W, et al: Possible discrimination
in recruitment of psychiatry residents? American Journal of
Psychiatry 1997; 154:1608-1609

WORKSHOP 18

IS THAT AN UNCONSCIOUS FANTASY OR A
CORE BELIEF: A RESIDENT’S PERSPECTIVE
ON LEARNING MULTIPLE THERAPIES
SIMULTANEOUSLY

Chairperson: Emily Gastelum, M.D., 1051 Riverside Dr.,
Box 81, New York, NY 10032

Co-Chairperson: Aerin Hyun, M.D.

Presenters: Deborah Cabaniss, M.D., David Goldberg, M.D.,
Donna Sudak, M.D., Barbara Stanley, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Be familiar with the “Y model” and the way in
whichithelpsto explain similaritiesamong psychotherapies;
2) Have an understanding of the way in which learning
multiple psychotherapeutic techniques simultaneously
affects residents’ assessments and treatment formulations;
and 3) Be able to discuss the benefits and drawbacks of
learning multiple psychotherapies simultaneously.

SUMMARY:

Purpose: To examine how the experience of learning
multiple types of psychotherapy simultaneously affects the
way psychiatric residents 1) formulate their cases and 2)
treat their patients.

Content: According to the Psychiatry RRC guidelines,
psychiatry residents in the U.S. must demonstrate

competency in 5 types of psychotherapy. This creates an
interesting situation in which trainees are trying to master
several types of therapy simultaneously. We have noticed
that this can enrich learning, by offering residents different
types of therapeutic techniques, demonstrating to them in
vivo that many of the psychotherapies share characteristics
and by leading residents to ponder the most useful ways to
employ these techniques in clinical care.

Methodology: A resident will discuss a case that could
be conceptualized from several different perspectives.
She will share her experience in formulating the case
with an explanation of the challenges and opportunities
this case posed as she learned multiple psychotherapies
simultaneously. Presenters will lead small group discussions
and encourage reflection upon: What core issues did
participants hear in the case? How might different models
of the mind benefit this patient? Would participants
favor one treatment over another or combine different
elements of each modality? Attendees will reconvene for
a large group conversation with each small group sharing
highlights of their discussion.

Results: Residents and educators will share ideas about
psychotherapy education. Residents will have a forum
to share their experience of becoming skilled in multiple
psychotherapy  modalities.  Participants  will meet
trainees and educators from many programs, promoting
collaborative relationships. An important part of psychiatry
residency training is the simultaneous acquisition of
multiple therapeutic modalities. This unique experience
warrants discussion and appreciation for the impact it has
upon resident case formulations and practice.

REFERENCES:
1. Beck, Judith S. “Cognitive Therapy: Basics and Beyond.”
New York: Guilford Press, 1995.
2. Gabbard, Glen O. “Psychodynamic Psychiatry in Clinical
Practice.” Washington DC: American Psychoanalytic Press,
2005.
3. Linehan, Marsha. “Cognitive-Behavioral Treatment of Bor-
derline Personality Disorder.” New York and London: Guilford
Press, 1993.
4. Weissman Myrna M., Markowitz John C., Klerman Gerald
L. “Comprehensive Guide to Interpersonal Psychotherapy.”
New York: Basic Books, 2000.

WORKSHOP 19
TRANSPLANT PSYCHIATRY UPDATE

Chairperson: Paula Zimbrean, M.D., 184 Liberty St., Rm.
LV125, New Haven, CT 06519
Co-Chairperson: Swapna Vaidya, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
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be able to: 1) Identify the main components and relevant
clinical factors in the Psychiatric assessment of patients
requiring a liver transplant for acute liver failure; and
2) Recognize the risk factors for substance abuse relapse
in transplant recipients and their role in determining
transplant eligibility.

SUMMARY:

Asofend of September 2009 there were 103,947 candidates
waiting on the UNOS list and only 14,191 transplants had
been completed in the US for this calendar year. Considering
this severe organ shortage, the role of the Psychiatrist in
the selection of transplant candidates is increasing. We will
present the data available on two of the most difhicult and
controversial situations in Transplantation Psychiatry: the
Psychiatric evaluation of the patient with fulminant liver
failure and the role of substance abuse and dependence in
selection of liver transplant recipients.

Most of the patients presenting with fulminant liver failure
in need of a liver transplant are comatose or delirious at
presentation, therefore their assessment often lacks the
most important component of a Psychiatric evaluation,
the patient interview. Often the decision to proceed with
the transplant must be taken with limited clinical and
background information and in the presence of rapid
clinical deterioration; delay could result in a patient
becoming un-transplantable due to the development of
clinical contra-indications. Details regarding the present
illness, prior self-destructive behaviors, substance abuse,
psychiatric disorders, stressors, and other risk factors for
future suicide attempts must be obtained, usually from
family members or treatment teams who feel pressured
as well by the urgency of the situation. Subsequently all
information is reviewed in a transplant team meeting.
Often times, differences in opinion among transplant team
members and other health care providers arise regarding
a particular patient’s candidacy for transplantation.
Additional consultations with hospital ethics committee,
risk management services or legal department may
be necessary and instructive with complex cases. The
second topic we will discuss is the role of substance
abuse and dependence in determining eligibility for liver
transplantation. Alcoholic Liver Disease is currently
the second leading indication for liver transplantation
in the US. 75% of patients transplanted for Alcoholic
Liver Disease meet criteria for Alcohol Dependence. In
addition, an increasing number of patients on methadone
maintenance for opiate dependence are receiving liver
transplantation for hepatitis C cirrhosis. In this context,
identifying the risk factors for relapse becomes the
Psychiatrist’s main task. Topic will be discussed in greater
detail during workshop.

REFERENCES:
1. M.W. Russo, J.A. Galanko and R. Shrestha et al., Liver trans-
plantation for acute liver failure from drug induced liver injury
in the United States, Liver Transpl 10 (2004), pp. 1018-1023
2. A.E DiMartini, M.A. Dew and PT. Trzepacz, Organ trans-
plantation. In: J.L. Levenson, Editor, The American psychiatric
publishing textbook of psychosomatic medicine, The American
Psychiatric Press, Inc., Washington, DC (2005), pp. 675-700.
3. Predictors of psychological morbidity in liver transplant as-
sessment candidates: is alcohol abuse or dependence a factor?.
Day E. Best D. Sweeting R. Russell R. Webb K. Georgiou G.
Neuberger J. Transplant International. 22(6):606-14, 2009 Jun.
4. Polysubstance abuse in liver transplant patients and its im-
pact on survival outcome. Nickels M. Jain A. Sharma R. Orloff
M. Tsoulfas G. Kashyap R. Bozorgzadeh A. Experimental &
Clinical Transplantation: Official Journal of the Middle East
Society for Organ Transplantation. 5(2):680-5, 2007 Dec.
5. Clusters of alcohol use disorders diagnostic criteria and
predictors of alcohol use after liver transplantation for alcoholic
liver disease. DiMartini A. Dew MA. Fitzgerald MG. Fontes P.
Psychosomatics. 49(4):332-40, 2008 Jul-Aug,.

WORKSHOP 20

WHEN DISORDER HITS HOME: DEALING
WITH SERIOUS PSYCHIATRIC DISORDERS IN
OUR OWN FAMILIES

American Group Psychotherapy Association

Chairperson: Julia Frank, M.D., 2150 Pennsylvania Ave.
NW, Washington, DC 20037
Presenters: Mitchell Cohen, M.D., Kathryn McIntyre, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Discuss the benefits and drawbacks of
psychaitric training dealing with disorders in close family
members; and 2) List helpful resources for family care of
eating disorders, substance abuse and impulsive aggression.

SUMMARY:

In the era of impugning families as the cause of psychiatric
disorders, psychiatrists as parents were supposedly
responsible for neurotic and adjustment problems in their
children. This view is both shaming and dismissive of
the reality that serious psychiatric problems may arise in
families of every kind, including ours. At the same time,
it is clear than family members can contribute a great deal
to the treatment of members with psychiatric disorders.
Concerns about stigma, confidentialty and overdiagnosis
may inhibit psychiatrists’ efforts to help their own family
members. In this workshop, three psychiatrists who
have helped their adolescent and young adult children
through severe behavioral disorders will reflect on the
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experience, using a technique of round robin interviewing
and discussion. The workshop will include dialog with
participants on how their professional training might
both help and hinder them in analogous situations. It will
encourage reflection about how the experience of dealing
with such problems may enhance our ability to address
similar problems for patients and their families

REFERENCES:
1. Lock, J and Lagrange, D. Help Your Teenager Beat an Eating
Disorder. NY: Guilford Press, 2005
2. Heru, A. Family Psychiatry from Research to Practice,
AJP!63-962-8, 2006.

WORKSHOP 21
LOST IN TRANSLATION: GENERATIONAL
ISSUES AND MENTAL HEALTH

Association of Women Psychiatrists

Chairperson: Tana Grady-Weliky, M.D., 3181 SW Sam
Jackson Pk. Rd., Portland, OR 97221
Presenters: Doris larovici, M.D., Leah Dickstein, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Identify two differences across generations in the
school and/or workplace; 2) List common problems that
present to psychiatrists in college mental health services; 3)
Identify strategies to work with students and/or colleagues
who are from different generations.

SUMMARY:

Generational differences or the so-called “generation gap,”
are not new phenomena. But a vastly accelerated pace of
change in communication patterns and social networks,
driven by changes in technology, has created interesting
challenges for psychiatry, especially as Gen Y or the
“Millennial Generation” enters the medical workplace.
The influx of this particular generation into the workplace,
e.g. psychiatry residents, or in medical schools, however,
has created somewhat unique, multi-faceted challenges.
The differences in core values across the generations
contribute to the communication tensions that exist
between the generations. Varying perspectives on medical
professionalism is just one example of how generational
differences have been described in the medical literature.
This workshop will include an overview of the key
differences across the generations (from veteran to boomer
to generation X and millennial). Additionally, there will
be a discussion of common mental health problems present
in college age students and the generational influences of
treatment choice associated with these problems. Finally, a

current resident will provide perspectives from generation
“Y.” 'The presenters are comprised of diverse generations
- veteran, boomer, generation X and generation Y. Case
presentations will be utilized to engage the audience in
discussion. The workshop is designed to facilitate audience
reflection and participation.

REFERENCES:
1. Howell LB, Servis G, and Bonham A: Multigenerational
Challenges in Academic Medicine - UC Davis’s Response.
Acad Med. 80: 527-532, 2005.

WORKSHOP 22

DIAGNOSIS AND TREATMENT OF
PSYCHOGENIC NONEPILEPTIC SEIZURES:
WHAT DOES A PSYCHIATRIST DO ONCE THE
DIAGNOSIS IS MADE?

Chairperson: W, Curt LaFrance, Jr, M.D., M.PH., 593
Eddy St., Providence, RI 02903
Co-Chairperson: Andres Kanner, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to recognize the most common signs, symptoms
and history associated with the presentation and diagnosis
of psychogenic nonepileptic seizures (PNES); differentiate
epileptic and nonepileptic events; apply the proper
approach to discuss the diagnosis of NES to ensure
acceptance of treatment; recognize the treatment options
available for patients with PNES.

SUMMARY:

Relatively few psychiatrists treat patients with psychogenic
nonepileptic seizures (PNES), despite being a commonly
presenting  conversion/somatoform  disorder. ~ The
disorder presents with a combination of neurologic
signs, underlying psychological conflicts and comorbid
psychiatric disorders. For more than a century, neurologists
and psychiatrists have accumulated data and insights about
the phenomenology, epidemiology, risks, comorbidities,
and prognosis of PNES. The gold standard of video
electroencephalography and adjunctive tests are used in
establishing the diagnosis of PNES, which has also been
instrumental in demonstrating the difference between
epileptic seizures and PNES. Participants will view video
EEGs of various seizures and vote on whether they are
epileptic or nonepileptic.  Patients with PNES share
some commonalities in their histories, including a history
of abuse, depression, post-traumatic stress symptoms,
and dissociation. Once the diagnosis of PNES is made,
patients often refuse to accept the diagnosis and to follow
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recommendations for treatment. Other barriers arise with
lack of communication or disagreement between the
mental health professionals and the neurologist regarding
assuredness of the diagnosis. The role of the neurologist and
mental health providers in the diagnosis and management
of these patients will be discussed. The common obstacles
that preclude a proper treatment will be reviewed. The
similarities and differences of these problems in the adult
and pediatric patient with PNES will be discussed. The
current treatment research and recommendations for PNES
treatment will be described. Questions from the audience
will be addressed on the topics of diagnosis, treatment, and
participant’s cases. Participants in the workshop will be
better equipped to evaluate and treat patients with PNES.

REFERENCES:
1. Schachter SC, LaFrance Jr WC, editors. Nonepileptic Sei-
zures. Cambridge: Cambridge University Press;
2009.
2. Kanner AM, LaFrance Jr WC, Betts T. Chapter 282. Psycho-
genic Nonepileptic Seizures. In: Engel Jr ], Pedley TA, editors.
Epilepsy: A Comprehensive Textbook. 2 ed. Philadelphia:
Wolters Kluwer Health/Lippincott Williams & Wilkins; 2008.
p. 2795-2810.

WORKSHOP 23
ORAL BOARDS BOOT CAMP 2010: FOCUS ON
DIAGNOSTIC INTERVIEWING

Chairperson: Elyse Weiner, M.D., 113 University PL, Ste.
1010, New York, NY 10003
Co-Chairperson: Eric Peselow, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Greatly refine his or her technique for performing
a boards style diagnostic interview and examination.

SUMMARY:

Oral Boards Boot Camp is a comprehensive, interactive
approach to becoming an effective oral boards candidate
that has been an APA Annual Meeting workshop since
2004. Oral Boards Boot Camp seeks to help candidates
hone their interview and presentation skills through a
long-term practice model. Integral to the development
of the Oral Boards Boots Camp method has been the
gathering of all types of information about the oral boards
and the incorporation of this information into this in-
depth approach to preparation. The board certification
process is about to undergo radical changes. This is the
final year that the traditional oral boards are being given
by the ABPN to all candidates. The oral boards are being
replaced by a certification process which, following the

successful completion of the written examination, will
be decided at the residency training level. To respond to
these changes, we have retooled Oral Boards Boot Camp
to focus on the diagnostic interview and presentation skills
which are the most important part of becoming a successful
boards candidate. These skills are critically important for
a resident’s success as a psychiatrist and can even benefit
trainees across disciplines. The workshop will continue to
start with a didactic portion. The chairpersons will present
their opinion of the current oral boards certification
process with updated information on the changes as
available. However, the emphasis of the didactic portion
will be practice methods for diagnostic interviewing and
techniques for conducting an outstanding boards style
interview and examination. As in the past, the second
part of the workshop will consist of a lively discussion with
ample time for audience questions. Oral Boards Boot
Camp has always viewed studying for the boards as a long-
term process. Given the procedural changes, all students
and residents should find attending this session valuable.
We believe that the early refining of diagnostic interview
and presentation skills will help all trainees throughout
their careers and is, of course, critical for those who will
seek ABPN certification in psychiatry.

REFERENCES:
1. Morrison J, Munoz RA: Boarding Time: A Psychiatry Can-
didate’s New Guide to Part I of the APBN Examination, Third
Edition. Washington DC, American Psychiatric Press, 2009
2. Strahl NR: Clinical Study Guide for the Oral Boards in Psy-
chiatry, Second Edition. Washington DC, American Psychiatric
Press, 2009

WORKSHOP 24

THE BEHAVIORAL HEALTH ACTION
NETWORK: REORGANIZING THE BEHAVIORAL
HEALTH DELIVERY SYSTEM IN POST-KATRINA
NEW ORLEANS

Chairperson: Elmore Rigamer, M.D., 4201 N. Rampart St.,
New Orleans, LA 70117

Presenter: Sarah Hoffpauir L.C.S.W. Craig Coenson, M.D.,
Jose Calderon-Abbo, M.D., Candace Cutrone, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1. Understand how professionals can organize
to promote improvements in behavioral health systems; 2.
Understand how to engage elected officials to acknowledge
and support community behavioral health needs; 3.
Understand how to promote communication and
collaboration among providers and agencies to improve
patient outcomes; 4. Understand how to prioritize
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responses in post disaster environments; and 5. Understand
how systems can perform better after a crisis if they resist.

SUMMARY:

Following hurricane Katrina, the health
professionals in New Orleans created the Behavioral Health
Action Network (BHAN) to respond to the unmet mental
health needs in the population and to government policy in
addressing the city’s health crisis. Behavioral health services
in New Orleans were fragmented and poorly managed
before Katrina. The disaster worsened the situation and
highlighted the health system’s inability to deal effectively
with the serious mentally ill and previously well who
were experiencing depression and PTSD. Overwhelmed
emergency rooms and increases in homelessness and the
incarcerated mentally ill were barometers of system failure.
Loss of community clinics, hospital beds and displaced
professionals partially explained the inadequate responses,
but ineffective organization at critical junctures in the
delivery system also contributed to the crisis.

Necessity stimulated resourcefulness and innovation in
the ravaged mental health system of post-Katrina New
Otrleans. Recognizing that the system was reverting to the
status quo, BHAN was founded in December 2006 as an
organization where behavioral health professionals would
meet regularly to evaluate services, identify gaps, advocate
for resources and promote public awareness of mental
health issues. BHAN members included representatives
from the entire behavioral health continuum of care.
In three years since its founding, BHAN has improved
communication and collaboration among health care
organizations, law enforcement agencies, and city and
state health departments. The organization is an example
of what professionals can accomplish when they organize
around patient needs and offer solutions when advocating
to public officials and funding agencies.

The panelists will present examples of how care was
reorganized after Katrina at different stages of the
continuum: community behavioral health clinics, in
patient, assertive community treatment and transitional
housing.

mental

REFERENCES:
1. Berggren RE, Curiel TJ: After the Storm: Health Care Infra-
structure in Post Katrina New Orleans. N Engl ] Med 2006;
354: 1549-1552
2. Calderon-Abbo J: The Long Road Home: Rebuilding Public
Inpatient Psychiatric Services in Post-Katrina New Orleans.
Psychiatric Services 2008; 59: 304-309
3. Goldman H, Newman S: Putting Housing First, Making
Housing Last: Housing Policy for Persons With Severe Mental
Illness. Am J Psychiatry 2008; 165: 1242-1248
4. Louisiana Public Health Institute: Overview of the Current

Status of the New Orleans Mental Health System. July 18,
2008

5. The Children’s Health Fund and The Columbia University
Mailman School of Public Health: Responding to an Emerg-
ing Humanitarian Crisis in Louisiana and Mississippi - Urgent
Need for a Health Care Marshall Plan. April 17 2006

1:30 PM - 3:00 PM
WORKSHOPS

WORKSHOP 25

ADULT PERVASIVE DEVELOPMENTAL
DISORDER: FOR BETTER UNDERSTANDING
AND TREATMENT

Chairperson: Soonjo Hwang, M.D., 95 Grasslands Rd., Box
495, Valhalla, NY 10595
Co-Chairperson: Mathew Brams, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Demonstrate a better understanding of adult
PDD; 2) Identify and describe different cases of adult PDD;
3) Identify the issues and challenges regarding diagnosis
and treatment of PDD; 4) Demonstrate a knowledge
of the difference between adult and child PDD; and 5)
Demonstrate a better understanding of developmental
issues through life stages of person with PDD.

SUMMARY:
Autism and pervasive developmental disorder (PDD)
is neurodevelopmental condition characterized by

impairment in social interaction, communication, and
stereotype behavior. During last 20 years, pervasive
developmental disorder has received increasing attention.
(Tsakanikos, Costello, Holt, Sturmey, & Bouras, 2007)
However, even though several researchers have tried
to elicit developmental course and consequences of
this condition into adulthood, little has established in
agreement of phenomenology, characteristics, optimization
of treatment, and possible application of social services for
adults with PDD.

Many studies have been done for the adulthood outcome
of PDD and demonstrated markedly different result
depending on method, study population, and duration
of study. (Larry Burd et al., 2002) Considering broad
spectrum of manifestation of this disease category
and different trajectory pattern of development being
influenced by genetic composition and environmental
situation of growing-up, it is not surprising that all of the
individuals with adult PDD show their own unique make-
up of disease and personality related to PDD.
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Most of these studies are done by persons related to child
psychiatry or psychology, and general psychiatrists have
lictle knowledge and understanding regarding adulthood
PDD even though they may have fair amount of chance to
be faced with this, and even opportunity of treating them
as their patients.

Hence this workshop is aimed for better understanding
of adult with PDD for clinicians who have and will treat
these patients psychologically and pharmacologically.
Familial and social intervention for adult with PDD also
requires extensive discussion for better outcome and social
adjustment of these people.

Many different cases will be presented to the audience
regarding adult with PDD, with various phenomenology
and manifestation. Optimal treatment will be discussed as
well, including pharmacological and non-pharmacological
intervention. Different outcome and prognosis will be a
focus of this workshop, too. The participants will have
better understanding of adult PDD, their own different
features from child PDD, and the challenge for diagnosis
and treatment.

This is project of APA Shire Fellowship.

REFERENCES:
1. Larry Burd P, Jacob Kerbeshian M, Westerland A, et al.:
Prospective long-term follow-up of patients with pervasive
developmental disorders. J Child Neurol 17:681-688, 2002.
2. Tsakanikos E, Costello H, Holt G, et al.: Behaviour Manage-
ment Problems as Predictors of Psychotrophic Medication and

Use of Psychiatric Services in Adults with Autism. ] Autism
Dev Disord 37:1080-1085, 2007.

WORKSHOP 26

BRIDGING THE CULTURAL DIVIDE:
CHALLENGES OF FIRST GENERATION
IMMIGRANTS WITH CHILDREN WITH
MENTAL ILLNESS

APA/SAMHSA Minority Fellows

Chairperson: Timothy Liu, M.D., 118 Gulf St., Ste. 18,
Milford, CT 06460

Co-Chairperson: Steve Koh, M.D.,

Presenters: Kiet Truong, M.D., Ranjan Avasthi, M.D, Arshad
Husain, M.D,. David Rue, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Appreciate the specific challenges of immigrant
parents who are coping with mental illnesses in their
children; 2) Recognize the current lack of clinical attention
and social support dedicated to immigrant parents in the
conventional clinical setting; and 3) Demonstrate openness

and receptiveness in learning about diverse cultural beliefs
and attitudes of immigrant parents towards children’s
mental health.

SUMMARY:

Immigration populations in the United States over the
last decade have seen larger proportions of families and
children (1, 2). Recent census estimated that one in five
U.S. children is an immigrant or the child of an immigrant
(1). Despite increase in awareness of immigrant mental
health, little attention is given to first-generation parents
who are coping with psychiatric disorders in their children.
Parents are often the first to notice emotional symptoms
in their children. Existing research suggests that parental
attributions for child behaviors differ across cultures (3).
The manner in which parents explain children’s behaviors
has important implications for the parents’ immediate
responses, as well as the parent—child relationship in the
long term (4). An even more pressing issue for the clinician
is that parents’ causal explanations may predict help-seeking
behaviors, as well as the acceptability and implementation
of recommended interventions (5, 6). On the other hand
immigrant parents are themselves faced with the challenges
of acculturation and disruption of social networks (7). It is
crucial for psychiatrists to be mindful of their added stress
of caring for children with mental health needs.

The purpose of this workshop is to bring the audience’s
attention to the immigrant parent, whose cultural
background and needs are often overlooked in the clinical
care of the child. Using case vignettes we will illustrate the
diversity of parents’ cultural beliefs, and their influences on
the presentations of mental disorders in children. We will
study a number of religious practices, and explore how they
might affect treatment delivery. We will invite a discussion
about culturally sensitive responses to these considerations,
and ways to engage the family therapeutically. Our
faculty panel will share their experiences in working with
immigrant families. Current literature and community
resources will also be reviewed.

REFERENCES:
1. U.S. Census Bureau: The foreign-born population in the
United States. Current Population Survey March 2003; 20-539.
Available at: http://www.census.gov/population/www/socdemo/

foreign/cps2003.html (accessed September 20, 2009)
2. Logan JR, Zhang W, Alba RD: Immigrant enclaves and

ethnic communities in New York and Los Angeles. Am Sociol
Rev 2002; 67:299-322

3. Chiang T, Barrett KC, Nunez NN: Maternal attributions of
Taiwanese and American toddlers’ misdeeds and accomplish-
ments. ] Cross Cult Psychol 2000; 31:349-368

4. Bugental DB, Johnston C: Parental and child cognitions in
the context of the family. Annu Rev Psychol 2000; 51:315—
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345. Johnston C, Seipp C, Hommersen I, Hoza B, Fine S:
Treatment choices and experiences in attention-deficit/hyper-
activity disorder: relations to parents’ beliefs and attributions.
Child Care Health Dev 2005; 31:1-9

6. Yeh M, McCabe K, Hough RL, Lau A, Fakhry F, Garland

A: Why bother with beliefs? Examining relationships between
race/ethnicity, parental beliefs about causes of child problems,
and mental health service use. ] Consult Clin Psychol 2005;
73:800-807

7. Rogler LH, Gurak DT, Cooney RS: The migration experi-
ence and mental health: Formulations relevant to Hispanics and
other immigrants, in Health and behavior: Research agenda for
Hispanics. Edited by Gaviria M, Arana JD. Chicago, University
of lllinois Press, 1987, pp 72-84

WORKSHOP 27

EVALUATION AND MANAGEMENT OF
PATIENTS WITH EXCESSIVE DAYTIME
SLEEPINESS IN PSYCHIATRIC PRACTICE

Chairperson: Dimitri Markov, M.D., 211 S. Ninth St., Fifth
FL, Philadelphia, PA 19107
Presenters: Nidhi Tewari, M.D., Karl Doghramji, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to list primary sleep disorders associated with excessive
daytime sleepiness, understand the pathophysiology
of narcolepsy, and understand how hypersomnias are
diagnosed and treated.

SUMMARY:

In recent years, there has been a great expansion of
knowledge about sleep disorders.  This knowledge,
however, has not been fully implemented into clinical
practice. Many psychiatrists can recognize common sleep
disorders. However, more needs to be done to educate
psychiatrists about diagnosing and treating sleep disorders
that are associated with excessive daytime sleepiness.
By addressing excessive daytime sleepiness of patients,
psychiatrist can improve the physical and psychological
health and quality of life of their patients.

Faculty will offer a practical framework to approach
patients with excessive daytime sleepiness. We will discuss
pathophysiology, clinical features, and management of
primary sleep disorders associated with excessive daytime
sleepiness. 'This highly interactive workshop will offer a
practical framework to approach sleepy patients.

REFERENCES:
1. Mignot E. Narcolepsy: Pharmacology, Pathophysiology, and
Genetics. In: Kryger MH, Roth T, Dement WC, editors. Prin-
ciples and practice of sleep medicine. Philadelphia: Saunders;

2005. p. 761-779

WORKSHOP 28

VULNERABILITY AND RESILIENCE:
KATRINA’S WIDESPREAD IMPACT ON FIRST
RESPONDERS, CLINICIANS, YOUTH AND
RELOCATED SURVIVORS

Chairperson: Phebe Tucker, M.D., PO Box 26901, Oklahoma
City, OK 73190
Presenter: Joy Osofsky, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Understand secondary traumatic stress and
implications in providing clinical care; 2)Understand
children & adolescents’ post disaster mental health
symptoms and resilience building interventions; and 3)
Understand how biological and emotional stress measures
were affected in relocated Katrina survivors compared to
matched Oklahoma controls

SUMMARY:

This interactive workshop will explore Katrina’s profound
impact on many survivor groups over the years, focusing
on factors associated with emotional vulnerability and
resilience. Well meaning devoted responders and clinicians
were more likely to demonstrate vicarious traumatization.
Sick leave and heightened irritability were more common.
A number of agencies and departments requested debriefing
or supportive services. First Responders reported more
home pressure, increased use of alcohol and recognition
of the need for mental health support while gradually
declining over time, elevated numbers of children and
adolescents qualified for mental health services. At the
same time, most appeared resilient, and youth leadership
programs have been beneficial. We assessed emotional
and biological stress measures for Katrina survivors
relocated to Oklahoma, far from community support,
and matched controls. Survivors had more symptoms and
diagnoses of PTSD and depression, worse self-appraised
health, and cardiovascular changes of decreased heart rate
variability with flattened response to trauma reminders,
greater autonomic reactivity in several measures, and
higher pro-inflammatory interleukin-6 (p<0.05). High
lifetime trauma rates in both groups may have attenuated
some differences, pointing to sociodemographic factors
contributing to pathology. A year-long support group for
relocated survivors is described.

REFERENCES:
1. Calderon-Abbo, Jose; Kronenberg, Mindy, Ph. D. ;Many,
Michele LCSWj; Osofsky, Howard J., M. D. Ph. D. Fostering
Healthcare Providers’ Post-traumatic Growth in Disaster Areas:
Proposed Additional Core Competencies in Trauma-Impact
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Management. American Journal of the Medical Sciences.
336(2):208-214, August 2008.

WORKSHOP 29

WHEN ADULTS WITH PERVASIVE
DEVELOPMENTAL DISORDERS PRESENT IN A
COMMUNITY MENTAL HEALTH SETTING

American Association of Community Psychiatrists

Chairperson: Ann Hackman, M.D., 701 W. Prar St.,
Baltimore, MD 21201

Presenters: Curtis Adams, Jr., M.D., Steven Hutchens, M.D.,
Theodora Balis, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to recognize the symptoms of pervasive developmental
disorder which may be seen in adults presenting to
community mental health treatment and to identify areas
of diagnostic overlap between overlap between pervasive
developmental disorders and schizophrenia.

SUMMARY:

Studies indicate that there is significant overlap between
the symptoms of pervasive developmental disorders
(PDD) (such as autism and Aspergers)and schizophrenia
spectrum illnesses. Yet in practice, in community mental
health settings (including mental health clinics and
assertive community treatment programs), consumers may
present with diagnoses of schizophrenia when the primary
diagnosis is actually a pervasive developmental disorder.
PDD may be missed in adults when there is a lack of
adequate available history for the consumer (particularly
in instances where the person is not connected to family,
has been homeless or has spent years lost to psychiatric
follow-up). Additionally general psychiatrists have limited
training in the identification of autism, Asperger’s and
other pervasive developmental disorders. Further adults
with PDD may have psychotic symptoms or other co-
occurring psychiatric illness. When such individuals are
not acurately diagnosed they may have poor response to
antipsychotic medications, may have behaviors which
are problematic and do not respond to interventions and
and may be thought to be refractory to treatment leading
to frustration for consumers, care givers and treatment
providers.

This workshop will consider the scope of this problem
and the frequency with which PDD is seen in adults in
a communitmental health system. Screening tools for
identifying people will PDD will be reviewed. The stories

of several consumers initially diagnosed with schizophrenia

and later determined to have PDD will be described.
Approaches to treatment of adults identified with PDD in
a community mentla health setting, including education
for consumers and care providers will be discussed. The
panel will then with the audience further explore ways to
improve diagnosis and treatment for such individuals.

REFERENCES:
1. Konstantareas MM & Hewitt T (2001) Autistic disorder
and schizophrenia: diagnostic overlaps. Journal of Autism and
Developmental Disorders 31:19-28

WORKSHOP 30

FROM OUTREACH TO ASSERTIVE
COMMUNITY TREATMENT: TRANSFERRING
RESEARCH TO PRACTICE IN COMPREHENSIVE
CARE FOR UNDERSERVED PEOPLE LIVING
WITH HIV/AIDS

Chairperson: Gary Morse, Ph.D., 3738 Choteau Ave., St.
Louis, MO, 63110

Presenters: John Winn, L.C.S.W., William Maurice Redden,
M.D., Sheila Jackson

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Identify and describe 4 research-based
interventions to assist in recovery for persons with HIV/
AIDS and behavioral disorders; 2) Describe the outcomes
of evidence-based interventions for persons living with
HIV/AIDS and comorbid behavioral health conditions
and 3) Analyze the feasibility, barriers, solutions and
potential opportunities for providing comprehensive
mental health services for persons living with HIV/AIDS.

SUMMARY:

Incidence data shows a disturbing increase in the incidence
of HIV/AIDS among underserved minorities and hard-
to-reach populations. In addition, many persons living
with HIV/AIDS suffer from mental health disorders.
Unfortunately, most service systems have been slow to
respond to the special needs of persons with comorbid
conditions of HIV/AIDS and mental heath disorders.
Mental health service planning and delivery for this
vulnerable group of persons is further complicated by
both the lack of integration with medical care and by
the diverse set of mental health disorders among persons
living with HIV/AIDS.
will describe a multifaceted model of care that includes
four promising and evidence-based practices: outreach,
cognitive behavioral therapy, motivational interviewing,
and Assertive Community Treatment (ACT). These
interventions are designed to address the most common

In this workshop, presenters
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behavioral health conditions among people living with
HIV/AIDS (depression, anxiety, severe mental illness, and
co-occurring substance abuse disorders). Presenters will
share the experiences of clinicians working this area, the
experiences of consumers receiving such mental health
services, and report on promising preliminary pre- post-
outcome findings. In a guided discussion, participants will
identify the feasibility, barriers and solutions, and potential
advantages of implementing similar comprehensive plans
of care in their communities. This workshop will provide
participants with evidence-based models and thoughtful
discussion on ways to make a positive difference in the
lives of underserved and high-need people living with
HIV/AIDS and comorbid mental health disorders.

REFERENCES:
1. Calsyn, RJ., Klinkenberg, W.D., Morse, G.A., Miller, J.,
& Cruthis, R. (2004). Recruitment, engagement, and reten-
tion of people living with HIV and co-occurring mental health

and substance use disorders. AIDS Care, 16(Supplement 1):
§56-S70.

WORKSHOP 31

SEXUAL MINORITY YOUTH: CLINICAL
COMPETENCIES AND TRAINING NEEDS FOR
THE 215" CENTURY

American Academy of Child & Adolescent Psychiatry

Chairperson: Scott Leibowitz, M.D.,
Presenters: Edgardo Menvielle, M.D., Joel Stoddard, M.D.,

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Appreciate the challenges and opportunities
involved in training psychiatry trainees on GLBT issues;
2) Survey the evidence base, ethics, and practice standards
for psychiatric practice with sexual minority youth; 3)
Understand a model for curriculum development with
actual examples from three varying institutions; and 4)
Learn about resources that may facilitate teaching about
these issues.

SUMMARY:

Background: In Massachusetts, the GLBT Health Access
Project, a state-sponsored program, identified that GLBT
patients’ fear of discrimination and providers lack of
competence in working with GLBT patients as the two
major barriers to care. (Clark et al., 2001) Specifically,
mental health professionals may be unaware of the empirical
evidence of mental disorder risk of non-heterosexuals.
Further, they may not be aware of the transition of the
working model of mental illness morbidity to the chronic

stress of the sexual minority status. Finally, they often
lack adequate training. Compounding this, the GLBT
community is highly diverse, and any discussion of health
risks and behaviors risks of overgeneralization. The lack
of standards of practice and training constitutes a major
dilemma faced by clinicians exposed to patients with these
issues.

Objectives: The goals of this workshop are to review key
competencies for working with GLBT youth and provide
resources for those involved in training, supervision, and
clinical care. The content areas covered include issues
related to sexual orientation and gender identity among
children, adolescents and their parents. Presenters include
child psychiatry fellows and faculty involved in such
training.

Methods: The AACAP practice parameters on gay, lesbian,
bisexual sexual orientation, gender-variant behavior and
gender identity in children and adolescents, soon to be
released, will offer a road map for child and adolescent
psychiatrists and other mental health professionals. In our
presentation we will include an in-depth discussion of the
11 practice principles included in the practice parameters,
as well as a review of the current literature, clinical case
vignettes, videos, and other teaching materials. The
presenters will review models for setting up training on
this topic and serve as consultants to the audience. Results
and Conclusions: Developing clinical competence in
matters relevant to treating gender variant/GLBT youth
in both adult and child/adolescent psychiatrists is feasible.
Doing so, results in better addressing clinical needs of
GLBT youth, a prevalent population. Audience members
will be exposed to the salient controversies and barriers in
the treatment of sexual minority youth, as well as benefit
from the specific educational models, newly synthesized
content, and experiences of the presenters from their
perspectives as clinicians, trainers, and trainees in three
training programs.

REFERENCES:
1. AACAP. Practice Parameter on Gay, Lesbian or Bisexual
Sexual Orientation, Gender-Variant Behavior, and Gender
Identity in Children and Adolescents. still in development,
AACAP, 2009. Permission obtained from Stuart Adelson, MD
(primary author) to refer to Practice Parameters while they are
still in development.
2. Clark M et al. 2001. The GLBT health access project: A
state-funded effort to improve access to care. Am J Public

Health. 91(6): 895-6.
3:30 PM - 5:00 PM

WORKSHOPS
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WORKSHOP 33

MAKING THE MOST OF YOUR TWENTY-
MINUTE HOUR: MAXIMIZING THE
THERAPEUTIC EXPERIENCE

Chairperson: Frederick Guggenheim, M.D., 690 Angell St.,
Providence, RI 02906
Co-Chairperson: Robert J. Boland, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Understand how to maximize the limited
time inherent in the modern psychiatric encounter; 2)
Recognize and avoid pitfalls; 3) Troubleshoot specific
clinical dilemmas and resolve them within the constraints
of the twenty minute hour; and 4) Be able to teach others
in the efficient use of clinical time.

SUMMARY:

Although some residency training programs have just 50
minute outpatient sessions for their residents, certainly
some general residency clinics now give their residents
30 minutes, and at times even less, to see an established
patient, report to a supervisor and write up the patient.
Not may programs, however, are educating their residents
on how to thrive in such pressured situations.

This session focuses on the PRACTICAL ways to increase
your comfort and productivity in the limited time you
have with your patient for medication management and
psychotherapy.

Two experienced clinicians will share their SHORTCUTS
and PITFALLS in working with patients, starting with
meeting the patient in the waiting room, and ending with
assuring that the patient leaves the office, satisfied with
the visit, at the end of the scheduled appointment, not
lingering on to put you behind in your already overloaded

schedule.

REFERENCES:
1. Guggenheim, EG. “Prime Time: Maximizing the Therapeu-
tic Experience a primer for psychiatric clinicians.” New York,
Routledge, 2009

WORKSHOP 34
PATIENT SUICIDE DURING PSYCHIATRY
RESIDENCY: A WORKSHOP DISCUSSION

Chairperson: Allison Baker, M.D.

Co-Chairperson: Christina Mangurian, M.D.

Presenters: Meredith Kelly, M.D., Andrew Booty, M.D.,
Emily Gastelum, M.D., Aerin Hyun, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) List the typical reactions of residents to a patient
suicide; 2) Recognize that residents are a high-risk group
for experiencing patient suicide; 3) Cite the evidence for
creating a support system at the level of residency training
at their home institution if this is not already in place; and
4) Share their thoughts about and experiences of patient
suicide or attempts in a supportive environment.

SUMMARY:

The suicide of a patient is arguably the most traumatic
event that can occur during a psychiatrist’s professional life.
It has been estimated that between 15-68% of psychiatrists
in general practice will experience at least one patient
suicide during their careers and approximately one-third
of psychiatric residents experience a patient suicide during
residency. A patient’s suicide frequently leads the treating
psychiatrist to experience considerable stress, guilt, shame,
anxiety, and even PTSD-like symptoms. Residents, at
the early stage of their career and professional identity
development, are uniquely vulnerable to stress from this
event. A patient suicide may cause the resident to doubt
his or her clinical skills, the decision to enter psychiatry,
and previous treatment decisions. However, in their
positions as trainees, residents have a unique opportunity
for personal and professional growth at the time of such
an event. In this workshop, which has been held at the
APA annually since 2007, we hope to educate residents
and attending psychiatrists alike about the epidemiology
of residents who experience a patient suicide, and of the
common reactions to such an experience. Further, we
intend to present different models of institutional support
that are in existence to address the issue of residents who
experience a patient suicide. Finally, we hope to provide
an opportunity for attendants of the workshop to hear
about other residents’ experiences and share their own. In
so doing, we aim to minimize the isolation of attendees
and give them a place to share with others who have gone
through the same experience.

REFERENCES:
1. Alexander DA, Klein S, Gray NM, et al: Suicide by patients:
questionnaire study of its effect on consultant psychiatrists.
BMJ 20005 320:1571-1574.
2. Chemtob CM, Hamada RS, Bauer G, et al: Patients’ sui-
cides: frequency and impact on psychiatrists. Am ] Psychiatry
1988; 145:224-228.
3. Ellis TE, Dickey DOI, Jones EC: Patient Suicide in Psychia-
try Residency Programs: A National Survey of Training and
Postvention Practices. Acad Psychiatry 1998; 22:181-189.
4. Fang E Kemp ], Jawandha A, et al: Encountering Patient
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Suicide: A Resident’s Experience. Acad Psychiatry 2007;
31:340-344.

5. Gitlin, 2006. Psychiatrist Reactions to Patient Suicide. In
“Textbook of Suicide Assessment and Management.” 2006.
Eds. Simon, RI and Hales RE.

6. Mangurian, C et al. Improving Support of Residents After a
Patient Suicide: A Residency Case Study Acad Psychiatry 2009
33:278-281.

WORKSHOP 36
MEDITATION AND PSYCHIATRY

Chairperson: Michael McGee, M.D., 172 Kingsley St.,
Nashua, NH 03060

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Define meditation and identify the therapeutic
components of a meditative practice; 2) Discuss the
potential therapeutic benefits of meditation in a psychiatric
practice; and 3) Describe the application of meditation
as an adjunctive treatment for a variety of psychiatric
disorders.

SUMMARY:

How might meditation promote wellness and healing
from psychiatric illness? How might it contribute to the
practice of psychiatry? This workshop addresses these
two questions. Meditation is the consciously willed
practice of two actions, attending and abstaining, that
all people spontaneously perform to a greater or lesser
degree. Psychological health may correlate in part with
the degree to which we naturally perform these actions.
This workshop analyzes the nature of meditation and its
therapeutic benefits. It includes participant practice of
various meditative and contemplative techniques, and
concludes with a review of issues pertinent to the adjunctive
prescription of meditation in psychiatric care, including a
discussion of specific clinical applications.

REFERENCES:
1. Doraiswamy, P. M. & Xiong, G. L. Does Meditation En-
hance Cogpnition and Brain Longevity? Annals of the New York
Acedemy of Sciences (2007).
2. Evans, S. et al. Mindfulness-based Cognitive Therapy for
Generalized Anxiety Disorder. J Anxiety Disord (2007).
3. Germer, C.K,, Siegel, R.D., Fulton, PR. Eds. Mindfulness
and Psychotherapy. Guilford Press, New York. (2005).
4. Grepmair, L., Mitterlehner, E, Rother, W. & Nickel, M.
Promotion of mindfulness in psychotherapists in training and
treatment results of their patients. ] Psychosom Res 60, 649-50
(20006).
5. Hoppes, K. The application of mindfulness-based cognitive
interventions in the treatment of co-occurring addictive and
mood disorders. CNS Spectr 11, 829-51 (2006).

6. Kabat-Zinn, J. Wherever you go, there you are: mindfulness
meditation in everyday life (Hyperion, New York, 1994).

7. Kim, D. H. et al. Effect of Zen Meditation on serum nitric
oxide activity and lipid peroxidation. Prog Neuropsychophar-
macol Biol Psychiatry 29, 327-31 (2005).

8. Koszycki, D., Benger, M., Shlik, J. & Bradwejn, J. Random-
ized Trial of a Meditation-based Stress Reduction Program and
Cognitive Behavior Therapy in Generalized Social Anxiety
Disorder. Behav Res Ther 45, 2518-26 (2007).

9. Krisanaprakornkit, T., Krisanaprakornkit, W., Piyavhatkul,
N. & Laopaiboon, M. Meditation therapy for anxiety disor-
ders. Cochrane Database Syst Rev, CD004998 (2006).

10. Lane, J. D., Seskevich, J. E. & Pieper, C. E Brief Medi-
tation Training Can Improve Perceived Stress and Negative
Mood. Altern Ther Health Med 13, 38-44 (2007).

11. Lazar, S. W. et al. Meditation experience is associated with
increased cortical thickness. Neuroreport 16, 1893-7 (2005).
12. Lee, S. H. et al. Effectiveness of a meditation-based stress
management program as an adjunct to pharmacotherapy in
patients with anxiety disorder. ] Psychosom Res 62, 189-95
(2007).

13. Leigh, J., Bowen, S. & Marlatt, G. A. Spirituality, mindful-
ness and substance abuse. Addict Behav 30, 1335-41 (2005).
14. Levenson, M. R,, Jennings, P. A., Aldwin, C. M. & Shirai-
shi, R. W. Self-transcendence: conceptualization and measure-
ment. Int ] Aging Hum Dev 60, 127-43 (2005).

15. Marlatt, G. A. & Chawla, M. Meditation and Alcohol Use.
South Med J 100, 451-453 (2007).

16. McGee, M.D., Meditation and Psychiatry. Psychiatry 5(1)
January, 28-41 (2008)

WORKSHOP 37
PUBLISHING BOOKS FOR THE GENERAL
PUBLIC

Chairperson: Lewis Cohen, M.D., 51 Harrison Ave.,
Northampton, MA 01060

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to recognize and understand the process of producing
formal book proposals, obtaining a literary agent, and
securing a publisher.

SUMMARY:

Many psychiatrists have a secret ambition to publish a book
for a general audience, and this workshop will involve its
participants in a free-wheeling discussion of the necessary
steps in achieving this goal. The workshop’s chair has just
published a non-fiction book, entitled, No Good Deed:
A Story of Medicine, Accusations of Murder, and the
Debate over How We Die (HarperCollins). In the process
of writing this book, he was awarded a Guggenheim
Fellowship and a Rockefeller Bellagio Residency. Lessons
learned from the experience will be discussed, including
how to select a subject, compose a formal book proposal,
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secure the services of a literary agent, sell the manuscript
to a publisher, and enjoy the subsequent steps in bringing
the book to the attention of the public. Each of these
topics will be briefly delineated and then followed by a
general discussion with the audience. It is considerably
easier for a psychiatrist to publish an academic book than
to engage the interest of a lay publisher, but this workshop
will describe some of the tips that should make this task
more feasible. These will include: foregoing all jargon,
avoiding the impulse to punctuate the text with memoir-
like anecdotes, and the role of the narrator in modern non-
fiction. The workshop is uniquely designed to encourage
psychiatrists in fulfilling their dreams of publishing for the
general public.

REFERENCES:
1. Rabiner S., Fortunato A.: Thinking Like Your Editor: How
to Write Great Serious Nonfiction and Get it Published. W.W.
Norton & Company, New York, 2002

WORKSHOP 38
ETHICAL, CLINICAL AND LEGAL CHALLENGES
CREATED BY INFORMATION TECHNOLOGY

Chairperson: Malkah Notman, M.D., 54 Clark Rd.,
Brookline, MA 02445

Co-Chairperson: Elissa Benedek, M.D.

Presenters: Wade Myers, M.D., Jeffrey King, J.D.,

Carl Malmguist, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to recognize problems posed by the internet, assess
risks when using it and be familiar with means to protect
practitioners and patients.

SUMMARY:

Information technologies such as the internet have created
many new possibilities and patterns for information use
and communication, but also for new ethical, clinical
and legal problems. The workshop will describe these and
illustrate with cases and a video showing a resident who
googled a patient for confidential material. Topic to be
discussed include googling, use of e-mail between doctor
and patient, and social networking sites eg Facebook.
Problems include privacy of patient information, potential
for e-mails to lead to increasing intensity and boundary
violations, potential for e-mails to be printed and stored
in paper or electronic forms, repercussions of patients
finding out personal information or legal information
(eg past boundary violations) about therapist or therapist
discovering information about patients.Networking sites

eg Facebook make oproivate information available to a
wide range of people.

REFERENCES:
1. Gutheil, T and Brodsky, A. Preventing Boundary
Violations 2008, Guilford Press

2. Jain,S. Practicing Medicine in the Age of Facebook.
NEJM.2009,361:649-651

WORKSHOP 39

WHERE SCIENCE AND SOCIAL JUSTICE MEET:
THE EXAMPLE OF SMOKING IN PERSONS
WITH BIPOLAR DISORDER

Chairperson: Annette Matthews, M.D., 3710 SW US
Veterans Hospital Rd., Portland, OR 97207

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
understand risk factors for smoking in bipolar disorder,
including the interpersonal, community, and societal
factors that may promote it; learn about the uneven
application of common tobacco control policies and how
taking a social justice stance can motivate them to intervene
on their patients smoking behavior; feel confident in
providing basic smoking cessation services to persons with

bipolar disorder.

SUMMARY:

The National Epidemiologic Survey on Alcohol and
Related Conditions (NESARC) found that persons with
Bipolar I have a 44.4% lifetime prevalence of nicotine
dependenceand other studies have found even higher rates
of smoking, ranging from 55-70% lifetime prevalence.
However, it is very difficult to successfully help persons
with bipolar disorder stop smoking.

We will review some of the bio-psycho risk factors for
heavy smoking in this population. We will then examine
the many social factors that make it more difficult for the
chronically mentally ill to stop smoking. Interpersonal
factors that reinforce smoking may include the fact that
peers and intimate partners make also smoke at a high level.
Families and treatment programs encourage smoking as a
recreational outlet or use cigarettes as a form of reward.
Community factors include the acceptance or promotion
of smoking being integrated into settings where the
chronically mentally ill get care. For instance, a designated
smoking area may be placed near a day treatment program,
or there may be limited enforcement of existing restrictions
on smoking because the mentally ill congregate in a specific
place. Unfortunately, smoking in the chronically mentally
ill is largely accepted as a societal norm, and so policies that
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are known to reduce smoking in the general population
may not be even be enacted in areas where the mentally
ill are found in high numbers. For example it is known
that smoke free housing prevents smoking initiation, but
there are limited efforts to develop smoke-free supported
housing.  Our society also specifically tailors tobacco
marking to the mentally ill.

After a review of common tobacco control mechanisms,
the group will be encouraged to brainstorm areas where
smoking is reinforced by communities and society and
how a social justice approach can be used to motivate a
provider to address smoking in this population. We will
review some of the unique challenges and risks of providing
smoking cessation services to this population and discuss
how our profession can better address smoking on and
individual and community level.

REFERENCES:
1. Schroeder SA. A 51-year-old woman with bipolar disorder
who wants to quit smoking. JAMA. 2009;301:522-31

WORKSHOP 40
COGNITIVE-BEHAVIORAL THERAPY:
TROUBLESHOOTING COMMON CHALLENGES

Chairperson: Donna Sudak, M.D., c/o Friends Hospital, PO
Box 45358, Philadelphia, PA 19124
Presenters: Judith Beck, Ph.D. Jesse Wright, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Employ techniques to counter problems
with homework non-completion; 2) Demonstrate an
understanding of key methods to deal with difficulties
eliciting and changing automatic thoughts; and 3)
Demonstrate an understanding of methods to help patients
who are stuck in maladaptive behavioral patterns.

SUMMARY:

Cognitive-behavior therapy has been demonstrated to be
effective, both with and without medication, for a wide
range of psychiatric disorders. Despite the “commonsense”
framework of CBT, psychiatrists are often confronted with
more complex patients who do not respond to standard
CBT techniques. The purpose of this workshop is to
present solutions for the common clinical situations that
may derail the progress of CBT. We will conceptualize
problems, illustrate solutions through role-play or videos,
and encourage discussion about the practical application
of these techniques in clinical practice. We will also present
resources for participants to follow up this workshop to
strengthen their skills in using CBT in challenging clinical

situations.

REFERENCES:
1. Sudak, D.M., Cognitive Behavior Therapy for Clinicians
Philadelphia: Lippincott Williams and Wilkins, 2006.
2. Beck, J., Cognitive Therapy for Challenging Problems: What
to Do When the Basics Don’'t Work, New York: Guilford,
2005.
3. Wright, J.H., Basco, M.R., and Thase, M.E. Learning
Cognitive-Behavior Therapy: An Illustrated Guide, Washington
DC:APPI Press, 20006.
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WORKSHOP 41
AFTER A PARENT’S SUICIDE: CHILDREN’S
GRIEF AND HEALING

Chairperson: Nancy Rappaport, M.D., 6 Wyman Rd.,
Cambridge, MA 02138
Presenters: Diana Sands, Ph.D. Joanne Harpel, ].D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Understand the perspective of a clinician who
survives a family member’s suicide and how to construct
a healing narrative; 2) Understand the impact of suicide
on children and families and the range of grief responses
experienced following a suicide death; and 3) Recognize
ways that clinicians can promote the healing process in
child and adolescent survivors of suicide loss.

SUMMARY:

Although reliable statistics are difficult to come by, a
conservative estimate reveals that at least 10,000 to 20,000
children and adolescents in the United States are bereaved
by suicide of a loved one each year.

Dr. Nancy Rappaport is a child psychiatrist and also the
survivor of her mother’s suicide, which occurred when Dr.
Rappaport was only four years old. Like most survivors,
since her mother’s suicide, Dr. Rappaport has struggled
to come to terms with the reasons why her mother took
her own life. Dr. Rappaport wrote her new book (In Her
Wake: A Child Psychiatrist Explores the Mystery of Her
Mother’s Death) as a way to help her understand the
loss of her mother. Dr. Rappaports story highlights her
understanding of family tragedy, her resiliency, and the
power of narrative to heal. Drawing upon her unique
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experience as both a clinician and a childhood survivor,
she will discuss her journey with an overview of research
and guidelines for how caregivers/clinicians can explain
suicide and help bereaved children heal after a suicide in
the family. She will focus on the themes of self-reflection,
resilience, and recovery in child survivors, and the ways
that caregivers can foster these necessary attributes.

Dr. Diana Sands will show a short film, The Red Chocolate
Elephants, about the experience of children bereaved
by suicide and will discuss the range of children’s grief
responses, ways to facilitate this construction of meaning
following a death by suicide in ways that develop resilience
and connection. She will offer methods of using artwork
with children in this construction of meaning. She will
present her Australian community-based program that
offers a menu of options to assist children in making
meaning through art, drama, ritual, narrative, and other
strategies to create a safe space to hold the confusion and
pain. She will outline group outcomes and the use of some
specific strategies.

Ms. Harpel, the Director of Survivor Initiatives for the
American Foundation for Suicide Prevention, will facilitate
discussion on the impact of suicide on children and
families and ways that clinicians and others can promote
the healing process in child and adolescent survivors of
suicide loss.

REFERENCES:
1. Brent D, Melhem N, Donohoe MB, et al.: The Incidence
and Course of Depression in Bereaved Youth 21 Months After
the Loss of a Parent to Suicide, Accident, or Sudden Natural
Death. American Journal of Psychiatry 166:786-794, 2009.
2. Jordan JR: Is suicide bereavement different? A reassessment
of the literature. Suicide & Life-Threatening Behavior 31:91-
102, 2001.
3. Rappaport N: In Her Wake: A child psychiatrist explores the
mystery of her mother’s suicide. New York:
Basic Books, 2009.
4. Requarth M: After a Parent’s Suicide: Helping children heal.
Sebastopol, CA: Healing Hearts Press, 2006

WORKSHOP 42

FROM NARRATIVE AND THEORY TO
EVIDENCE-BASED SUPPORT FOR
PSYCHIATRISTS WORKING UNDER EXTREME
STRESS

APA Lifers

Chairperson: Sheila Hafter Gray, M.D., Box 40612, Palisades
Station, Washington, DC 20016

Presenters: Captane Thomson, M.D., Leah Dickstein, M.D.,
Jane Tillman, Ph.D. David Huang, M.D., Milton Kramer,
M.D., John Bradley, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to 1) Evaluate the narrative and evidence bases of the
effect of professional stressors on mental health clinicians;
2) Differentiate the stressors psychiatrists encounter in a
war zone from those encountered at home; 3) Consciously
monitor his or her responses to acute and continuous
stress; and 4) Develop and implement evidence-based
skills for coping with the trauma psychiatrists encounter in
stressful practice situations.

SUMMARY:

Our pride in the progress Psychiatry made in the care of
patients is balanced by the stress we experience in our
efforts to provide optimal care in difficult circumstances.
Psychiatrists are vulnerable to assaults on our sense of
competence; but without evidence about the effect of
work-related stress on clinicians we rely on personal
coping skills, lore and theoretical notions to endure these
difficulties. This Workshop will offer samples of what we
know, and invite participants to think about developing
evidence-based skills to use when we must work under
extreme stress.

Thomson will recount his reaction to the death of a
colleague, the effect it had on his practice, and how he
healed. Huang will share his history of running a clinical
service in a war zone. Is the stress military psychiatrists
experience working under fire the same as or different from
professional stressors we encounter in civilian life? Do
ordinary coping skills work? Kramer will present research
findings which indicate that the psychiatrists’ dreams are
reliable indicator of the stress they experience and how
they process it. How may awareness of our dreams help
us master trauma? Tillman will describe a recent study
of clinicians’ response to a patient’s suicide, in which she
and coworkers found that those who imagined this event
reported more symptoms of stress than those who had
an actual experience. Dickstein will reconsider our prior
supportive interventions in such cases in light of these new
findings.

The discussion among participants will focus on what we
know and what we need to know to develop an evidence-
based protocol for coping with professional trauma,
helping ourselves and improving the care of our patients.
Disclaimer: The opinions or assertions contained in these
presentations are the private views of the authors and are
not to be construed as official or as reflecting the views or
policies of the U.S. Department of Defense or any of its
affiliated organizations.

REFERENCES:
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1. Daneault S: The wounded healer. Can Fam Physician 2008;
54:1218-1219

2. Zwiebel R: Dynamics of the countertransference dream. Int
Rev Psychoanal 1985; 12:87-100

WORKSHOP 43
PHYSICIAN HEAL THYSELF: SCANDALS,
SUICIDES, AND SUBSTANCE ABUSE AMONG US

Chairperson: Margaret Bishop-Baier, M.D., 1542 Tulane
Ave., New Orleans, LA 70112
Co-Chairperson: Scott Embley L.C.S.W.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Define impaired physician; 2) Appreciate
the prevalence of physician impairment by specialty; 3)
Understand their ethical and legal responsibilities toward
impaired physicians; 4) Identify signs and symptoms of
physician impairment; and 5) Intervene and refer residents,
colleagues, and supervisors for evaluation and treatment.

SUMMARY:

An impaired physician is one who is unable to provide
safe, effective care for patients due to his or her own
It is estimated that 10-
15% of the physician population has an alcohol or drug
related disorder. Additionally, physicians may be impaired
due to medical illness, especially those affecting cognitive
function, and other psychiatric illnesses. Disruptive

illnesses or life circumstance.

behaviors which may or may not be related to neuro
cognitive disorders may impair physicians. Depending on
how broadly one defines impairment, we estimate that less
than half of impaired physicians are identified and engaged
in appropriate treatment.

In our workshop we will review data from the Federation of
State Physician Health Programs that are specialty specific.
We will also discuss the data available on physicians
in training. Case vignettes drawn from the presenters’
experiences with the Campus Assistance Program at
Louisiana State University Health Sciences Center will be
used in a small group exercise which allows participants
to practice identifying and referring impaired physicians.
Each small group will then present their recommendations
to the entire group. Ethical and legal responsibilities
including the American Psychiatric Association’s Principles
of Medical Ethics with Annotations Especially Applicable
to Psychiatry will be presented and then applied to
these cases. An overview of intervention, treatment and
monitoring models will familiarize participants with
current practices in occupational psychiatry.

In conclusion, it is our expectation that participants will

leave this workshop with pride tempered by humility. In
this context, humility means awareness that each physician
should not expect to heal him or herself. With this humility
we can maintain pride in our ability as professionals and
colleagues to heal and be healed by one another.

WORKSHOP 44
MOOD DISORDERS IN WOMEN OF
REPRODUCTIVE AGE

Chairperson: Natalie Rasgon, M.D., 401 Quarry Road Ste
2368, Stanford, CA 94305-5723

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Recognize effects of estrogen on mood and
cognition in women during menopausal transition; 2)
Identify brain biomarkers which represent risk factors
for AD; and 3) Identify clinical applications of estrogen

therapy in postmenopausal women with major depression.

SUMMARY:

We assessed the effects of use of hormone therapy (HT)
on brain function in women at risk for developing
Alzheimer’s Disease (AD). Specifically, we aimed to
assess longitudinally changes in brain function, utilizing
fluorodeoxyglucose  positron  emission  tomography
(FDG-PET), magnetic resonance imaging (MRI),
neuropsychological performance, and clinical ratings in
the _original cohort_ (N=70) of cognitively asymptomatic
recently postmenopausal women enriched for likelihood
of developing AD by one or more clinical or genetic
risk factors. We report significant differences in selective
regions of interest and cognitive domains between users
of conjugated equine estrogens (CEE) and those receiving
17-2 estradiol preparations, we all as effects of opposed vs.
unopposed HT./ /Other findings at baseline include effects
of age, educational attainment and duration of endogenous
estrogen exposure on neuroimaging biomarkers./ /Our
data to date also suggest that women randomized to
discontinue E/HT exhibited significant metabolic decline
in the inferior parietal lobule and decline in subjective
memory. The significant decline in parietal metabolism
was attenuated for women who were randomized to stay
on E/HT, but who were otherwise at equally increased
risk for developing AD. The apparent cerebral protection
associated with continued estrogen use was influenced by
the presence of the ApoE-?4 allele.

WORKSHOP 45
COGNITIVE BEHAVIORAL STRATEGIES FOR
WEIGHT LOSS
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Chairperson: Sarah B Johnson, M.D., M.S.C., 501 E.
Broadway Med Center One Suite 340, Louisville, KY 40202
Co-Chairperson: Joyce Spurgeon, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Understand factors contributing to the obesity
epidemic; 2) Explain risks and benefits of commonly used
weight loss strategies; and 3) Integrate cognitive behavioral
techniques to promote adherence to weight loss regimens.
SUMMARY:

We live in a society obsessed with food and weight loss.
Current FDA data suggest that 2/3 of adults in the United
States are overweight and nearly 1/3 are obese. Psychiatric
patients may be particularly vulnerable to the obesity
epidemic for a variety of reasons. There are a multitude of
methods used to lose weight, including pharmacotherapy,
diet plans and bariatric surgery. Behavioral techniques can
improve success rates in individuals trying to lose weight
without harmful side and health risks imposed by other
methods.

This epidemic is multi-factorial. A combination of
more sedentary lifestyle, more readily available fast food
and other lifestyle factors of modern society have likely
contributed to the steady rise in obesity since the early
1980’s. However, the fact the only way to lose weight is
to utilize more energy than consumed has remained the
same. As weight increases, so does prevalence of heart
disease, stroke, hypertension, type 2 diabetes, sleep apnea
and certain cancers. This presentation will highlight
some of the most widely used methods of weight loss
and illustrate how cognitive behavioral strategies can be
utilized to promote adherence and improve success rates in
individuals trying to lose weight.

Common weight loss strategies including support
groups, such as Weight Watchers, pharmacotherapy and
bariatric surgery procedures will be reviewed to provide
the psychiatrist with background information needed
to understand the language of weight loss. Cognitive
behavior strategies can be easily integrated into clinical
practice to help individuals adhere to their weight loss
strategies. Recent evidence based data will be presented
to aid the clinician in educating their patients how these
techniques lead to success. Interactive case presentations
throughout the workshop will solidify these concepts and
provide the audience with a model that they can use in
their daily practice.

REFERENCES:
1. Beck J. 2007. The Beck Diet Solution. Oxmoor House.
2. Centers for Disease Control and Prevention. Obesity Trends

Among U.S. Adults between 1985 and 2007. Retrieved
September 7, 2008, from http://www.cdc.gov/ncedphp/ dnpa/
obesity/trend/maps.

3. National Institutes of Health, National Heart, Lung, and
Blood Institute. Clinical Guidelines on the Identification,
Evaluation, and Treatment of Overweight and Obesity in
Adults. September 1998. NIH

Publication Workshop 98-4083

4. Norris L. Psychiatric Issues in Bariatric Surgery. Psychiatric
Clinics of North America 2007: 30:717-738.

WORKSHOP 46

CHANGING PARADIGMS OF PSYCHIATRIC
PRACTICE IN AN ERA OF HEALTH CARE
REFORM

APA Council on Advocacy & Government Relations

Chairperson: Javeed Sukhera, M.D., 171 Kenwick Drive,
Rochester, NY 14623

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Identify lessons learned from health care
reform for psychiatric practice; 2) Address unintended
consequences of the health reform process on vulnerable
populations; 3) Highlight successful collaborations
between psychiatry and primary care; and 4) Discuss
the role of successful prevention programs and their
importance to health care reform.

SUMMARY:

The volatile and politically charged process of health care
reform has captured the headlines for much of the past year.
Missing from the debate are reflections on the implications
of health care reform for psychiatric practice. With change
comes challenge and an opportunity for the future. This
component workshop hopes to examine health care
reform from several perspectives which converge on the
concept of successful versus inadequate implementation.
Topics include lessons learned from jurisdictions such
as North Carolina and Massachusetts where previous
reform initiatives are in the process of implementation.
Presenters will discuss unintended consequences of health
reform on under served and vulnerable populations, as
well as outline changing models of health service delivery
including unique collaborations between psychiatry and
primary care. Further discussion will focus on the concept
of prevention and how it relates to the implementation of
health care reform.

WORKSHOP 47
AMBULATORY MEDICAL CLINICS AS
TRAINING SITES FOR RESIDENTS AND
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FELLOWS IN PSYCHOSOMATIC MEDICINE

Chairperson: Robert C. Joseph, M.D., M.S., 1493 Cambridge
Street, Cambridge, MA 02139

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Recognize learning opportunities in
Psychosomatic Medicine available in primary care and
oncology ambulatory clinics that are not available in
traditional inpatient services; 2) Identify opportunities for
residents/fellows to be able to provide formal and informal
educational sessions to our medical colleagues; and 3)
Recognize the career opportunities related to ambulatory
psychosomatic clinics.

SUMMARY:

Clinical training in Psychosomatic Medicine has
traditionally taken place within the general hospital on
medical and surgical units. Inpatient medicine and surgery
provide training opportunities for liaison psychiatry and
for most conditions at the core of Psychosomatic Medicine.
However, several factors have created opportunities for
training and employment in ambulatory medical clinics
that are not present in hospital settings. These include:
the increased emphasis on ambulatory medicine; the
awareness of the behavioral contribution to the course
of medical illnesses; the increasingly recognized value of
a consulting psychiatrist to ambulatory medical clinics;
and the development of innovative models of integrated
health care delivery. The need for psychiatric consultation
and mental health services integrated into ambulatory
medical care has been highlighted by the programs for
the management of depression and anxiety in primary
care which have become the focus of many ambulatory
health care quality initiatives. With the current national
interest in reforming healthcare delivery while containing
costs innovations such as the “medical home” and other
integrated care models of health care are likely to be
more broadly implemented. Despite the growth of such
programs little attention has been paid to formal training
of Psychosomatic Medicine providers in ambulatory
medical clinics.

We will present illustrations of a variety of training
opportunities that are only available in ambulatory
medical sites and discuss learning objectives of the training
experience. Presentations will discuss cross-disciplinary
training in psychosomatic medicine in general primary
care clinics and a psycho-oncology clinic, the training of
primary care providers to improve the care or the mental
health care they provide. Perspectives of both trainees and
educators will be represented.

REFERENCES:
1) James R. Rundell, M.D., Kierin Amundsen, Teresa L.
Rummans, M.D., and Gayla Tennen, M.D. Toward Defining
the Scope of Psychosomatic Medicine Practice: Psychosomatic
Medicine in an Outpatient, Tertiary-Care Practice Setting
Psychosomatics 49:487-493, November-December.

11:00 AM-12:30 PM

WORKSHOP 48
STREET TO HOME: SHAME IN HOMELESSNESS

Chairperson: Prakash Chandra, M.D., 515 Ovington
Avenue, Brooklyn, NY 11209

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Appreciate predominant dynamic issues
influencing the interactions between clinicians and their
patients who have been homeless; and 2) Acquire additional
perspectives on evaluating and treating the unique needs of
homeless patients.

SUMMARY:

Homeless people in our society constitute invisible,
nameless faces who are generally considered reminders of
“failed lives.” These people are mostly ignored, isolated
and forgotten by society. The street is a home of last resort,
where many live alongside shame, abuse, isolation, and
hopelessness.

New York City has recently adopted a “street to home”
policy, in which homeless individuals are placed in
permanent housing as soon as possible, regardless of their
Project for Psychiatric Outreach to the
Homeless (PPOH), a program of the non-profit agency
Center for Urban Community Services (CUCS) places
psychiatrists and psychiatric residents at a new supportive
residence specifically for “street to home” clients, known as
“The Schermerhorn,” in Downtown Brooklyn.

We have found that the burden of shame among these
people is pervasive. Shame takes many shapes and forms
and inevitably dictates the therapeutic process with the
entire multi-disciplinary staff at the permanent residence.
In this workshop, two residents and another member of
the staff will give an overview on the extent of shame in
homeless people, how it affects their rehabilitation process
and narratives on the experience of working with these
patients. The supervising PPOH attending will describe
how shame has affected tranference-countertransference
processes. One third of the workshop’s time will be
dedicated for audience Attendees
encouraged to share their own experience.

clinical state.

interaction. are
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REFERENCES:
1) Hopper K, Hay T, Jost J, Welber S, Haugland G “Homeless-
ness, severe mental illness and the institutional circuit” Psychi-
atric Services 48 659-665 1997 www.cucs.org

WORKSHOP 49

“I’M VIOLENT, ADMIT ME IF YOU DARE:”
HOW AND WHERE TO MANAGE POTENTIALLY
VIOLENT INDIVIDUALS WITH UNCLEAR
DIAGNOSES PRESENTING TO EMERGENCY
SERVICES

Chairperson: Kenneth M Certa, M.D., 833 Chestnut St.,
Suite 210, Philadelphia, PA 19107

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to 1) Identify risk factors for violence by patients
admitted to inpatient psychiatric units, 2) List alternative
treatment options for managing violent individuals, 3)
Recognize liability implications of treatment alternatives,
and 4) Develop guidelines to intervene appropriately
with potentially violent patients to protect the individual,

hospital staff, and society.

SUMMARY:

Violence on inpatient psychiatric units can have serious
adverse effects on perpetrators, hospital staft called upon
to intervene, and other patients. Often the perpetrator is
easily recognized at the time of admission. Recognizing
such potentially violent individuals is a necessary task
of emergency room psychiatrists. Identifying at-risk
potential admissions creates the dilemma of what to do:
do we knowingly put our other patients and staff at risk
by admitting those with violent histories or current-state
warning signs, or do we try to find any other way of
dealing with the clinical crisis in order to maintain
hospital safety? Does the decision change if the roots of
the violence are related to substance abuse, personality
disorder, or psychosis? At what point is involvement of the
criminal justice system justified or indicated? Hospital risk
management, workplace safety officers, and the plaintiffs
bar all are eager to give advice, much of it conflicting.
Each treatment system is faced with individuals such as
this, who are difficult to talk about in the abstract. We will
present our thoughts on how to come to such treatment
determinations, and then present several scenarios drawn
from our work. Workshop participants will be encouraged
to share their personal and systems solution to the
problem of known violent patients, their opinion about

our management decisions, and present examples from
their own experience.

REFERENCES:
1. Amore M, Menchetti M, Tonti C, Scarlatti F, Lundgren E,
Esposito W, Berardi D. Predictors of violent behavior among
acute psychiatric patients: clinical study. Psychiatry Clin Neu-
rosci. 2008 Jun;62(3):247-55.

WORKSHOP 50

PSYCHIATRIC CARE IN LATIN AMERICA:
CURRENT CHALLENGES AND FUTURE
PERSPECTIVES

Chairperson: Pedro Ruiz M.D., Room 1458 Clinical
Research Building 1120 NW 14th Street Miami, FL 33136
Co Chair: Rodrigo A. Munoz M.D.

Presenters: Edgard Belfort M.D. Enrigue Camarena M.D.
Alfredo Cia M.D. Silvia Gaviria M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Learn about the current status of access and
parity of psychiatric care in Latin America. 2) Recognize
the challenges in planning large systems of psychiatric
care in Latin America; 3) Understand the education and
research needs with respect to the care of psychiatric
patients in Latin America.

SUMMARY:

Latin America is one of the largest and most populated
continents across the world; however, it is also one of the
most underserved continents insofar as mental health care
and prevention of mental illness are concerned. Lack
of psychiatrists and other mental health professionals,
deficient psychiatric training programs, lack of adequate
funding for psychiatric research purposes, inadequate
prevention efforts vis-a-vis mental illness, large numbers
of indigenous populations in certain countries, lack and/
or deficient mental health plans at the governmental level,
and the like, make this continent a major challenge from
a mental health and mental illness point of view. In this
panel, the leadership of the Latin American Psychiatric
Association (APAL) and the two Hispanic past presidents
of the American Psychiatric Association (APA) will address
those challenges and will also propose suitable solutions
to resolve them. In the United States there are currently
about 55 million of Hispanic migrants that have settled in
this country. Therefore, it behooves to all of us to positively
address what is needed not only in Latin America, but
also in the United States to improve the future lives of
this unique population. It is worth to note that in Latin
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America the rates of the population living under the
poverty level are much higher among the indigenous
population than in the general population. For instance,
in Guatemala is 86.6% in the indigenous population and
65.6% in the general population. Likewise, in Mexico is
80.6% in the indigenous population and 22.6% in the
general population. Similarly, the malnutrition rates in
the indigenous population of Guatemala are 69.5% and
35.7% in the non-indigenous population. These figures
denote extremely well the challenges that currently exist in
Latin America. Hopefully, at the end of this presentation
the participants will address the most appropriate ways of
successfully dealing with these problems.

REFERENCES:
1. Ruiz P: Addressing Culture, Race and Ethnicity in Psychiat-
ric Practice. Psychiatric Annals, 34(7): 527-532, 2004.
2. Ruiz P: Hispanic Access to Health/Mental Health Services.
Psychiatric Quarterly, 73(2): 85-91, 2002.

WORKSHOP 51
UPDATE ON PARASOMNIAS: A REVIEW FOR
PSYCHIATRIC PRACTICE

Chairperson: Dimitri D Markov, M.D., Jefferson Sleep
Disorders Center 211 S. Ninth Street, 5" Floor, Philadelphia,
PA 19107

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Describe clinical features of various parasomnias;
2) Distinguish among the various parasomnias based
on history and the sleep state during which they occur;
3) Recognize common comorbidities in patients with
parasomnias; and 4) Understand the etiologic factors
associated with parasomnias.

SUMMARY:

Parasomnias, defined as undesirable behavioral,
physiological or experiential events that accompany sleep,
are common in the general population. As a rule they
occur more frequently in children than in adults with the
exception of REM sleep behavior disorder (RBD), which
is more common in men over 50. No longer considered
to be invariably a sign of psychopathology, parasomnias
are currently understood as clinical phenomena that arise
as brain transitions between REM sleep, non-REM sleep,
and wakefulness. This paper presents a clinical approach
to diagnosing and treating parasomnias in the general
population and in psychiatric patients.

REFERENCES:
1. Mahowald MW, Schneck CH. Non-Rapid Eye Movement

Sleep Parasomnias. Neurologic Clinics 2005 ; 23 pages 1077
-1106

2. Schneck CH, Mahowald MW. Rapid Eye Movement Sleep
Parasomnias. Neurologic Clinics 2005 ; 23 pages 1107 — 1126
3. Schneck CH, Mahowald MW. REM Sleep Behavior Disor-
der: Clinical, Developmental, and Neuroscience Perspectives 16
Years After its Formal Identification in SLEEP. SLEEP, Vol 25,
Workshop 2, 2002 pages 120 - 138

4. Catwright R. Sleepwalking violence: a sleep disorder, a legal
dilemma, and a physiological challenge. American Journal of
DPsychiatry 2004; 161: pages 1149 — 1158

WORKSHOP 52

CULTURAL DIVERSITIES: THE IMPACT
ON MENTAL HEALTH TREATMENT AND
EVALUATION IN JAILS AND PRISONS

APA Council on Psychiatry & Law

Chairperson: Henry C. Weinstein, M.D., 1111 Park Avenue,
New York, NY 10128

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Define and delineate the demographics of the
cultural diversities and disparities among the inmates and
staff (security and mental health) in jails and prisons; 2)
Describe the effects of cultural diversities and disparities
on mental health treatment and evaluation in jails and
prisons; and 3) Describe the training programs that are
being proposed to ameliorate the effects of such cultural
diversities in jails and prisons.

SUMMARY:

To properly treat and evaluate inmates in a correctional
setting, it is imperative that clinicians and staff overcome
the consequences of the often substantial cultural
differences in race, background, ethnicity, socioeconomic
class, education and other types of diversities. These
cultural differences between the inmate population
and the correctional staft (including the mental health
staff) make the need for training in cultural sensitivity
particularly important in jails and prisons in order to assure
sensitivity to such cultural differences and support efforts
to overcome the negative consequences of the cultural
diversity especially those that adversely affect the delivery
of mental health services.

This Workshop, a presentation of the Caucus of
Psychiatrists Practicing in Correctional Settings, will
describe and discuss the demographics of such diversities,
the effects of these diversities on mental health treatment
and evaluation and the training programs that are being
suggested for use in correctional facilities Such training
programs seek to assure positive attitudes and acceptance
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of other cultures by means of didactic and experiential
components that focus on the development of attitudes,
as well as demographic information, epidemiology, the
psychological aspects of immigration, the psychological
aspects of minority status, religious and other beliefs as well
as attitudes about psychiatric treatments and the sources of
misdiagnosis and frequently misdiagnosed problems.

REFERENCES:
1. Ruiz, P, et al. Disparities in Psychiatric Care: Clinical and
Cross-Cultural Perspectives, Washington, DC: American Psy-
chiatric Press, Inc. (2009)
2. Johnson RMA. Racial Bias in the Criminal Justice System
and Why We Should Care. Criminal Justice 2007: Winter: 1.

WORKSHOP 53

SCOPE OF PRACTICE CHALLENGES:
EXPERIENCES, SUCCESSES, AND
TRIBULATIONS FROM ACROSS THE COUNTRY

Chairperson: Jerry L Halverson, M.D., 6001 Research Park
Blvd, Madison, WI 53719

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Describe the arguments for and against expansion
of psychiatric prescribing privileges to psychologists; 2)
Possess the knowledge and skills necessary to advocate
for patient safety as related to scope of practice issues in
psychiatry; and 3) Develop alternative programs to expand
access to psychiatric prescribing services.

SUMMARY:

Psychologists are increasingly pushing for legislation
to gain prescriptive authority, which has been granted
in 2 states thus far and defeated in over 20 more. The
American Psychiatric Association and American Medical
Association have taken firm stances against this scope of
practice expansion. We will address what the evidence to
date suggests about the impact of psychologist prescribing
on quality of care, cost of care, and access to care. Included
will be discussion of the Department of Defense pilot
program to train military psychologists to prescribe.

A panel of geographically diverse psychiatrists will join
APA Government Relations Staff in sharing their unique
experiences and recommendations in working on this scope
of practice issue. Unique perspectives will be offered by
psychiatrists from Wisconsin, Illinois, Florida, Oklahoma,
Louisiana (where psychologist prescribing has been
allowed)and California. Experiences shared will include
that of a Psychiatrist/Psychologist from Oklahoma and her
experiences with an innovative, multi-specialty/ patient
scope of practice partnership, perspectives from multiple

psychiatrists who have delivered legislative testimony
on this issue, and discussion of helpful ways to present
information on this topic to legislators in written and oral
form. Creative methods that states have found to increase
access to psychiatric care will also be described. Side effects
of the system of psychologist prescribing in Louisiana will
be discussed by a psychiatrist practicing in the state. APA
Government Relations Staff will share their experiences in
partnering with District Branches on this issue and will
discuss available resources. We will conclude with plenty
of time for audience group discussion of what has worked
in various parts of the U.S. to maintain patient safety and
enhance access to psychiatric care.

REFERENCES:
1. Oakley R, Alpert M, Angrist B, et al. American College
of Neuropsychopharmacology Evaluation Report and Final
Summary: The Department of Defense Psychopharmacology
Demonstration Project. ACNP Bulletin 2000; 6 (3).

1:30 PM- 3:00 PM

WORKSHOP 54
MAKING THE MOST OF YOUR CHIEF YEAR:
CHIEF RESIDENTS’ FORUM, PART I

Chairperson: Rex W Huang, M.D., 401 Quarry Road, Room
2312, Stanford, CA 94305

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Define the chief resident role more clearly;
2) Identify effective strategies used in other programs to
deal with the common difficult issues and logistical tasks
faced by chief residents; 3) Share his/her own learning
experiences with other participants at the workshop; and
4) Network with chief residents from other programs, who
can potentially provide ongoing support and consultation
in the upcoming year.

SUMMARY:

This is Part I in a two-part workshop for incoming chief
residents. Outgoing and former chief residents, residency
directors, and others interested in administrative psychiatry
are encouraged to attend and share their experiences. In a
recent study, most chief residents report having satisfying,
positive experiences, with the majority (90.6%) saying
they would choose to perform the chief resident’s duties
again. However, they also reported that they were less
likely to have a clear statement of their responsibilities.
Prior literature dating back to 1980 discussed the several
problems inherent in the role, including: poor definition of
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the role, lack of training for the job, divided loyalties, and
unrealistic expectations. The purpose of this workshop is to
provide a forum to discuss these chief residency issues, and
to improve the lack of information that often accompany
this role, (most programs typically have only 1 or 2 chief
residents who are doing the job for the first time). This
will include presentations from panelists who are finishing
their chief year at programs across the country. Since chief
residents often face similar tasks, there will also be small
group time to exchange ideas and strategies with chief
residents and administrators from other programs. Issues
to be addressed include:

(1) logistical issues (making schedules, providing
call coverage when residents are sick or away, organizing
retreats, improving resident morale), and (2) dealing with
difficult resident issues (how to support a resident after a
patient suicide, how to support a resident after violence,
how to support a resident struggling academically) Since
88.7% of chief residents in a recent study said that their
chief experience has inspired them to seek future leadership
opportunities, this workshop provides administrative
training and networking for future potential leaders in
psychiatry.

REFERENCES:
1. Ivany CG, Hurt PH: Enhancing the effectiveness of the psy-
chiatric chief resident. Academic Psychiatry 2007; 31:277-280
2. Warner CH et al: Current perspectives on chief residents in
psychiatry. Academic Psychiatry 2007; 31: 270-276 Sherman
RW: The psychiatric chief resident. Journal of Medical Educa-
tion 1972; 47: 277-280

WORKSHOP 55

PROMOTING INTERNATIONAL MEDICAL
GRADUATES PSYCHOSOCIAL SUPPORT
DURING RESIDENCY TRAINING

Chairperson: Anu A. Matorin, M.D., 1300 Moursund,
Houston, TX 77030

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant will
have an increased awareness of the unique stressors facing
international medical graduates (IMGs) during residency
training. This workshop focuses on the roles of social
support & acculturation in the psychosocial health of
IMG trainees. It will also provide a forum to identify and
implement creative strategies that help training programs
to develop resources for improving IMG trainees’ social
support during acculturation process.

SUMMARY:

The Educational Commission for Foreign Medical

Graduates has defined an international medical graduate
(IMG) as “A physician who received his/her basic
medical degree or qualification from a medical school
located outside the United States and Canada”. IMGs
have made significant contributions to the United States
physician work force across all specialties. IMGs serve
the underserved, both as trainees and practitioners and
disproportionately cater to the health needs of immigrant
and minority cohorts. Residency is a time of great emotional
and psychological distress and consequently contemporary
research has looked into it. However, the effects of
acculturative stress on IMGs have mostly been neglected.
IMGs confront, to varying extents, the twin stressors of
migration — acculturative stress and changes in social
support. In addition to the pressures and anxieties inherent
to residency training, IMGs especially from Non English
speaking countries face some very unique psychosocial
stressors. The striving for a balance between personal and
academic demands and a subjective loss of social status that
accompanies their cross cultural transition can be intense.
Understanding migration & its antecedents are important
to identify and address the psychological needs of IMGs.
A strong association exists between both social support
and acculturative stress and psychological well being. An
improved psychological health can assist in the successful
cultural adaptation and, eventually, an enhancement in the
optimal integration of IMG residents into the physician
workforce of United States. This presentation discusses
the unique psychosocial stressors that IMGs face during
residency training. It also purports to provide a forum
for exchange of ideas to identify and implement creative
strategies that may help training programs in developing
resources for improving IMG trainees’ social support
during the acculturation process.

REFERENCES:
1. McMahon, GT: Coming to America International Medical
Graduates in the United States. N Engl ] Med 2004; 350:2435
2437
2. Haveliwala YA. Problems of foreign born psychiatrists. Psy-
chiatr Q. 1979; 51:307 311

WORKSHOP 56

MAINTENANCE TREATMENT FOR
OPIATE DEPENDENCE: TERMINABLE OR
INTERMINABLE?

U.S. National Institute on Drug Abuse

Chairperson: Ivan D Montoya, M.D., M.PH., 6001
Executive Blvd., Bethesda, MD 20892

EDUCATIONAL OBJECTIVES:
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At the conclusion of this session, the participants should
be able to recognize the advantages and disadvantages of
different lengths of maintenance treatments and the factors
that clinicians may consider when deciding to continue or
stop maintenance treatments for opiate dependence.

SUMMARY:

Medications, such as methadone and buprenorphine,
as well as psychosocial interventions are widely used
for the treatment of opiate dependence. Traditionally,
opiate dependence interventions have been classified in
detoxification and maintenance treatments. According
to the duration of the treatment, detoxification has been
labeled as ultra-rapid, very short-term, short term, 21-day,
etc. The duration of maintenance, however, has not been
clearly defined and little is known about the relative efficacy
of different lengths of opiate maintenance interventions.
As a result, the decision to continue or terminate an opiate
maintenance treatment represents a major dilemma for
the clinician. Recent studies are providing information
about the relative benefit of different lengths of opiate
maintenance treatment in various populations and their
results may assist clinicians in determining the most
adequate duration of opiate maintenance interventions.
The purpose of this workshop is to review the current
scientific information and clinical recommendations
about the optimal duration of opiate maintenance and
the factors that may help the clinician decide whether to
continue or terminate an opiate maintenance treatment.
The topics and speakers are listed below. At the end of
the workshop, the participants will gain knowledge to
recognize the advantages and disadvantages of different
lengths of maintenance treatments and the factors that
clinicians may consider when deciding to continue or stop
maintenance treatments for opiate dependence.

REFERENCES:
1. Gruber VA, Delucchi KL, Kielstein A, Batki SL.: A random-
ized trial of 6-month methadone maintenance with standard or

minimal counseling versus 21-day methadone detoxification.
Drug Alcohol Depend. 2008 Apr 1;94(1-3):199-206.

3:00 PM- 5:00 PM

WORKSHOP 57

MAKING THE MOST OF YOUR CHIEF YEAR:
CHIEF RESIDENTS’ FORUM, PART II

Chairperson: Rex W Huang, M.D., 401 Quarry Road, Room
2312, Stanford, CA 94305

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Define the chief resident role more clearly;
2) Identify strategies for maximizing administrative and
professional growth, and for handling the dual role of
resident and administrator; 3) Share his/her own learning
experiences with other participants at the workshop; and
4) Network with chief residents from other programs, who
can potentially provide ongoing support and consultation
in the upcoming year.

SUMMARY:

This is Part II in a two-part workshop for incoming chief
residents. Outgoing and former chief residents, residency
directors, and others interested in administrative psychiatry
are encouraged to attend and share their experiences. In a
recent study, most chief residents report having satisfying,
positive experiences, with the majority (90.6%) saying
they would choose to perform the chief resident’s duties
again. However, they also reported that they were less
likely to have a clear statement of their responsibilities.
Prior literature dating back to 1980 discussed the several
problems inherent in the role, including: poor definition of
the role, lack of training for the job, divided loyalties, and
unrealistic expectations. The purpose of this workshop is to
provide a forum to discuss these chief residency issues, and
to improve the lack of information that often accompany
this role, (most programs typically have only 1 or 2 chief
residents who are doing the job for the first time). This
will include presentations from panelists who are finishing
their chief year at programs across the country. Since chief
residents often face similar tasks, there will also be small
group time to exchange ideas and strategies with chief
residents and administrators from other programs. Issues
to be addressed include:

(1) The “dual role” of interfacing between residents and
administrators, and (2) ways to maximize administrative,
professional, and personal growth in a year that is rich
in opportunities for all the above. Since 88.7% of chief
residents in a recent study said that their chief experience
has inspired them to seek future leadership opportunities,
this workshop provides administrative training and
networking for future potential leaders in psychiatry.

REFERENCES:
1. Ivany CG, Hurt PH: Enhancing the effectiveness of the psy-
chiatric chief resident. Academic Psychiatry 2007; 31:277-280
2. Warner CH et al: Current perspectives on chief residents in
psychiatry. Academic Psychiatry 2007; 31: 270-276
3. Sherman RW: The psychiatric chief resident. Journal of
Medical Education 1972; 47: 277-280
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WORKSHOP 58

PHARMACOLOGICAL APPROACHES TO
AUTISM SPECTRUM DISORDERS FOR
CLINICIANS

Chairperson: Christopher J. McDougle, M.D., 1111 W 10"
St Rm A305, Indianapolis, IN 46202-4800

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Understand the differential diagnosis of autism
spectrum disorders; 2) Identify the target symptoms
associated with autism spectrum disorders that may be
responsive to pharmacological treatment; and 3) Recognize
the potential side effects associated with medications used
to treat target symptoms associated with autism spectrum
disorders.

SUMMARY:

This workshop will review the differential diagnosis
of autism spectrum disorders, including autistic
disorder, Asperger’s disorder, Rett’s disorder, Childhood
disintegrative disorder, and pervasive developmental
disorder not otherwise specified. We will then review
results from randomized controlled trials of medications
directed toward the amelioration of target symptoms in 4
clusters to include: motor hyperactivity and inattention,
interfering repetitive phenomena, irritability (aggression,
self-injurious behavior, severe tantrums), and impaired
social relatedness. Potential side effects of medications will
be discussed, as well. Ideas for future studies of medication
treatment approaches will be reviewed. Questions from
workshop participants will be encouraged and addressed
throughout the discussion. The workshop is meant to be
highly interactive and to address practical aspects of the
psychopharmacology of autism spectrum disorders from
the clinicians’ perspective.

REFERENCES:
1). McDougle, C.J., Posey, D.]., Stigler, K.A.: Pharmacologi-
cal treatments (Chapter 18). In Understanding Autism: From
Basic Neuroscience to Treatment, Moldin, S.O., Rubenstein,
J.L.R. (eds), CRC Press, Boca Raton, pp. 417-442, 2006.

MONDAY, MAY 24, 2010
9:00 AM-10:30 AM
WORKSHOP 60

INTERVIEWING PATIENTS WHO HATE OR
FEAR PSYCHIATRISTS

Chairperson: James L Griffith, M.D., 8" Floor, 2150
Pennsylvania Avenue, N.W., Washington, DC 20037

EDUCATIONAL OBJECTIVES:

At the completion of this session participants will be able
to: 1) Articulate findings from social psychology and
social neuroscience research on stigma in their relevance
to psychiatric practice; 2) Conduct a systematic clinical
assessment of stigmatizing beliefs and practices; and 3)
Utilize a sociobiological perspective on stigma to facilitate
interviews with patients who perceive psychiatrists
categorically with suspiciousness or contempt.
SUMMARY:

Psychiatrists regularly confront clinical consequences of
stigma, prejudice, and discrimination, more so than other
physicians. Psychiatrists face stigma in public policies
that distribute healthcare resources, in colleagues’ and the
public’s negative perceptions of psychiatry, and in patients’
attitudes towards psychiatric diagnoses and treatment.
Patients so disdainful of psychiatrists that they refuse
clinical consultations are extreme examples of such stigma.
Stigma, prejudice, and discrimination are largely explained
by sociobiological group processes, rather than individual
psychological factors. Most psychiatrists, however, receive
little training about the social psychology of stigma and
This

workshop will review major research findings about stigma

its pragmatic implications for clinical practice.

from social psychology and social neuroscience research
in their relevance for clinical practice. Participants will
learn how to assess stigmatizing beliefs and behaviors in
clinical settings so that specific causative processes can be
identified. Interview methods for patients who stigmatize
psychiatrists for religious or ideological reasons will be
illustrated.
practice interview strategies from an “out-group position”
with patients whose worldviews perceive psychiatrists and

Using clinical vignettes, participants will

psychiatric treatment categorically with suspiciousness or
contempt.

REFERENCES:

1. Griffich, J. L. (2010, In Press). Religion that heals, religion
that harms: Helping patients make moral decisions in their
religious lives. New York: Guilford Press.

2. Neuberg, L. S. L., Smith, D.M., & Asher, T. (2000). Why
people stigmatize: Toward a biocultural framework. InT. F.
Heatherton, R. E., Kleck, M. R. Hebl, & J. G. Hull (Eds.),
The social psychology of stigma. New York: Guilford Press.

WORKSHOP 61

PATIENTS AS PRACTICE PARTNERS:
CATALYZING RECOVERY THROUGH
COLLABORATION
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Chairperson: Peter F Buckley, M.D., Medical College of
Georgia, 997 St. Sebastian Way, Augusta, GA 30912

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Identify obstacles to implementing the Recovery
approach; 2) Empower patients in defining and directing
the course of their own treatment; 3) Select patients and
family members to become behavioral health advisors;
4) Improve psychiatric services and facilities through
collaboration with advisors; and 5) Hire and supervise peer
specialists.

SUMMARY:

Asenvisioned by the President’s New Freedom Commission
and SAMHSA, U.S. psychiatric services aspire to truly
collaborative relationships among providers, consumers,
and family members. Realization of this aspect of the
Recovery approach has been confounded by systemic
obstacles as well as a gradual convergence of attitudes
among providers and consumers. To bridge the gap between
vision and practice, the Medical College of Georgia has
developed, implemented, and evaluated a curriculum for
psychiatry residents and mental health providers entitled
Project GREAT (Georgia Recovery-based Educational
Approach to Treatment). The program addresses, in very
practical terms, how providers can make a fundamental
shift in addressing mental health care. Project GREAT
delineates the components of a collaborative model of
care in which consumers participate in the development
of goals, engage in joint decision making regarding health
care interventions, and pursue wellness activities in
order to contribute to their own health and well-being.
This workshop, jointly presented by a psychiatrist, a
psychologist, and a certified peer specialist, enables
participants to generate proficiency in collaborative care
through clinical vignettes and role plays.

REFERENCES:
1. Buckley PF, Fenley G, Mabe PA, Peeples S: Recovery and
schizophrenia. Clin Schizophrenia Related
Psychoses 2007; 1:96-100
2. Peebles SA, Mabe PA, Davidson L, Fricks L, Buckley B, Fen-
ley G: Recovery and systems transformation for schizophrenia.
Psychiatr Clinics North Amer 2007; 30:567-583
3. Fenley G: Checking realities: Consumer perspectives; Com-

pliance and recovery. Clin Schizophrenia Related Psychoses
2008; 2:262-263

WORKSHOP 62

DISASTER PREPAREDNESS, EVACUATION
AND REBUILDING: LESSONS LEARNED FROM
KATRINA APPLIED TO GUSTAV AND IKE

Chairperson: Erich | Conrad, M.D., 1542 Tulane Ave, 2
Fl, New Orleans, LA 70112

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant will be
able to: 1) Effectively manage and plan for anticipated
disasters, including preparedness, evacuation, and recovery;
2) Participant will recognize importance of consultation
psychiatry in the midst of disaster; and 3) Participant will
identify key elements to management during disasters and
be able to ensure continuance of residency training and
medical student education missions.

SUMMARY:

Title: Disaster Preparedness, Evacuation and Rebuilding.
Lessons Learned from Katrina Applied to Gustav and Ike.
Purpose:This workshop will explore effective methods
for medical student education and residency training to
prepare, evacuate and recover following a disaster such as
a hurricane.

Content:Disasters threaten personal safety, overwhelm
defense mechanisms, and disrupt community and
family structures. They may also cause mass casualties,
destruction of property, and collapse of social networks
and daily routines. Residency training and medical student
education during hurricane preparedness and evacuation
will be explored, highlighting lessons learned from
previous experience with Hurricane Katrina. Rebuilding
education and training programs following Hurricane ITke
will be discussed.

Methodology: Retrospective data on disaster preparedness
and the role of psychiatry consultation services during
Hurricane Gustav will be presented, along with descriptive
evaluation of medical student disruption and learning
opportunities during an evacuation and recovery.
Educational rebuilding difficulties and strategies for
success will be highlighted in the context of Hurricane Ike.
Results: There are many aspects to management of disaster
preparedness that can be implemented prior to disasters
in which there is time to prepare, such as a hurricane.
Psychiatric consultation services are an important part of
preparedness and evacuation. Medical student education
and residency training are able to be reinstated quickly
following a disaster and effective communication plays a
key role in preparing for immediate and long term recovery.
Importance of Proposed Presentation:

Having a well thought out plan for disasters is an important
aspect of preparedness for psychiatric medical student
education and residency training, in addition to service to
the community.

Summary: Hurricanes can devastate a community and
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educational missions. Effective disaster preparedness can
aid in evacuation and rebuilding processes.

REFERENCES:
1. Szauter K, Ainsworth M, Lieberman S, Rowen J, Frye A,
Asimakis G, Beach P When Disaster Strikes:
Learning form the Past-Sharing for the Future. Southern
Group on Educational Affairs Annual Meeting New
Otrleans, LA April 2009 (poster presentation)

WORKSHOP 63

THE EXPLOSION OF SOCIAL MEDIA:

WHY, WHERE, WHEN AND HOW CAN
PSYCHIATRISTS CATCH UP WITH THE TREND?

APA Council on Communications

Chairperson: Gabriella Cora, M.D., M.B.A., 8101
Biscayne Boulevard, Suite 516, Miami, FL 33138

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Learn the pros and cons of establishing a social
network account; 2) Discuss clinical situations that may
arise from patient use of social media and ways to handle
them; 3) Discuss how to build a platform and effectively
use social media to communicate a powerful message to
fight stigma and promote mental health awareness; and 4)
Learn strategies to integrate social media and networking
to launch mental health projects and campaigns.

SUMMARY:

The internet has exploded exponentially with millions
of blogs, followers on Twitter and users of Facebook.
Social media offers instant communication and sharing
of information amongst cyber community networks
around the globe. While internet users may find good
articles posted in serious media venues, readers have little
guidance as far as the quality of information they read. The
potential harm of social media is that people are constantly
inundated by irrelevant, misguided or wrong information.
This poses both a risk as well as an opportunity for
psychiatrists. Psychiatrists have traditionally shied away
from direct communication with the public. Many
physicians have been reluctant to participate in any
social-media networks. However, it is possible to consider
our ethical duties and responsibilities while creating a
presence in the internet where we can provide relevant,
compassionate and user-friendly information to the public
at large.

While many psychiatrists may still decide to ignore social
media altogether, social networking has become a regular

part of our patients’ relationships and daily experiences.
Many people, including children, adolescents, and young
adults, spend more time socializing and creating online
personas in cyberspace than they do in person.

Some people feel social media use is superficial and
irrelevant. Yet, social media has been successfully used for
large-scale charity fundraisers and political campaigns.
Having a strong platform enables the social media user to
be heard in printed media, on radio and television and on
the internet.

In summary, one of the most challenging aspects of social
media and social networking is that it may be perceived
as a waste of time. On the other hand, we may be able
to fight stigma and promote mental health awareness
by integrating strategies to effectively communicate our
message while distributing to all interested readers directly
(via social media) or indirectly (via social networks).

REFERENCES:
1. Risk Management for Physician Bloggers. Psychiatric
News. September 18, 2009.

htep://pn.psychiatryonline.org/cgi/content/full/44/18/31
Comer, B. AMA hops on the social media bandwagon. Medical

Marketing Media. September 10, 2009.

http://www.mmm-online.com/AMA-hops-on-the-social-me-
dia-bandwagon/article/148553/

WORKSHOP 64

TREATING THE AGGRESSIVE CHILD AND
TEEN: INTEGRATED TECHNIQUES FOR
MANAGEMENT AND INTERVENTION

Chairperson: Niranjan S Karnik, M.D., Ph.D., 5841 .
Maryland, MC 3077, Chicago, IL 60637 Co-Chairperson:
Hans Steiner, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this workshop, the participant should
be able to: 1) Understand aggression from neuroscientific,
psychological and sociological perspectives; 2) Subtype
aggression clinically-relevant,  evidence-based
categories; 3) Demonstrate knowledge of the latest methods
for the treatment of aggression; and 4) Demonstrate
understanding of how to integrate various techniques
in-line with current practice parameters.

into

SUMMARY:

This presentation will review the approach to diagnosis
and treatment of aggressive children and teens from a
developmental and integrated perspective. The presenters
are co-authors of the forthcoming AACAP Practice
Parameter for the Treatment of Conduct Disorder, and
will review the findings of their comprehensive analysis of
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the current state of knowledge, and present this material in
a case-based approach. They will review the neuroscience
of aggression along with understandings from psychology
and sociology, and the present a treatment algorithm based
on the subtyping of aggression. They will emphasize the
need to use multiple types of interventions including
evidence-based individual and family therapy models as
well as medications where indicated for specific symptoms.
Aggression is a common presenting complaint for
children and adolescents, and this workshop will provide
practitioners with the most up-to-date knowledge about
the etiology and treatment and this spectrum of disorders.

REFERENCES:
1. Blair R, Karnik NS, Coccaro EF, et al.: Taxonomy and neu-
robiology of aggression, in Principles and Practices of Child and
Adolescent Forensic Mental Health. Edited by Ash P, Benedek
E, Scott C. Washington, DC, American Psychiatric Publishing,
Inc., 2009.
2. Findling RL, Steiner H, Weller EB: Use of antipsychotics in
children and adolescents. J Clin Psychiatry 66 Suppl 7:29-40,
2005.
3. Jensen PS, Youngstrom EA, Steiner H, et al.: Consensus
report on impulsive aggression as a symptom across diagnostic
categories in child psychiatry: implications for medication stud-
ies. ] Am Acad Child Adolesc Psychiatry 46:309-322, 2007.
4. Karnik NS, McMullin MA, Steiner H: Disruptive behaviors:
conduct and oppositional disorders in adolescents. Adolesc
Med Clin 17:97-114, 2006.
5.Steiner H, Remsing L: Practice parameter for the assess-
ment and treatment of children and adolescents with opposi-
tional defiant disorder. ] Am Acad Child Adolesc Psychiatry
46:126-141, 2007.

WORKSHOP 65
GUIDED SELF-HELP: A NEW INTERVENTION
TO OVERCOME ANXIETY COMPLAINTS

Chairperson: Christine A Van Boeijen, M.D., Ph.D.,
Hoenderparkweg 150, Apeldoorn, 7334 CC Netherlands

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Diagnose patients with anxiety disorders; 2)
Demonstrate knowledge about the feasibility and efficacy
of guided self-help to overcome anxiety complaints; and

3) Demonstrate knowledge about guiding the patient with
self-help.

SUMMARY:

For patients with anxiety disorders few treatments are
feasible in primary care. A literature review of self-help
shows sufhicient effectiveness. The results improve when

guidance is added to keep the patient in the self-help

program. Subsequently a guided self-help is developed.
A preliminary study found that application of the guided
self-help was feasible and led to improvement in treated
primary care patients. A RCT following these findings
made a comparison of the effectiveness and feasibility of
the guided self-help, the guidelines and cognitive behaviour
therapy ‘golden standard’. There was no difference in
outcome between the three interventions in the treatment
period of 12 weeks. This effect lasted during the follow
up at 3 and 9 months. The feasibility of guided self-help
was greater than the guidelines. Guided self-help is now
implemented in preventive, primary and secondary care.
The self-help manual comprises an introduction,
information about anxiety, cognitive techniques, relaxation
exercises and exposure in vivo. The goal of the treatment to
overcome anxiety problems in 12 weeks is described. Each
chapter ends with self-control questions. The patient is
advised not to carry out the treatment alone, but with the
help of a friend or relative. In addition a cd with relaxation
training, a registration addition, an exercise addition,
a flyer for ‘the helper’ and answers to the self-control
questions are available.

This self-help manual was discussed with the patient in 5
sessions in the course of 12 weeks. The guidance consists
of explanation about the self-help, answering questions,
discussing the compliance and motivation to take enough
time to practice and do homework.

This workshop consists knowledge about anxiety disorders,
an explanation of the guided self-help and exercise of the
first session.

REFERENCES:
1. Van boeijen ca, van balkom ajlm, van oppen p, blankenstein
n, cherpanath a & van dyck r (2005). Efficacy of self-help
manuals for anxiety disorders in primary care, a systematic
review. Family practice 22(2),192-196.
2. Van Boeijen Ca, Van Oppen P, Van Balkom Ajlm, Visser S,
Kempe Pt, Blankenstein N & Van Dyck R (2005). Treatment
of anxiety disorders in primary care practice, a randomised con-
trolled trial. British journal of general practice, 55, 763-769.

3. www.anxietycomplaints.com

WORKSHOP 66
PREVENTING LATE LIFE SEQUELAE
RESULTING FROM EARLY LIFE TRAUMA

Chairperson: Erikka Dzirasa, M.D., M.PH., 718 Rutherford
St, Durbam, NC 27705

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant
should be able to: 1) Recognize the signs and symptoms
of trauma in early childhood; 2) Demonstrate an
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understanding of developmental and neurobiological
implications of exposure to trauma for young children; 3)
Demonstrate an understanding of diagnostic challenges of
PTSD and the revised PTSD criteria for young children;
and 4) Understand examples of preventive interventions
and evidenced based treatment strategies for preschool

children.

SUMMARY:

APA/Shire Child and Adolescent Psychiatry Fellowship
Program

Exposure to trauma in early childhood can result in a range
of complications, including post traumatic stress disorder,
anxiety disorders, depressive disorders, disruptive behavior
disorders, and developmental delays. If not recognized
and treated early, such exposure can lead to significant
impairment across biological, behavioral, cognitive and
psychological domains and long term sequelae. When
evaluating infants and preschoolers, it is important to
recognize early behaviors and emotions related to trauma
exposure. The ability to identify how risk factors interact
with trauma exposure to produce impairing behaviors
and emotions is necessary. It is also critical to understand
the developmental implications of such exposure to
trauma. The purpose of workshop is to explore the latest
developments in evaluation of preschoolers exposed to
trauma. These developments will include early evaluation
and treatment, identification of risk factors, and advances
in evidence based treatments for trauma in young children.
Top researchers in the field will give brief presentations
followed by an interactive discussion about challenges in
evaluation, limitations of DSM-IV criteria, and strategies
for prevention and treatment of preschoolers exposed to
trauma.

WORKSHOP 67

BEHAVIORAL COMPLICATIONS OF
DEMENTIA: A COMPREHENSIVE
MULTI-DISCIPLINARY TREATMENT
APPROACH

Chairperson: Sanjay Vaswani, M.D., 1601 Dove St, Suite
230, Newport Beach, CA 92660

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Appreciate the difficulty of managing behavioral
disturbances in dementia; 2) Identify the etiology of
episodes of agitation or aggressive behaviors; 3) Recognize
different phases/stages of the episode; 4) Formulate
an individualized plan for each stage; 5) Learn newer
approaches to managing acute agitation in long term care
settings; and 6) Develop treatment algorithms to prevent
behavioral disturbances in elderly with dementia.

SUMMARY:

Approximately 5% to 7% of the U.S. population over the
age of 65 years lives in a skilled nursing facility. Among
these, more than 70% have a psychiatricillness or symptoms
thereof. These challenging patients have complex medical
and psychiatric co-morbidities often including dementia
with its associated behaviors, suffering, disability, and
poor quality of life. Among the most difficult behavioral
symptoms of dementia to manage are those characterized
by a patient’s sudden aggression or agitation. An episode of
aggressive or agitated behavior generally begins with some
sort of antecedent event or trigger and develops in a series
of identifiable phases. Establishing a set of procedures to
follow as these phases build is a crucial part of successfully
treating these episodes. Additionally, not only must
treatment of such aggression be undertaken quickly, but
caregivers must also assess the etiology of the episode so
as to treat the symptoms and th=-=e underlying triggers.
Some risk factors include environment, stage of dementia,
psychiatric diagnosis, co-morbid medical conditions and
psychosocial factors. As a clinician in long term care,
one also has to understand barriers to organizational
changes, staff training, using multidisciplinary care
approaches and examining FTAG 329 regulations. With a
combination of accurate evaluation of underlying triggers,
pharmacotherapy, environmental strategies and developing
an individualized treatment plan, a more successful
treatment outcome of behavioral disturbances in elderly
patients may be achieved which translates into improved
quality of life. This workshop addresses the identification,
evaluation, management and prevention techniques for
episodic and chronic behavioral disturbances in dementia
patients. Active participation and interaction with the
audience will be achieved by utilizing clinical vignettes and
real life examples.

REFERENCES:
1. Souder E, Heithoff K, O’Sullivan PS, Lancaster AE, Beck C.
Identifying patterns of disruptive behavior in long-term care
residents. JAGS 47:830-836, 1999.
2. Henry Brodaty, Brian M Draper and Lee-Fay Low. Behav-
ioural and psychological symptoms of dementia: a
seven-tiered model of service delivery. MJA 2003; 178:
231-234.
3. Michelle Bourgeois and Ellen Hickey. “Dementia: From
Diagnosis to Management - A functional Approach”
Textbook, Psychology Press, 2009

WORKSHOP 68

CORE COMPETENCIES AND MAINTENANCE
OF COMPETENCY IN EUROPE AND

THE UNITED STATES OF AMERICA: AN
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EDUCATIONAL MODEL

Chairperson: Deborah Hales M.D. APA, 1000 Wilson Blvd,
StE 1825, Arlington, VA 22209

Presenters: Wolfgang Gaebel M.D. Michael Musalek M.D.
Cyril Hoschl M.D. Livia Vavrusova M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Understand the role of core competencies
from an American and an European point of view; 2) Use
core competencies more appropriately in the clinical care
of patients; and 3) Integrate better core competencies in
the training curriculum of medical students, psychiatric
residents and psychiatric fellowships.

SUMMARY:

During the last decade, core competencies have become
a major educational tool in the United States. Currently,
core competencies are being introduced in the psychiatric
curriculum across the European Union. Now-a-days, the
globalization process encourages the movement of large
amount of population all over the world, including mental
patients. In order to improve the psychiatric education
system across the world, it is imperative to secure
experiences about what works and what does not work.
In this panel presentation the participants will be able to
hear different models of utilization of core competencies
from different countries of the European Union; namely,
Germany, Austria, Czech Republic, and Slovak Republic.
Additionally, we will examine the educational differences
and its outcome between Europe and the United States.
Hopefully, this educational interchanges will help to
improve the use of core competencies in both Europe and
the United States. This exchange will also ultimately lead
to better patient care in those two regions of the world.

REFERENCES:
1. SC Scheiber, TAM Kramer, SE Adamowski (eds.): Core
Competencies for Psychiatric Practice.
Washington, D.C., American Psychiatric Press, Inc., 2003.
2. Ruiz P: Recent Advances in Graduate Psychiatric Training.
World Psychiatry, 2(1): 57-59, 2003.

WORKSHOP 69

WRITING FOR THE “BLUE JOURNAL’: THE
RESIDENTS’ AND FELLOWS’ EDITION OF THE
AMERICAN JOURNAL OF PSYCHIATRY

Chairperson: Robert Freedman, M.D., 13001 East 17"
Place, Mail Stop E3251, Aurora, CO 88945

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) To learn to be an author for medical publication;
2) Learn how the Residents’ Journal can be a learning tool
in medical education; and 3) Select topics, editors, and
authors for future issues.

SUMMARY:

The residents’ and fellows edition of the American Journal
of Psychiatry, the blue journal companion to the green
journal, is a web-based publication that is edited and
written by residents and fellows for residents and fellows.
It appears each month by free email subscription and on
the American Journal of Psychiatry website http://ajp.
psychiatryonline.org. The cover page isalso published in the
American Journal of Psychiatry. The 2009 editor-in-chief,
Sarah B. Johnson, is a PGY4 resident at the University of
Louisville. Each issue has its own editor, selected by the
editor-in-chief. Each year new editors are chosen by the
residents and fellows and are trained by American Journal
of Psychiatry staff editors. The purpose of this workshop
is (1) to discuss the direction and content of the residents’
journal, (2) to introduce residents and fellows who have
not participated before to the various possible roles as
editors and authors, and (3) to select new editors for the
2010 academic year.

The blue journal features articles of interest to residents
and fellows. Issues have focused on pregnancy during
training, the experiences of international medical graduates
in residency, residents’ relationships with pharmaceutical
companies, and the use of supervision in training and
patient care. Articles are generally short, less than 1000
words, but receive full editing from the resident editors and
the journal staff. Authors submit their work—editorials,
interview, case conferences, research reports, and book
reviews—directly to the American Journal of Psychiatry

reviewing website:  http://mc.manuscriptcentral.com/
appi-ajp.

Dr. Sarah Johnson will co-lead the discussion with Robert
Freedman, M.D., the Editor of the American Journal of
Psychiatry, which sponsors the blue journal.

WORKSHOP 70

A RESIDENT’S GUIDE TO BORDERLINE
PERSONALITY DISORDER FROM THE
EXPERTS: PART I

(For Residents Only)

Chairperson: John G Gunderson, M.D., 115 Mill Streer,
Belmont, MA 02478

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
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able to: 1) Diagnose BPD and understand its relationship
to other disorders; 2) Structure an effective psychotherapy
for BPD; 3) Thoughtfully choose psychopharmacologic
approaches that fit within a formulation of a patient’s
problems; 4) Effectively integrate family work into a
treatment plan; and 5) Establish a concrete plan for
integrating BPD into their further psychiatric training.

SUMMARY:

Patients with BPD represent approximately 20% of both
inpatientand outpatient clinical practice, and their effective
treatment requires specific knowledge, skills, and attitudes
that will be addressed in this workshop. This workshop is
designed for and limited to residents, fellows, and medical
students who, in training, often struggle with the treatment
of these patients. In a highly interactive format, trainees will
learn from and along with experts in the field of borderline
personality disorder (BPD) to deepen their understanding
of the disorder and its treatment. Alternating brief
presentations of salient points with participant discussions
will allow participants to increase their knowledge and skill
and to synthesize and apply the content as presented in the
workshop. The workshop will be presented in two sessions
(Part I and Part II presented over consecutive days). The
workshop moves from an overview of BPD to essentials
of psychotherapy and psychopharmacology, family
therapy, and residency training objectives. Specifically,
participants will review the diagnosis of BPD and its
relationship with other disorders in order to build a basis
Following this, it examines core
features of effective psychotherapy as well as features of
treatments likely to make patients worse. Strategies and
common pitfalls in psychopharmacologic treatment for
BPD are examined, with case material from both experts
and participants. Principles of family involvement follows
next, including data supporting the idea that families can
and should learn effective ways of decreasing reactivity
and increasing effective validation. Finally, objectives for
residency education will help participants bring content
from the workshop and integrate it with their current
training. Participants are encouraged to attend both parts,
though we will, in Part II, review material from Part I, so if
necessary either session could be attended independently.

for case formulation.

REFERENCES:
1. Gunderson JG, Links PS: Borderline Personality Disorder: A
Clinical Guide, 2™ Ed. Washington, DC,
American Psychiatric Publishing, Inc., 2008

WORKSHOP 71
“IF A PATIENT GOOGLES ME, WHAT WILL
THEY FIND?” - THE INFORMATION AGE AND

ITS IMPACT ON RESIDENCY TRAINING

Chairperson: Donald M. Hilty, M.D., 2230 Stockton
Boulevard, Sacramento, CA 95817

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Be more aware of the impact of access to personal
information on the internet (e.g., Facebook) in terms of
training psychiatry residents; 2) Be more aware of the
pros and cons of communication options via technology
(e.g., Twitter, e-mail, texting) impact the ways in which
we train psychiatry residents; and 3) Have methods and
approaches for addressing these issues in didactics and
supervision.

SUMMARY:

Theastonishingarray of information thatwe now have access
to affects every aspect of our society, with information at our
fingertips and current events communicated in an instant.
This information affects the doctor/patient relationship in
many ways, including new access to information about one
another and new ways to “connect’—sometimes at odd
hours and at lightening speed. This has prompted many
questions, concerns, and guidelines (e.g., HIPAA in terms
of confidentiality). Nowhere is this change having more of
an impact than in psychiatry. What exactly is the impact
of technology and how should psychiatrists and psychiatric
educators respond? Furthermore, with clinical and
training implications, how do we reflect, monitor, study,
and discuss technology in our teaching and supervision of
psychiatric residents.

The Medical Education Committee of the Group for the
Advancement of Psychiatry has discussed this issue and
proposes an interactive workshop based on 3 vignettes:

1. Ready access to information via search-engines and its
impact on confidentiality and transference

2. “Facebook” style web sites and professionalism as a
psychiatrist and psychiatric resident

3. When and what should patients and their psychiatrists
communicate via e-mail vs. phone vs. in-person—and how
do these options affect the “frame” of clinical care?

REFERENCES:
1. Briscoe GW, Fore Arcand LG, Lin T, et al: Students’ and
residents’ perceptions regarding technology in medical training.
Acad Psychiatry 30 (6):470-479, 2006
2. Hilty DM, Alverson D, Yellowlees B, et al: Innovations in
education: virtual reality, simulation & other
technologies. Acad Psychiatry 30(6): 528-533, 2006

11:00 AM-12:30 PM
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WORKSHOP 72

AMERICAN BOARD OF PSYCHIATRY AND
NEUROLOGY UPDATE: CERTIFICATION IN
SYCHIATRY AND ITS SUBSPECIALITIES

Chairperson: Larry R Faulkner, M.D., 2150 E Lake Cook
Road, #900, Buffalo Grove, IL 60089

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to describe the American Board of Psychiatry and
Neurology’s policies and procedures for certification in
psychiatry and its subspecialties.

SUMMARY:

The purpose of this workship is to present information on
the ABPN’s requirements for certification in psychiatry
and in the subspecialties of addiction psychiatry, child
and adolescent psychiatry, forensic psychiatry, geriatric
psychiatry, and psychosomatic medicine, as well as in the
inter-disciplinary subspecialties of clinical neurophysiology,
pain medicine, sleep medicine, and hospice and palliative
medicine.  Application procedures, including training
and licensure requirements, will be outlined, and the new
requirements for the assessment of clinical skills during
residency training in psychiatry and in child and adolescent
psychiatry will be delineated. The schedule for phasing
out the Part II (oral) examinations in general psychiatry
and in child and adolescent psychiatry and the proposed
changes in the computerized certification examinations
will be presented. The content and format of the extant
Part I (computer-administered multiple choice), Part II
(oral), and subspecialty examinations will be reviewed, as
will examination results. A substantial amount of time will
be available for the panelists to respond to queries from the
audience.

REFERENCES:
1. Shore JH, Scheiber SC (eds.): Certification, Recertification,
and Lifetime Learning in Psychiatry.
Washington, DC, American Psychiatric Press, 1994

WORKSHOP 73

TRANSCRANIAL MAGNETIC STIMULATION
IN CLINICAL PRACTICE: A PRAGMATIC
APPROACH TO A NEW PSYCHIATRIC
PROCEDURE

Chairperson: Timothy H Derstine, M.D., 320 Rolling Ridge
Drive, Suite 100, State College, PA 16801

EDUCATIONAL OBJECTIVES:

At the conclusion of the session, participants should be
able to: 1) Understand the steps involved in the use of TMS
as an outpatient procedure; 2) Understand the clinical
personnel required to administer TMS; 3) Understand the
basic clinical evaluation for and evidence to support the
routine clinical use of TMS in patients with depression
who have not benefited from prior antidepressants; and
4) Know how to present the potential risks and benefits
of TMS to patients with depression, including clinically
appropriate informed consent.

SUMMARY:

Transcranial Magnetic Stimulation (TMS) was cleared by
the FDA last year for use in the US as an antidepressant
treatment for patients with Major Depressive Disorder
(MDD) who have failed to receive adequate clinical
benefit from prior antidepressant therapy. TMS is distinct
from any other antidepressant treatment modality,
and is the first contemporary, office-based psychiatric
therapeutic procedure. As such, a proper understanding
of what TMS is and how it is administered is of interest
to all psychiatrists who treat patients with MDD. This
understanding should help practicing clinicians whether
they are already performing TMS as a clinical therapeutic
procedure, are planning to incorporate TMS into their
clinical practice, or may have an interest in referring a
treatment resistant patient with MDD for evaluation and
potential treatment. This workshop will provide a highly
interactive discussion of several important aspects of the
clinical use of TMS in routine practice. A brief discussion
of the logistical implications of the use of TMS in an
office setting will be described, including the location and
practical mechanical needs of the device, and a standard
configuration of clinical personnel who should work with
the attending psychiatrist. A review of the standard clinical
workup, including contraindications for use, and methods
of informed consent will be discussed. The panel will
review how the existing scientific evidence for the efficacy
and safety of TMS inform their discussions of the potential
risks and benefits with their patients in clinical practice.
Finally, each panel member will present an actual clinical
case, including a review of clinical outcomes for audience
discussion.

REFERENCES:
1. Demitrack, M.A., Thase, M.E. Clinical Significance of
Transcranial Magnetic Stimulation (TMS) in the Treatment
of Pharmacoresistant Depression: A Review and Synthesis of
Recent Data. Psychopharmacology Bulletin, 42(2):5-38, 2009
2. Wassermann, EM. Risk and Safety of Repetitive Transcra-
nial Magnetic Stimulation: Report and Suggested Guidelines
from the International Workshop on the Safety of Repetitive
Transcranial Magnetic Stimulation, June 5-7, 1996. Electron-
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encephalog Clin Neurophysiol, 108:1-16, 1998

WORKSHOP 74
TO FILE OR NOT TO FILE: GUARDIANSHIP
FOR OLDER ADULTS WITH DEMENTIA

Chairperson: Asghar-Ali A Ali, M.D., 11828 Longwood
Garden Way, Houston, TX 77047

EDUCATIONAL OBJECTIVES:

At the conclusion of this workshop, participants should
be able to: 1) Understand the concepts of geriatric assent
and consent to treatment; 2) Recognize situations where
problems in the social network will trigger the need to
file for guardianship; and 3) Implement newly acquired
skills in working with the family around complex medical,
social, and ethical aspects of situations where guardianship
is needed for elderly individuals with dementia.

SUMMARY:

Although guardianship focuses on the cognitive capacity
of those who are incapacitated, most persons who
are cognitively impaired do not require guardianship.
Typically, those with severe dementia are cared for without
this additional legal support. Elderly individuals with
dementia often provide “geriatric assent” when a family
member consents on their behalf. Such geriatric assent
may not be possible if the individual is unwilling, or if
there is no available family to make medical decisions.
The need to decide whether or not to file for guardianship
may be defined as a “situational” need, rather than just
a strict question about capacity for medical and financial
decision-making. Therefore, guardianship is necessary not
just because an individual is cognitively impaired, but for
those who, in addition, may lack or reject a supportive
social network. In this workshop we will discuss the
medical, social, and ethical aspects of situations where
cognitively impaired patients require guardianship. Case
vignettes will be used to highlight such situations.

REFERENCES:
1. Grisso, T. (1994). Clinical assessments for legal competence
of older adults. In M. Storandt and G.R. VandenBos (Eds.),
Neuropsychological assessment of dementia and depression in
older adults: A clinician’s guide (pp. 119-140). Washington,
DC: American Psychological Association.
2. A ] Rosin and Y van Dijin. Subtle ethical dilemmas in
geriatric management and clinical practice. ] Ethic Med 2005;

31:355-359

WORKSHOP 75
THE VICISSITUDES OF THE DOCTOR-PATIENT

RELATIONSHIP IN MODERN
MEDICINE: ENDURANCE, EROSION OR
TRANSFORMATION

Chairperson: Robert C. Joseph, M.D., M.S., 1493 Cambridge
Street, Cambridge, MA 02139

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) List many of the factors in modern medicine
that are affecting physician training and the quality of the
doctor-physician relationship; 2) Recognize which of these
factors are influencing your own practice of psychiatry;
and 3) Recognize the affect of these factors on medical
education.

SUMMARY:

When Szasz and Hollander categorized the doctor-patient
relationship in 1956 as either “active-passive,”
“guidance-cooperative “or “mutual participation,” they
could not have anticipated the many changes that were
to come in medical care. Since then the encounters
between patients and their physicians have been tossed
about like small boats on a rough sea by the managed care
and post-managed care era; by bioethical considerations
regarding medical technology; by quality initiatives; and
by forensic complexities which have created an encounter
tinged with “defensive medicine”. While some may look
upon these changes as progressive, others bemoan the loss
of the “old-fashioned” doctor. Doctors and patients have
become “providers” and “consumers” and medical services
have become “products” like widgets in the marketplace.
The holy grail of the dyadic doctor-patient relationship
has been eroded by these forces to the point of being
unrecognizable. In response some physicians seek early
retirement while patients complain that they don’t get to
see their doctor and express distrust, financial distress and
escalating confusion over health care policy, coverage, and
“medical necessity.” These forces have affected the training
in, and practice of medicine, psychiatry and have even
insinuated themselves into the practice of psychotherapy
which, according to recent figures, is uncommonly
practiced by psychiatrists. Our workshop will explore
several current factors affecting the patient-physician
relationship in both general medicine and psychiatry.
We will examine the effects of technology (the electronic
medical record), risk management (defensive medicine and
documentation), quality programs (disease management
programs and pay for performance) on medical training
and the doctor-patient relationship for both the internist
and the psychiatrist.
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REFERENCES:
1. Sasz TS, Hollender MH: A Contribution to the Philosophy
of Medicine: the Basic Models of the Doctor-Patient Relation-
ship. Arch Intern Med 1956;97:585-592.
2. Mojtabai R, Olfson M: National Trends in Psycho-
therapy by Office-Based Psychiatrists. Arcj Gem Psychiatry
2008;65(8):962-970.

WORKSHOP 76
WHEN IS PSYCHIATRIC ILLNESS TERMINAL?

Chairperson: Melinda S Henderson, M.D., 1718 Patterson,
Nashville, TN 37064

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Describe hospice and palliative care; 2) List
criteria for terminal psychiatric illness; 3) Identify clinical
scenarios in which hospice or palliative care might be
considered for psychiatric illness; and 4) Discuss barriers
and benefits to hospice or palliative care in psychiatric
illness.

SUMMARY:

Hospice care can be defined as the care of patients whose
disease is unresponsive to curative treatment and who have
a predicted life expectancy of less than six months. For
most diseases, an absence of curative therapy, combined
with a predictable terminal outcome, prompts a shift to
hospice. Do the same norms apply when the illness is
psychiatric in nature or when psychiatric conditions have
lead to the fatal pathology? Similar to physical illness,
there are descriptions of severe psychiatric diseases and
predictable criteria for conditions with high mortality.
Psychiatric illness, like depression, can be a barrier to good
symptom management with physical illness and may lead
to patient avoidance of treatable physical conditions. There
are also conditions classified as primarily psychological,
like anorexia nervosa, that have devastating physical
consequences leading to death. Four categories of terminal
psychological conditions are proposed: (1) Psychological
components of physical illness (2) Physical complications
of psychiatric illness (3) Chronic psychiatric illness and (4)
Mixed cases.

This session will begin with a review of traditional hospice
criteria and palliative care precepts. Participants will then
be divided into small groups to review clinical cases where
psychiatric features predominate, and asked to develop
criteria or guidelines for terminal psychiatric illness. The
small groups will also be asked to formulate appropriate
hospice and palliative care responses in the setting of
terminal psychiatric illness.

REFERENCES:
1. Academy of Psychosomatic Medicine: Position State-
ment: Psychiatric Aspects of Excellent End-of-Life Care. http://
www.apm.org/papers/eol-care.shtml.
2. Biermann B: When depression becomes terminal: The
impact of patient suicide during Residency. ] Am Acad of Psy-
choanal and Dyna Psych. 2003; 31:443-457.
3. Breier-Mackie S: Percutaneous feeding tube placement and
severe anorexia nervosa. Gastro Nurs. 20006;
29:484-6.
4. Cherny NI: Sedation in response to refractory existential
distress: Walking the fine line. J Pain and Sym Manage. 1998;
16:404-6.
5. Dein S: Psychiatric liaison in palliative care. Adv Psych Treat.
2003; 9:241-248.
6. Deluty RH: Physical illness, psychiatric illness, and the ac-
ceptability of suicide. Omega. 1988; 19:79-91.
7. Draper H: Anorexia nervosa and respecting a refusal of
life-prolonging therapy: A limited justification.
Bioethics. 2000; 14:120-133.
8. Kissane DW: The contribution of demoralization to end of
life decision making. Hast Ctr Rep. 2004; 34:21 31.
9. O’Neill ], Crowther T, Sampson G: Anorexia nervosa: Pallia-
tive care of terminal psychiatric disease. Am ] Hosp & Pal Care.
1994; 11:36-8.
10. Perron V and Schonwetter R: Hospice and palliative care
programs. Primary Care: Clinics in Office Practice 2001; 28(2):
427-40.
11. Reeves G: terminal mental illness: Resident experience of
patient suicide. ] Am Acad of Psychoanal and Dyna Psych.
2003; 31:429-441.
12. Reman IM: Terminal optimism, terminal hope. Am ] Psy-
chiatry. 2008; 165:1518-1519.
13. Rousseau P: Existential suffering and palliative sedation in
terminal illness. Prog Pal Care. 2002; 10:222 4.

WORKSHOP 77
NEONATICIDE: PHENOMENOLOGY AND
PREVENTION

Chairperson: Renee M Sorrentino, M.D., 1233 Hancock
St-Rear, Quincy, MA 02169

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Describe commonalities among perpetrators
of neonaticide; 2) Define denial of pregnancy; and 3)
Understand the intersection of denial of pregnancy/
neonaticide and the law in arenas other than sanity,
including Safe Haven laws and judicial bypass evaluations.

SUMMARY:

Neonaticide, murder of the infant in the first day of life,
is distinct from other filicides. Neonaticide offenders often
are poor, relatively young, single women free of major
psychiatric disorders, who did not seek prenatal care.
They often denied or concealed pregnancy. Also intricately
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related to neonaticides are judicial bypass evaluations
for abortion, Safe Haven laws, and insanity/ diminished
capacity evaluations. Mandated parental notification laws,
before a minor can obtain an abortion, exist in many
states. Teenage girls who commit neonaticide because
they cannot face their parents (due to shame) may not
procure a lawful abortion. The panel will discuss “judicial
bypass” psychiatric evaluations, also known as “Jane Doe
evaluations”, which are considered controversial by some.
An American response to the problem, Safe Haven laws,
will be discussed. Mothers depositing infants in Safe
Havens often remain anonymous with reduced risk of
prosecution. Neonaticide occurs before the usual onset of
postpartum psychosis or postpartum depression. Maternal
suicide attempts are quite uncommon in conjunction
with neonaticides. However, in some cases, insanity or
diminished capacity defenses may be raised. Illustrative
cases will be presented. The motivations for such crimes
will be discussed by the panel.

REFERENCES:
1. Hatters Friedman S, Horwitz S, Resnick P: Child murder
by mothers: a critical analysis of the current state of knowledge
and a research agenda. Am ] Psychiatry 162: 1578-1587, 2005

WORKSHOP 78

INTEGRATING COMPLEMENTARY
ALTERNATIVE MEDICINE (CAM) IN
PSYCHIATRIC CARE: NEW PARADIGMS AND
PERSPECTIVES

Chairperson: Simon Chiu, M.D., Ph.D., Regional Mental
Health Care, ST. Thomas site St. Joseph Health Care
(London), St. Thomas, N5P3V9 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant will be
able to: 1) Understand better the emerging role of CAM
in reconfiguring holistic recovery-focused psychiatric care;
2) Ciritically evaluate evidence in support of efficacy claims
of herbal and dietary supplements in mental health; and 3)
Implement strategies for monitoring adverse events.

SUMMARY:

Recent survey of prevalence of CAM indicates that 36 %
of the US population utilizes CAM for diverse medical
conditions. Mental health providers often adopt polarizing
attitudes towards integrating CAM in traditional
psychiatric practice. In our workshop, the Chairperson
and the panel of presenters address the issue of integration
from new vistas to be shared interactively with the audience
through the use of clinical vignettes. evidence-based review
and debate formats. We discuss global CAM patterns of
use with the audience. We propose the definition of

CAM to be expanded in scope and content. Science and
critical pathways of analysis of evidence from randomized
controlled trials forms the basis of Integration Medicine.
Traditional mental health services can harmonize with
CAM approach through adopting vigorous pursuit of
neurobiological studies of CAM-based interventions,
especially supplements. At the same time, both systems
agree on a holistic recovery-focused theme of caring for
patients with psychiatric diagnoses. We illustrate our
position with discussion of Pub-Med search of reviews and
meta-analysis of selected herbal and dietary supplements
eg: Ginseng, omega-fatty acid, Curcumin, in depression,
Alzheimer dementia and schizophrenia. We next identify
how supplements take advantage of cutting edge
biotechnology and bio-informatics to delineate the the
brain signaling pathways related to psychiatric symptoms.
For safety issues, we relate supplement-drug interaction
to adverse events in the light of updated research findings
and appraisal of relevant database in various clinical
context. We will use the debate format to discuss the
pros and cons of regulating CAM practice at multi-levels:
research-development, and government regulations. We
conclude by discussing NICAM training-educational
initiatives to harmonize CAM practice and traditional
mental health care providers.

REFERENCES:
1. Pilkington K, Rampes H, Richardson ] Complementary
medicine for depression.
Expert Rev Neurother. 2006 Nov; 6(11):1741-51.
2. Pearson NJ, Chesney MA. The CAM Education Program of
the National Center for Complementary and Alternative Medi-
cine: an overview. Acad Med. 2007 Oct; 82(10):921-6. Review.

WORKSHOP 79
THE USE OF RESEARCH MEASURES IN
CLINICAL PRACTICE

Chairperson: Joan Busner, Ph.D., 575 E. Swedesford Rd,
Suite 101, Wayne, PA 19087

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to administer and integrate common research tools
into his or her own clinical work.

SUMMARY:

Objective: This is a repeat and expansion of our
well-attended, highly successful workshop at the 2009
APA Annual Meeting in San Francisco. As was true
last year, the objective of this workshop is to help
psychiatric clinicians appreciate the potential utility of
well-established research instruments in their own clinical
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practices. We have received numerous requests to repeat
last year’s workshop with additional measures. Research
instruments are often daunting to clinicians and many
clinicians have not had the opportunity to learn how the
measures can enhance their ability to establish diagnoses,
measure symptom severity, and measure response to
treatment.  Using a highly interactive methodology,
with patient videos, audience scoring and interactive
feedback, we plan to familiarize the psychiatric clinician
with common measures that can easily be incorporated
into daily clinical practice. Method. The workshop will
provide interactive, practical, hands-on training in the use
of research instruments as tools for assisting in forming
accurate diagnoses, rating illness severity, and measuring
intervention outcomes. Instruments have been selected
for their direct applicability to the clinical setting. The
workshop will focus on diagnoses the practitioner typically
encounters such as Adult ADHD, Generalized Anxiety
Disorder, and Major Depressive Disorder, and will include
structured diagnostic interviews, self-report measures, and
brief clinician completed measures.

Participants will receive copywritten measures organized
by diagnosis, and will view and score videotapes of

actual patient interviews. Participants will have the
opportunity to role-play scale administration with live
expert feedback. Results. At the end of the workshop,
participants will be able to administer and integrate
common research tools into their own clinical work.
Conclusions. The workshop will facilitate the integration
of common research tools into clinical practice

REFERENCES:
1. Conners CK, Erhardt D, Sparrow MA. Conners’ Adult
ADHD Rating Scales (CAARS). New York: Multihealth Sys-
tems, Inc., 1999.

WORKSHOP 80

“TAKING IT PERSONAL’: INTEGRATING
PHARMACOGENETICS INTO THE
MANAGEMENT OF DEPRESSION

Chairperson: Sheldon H. Preskorn, M.D., 201 S. Hillside,
Wichita, KS 67211

EDUCATIONAL OBJECTIVES:

At the conclusion of the session, participants should be
able to: 1) Recognize the significance of genetic factors on
disease pathology, drug disposition, and patient response
in depression treatment; 2) Understand the interactions
between drugs and physiological pathways that can
result in phenoconversion — an exogenously-driven
shift to a phenotype typically associated with a different
genotypic variant; and 3) Consider pharmacogenetics and

phenoconversion when prescribing therapy for depression
management in patients with a suboptimal response to
current therapies.

SUMMARY:

Although our knowledge has expanded considerably in
recent years, the complex interplay between genetics,
disease pathology, and the pharmacological effect of
medications has long been recognized. In the realm of
mood disorders, it has become clear that a patient’s genetic
makeup can directly influence the likelihood and nature of
depression experienced throughout the course of a lifetime.
Similarly, genetic variation also impacts the disposition,
activity, and effectiveness of pharmacological agents used
to manage depression. Finally, a medication can affect not
only physiological functioning, but also the disposition
and effect of coadministered medications.

This  workshop  will on key concepts in
pharmacogenetics and its role in depression management.
Drivers of variability in patient response, such as differential
expression and activity of serotonin/norepinephrine
receptors and drug transporters will be reviewed. There
will be special focus on the polymorphic nature of the
cytochrome P 450 gene loci and the consequent phenotypic
variability in drug metabolism.

Several recent findings will be specifically discussed: a
genetic polymorphism that accounts for a doubling of
the remission rate achieved with a specific antidepressant;
pharmacokinetic effects of altered metabolism, such as
decreased clearance of medications and a skewing of
exposure to administered drugs and their metabolites and
the relationship to clinical sequelae; how the ratio of the
serotonin-norepinephrine reuptake inhibitor venlafaxine
and its active metabolite, desvenlafaxine, can be used
to phenotype patients in terms of CYP 2DG6 status; and
the importance of considering metabolizer status and
other pharmacogenetic treating
depression.1,2 In summary, this session will provide
a forum for a discussion of the current application and
future potential of pharmacogenetics in the management
of depression.

center

information when

REFERENCES:
1. Nichols Al, Lobello K, Guico-Pabia CJ, Paul J, Preskorn
SH: Venlafaxine metabolism as a marker of cytochrome P450
enzyme 2D6 metabolizer status. ] Clin Psychopharmacol
2009;29:383-386
2. Lobello KW, Preskorn SH, Guico-Pabia CJ, Jiang Q, Paul ],
Nichols Al Ninan PT: CYP2D6 phenotype predicts antide-
pressant efficacy of venlafaxine. ] Clin Psychiatry. In press.

WORKSHOP 82
GUARDIANSHIP AND POWERS OF ATTORNEY:
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ISSUES IN GERIATRIC PSYCHIATRY

Chairperson: David A Casey, M.D., University of Louisville
Department of Psychiatry and Behavioral Sciences, 401 E.
Chestnut St., Suite 610, Louisville, KY 40202

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Understand the applications of guardianships
and powers of attorney in geriatric psychiatry; and 2)
Identify the problems and controversies surrounding these
concepts.

SUMMARY:

Guardianships and powers of attorney are commonly
encountered in geriatric psychiatry and other fields of
medicine, particularly in dementia. While useful for
patients, families, and physicians, their applications may
raise legal and ethical questions. In this workshop, we
will explore these issues. The panel includes Professor
Winsor Schmidt, a national legal authority. Guardianship
empowers one adult person to act on another’s behalf.
Guardians™ responsibilities include arranging a residence,
any needed social or medical services, consenting for
medical services, and finances. On occasion, the court
may handle financial affairs separately, through a separate
guardian known as a conservator. Guardianship generally
requires a court order evaluation, with a finding of mental
incapacity and an order naming the guardian and his/
her authority. Guardianship is a significant step, as it
declares an individual legally incapacitated. Guardianship
is essentially permanent, unless the court reverses it. The
incapacitated person can no longer independently enter
into contracts such as buying and selling property. For these
reasons, the process involves a formal court proceeding
with due process, and a search for alternatives such as
“representative payee” may be appropriate. In the absence
of a willing private citizen, a state officer may be appointed
as a “public” guardian. Issues with guardianship include
finding a willing and capable guardian and protecting
the rights of the disabled. Guardianship rules differ by
state, and jurisdictional problems may arise. A guardian
may have the legal power to supervise their ward, but
lack the practical means to do so. In psychiatric care, the
power of guardians may be at issue, including the ability
to consent to hospitalization or treatments, especially
electroconvulsive therapy. Powers of attorney (POA) also
present issues. Unlike court ordered guardianships, which
are involuntary, POA are private, voluntary, contractual
relationships between two (or more) parties. POA for
medical purposes are activated and remain in effect if
the individual becomes incapacitated, functioning as an
advance directive. Such POA are known as “durable”. In
a durable POA, one party designates another to manage
their affairs, including medical decisions, if they become

incapacitated. Conflict may arise if 3" parties do not
honor the POA, over whether the person is incapacitated,
wishes to cancel the POA, or was competent to make the

POA.

REFERENCES:
1. Schmidt WC(ed.): Guardianship: Court of Last Resort for
the Elderly and Disabled. Carolina Academic Press, 1995.
2. Teaster PB, Schmidt WC, Lawrence SA, Mendionado, MS,
Woof, EF: Public Guardianship: In the Best Interests of Inca-
pacitated People? Praeger, 2010.

WORKSHOP 81

TELEPSYCHIATRY AND THE CHANGING FACE
OF ACCESS FOR RURAL AMERICA’S CHILDREN
AND ADOLESCENTS

APA Council on Children, Adolescents & Their Families

Chairperson: L. Charolette Lippolis, D.O., M.PH., 13001 E
17" PL., Campus Box F546, Aurora, CO 80045

EDUCATIONAL OBJECTIVES:

At the conclusion of session, participants should be able
to: 1) Describe ways child and adolescent psychiatrists
can expand mental health services through local provider
consultation and education; 2) Understand how
telepsychiatry can improve mental health care of Native
American youth; 3) Describe implementation of child and
adolescent telepsychiatry services within an existing rural
mental health system; and 4) Discuss telepsychiatric health
service costs and reimbursement issues.

SUMMARY:

Research shows that nearly 20% of America’s children
and adolescents suffer with mental health issues, yet the
Surgeon General has reported that only 1 in 5 of those in
need of treatment, receive mental health care. If the need
requires a child and adolescent psychiatrist, the numbers
are smaller still. The situation is even worse for the 25%
of the U.S. population living in rural settings, as rural
departments of health report greater problems with access
to specialists than their urban counterparts. Increasing
access to psychiatric services is a challenge in many
communities and technology has helped this problem
through interactive videoconferencing, also referred to as
telepsychiatry. Research has shown that telepsychiatry via
videoconferencing approximates face to face psychiatric
treatment service delivery on three key measures: patient
satisfaction, provider satisfaction and treatment efficacy.
Telepsychiatry provides the opportunity to improve service
delivery through the expansion of services by allowing
local providers to care for patients with the support of case
consultation with a child and adolescent psychiatrist via
interactive videoconferencing. In addition, the extension
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of services in areas of shortage allows a specialist to see
patients directly via telemedicine. This workshop will focus
on the utilization of telepsychiatry in underserved, rural,
child and adolescent populations. Three models will be
described including increased access of rural youth to child
and adolescent psychiatrists by providing local provider
consultation and education; utilization of telepsychiatry
to improve mental health care of Native American youth,
and an approach to implementing child and adolescent
telepsychiatry service within an existing rural mental
health system. A discussion of telemental health service
costs and reimbursement issues will also be explored. There
will be ample time for interaction and exchange of ideas
with workshop participants.

REFERENCES:
1. Hilty DM, Yellowlees PM, Sonik P, Derlet M, Hendren
RL: Rural child and adolescent telepsychiatry: successes and
struggles. Pediatr Ann. 2009 Apr; 38(4):228-32.

WORKSHOP 83
PRACTICAL PHARMACOTHERAPY OF MOOD
DISORDERS

Chairperson: Gary E Miller, M.D., 530 Wells Fargo Drive,
Suite #110, Houston, TX 77090 Co-Chairperson: Richard
Noel, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this workshop, participants will
have acquired an improved understanding of means of
distinguishing between unipolar and bipolar depression,
the bipolar spectrum, and pharmacological management
of mood disorders.

SUMMARY:

The workshop is directed toward clinicians engaged in
pharmacological management of mood disorders. The
presenters are psychiatrists who have treated over 10,000
patients with mood disorders over the last 17 years. They
will present vignettes of actual patients, each illustrating a
problematic diagnostic or treatment issue facing clinicians.
Attendees will be encouraged to discuss the cases presented
and to convey their own clinical experience and views.
The focus of the presentations and discussion will be
crucial issues in the diagnosis and treatment of mood
disorders including the following: differentiating between
unipolar and bipolar depression; the bipolar spectrum;
the relative efficacy and safety of mood stabilizers; the
role of antidepressants, atypical antipsychotics and
thyroid hormones in management of mood disorders;

and application of the STEP-BP and STAR*D studies to

clinical practice.

REFERENCES:
1. Miller GE, Noel RL. Controversies in Bipolar Disor-
der: Trust Evidence or Experience? Current Psychiatry.
2009;8(2):27-39.

1:30 PM- 3:00 PM

WORKSHOP 84
MALPRACTICE DEFENSE: STRATEGIES FOR
SUCCESS

Chairperson: Abe M Rychik, ].D., 150 E. 77" St., New York,
NY 10021
Co-Chairperson: Eugene Lowenkopf, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Understand the process of a medical malpractice
suit; 2) Participate more effectively within the legal system;
3) Know the relevant legal issues and standards and how to
effectively respond to accusations in a Court of Law.

SUMMARY:

In every malpractice lawsuit there are a number of critical
junctures at which time the physician and the attorney
can positively or negatively affect the outcome of the suit,
regardless of the merits of the case. This workshop presents
one case from viewpoint of the defendant psychiatrist and
defendant’s attorney, with emphasis on the decisions and
actions to be taken, which in this case contributed to a
defense verdict. The workshop presents the general legal
framework and discusses the issues that arise. It offers
concrete recommendations for a successful litigation
outcome. This workshop examines the following issues: a.
What constitutes malpractice? b. The record as evidence. c.
The pleadings. d. Venue (State or Federal) considerations.
e. Reporting requirements and insurance policy concerns.
f. Role of insurer via-a-vis the lawyer and defendant. g.
Statute of limitations and continuous treatment doctrine.
h. The discovery process (depositions, interrogatories, fact
and expert documents). i. Plaintiff and defendant strategies.
j. The Trial. k. Post-Trial activity and Appeal. 1. Issues of
licensure and the National Practitioner’s Data bank. In
summary, this workshop will provide the audience with
basic knowledge and recommendations on how to most
effectively proceed in a malpractice litigation.

REFERENCES:

1. Lowenkopf, EL: Memoirs of Malpractice Suit. Jnl of AM
Acad. Psychoanalysis 1995; 23(4): 731-748

2. Cully C, Spisak L: So you're being sued: Do’s and Don’ts for
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the defendant. Cleve Clin ] Med.2002; 69:752-760

WORKSHOP 85

THE PSYCHIATRIST’S ROLE IN INTEGRATING
PRIMARY CARE AND BEHAVIORAL HEALTH
CARE: FRIEND OR FOE?

Chairperson: Ruth S Shim, M.D., M.PH., 720 Westview
Drive, Atlanta, GA 30310

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Identify the evidence basis for integrating
primary care and behavioral health; 2) Determine the
barriers to integration of primary care and behavioral health
care; 3) Recognize the psychiatrist’s role in integrated care;
and 4) Develop strategies to implement integrated care
models in local community settings.

SUMMARY:

Primary care settings are usually the first point of contact
and the treatment site of choice for minority and low
consumers, with mental health problems
constituting upwards of 40% of consumers’ presenting
complaints. ~ Many consumers view mental health
treatment in primary care settings as less stigmatizing
than care received in specialty behavioral health settings.
However, a great deal of evidence has demonstrated that
primary care practitioners have difficulty recognizing and
treating the mental health challenges of their patients.
Unfortunately, fewer than half of the depression cases seen
in primary care are correctly diagnosed, and only half of
those diagnosed receive appropriate clinical care.

At the same time, persons with mental illness often have
high levels of early mortality and a heavy burden of
medical morbidity. Often, consumers seen by behavioral
health practitioners do not receive needed primary care.
Perhaps the most promising approach for improving
rates of evidence-based treatment in primary care and
behavioral health care settings has been with the use of
multidisciplinary, team-based, integrated models of care.
Such evidence-based treatment models have proven to be
effective in clinical trials.

As the composition of the United States continues to
become more racially and ethnically diverse, there is
increasing demand for mental health interventions to be
tailored to specific community needs. Poverty, lack of
adequate access to quality health services, few culturally
and linguistically competent providers and services, and
lack of preventive health care are all factors that may be
best addressed in integrative systems of care.

The role of the psychiatrist in integrated models of care is

income

crucial to the effective implementation of these models.
This workshop aims to review the evidence for adopting
integrated care models, address the need create stronger
collaborations with primary care providers, and to examine
the barriers that prevent these collaborations.

REFERENCES:
1. Committee on Crossing the Quality Chasm: Adaptation
to Mental Health and Addictive Disorders, Improving the
Quality of Health Care for Mental and Substance-Use Condi-
tions: Quality Chasm Series. 2006, Washington, DC: National
Academy Press.
2. Chapa, T., Mental Health Services in Primary Care Settings
for Racial and Ethnic Minority Populations. Draft Issue Brief,
September. Office of Minority Health, 2004.

3:30 PM- 5:00 PM

WORKSHOP 86
TEACHING PSYCHIATRY IN NEW MEDICAL
SCHOOLS

Chairperson: Zebulon Taintor, M.D., 19 FEAst 93* Street,
New York, NY 10128

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to describe behavioral science and psychiatry teaching
choices being made in five new medical schools, based
on views of future physician practices, school mission,
community needs, relationships with other departments,
and available resources.

SUMMARY:

This workshop will describe the innovations and choices
made by five new medical schools setting up psychiatry and
behavioral science programs: Central Florida, Cleveland
Clinic, Florida International, Texas Tech at El Paso (all
allopathic), Touro (osteopathic). Each has different
resources and mission statements vary, butall are attempting
to respond to the national shortage of physicians, especially
in primary care, and the need for physician researchers.
Each is attempting to use modern technology, especially
computers and the Internet, especially as they understand
that one effect of technology is to move diagnosis and
treatment closer to the onset of disease. Each is influenced
by different resources and sources of funding, views of
what physicians in the future will be doing, and service
delivery issues, such as health care reform. Older issues,
such as the mind-brain dichotomy and managed care, will
be mentioned. Their communities vary from El Paso to
Harlem. Relationships with neurology and neuroscience
vary. Allotted curricular time and teaching in other courses
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is evolving.

REFERENCES:
1. Langsley DG, McDermott JE Enelow AJ (eds): Mental
Health Education in the New Medical Schools. San Francisco,
Jossey-Bass, 1973.
2. Luhrmann TM: Of Two Minds: The Growing Disorder in
American Psychiatry. New York, Alfred A. Knopf, 2001.
3. Meyer RE, McLaughlin CJ (eds): Between Mind, Brain, and
Managed care. Washington, D.C., American Psychiatric press,
1998.
4. Yager ] (ed): The Future of Psychiatry as a Medical Specialty.
Washington, D.C., American Psychiatric Press, 1989.

WORKSHOP 87

DEAFNESS - DISABILITY OR DIFFERENCE?
THE CULTURAL AND CLINICAL NEEDS OF
DEAF PATIENTS

APA/SAMHSA Minority Fellows

Chairperson: Neil K Aggarwal, M.D., M.B.A., 623 Whitney
Ave, New Haven, CT 06511

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant will
understand the epidemiology of deafness and psychiatric
disorders within the deaf population, recognize barriers
to competent treatment, gain strategies to diagnose and
treat deaf patients through mental status examination, and
know how to access the wealth of resources available for
clinical and social services.

SUMMARY:

PURPOSE: Communication with deaf patients is difficult
for many clinicians, leading to misdiagnosis of patients
and disparities in care. CONTENT: This workshop
explores the cultural and clinical needs of the deaf.
METHODOLOGY: A case presentation will be narrated
throughout to illustrate key points involved in the care of
deaf patients. Participants will present powerpoint slides
in relation to points raised from the case presentation
through thorough literature reviews. RESULTS: The
epidemiology of deafness and psychiatric disorders
among deaf populations will be introduced. Barriers to
treatment will next be highlighted in order to sensitize
clinicians to personal biases. Clinical features will then
be discussed to distinguish language-related disability
from psychiatric disturbances with attention to strategies
around optimizing the mental status examination.
The presentation will conclude with an outline of
available clinical, social, residential services available for
treatment. IMPORTANCE: The workshop can serve as

a comprehensive initial step for clinicians interested in

working with the deaf.

TUESDAY, MAY 25, 2010
9:00 AM-10:30 AM

WORKSHOP 88

AGING HEROICALLY IN AN URBAN SETTING:
THE DIARY OF JESSIE SYLVESTER “THE
BEAUTIFUL HILLS OF BROOKLYN”

Chairperson: David w Preven, M.D., 110 Riverside Dr Apt
13E, New York, NY 10024

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, using the film as a case
study, the participant should be able to: 1) Identify the
advantages and disadvantages of aging in an urban setting;
2) Identify personal qualities that help or hinder successful
aging; and 3) Identify features that make an A-V stimulus
a useful teaching device.

SUMMARY:

“Beautiful Hills of Brooklyn” is moving film based on the
diary of Jessie Singer Sylvester. The soundtrack is taken
from her actual journal that was written over 3 years from
age 77 and is interwoven with lines from Walt Whitman’s
poem Crossing to Brooklyn. The talented actress Joanna
Merlin does an outstanding job in capturing the inner
life of this remarkable woman. After 59 years working
as a clerk, now living alone on a pension, Ms. Sylvester
demonstrates the personal qualities that allow her to age
successfully in spite of the inevitable losses she experiences.
The film examines the advantages and disadvantages of
aging in an urban setting.

It explores the ways she deals with a deteriorating
neighborhood, the loss of her sister and early cognitive
decline. Despite these experiences, Ms. Sylvester,
remarkably upbeat, shares with us the role that her senior
citizens center plays as a support system. The film refutes
many of the stereotypes our society has about how the
aging copes with this penultimate rite of passage.

The film raises many questions for discussion. Is Ms.
Sylvester’s aging process really healthy? How could her
primary care physician be helpful in supporting her needs?
What role do community services play in her life? How
can this film be used as a teaching stimulus? What ages
and broad groups might benefit most from it? Finally,
in his famous model for the stages of development, Erik
Erickson asserts the last stage in old age-65 and above-
is: Ego Development Outcome: Integrity vs. Despair.
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Basic Strengths: Wisdom. Do you think Ms Sylvester was
successful in achieving Integrity?

REFERENCES:
1. Erikson, E.H. (1975). Life History and the Historical Mo-
ment. New York: Norton.

WORKSHOP 89

TRANSCRANIAL MAGNETIC STIMULATION
(TMS) IN THE TREATMENT OF MAJOR
DEPRESSION: A NEW THERAPEUTIC TOOL
FOR PSYCHIATRY

Chairperson: John O’Reardon,, 8 Oakley Court, Cherry Hill,
NJ 08003-2225

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Understand the role of Transcranial
Magnetic Stimulation (TMS) in the clinical treatment
of major depression in light of its recent FDA clearance;
2) Understand the basics of TMS as an outpatient brain
stimulation technique; 3) Understand the logistics of
setting up a clinical TMS program and the role of nurses in
the treatment team; and 4) Know the expected side effects
of TMS and the process of advance patient screening.

SUMMARY:

Transcranial Magnetic Stimulation (TMS) is a novel,
noninvasive, office-based device technology that delivers
focused stimulation to the cortex of the brain by means
of magnetic pulses. It was approved by the US FDA for
the treatment of major depression in 2008 and is now
being introduced into clinical practice. TMS sessions are
conducted in the psychiatrist’s office by a trained TMS
clinician with the patient awake and alert throughout
and able to resume normal activities immediately post
treatment. A typical acute course of TMS for major
depression lasts 20-30 sessions administered over a period
of 4-6 weeks. TMS is generally a very safe intervention.
This workshop will review the efficacy and safety profile of
TMS and outline the logistics of running a TMS clinic in
clinical practice.

REFERENCES:
1. Efficacy and safety of transcranial magnetic stimu-
lation in the acute treatment of major depression: a
multi-site randomized controlled trial. Biological psychiatry
2007;62:1208-16.0’Reardon JB, Solvason HB, Janicak PG,
Sampson S, Isenberg KE, Nahas Z, McDonald WE, Avery D,
Fitzgerald PB, Loo C, Demitrack MA, George MS, Sackeim
HA.
2. Janicak PG, O’Reardon JP, Sampson SM, Husain MM,
Lisanby SH, Rado JT, Demitrack MA. Transcranial Magnetic
Stimulation (TMS) in the Treatment of Major Depression: A

Comprehensive Summary of Safety Experience from Acute
Exposure, Extended Exposure and During Reintroduction
Treatment. J Clinical Psychiatry 2008;69:222-232.

WORKSHOP 90
UNDERSTANDING CPT CODING AND HOW
FEES ARE CALCULATED

APA Committee on RBRVS, Codes & Reimbursement

Chairperson: Ronald M Burd, M.D., PO. Box MC, Fargo,
ND 58122-0390

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
have a general understanding of: 1) The resource-based
relative value system (the framework of the current
Medicare system); 2) The range of CPT codes available
for psychiatric services; and 3) Medicare reimbursement
concerns.

SUMMARY:

Committee members will present an introduction to the
CPT coding system and how Medicare fees for these codes
are calculated using the resource based relative value system
(RBRVS). The values that are used to calculate Medicare
physician fees serve as the de facto reimbursement scheme
for all medical services as most private payers use these
values as a basis for their fees. The current range of CPT
codes available to psychiatrists will be presented as will
advice as to appropriate documentation for codes used
frequently by psychiatrists. Current issues for discussion
include the upcoming 5-year review of physician work as
defined by the AMA RVS Update Committee. Time will
be reserved for answering attendees questions about the
coding issues they encounter in their own practices.

REFERENCES:

1. American Medication Association: Current Procedural
Terminology, Fourth Edition (CPT), 2009, Chicago, IL, AMA
Press, 2008.

2. American Medical Association: Medicare RBRVS: The Physi-
cians Guide, 2009, Chicago, IL, AMA Press 2008

3. CMS online manuals (www.cms.hhs.gov)

WORKSHOP 91

PRACTICAL CHALLENGES FOR
PSYCHIATRISTS IMPLEMENTING THE
RECOVERY MODEL

Chairperson: Mark Ragins, M.D., 456 Elm Avenue, Long
Beach, CA 90802-2426

EDUCATIONAL OBJECTIVES:
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At the conclusion of this session, the participant should
be able to: 1) Identify some common areas of challenge
in implementing the recovery model; 2) Have shared
challenges in implementing the recovery model with
other psychiatrists working in the field; 3) To further
understand the recovery model’s approaches to several
serious challenges to help guide their decision making and
practice; and 4) To have some new ideas how to approach
these challenges.

SUMMARY:

Many community psychiatrists are being pressured
to adopt the recovery model in their practice and are
often, fairly or unfairly, described as resistant or “not
getting it” discounting serious practical challenges in
implementing the recovery model.  This workshop
assumes a basic understanding of recovery and the practice
transformations involved in working in a recovery based
model. This workshop will be an guided discussion of
some common areas of difficulty including: 1) How should
we be collaborative and use “shared decision making”
with patients with diminished competence. Whose really
responsible for their bad decisions? Us as professionals or
them because it’s their life? What about malpractice risk?
2) How do you implement evidence based practices in a
“client driven” program? Should “research” or “listening
to our patients” determine effectiveness? 3) In a “person
centered” approach, how central really are psychiatrists
and medications? Will the recovery model affect the
professional development, role satisfaction, and/or burnout
of psychiatrists? 4) Psychiatrists are being asked to work
alongside “consumer staff,” sometimes including their
own patients. How should we handle that? What about
boundaries? Confidentiality? Our concerns about their
competency to help other people? 5) We're often making
lots of program cuts. Does recovery change the way we
“partner” with our patients when we advocate for more
services (or to face unpleasant realities together)? For each
area I will briefly present the area of challenge including
advantages and disadvantages of the recovery model over
more traditional approaches, solicit colleagial discussion
from the group, and attempt to clarify the recovery model’s
perspective for each challenge.

WORKSHOP 92
COGNITIVE-BEHAVIORAL AND
PSYCHODYNAMIC APPROACHES TO
MEDICATION ADHERENCE IN SEVERE
MENTAL ILLNESS

Chairperson: Jesse H Wright, M.D., Ph.D., Suite 610, 401
East Chestnut, Street, Louisville, KY 40202

Co-Chairperson: Glen Gabbard, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Compare and contrast cognitive-behavioral
and psychodynamic methods of enhancing medication
adherence in patients with severe mental illness; 2) Identify
methods for medication adherence that are common
to each psychotherapeutic approach; 3) Identify specific
differences between the two psychotherapeutic approaches
in working with adherence problems; and 4) Recognize
practical methods of improving medication adherence.

SUMMARY:

This workshop is intended for clinicians who are interested
in exploring the usefulness of psychotherapeutic methods
for enhancing medication adherence in patients with
severe mental disorders. Experienced who
employ cognitive-behavior therapy (Drs. Wright and
Turkington) and psychodynamic therapy (Drs. Gabbard
and Tasman) will first briefly describe the general methods
used to address adherence problems with these two
major forms of psychotherapy. Then a single case will
be presented to allow detailing of specific methods from
CBT and dynamic therapy that could be used to target
adherence problems in this patient with a challenging
psychiatric condition. Attendees will be asked to help
identify similarities and differences in the two treatment
approaches and to discuss opportunities and problems in
using psychotherapy to promote medication adherence.
Questions and open dialogue with the audience will be
encouraged throughout the Workshop.

clinicians

REFERENCES:
1. Julius RJ, Novitsky AM, Dubin WR: Medication adherence:
A review of the literature and implications for clinical practice.
J of Psychiatric Practice 15(1): 34-44, 2009
2. Drymalski WM, Campbell TC: A review of motivational
interviewing to enhance adherence to antipsychotic
medication in patients with schizophrenia: Evidence and rec-
ommendations. ] of Mental Health 18(1): 6-15,
2009
3. Zeber JE, Copeland LA, Good CB et al: Therapeutic alliance
perceptions and medication adherence in patients with bipolar
disorder. J of Affective Disorders 107(1-3): 53-62, 2008

WORKSHOP 93

BOUNDARY CROSSINGS AS BOUNDARY
ACCOMMODATIONS: THE PHYSICIAN/
PATIENT RELATIONSHIP WITH MEDICALLY
ILL PATIENTS

Chairperson: James W Lomax, M.D., Menninger Department
of Psychiatry, Baylor College of Medicine, One Baylor Plaza,
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BCM350, Houston, TX 77030

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Identify useful alterations from “usual practice”
when providing psychotherapy to medically ill patients;
2) Use consultation so that boundary crossings do not
become boundary violations; and 3) Utilize professionals
from other settings to address boundary concerns in their
practice.

SUMMARY:

Treating individuals in an outpatient setting has emphasized
maintaining appropriate therapeutic boundaries between
physician-patient and the dangers of ignoring boundaries.
Managing physician-patient boundaries when caring for
patients with serious medical illnesses has received little
attention. As our population ages, this “comorbidity”
will become an increasingly common challenge.This
workshop is an opportunity for “practice-based” learning
as a critically important type of continuing medical
education. The workshop presenters will discuss a case
involving individual psychotherapy provided in a variety
of settings to a severely medically ill patient (a physician
suffering from a terminal illness similar to ones that she
once treated). The case will emphasize management of
boundary crossings such as meeting with the patient in
settings outside the office (house calls), managing gifts to
the therapist in a non-exploitative way, and participation
with a patient in contexts outside of the usual treatment
settings (attendance at special events of/for the patient).
An additional feature of this “case” is that the patient wrote
a paper about her treatment published in Psychiatric Times.
The paper will be assigned as recommended “homework”
for the workshop participants and distributed at the
workshop.

The case presentation will be interrupted to provide
audience discussion of a series of critical moments in
treatment. Audience members will offer “consultation” to
the presenter and/or examples of what they have done in
analogous situations.

A third and critically important element of this workshop
will involve audience members presenting to the workshop
presenters illustrative examples of their own challenges
with boundary crossings (or accommodations) which
could potentially become boundary violations.

Workshop participants are encouraged to read the two
literature references in advance of the meeting in order to
make maximal use of the workshop.

REFERENCES:
1. Gutheil TG and Gabbard GO: The concept of boundaries in

clinical practice: theoretical and risk-management dimensions.
Am ] Psychiatry 1993 150: 188-196.

2. A Physician’s Personal Experience—The Gift of Depression
by Jan Goddard-Finegold, M.D. in Psychiatric Times, May 26,
2009.

11:00 AM-12:30 PM

WORKSHOP 94
ETHICAL DILEMMAS IN PSYCHIATRIC
PRACTICE

Ethics Committee

Chairperson: Wade Myers, M.D., 64 Alumni Ave, Providence,
RI 02906

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to recognize common situations which signal
professional risk.

SUMMARY:

To provide sufficient time to adequately address complex
practice issues and dilemmas raised by audience members,
this workshop will be entirely devoted to the APA Ethics
Committee members taking questions from the audience
on ethical dilemmas they have encountered, participated in,
or read about. Audience participation and interaction will
be encouraged, and ensuing discussions will be mutually
driven by audience members and Ethics Committee
members. All questions related to ethics in psychiatric
practice will be welcomed. Possible topics might include
boundary issues, conflicts of interest, confidentiality, child
and adolescent issues, multiple roles (dual agency), gifts,
emergency situations, trainee issues, impaired colleagues,
and forensic matters.

REFERENCES:
1. American Psychiatric Association: The Principles of Medical
Ethics with Annotations Especially Applicable to Psychiatry.
United States of America, American Psychiatric Association,
2009.

WORKSHOP 95
CAM OR SCAM FOR MOOD DISORDERS:
HERBALS AND BEYOND!

Chairperson: Vishal Madaan, M.D., M.B.B.S, 3528, Dodge
St, Omaha, NE 68131

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be
able to: 1) Demonstrate an understanding of the current
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evidence for use of herbal medications in mood disorders;
and 2) Recognize the value of Indian complementary and
alternative medicine techniques in mood disorders.

SUMMARY:

Summary: Complementary and alternative medicine
(CAM) treatment strategies are commonly utilized by
patients with chronic mood disorders, often with a hope of
embracing a more holistic model of care, reducing serious
adverse effects from conventional psychotropic agents or
decreasing the cost of their medications. Thus, greater
knowledge and understanding of the indications, adverse
effects and available evidence of efficacy with these agents
is vital for the psychiatrist to inform patients regarding
their appropriate use. While some herbal medications
such as St John’s wort (Hypericum perforatum) and
S-adenosylmethionine (SAMe) have been shown to be
effective as alternative treatments in mild to moderate cases
of anxiety and depression, others such as L-Tryptophan
have been implicated in causation of serious adverse effects.
Additionally, CAM interventions such as omega-3-fatty
acids, exercise and folate have also been well studied in
the context of perinatal depression which is of critical
importance since more women tend to be depressed and
use CAM compared to men. Despite evidence indicating
efficacy of certain CAM approaches for treatment of mood
disorders, a lack of consensus exists regarding integrating
such strategies into clinical practice. This is especially
significant since current professional regulations may
make it extremely difficult for psychiatrists to practice such
forms of medicine.

This workshop will present an updated overview of
research using CAM treatments and stimulate lively
discussion on the evidence-based strategies for integrating
these treatments into clinical practice. Beginning with
interactive case vignettes, the workshop will include a
presentation on the evolving knowledge base of CAM in
the treatment of mood disorders, along with the challenges
and clinical considerations associated with the integration
of CAM techniques into practice. This will be followed by
a brief discussion of the current evidence for the available
CAM strategies for sleep disturbances associated with
mood disorders. The workshop leaders will then explore
the realm of CAM techniques from India, including
ayurveda and yoga. The workshop will provide for an
interactive discussion with audience participation while

exploring widely used and easily accessible CAM.

REFERENCES:
1. Sarris ], Kavanagh DJ. Kava and St. John’s Wort: current evi-
dence for use in mood and anxiety disorders. ] Altern Comple-
ment Med. 2009 Aug;15(8):827-36.

2. Werneke U. Complementary medicines in mental health.
Evid Based Ment Health. 2009 Feb;12(1):1-4

3. Freeman M. Complementary and alternative medicine for
perinatal depression ] Affect Disord. 2009 Jan;112(1-3):1-10.

WORKSHOP 96

A RESIDENT’S GUIDE TO BORDERLINE
PERSONALITY DISORDER: FROM THE
EXPERTS (PART II)

(For Residents Only)

Chairperson: John G Gunderson, M.D., 115 Mill Streer,
Belmont, MA 02478

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Diagnose BPD and understand its relationship
to other disorders; 2) Structure an effective psychotherapy
for BPD; 3) Thoughtfully choose psychopharmacologic
approaches that fit within a formulation of a patient’s
problems; 4) Effectively integrate family work into a
treatment plan; and 5) Establish a concrete plan for
integrating BPD into their further psychiatric training.

SUMMARY:

This is Part II of the workshop and is a continuation of
Part I. Patients with BPD represent approximately 20%
of both inpatient and outpatient clinical practice, and
their effective treatment requires specific knowledge, skills,
and attitudes that will be addressed in this workshop.
This workshop is designed for and limited to residents,
fellows, and medical students who, in training, often
struggle with the treatment of these patients. In a highly
interactive format, trainees will learn from and along
with experts in the field of borderline personality disorder
(BPD) to deepen their understanding of the disorder and
its treatment. Alternating brief presentations of salient
points with participant discussions will allow participants
to increase their knowledge and skill and to synthesize
and apply the content as presented in the workshop. The
workshop will be presented in two sessions (Part I and Part
IT presented over consecutive days). The workshop moves
from an overview of BPD to essentials of psychotherapy
and psychopharmacology, family therapy, and residency
training objectives. Specifically, participants will review the
diagnosis of BPD and its relationship with other disorders
in order to build a basis for case formulation. Following
this, it examines core features of effective psychotherapy as
well as features of treatments likely to make patients worse.
Strategies and common pitfalls in psychopharmacologic
treatment for BPD are examined, with case material
from both experts and participants. Principles of family
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involvement follows next, including data supporting the
idea that families can and should learn effective ways of
decreasing reactivity and increasing effective validation.
Finally, objectives for residency education will help
participants bring content from the workshop and
integrate it with their current training. Participants are
encouraged to attend both parts, though we will, in Part
11, review material from Part I, so if necessary either session
could be attended independently.

REFERENCES:
1. Gunderson ]G, Links PS: Borderline Personality Disorder: A
Clinical Guide, 2™ Ed. Washington, DC, American Psychiatric
Publishing, Inc., 2008

WORKSHOP 97
PSYCHIATRIC PROFESSIONAL LIABILITY 2009:
THE YEAR IN REVIEW

Chairperson: Donna Vanderpool, J.D., M.B.A., 1515 Wilson
Blvd. #800, Arlington, VA 22209

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Identify the major high-risk psychiatric
professional liability risks that lead to malpractice lawsuits;
2) recognize current psychiatric professional liability
trends based on hundreds of initiated, but not yet resolved
claims and lawsuits reported in 2009 to PRMS; and 3)
Incorporate into practice at least three risk management
strategies that decrease or prevent exposure to psychiatric

professional liability risks.

SUMMARY:

Based on PRMS’ more than 20 years of experience
managing claims and lawsuits against psychiatrists, we are
able to identify common sources of malpractice actions
against psychiatrists and the outcomes of such lawsuits.
Malpractice lawsuits pose a significant problem for
psychiatrists in all practice settings. From our experience,
PRMS has seen a 6-8% overall risk for a psychiatrist to
be involved in a claim or lawsuit. It is important for
psychiatrists to understand the sources of malpractice
lawsuits and the malpractice risks they face as clinicians,
teachers, and administrators.

Participants will learn from the panel (composed
of specialists with clinical, legal, insurance, and risk
management experience/expertise) general information
on PRMS malpractice cases that were resolved in 2009 as
well as cases that were initiated, but not resolved in 2009.
Special emphasis will be placed on what can be learned
from analyzing these cases, particularly high-risk exposure

liability cases such as patient suicide and adverse events
related to prescribing psychotropic medication.
Additionally, participants will learn about future liability
issues that are being reported as risk management concerns
to PRMS Risk Management Consultation Service
Helpline. These topics include emerging technology
issues such as participation in social networking sites (e.g.,
“Facebook”), blogging, and electronic health records. The
workshop will conclude with a question and answer period
with the audience.

Throughout the discussion, participants will learn not only
what liability risks they face, but also risk management
strategies that can reduce malpractice risk as well as support
patient safety and quality patient care.

REFERENCES:
1. Studdert DM, Mello MM, Gawande AA, Gandhi TK,
Kachalia A, Yoon C, Puopolo L, Brennan TA. Claims, errors,
and compensation payments in medical malpractice litigation.
New Eng Journal of Medicine. 2006. 354:2024-2033.
2. Melonas JM, Cash CD. Identifying and reducing profes-
sional liability when treating older adults. Psych Times 2009.
Vol. XXVT, Issue 1.

WORKSHOP 98

THE TRAIN HAS LEFT THE STATION:
NATIONAL INCENTIVES AND DEVELOPMENTS
IN ELECTRONIC HEALTH RECORDS

Chairperson: Laura | Fochtmann, M.D., HSC-T10, Stony
Brook, NY 11794-8101

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Describe the current status and major initiatives
of the national EHR movement; 2) Describe considerations
in EHR selection, such as software certification; 3)
Describe potential advantages and pitfalls of electronic
prescribing; and 4) Describe potential advantages of EHR
use, including facilitated communication with primary
care.

SUMMARY:

The American Recovery and Reinvestment Act of 2009
included over $17 billion in incentives for physicians
who demonstrate “meaningful use” of Electronic Health
Records.  Starting in 2015, Medicare reimbursement
rates will be reduced for physicians who do not meet
this requirement. While physician use of EHR has been
limited to date, these initiatives are expected to accelerate
adoption. In this workshop, presenters from the APA’s
Committee on Electronic Health Records will summarize
some of the national activity in this area. Themes such as
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privacy and security, considerations in software selection,
electronic prescribing, and emerging software standards
will be covered. After brief presentations, the session will
provide an opportunity for attendees to engage in open
dialog about national health information technology
initiatives and on the potential benefits and pitfalls of
EHR use in psychiatry.

REFERENCES:
1. Blumenthal D. Stimulating the Adoption of Health Informa-
tion Technology. N Engl ] Med. 2009 Apr 9;360(15):1477-9.
2. Lawlor T, Barrows E. Behavioral health electronic medical
record. Psychiatr Clin North Am. 2008 Mar;31(1):95-103.

WORKSHOP 99

COGNITIVE THERAPY FOR PSYCHOSIS
IN PRACTICE: BASIC TECHNIQUES FOR
PSYCHIATRISTS

Chairperson: Shanaya Rathod, M.D., Hampshire Partnership
NHS Trust, Melbury Lodge,, Winchester, SO22 5DG United
Kingdom

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Demonstrate understanding of which of their
patients with schizophrenia may benefit from cognitive
therapy; and 2) Be able to incorporate evidence-based
elements of Cognitive Therapy into their work with
patients with schizophrenia.

SUMMARY:

Cognitive Behaviour therapy (CBT) as an adjunctive
therapy for persistent symptoms of schizophrenia is now
supported by meta-analyses and twenty two published
Randomised controlled trials. Unfortunately, few training
schemes exist and consequently trained therapists are
rarely available. Psychiatrists may need to consider if they
can adapt their practice to incorporate elements of CBT
successfully (Turkington & Kingdon, 2000). They can
build on general psychiatric engagement, assessment and
formulation skills with a particular focus on the first episode
of psychosis and its antecedents. General understanding
of cognitive therapy processes and ways of working can
be adapted. Specific work on voices, visions, delusions,
thought disorder and negative symptoms can then be
incorporated within the framework of identified clinical
groups in clinic, community and inpatient settings. CBT
compliments medication management by assisting with
understanding and improving compliance with treatment
and also the delusional elaboration sometimes associated,
or simply faulty assumptions about the function and
purpose of medication. It is also valuable in eliciting risk

issues through its ways of drawing out connections between
thoughts, feelings and actions, for example, in relation to
passivity or command hallucinations. The workshop will
use key strategies, case examples, video-interviews and
allow plenty of opportunity for discussion.

REFERENCES:
1. Kingdon, D.G., Turkington, D (2002). A Casebook Guide
to Cognitive Behaviour Therapy: practice, training and imple-
mentation. Chichester: Wiley Kingdon, D.G.,
2. Turkington, D (due out 2004). Treatment Manual for
Cognitive Behaviour Therapy of Schizophrenia and Psychotic
Symptoms. Series Editor: J. Persons. NY: Guilford.

1:30 PM- 3:00 PM

WORKSHOP 100
RESPONDING TO THE IMPACT OF SUICIDE
ON CLINICIANS

Chairperson: Eric M Plakun, M.D., Austen Riggs Center, 25
Main Street, Stockbridge, MA 01262-0962

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to 1) enumerate clinician responses to patient suicide;
and 2) list practical recommendations for responding
to patient suicide from the personal, collegial, clinical,
educational, administrative and medico-legal perspectives.

SUMMARY:

It has been said that there are two kinds of psychiatrists—
those who have had a patient commit suicide and those
who will. Mental health clinicians often have less contact
with death than clinicians from other environments.
Nevertheless, each death by suicide of a psychiatric
patient may have a more profound effect on psychiatric
personnel than other deaths do on non-psychiatric
colleagues because of powerful emotional responses to
the act of suicide, and the empathic attunement and
emotional availability that is part of mental health clinical
work. This workshop offers results from a study revealing
8 thematic clinician responses to suicide: Initial shock;
grief and sadness; changed relationships with colleagues;
dissociation; grandiosity, shame and humiliation; crises
of faith in treatment; fear of litigation, and an effect on
work with other patients. Recommendations derived from
this and other studies are offered to guide individually
impacted clinicians, colleagues, trainees, training directors
and administrators in responding to patient suicide in a
way that anticipates and avoids professional isolation and
disillusionment, maximizes learning, addresses the needs
of bereaved family, and may reduce the risk of litigation.
The workshop will include ample time for interactive
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discussion with participants about their own experiences
with patient suicide.

REFERENCES:
1. Plakun, EM, Tillman, JT. Responding to the impact of sui-
cide on clinicians. Directions In Psychiatry, 2005; 25:301-309

3:30 PM- 5:00 PM

WORKSHOP 101
ETHICAL CHALLENGES IN END OF LIFE CARE
IN THE HOSPITALIZED ELDERLY

Chairperson: Maria I Lapid, M.D., 200 First St SW,
Rochester, MN 55905

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Gain an understanding of common ethical
dilemmas occurring in the care of the hospitalized geriatric
patient. 2) Learn practical skills for identifying and
managing ethical challenges arising from difficult decisions
in hospitalized geriatric patients.

SUMMARY:

Ethical dilemmas are frequently encountered in caring for
acutely medically ill elderly patients in the inpatient setting,
and pose unique challenges in life threatening situations.
In this session, we will present a case of an elderly married
male who was admitted to the general hospital with an
acute medical condition, but subsequently developed
life threatening complications that required life saving
measures. While he initially appeared to be capable of
making his own medical decisions, his wife disagreed with
his code status preference, and had unrealistic expectations
of his care and condition. More ethical issues emerged as
his medical condition worsened and he approached end
of life. This case study will highlight the complexities
involved in caring for very ill elderly patients and the
complex interactions between medical, geropsychiatric,
bioethical, medicolegal, palliative, and end of life issues.
The various ethical dilemmas and bioethical principles
will be explored and reviewed, and clinical and practical
approaches in navigating these ethical dilemmas will be
discussed. Dr. Maria Lapid will chair the workshop, Dr.
M. Caroline Burton will describe the case and review the
medical and geropsychiatric aspects of the case, and Dr.
Jarrett Richardson will be the main discussant who will
focus on the ethical, medicolegal, palliative, and end of
life aspects of the case. Approximately 45 minutes will
be spent on the case study presentation, and the last 45
minutes will be an interactive discussion between the panel

and the audience. The goal of the session is for clinicians
to be familiar with ethical principles involved in caring for
the hospitalized geriatric patients, to recognize potential
ethical issues in a given clinical situation, and to discuss
approaches to effectively manage challenging ethical
dilemmas.

REFERENCES:
1. Lyness, Jeffrey M. End-of-Life Care: Issues Relevant to the

Geriatric Psychiatrist. Focus 2007 5: 459-471.
2. Rajput V, Bekes CE. Ethical issues in hospital medicine. Med
Clin North Am. 2002 Jul;86(4):869-86.

WORKSHOP 102

DYNAMIC THERAPY WITH
SELF-DESTRUCTIVE BORDERLINES: AN
ALLIANCE BASED INTERVENTION FOR
SUICIDE

Chairperson: Eric M Plakun, M.D., Austen Riggs Center, 25
Main Street, Stockbridge, MA 01262-0962

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Understand converging approaches to
treating self-destructive patients from DBT and dynamic
perspectives; 2) Enumerate principles of an Alliance Based
Intervention for Suicide as part of psychodynamic therapy
of self-destructive borderline patients; 3) Implement newly
acquired skills in establishing and maintaining a therapeutic
alliance with such patients; and 4) List countertransference
problems in work with these patients.

SUMMARY:

Psychotherapy with self-destructive borderline patients is
recognized as a formidable clinical challenge. Although
much has been written about metapsychological issues in
psychodynamic psychotherapy, relatively little practical
clinical guidance is available to help clinicians establish
a viable therapeutic relationship with these patients. This
workshop includes review of 9 practical principles helpful
in establishing and maintaining a therapeutic alliance
in the psychodynamic psychotherapy of self-destructive
borderline patients. The approach is organized around
engaging the patient’s negative transference as an element
of suicidal and self-destructive behavior. The principles
are: (1) differentiate therapy from consultation, (2)
differentiate lethal from non-lethal self-destructive
behavior, (3) include the patient’s responsibility to stay
alive as part of the therapeutic alliance, (4) contain and
metabolize the countertransference, (5) engage affect,
(6) non-punitively interpret the patients aggression in
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considering ending the therapy through suicide, (7) hold
the patient responsible for preservation of the therapy, (8)
search for the perceived injury from the therapist that may
have precipitated the self-destructive behavior, and (9)
provision of an opportunity for repair. These principles are
compared to Linehan’s DBT and Kernberg’s Transference
Focused Psychotherapy (TFP). DBT and TFP arrive at a
similar clinical approach to work with suicidal patients
despite markedly different theoretical starting points.
After the presentation, the remaining time will be used for
an interactive discussion of case material. Although the
workshop organizers will offer cases to initiate discussion,
workshop participants will be encouraged to offer case
examples from their own practices. The result should be a
highly interactive opportunity to discuss this challenging
and important clinical problem.

REFERENCES:
1. Plakun, EM, A View From Riggs: Treatment Resistance and
Patient Authority, Paper XI: An alliance based intervention for
suicide, Journal of the American Academy of Psychoanalysis

and Dynamic Psychiatry, 2009, pp. 539-560.

WORKSHOP 103
MAKING YOUR PRESENTATION MORE
INTERACTIVE: THE BETTER WAY!

Chairperson: Jon JD Davine, M.D., 2757 King Street East,,
Hamilton, L8K 2G4 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Understand the superiority of interactive group
teaching versus the traditional didactic model in changing
physican behaviour; 2) Use and participate in different
group activities that enhance interactive group teaching;
3) Maximize the use of “Hollywood” film clips and

audiovisual patient encounters to enhance group teaching.

SUMMARY:

Educational literature has shown us that traditional
presentations usually are not effective in ultimately
changing physician performance. Conversely, interactive
learning techniques, particularly in smaller group settings,
In this
workshop, we look at factors that can enhance interaction,
including room arrangements, proper needs assessment,
The
group will have an interactive component, which will
involve participating in different group activities, such as
“Buzz Groups”, “Think-Pair-Share”, and “Stand Up and

Be Counted”, which enhance small group interaction.

have been shown to be much more effective.

and methods to facilitate interactive discussions.

The use of commercial films to enhance educational
presentations has been coined “cinemeducation”. We will
discuss techniques to help use films as teaching tools, along
with having an experiential component involving the
direct viewing and discussion of a film clip. We will also
comment on how to maximize the use of audiovisual tapes
of patient encounters as a teaching tool. This will also
involve direct viewing of an audiovisual tape to illustrate
these principles.

REFERENCES:
1. Jacques D. ABC of Learning and Teaching in Medicine:
Teaching small groups. BMJ, 2003, vol 326, 492-494.
2. Davis D, Thomson O’Brien M, et al. Impact of Formal
Continuing Medical Education: Do conferences, workshops,
rounds, and other traditional continuing education activities
change physician behaviour or health care oucomes? JAMA,
1999, vol 282, Workshop 9, 867-874.

WORKSHOP 104
FIGHTING STIGMA: WHEN PSYCHIATRISTS
WHO HAVE BEEN IN TREATMENT SPEAK OUT

Chairperson: Michael F Myers, M.D., 450 Clarkson Avenue,
Brooklyn, NY 11203

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to: 1) Appreciate the kinds of illnesses that may
befall physicians; 2) Understand how physicians grow
through healing

SUMMARY:

Addressing the stigma attached to mental illness is a central
imperative in the daily work of all psychiatrists. However,
this effort is usually on behalf of our patients. What about
the situation in which we are the ones suffering from a
psychiatric condition? Should we self-disclose? When “we
walk the walk” do we have more effect than if we merely
“talk the talk”? What are the risks (and benefits) of “coming
out” to our medical colleagues — especially our psychiatrist
colleagues - or to the general public? In this workshop, our
four speakers will address these questions and many more:
how the journey from psychotic depression and PTSD to
healing is a transformative one; how most psychiatrists
who have suffered a major illness should not be viewed as
“impaired” — they live with their conditions, take care of
themselves and function very well; how psychotherapy is
key in both restoration and maintenance of good health
and frequently trumps medication; how the telephone and
email support of psychiatrist colleagues who themselves
know illness from “the inside out” is profoundly
important; how being a patient affects one’s perspective
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on the recovery movement, especially various ideologies;
how writing about one’s life and experiences with illness is
soothing and clarifying. This will be an interactive session
as one half the workshop time is protected and preserved
for discussion with the audience.

REFERENCES:
1. Cournos E City of One: A Memoir. New York, NY. WW
Norton & Co., 1999
2. Myers ME Gabbard GO. The Physician As Patient. Wash-
ington, DC. American Psychiatric Publishing, Inc., 2008

WORKSHOP 105
THE AWKWARD PROCESS OF RECRUITING
YOUR OWN

Chairperson: Lewis Krain, M.D., 215 Crystal Court, Little
Rock, AR 72205

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Identify the complexities of internal faculty
recruitment; 2) Engage in discussion of and role-playing
exercises simulating faculty recruitment; and 3) Develop
strategies for negotiation from the perspectives of the
prospective faculty member, the chair, and the training
director.

SUMMARY:

It is surprisingly complex to transition a recently graduated
resident into a junior faculty position. Applicants are often
inexperienced negotiators with limited understanding of
how to structure an academic appointment or advocate for
themselves. The chair must balance the applicant’s career
development with the needs of the department. Salary and
benefits for an applicant’s first “real” job can besensitive
topics.

Although one might expect that familiarity between the
recruiting institution and an applicant would facilitate
this process, existing relationships between the resident,
the chair, and other faculty can create new obstacles when
the faculty applicant is a trainee within the department.
Examples include awkward changes to mentorship
relationships, in-depth knowledge of the other party, and
interference from departmental gossip. Both the training
director and the chair can experience divided loyalties as
they try to guide the trainee into an appropriate academic
position, but also fill the needs of their own department.
Although this hiring process occurs frequently in
departments across the country, there is little literature
dealing with this special circumstance.

This workshop will explore the intradepartmental
negotiation process from the perspectives of a department

chair, residency director, recently hired faculty member,
and senior resident through an interactive panel discussion
and participant role-playing. Attendance by all levels of
faculty and trainees is encouraged to foster discussion and
to help participants build skills for handling this process

more effectively.

WORKSHOP 106
ASSESSMENT OF CAPACITY: DEVELOPMENTS,
DOCUMENTATION & DEFENDABILITY

Chairperson: Michael Jan Wise, M.B.B.S, M.S.C., Wiser
Minds Ltd, 14 Devonshire PLace, London, WIG 6HX
United Kingdom

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Recognize the principles of capacity and
informed consent, and their differences; 2) Demonstrate
awareness of different resources used in the assessment of
capacity, and new ideas for recording the information in
more defendable formats.

SUMMARY:

Aim: The aim of the workshop is to help participants
improve their ability to assess capacity and be aware of
relevant tools for aiding decisions regarding capacity and
consent.

The workshop is aimed at psychiatrists of all levels. Research
has shown that there is room for improving the knowledge
of the principles of capacity at all levels of experience from
trainee to board registered practitioner.

The principles of  capacity and the right to
self-determination are broadly similar across a range of
legal settings, whether the legal principles are embodied
in the probate code, as in california, or in new legislation,
the United Kingdom. Teaching will be a mix of interactive
exercises, demonstrations, presentation, and discussions.
Initially participants will view a clinical dilemma and
discuss whether capacity is present. A presentation will
then inform participants of legal principles. A second
dilemma will allow participants to determine their
understanding of the principles. The second case will be
used to demonstrate an algorithm, which has been used
in multiple jurisdictions for the assessment of capacity. A
third dilemma will illustrate the boundaries of tools and
involve a group decision. Prior versions of this workshop
have improved assessment accuracy from 40% to 80%.
This session will improve awareness of the issues involved
in assessing capacity, including relevant legal tests. It will
also improve the assessment skills of participants. To learn
about resources for assessing capacity and consent, both
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US and International. Participants awareness of the subtle
differences of the relative weights given to the underlying
ethical principles in different legislative settings is often
enhanced.

REFERENCES:
1.Restoration of Competency to Stand Trial. Journal of the
American Academy of Psychiatry & Law. 31(2): 189-201,
2003.
2.Informed Consent: Information or Knowledge? Medicine &
Law. 22(4): 743-50, 2003

11:00 AM-12:30 PM

WORKSHOP 107

TAI CHI EXERCISE, A CONTROLLABLE
PHYSICAL INTERVENTION TO ENHANCE
MINDFULNESS AND BEHAVIORAL
ACTIVATION IN CBT GROUP TREATMENT FOR
DEPRESSED PATIENTS

Chairperson: Jun Yang, M.D., Ph.D., 8730 Alden Dr. Suite
W101, Los Angeles, CA 90048

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant
should be able to demonstrate understanding of how
Tai Chi (TC) will enhance mindfulness & behavioral
activation - two components of CBT being particularly
effective to treat depression.

SUMMARY:

TC is a form of traditional Chinese martial arts applied
with internal power to focus the mind solely on the
physical movement which helps to bring about a state
of mental calm and clarity. TC involves meditation on
relieving stress, maintaining optimum health, and yielding
appropriate change in response to outside forces. TC brings
significant psychosocial benefits relating to improvement
in mental health, emotional well-being, stress reduction,
and socialization.

Exercise has been shown to cause functional and
morphologic changes in cortex. Skill training of complex
moving sequences leads functional increases in neural
activation. However, prolonged training results in a relative
neural deactivation, suggesting that extensive training
results in a more efficient way to control movements. Our
previous animal study indicates that training increases the
efficiency of neural processing and enhances influence of
the cerebellar-thalamic-cortical circuit.

Exercise plus cognitive strategy is more effective than
exercise lacking a structured cognitive component in
promoting psychological benefits. Both mindful and

non-mindful exercises have short-term effect in alleviating
depression, but mindful exercise like TC has long-term
effect. Different from randomly applied behavioral
interventions in CBT, TC integrates all critical ingredients,
such as muscle relaxation, breathing modification,
mediation and mindfulness into a comprehensive training
system which efficiently maintain body-mind harmony at
a higher level.

Current study is designed to evaluate the effectiveness of
a combination of cognitive therapy and TC (CTC) on
improving the depressive mood of adult patients. Adults
with depression will be randomly assigned to the CTC
and CBT groups. 12 sessions will be conducted. In each
90 minute session, cognitive therapy and behavioral
intervention are conducted evenly. 6 weekly sessions will be
designed to train patients and followed with 6 sessions to
consolidate performance skills. Treatment-related changes
will be measured using the Beck Depression Inventory
IT and Montgomery-Asberg Depression Rating Scale at
baseline, 5 and 10 weeks.

REFERENCES:
1. Brown DR, Wang Y, Ward A, Ebbeling CB, Fortlage L,
Puleo E, Benson H, Rippe JM: Chronic psychological effects of
exercise and exercise plus cognitive strategies. Med Sci Sports
Exerc 1995; 27:765-775
2. Bertisch SM, Wee CC, Phillips RS, McCarthy EP: Alterna-
tive mind-body therapies used by adults with medical condi-
tions. ] Psychosom Res 2009; 66:511-519
3. Rogers CE, Larkey LK, Keller C: A review of clinical trials
of tai chi and qigong in older adults. West ] Nurs Res 2009
31:245-279
4. Cho KL: Effect of Tai Chi on depressive symptoms amongst
Chinese older patients with major depression: the role of social
support. Med Sport Sci 2008; 52:146-154
5. Sjosten N, Vaapio S, Kiveld SL: The effects of fall prevention
trials on depressive symptoms and fear of falling among the
aged: a systematic review. Aging Ment Health 2008; 12:30-46.
6. Tsang HW/, Chan EP, Cheung WM: Effects of mindful and
non-mindful exercises on people with depression: a systematic
review. . Br ] Clin Psychol 2008; 47:303-322
7. Chou KL, Lee PW, Yu EC, Macfarlane D, Cheng YH, Chan
SS, Chi I: Effect of Tai Chi on depressive symptoms amongst
Chinese older patients with depressive disorders: a randomized
clinical trial. Int J Geriatr Psychiatry 2004; 19:1105-1107
8. Brown DR, Wang Y, Ward A, Ebbeling CB, Fortlage L,
Puleo E, Benson H, Rippe JM: Chronic psychological effects
of exercise and exercise plus cognitive strategies. Med Sci Sports
Exerc 1995; 27:765-775
9. Ospina MB, Bond K, Karkhaneh M, Buscemi N, Dryden
DM, Barnes V, Carlson LE, Dusek JA, Shannahoff-Khalsa
D: Clinical trials of meditation practices in health care:
characteristics and quality. ] Altern Complement Med 2008;
14:1199-1213
10. Klein PJ: Tai Chi Chuan in the management of Parkin-
son’s disease and Alzheimer’s disease. Med Sport Sci 2008;

58



WORKSHOPS

52:173-181

11. Siu AM, Chan CC, Poon PK, Chui DY, Chan SC: Evalu-
ation of the chronic disease self-management program in a
Chinese population. Patient Educ Couns 2007; 65:42-50

12. De Lange FP, Koers A, Kalkman ]S, Bleijenberg G,
Hagoort P, van der Meer JW, Toni I: Increase in prefrontal
cortical volume following cognitive behavioural therapy
in patients with chronic fatigue syndrome. Brain 2008;
131:2172-2180

13. Forrester LW, Wheaton LA, Luft AR .: Exercise-mediated
locomotor recovery and lower-limb neuroplasticity after
stroke. ] Rehabil Res Dev 2008; 45:205-220

14. Draganski B, May A: Training-induced structural
changes in the adult human brain. Behav Brain Res 2

WORKSHOP 108

USING THE DSM-IV-TR OUTLINE FOR
CULTURAL FORMULATION FOR CULTURALLY
APPROPRIATE ASSESSMENT: A SKILLS BASED
APPROACH WITH DVD CASES

Chairperson: Russell F Lim, M.D., 2230 Stockton Boulevard,
Sacramento, CA 95817

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Elicit an explanatory model; 2) Understand
how to assess a patient’s cultural identity and health
beliefs; 3) Recognize intercultural transference and
countertransference; and 4) Negotiate a treatment plan.

SUMMARY:

Culturally appropriate assessment is a required skill of
graduating residentsaccording to the RRC and the ACGME
Core Competencies. Understanding how to use the
DSM-IV-TR Outline for Cultural Formulation will assist
psychiatrists in understanding their own culture and those
of the patient. The session will include a self-assessment
of the participant’s cultural identity, as well as teaching
practical methods of eliciting the patient’s explanatory
model, and developing rapport. The audience will also be
shown excerpts of case material from videotaped cases to
illustrate techniques that can be used in the assessment and
treatment of culturally diverse individuals.

REFERENCES:
1. Lim RF: The Clinical Manual of Cultural Psychiatry, APPI,
Arlington, VA, 2006
2. Culturally Appropriate Assessment, 2008, a four disc set of
videotapes

WORKSHOP 109
CHILDREN OF PSYCHIATRISTS

Chairperson: Michelle B. Riba, M.D., M.S., 4250 Plymouth
Road, Room 1533, Ann Arbor, MI 48109-2700

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to recognize and understand how as
psychiatrist-parents, their children think and feel about
their psychiarist-parents.

SUMMARY:

This 13" annual workshop, which enables children of
psychiatrists to share personal anecdotes and advance with
the audience of psychiatrist-parents and parents-to-be,
has been offered to standing room audiences annually.
While stigma toward psychiatry in general has diminished,
psychiatrists, because of training and professional work,
in addition to their professional life, bear emotional fears
and concerns of how they will and do function as parents.
Each of the three presenters will speak about their personal
experiences and also offer advice to attendees. There will
be an introduction by Dr. Dickstein to set the tone for
the audience, the presenters will speak; Dr. Riba will lead
an interactive 30-minute question/answer discussion and

brief wrap-up.

REFERENCES:
1. Dickstein, LJ: an interview with Stella Chess, M.D., in
Women Physicians in Leadership Roles, edited by Leah J.
Dickstein, M.D. and Carol C. Nadelson, M.D., American
Psychiatric Press, Inc., pp. 149-158
2. Mueller-Kueppers, Manfred: The Child Psychiatrist as
Father, The Father as Child Psychiatrist (German), Praxis der
Kinderpsychologie und Kinderpsychiatrie, Vol. 34j(8), Nov.—
Dec., 1985, pp. 309-315

1:30 PM- 3:00 PM

WORKSHOP 110

GAMES PEOPLE PLAY: WHAT EVERY
PSYCHIATRIST NEEDS TO KNOW ABOUT
VIDEO GAMES

Chairperson: Deidre E Williams, M.D., M.Fd., 401
Parnassus Ave, Box 0984, San Francisco, CA 94143

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Demonstrate knowledge of current popular
video games, gamer characteristics, and motivation for
play 2) Discuss what constitutes “problematic play” and
whether the creation of a DSM-V diagnosis related to
video gaming may be warranted; and 3) Talk to their

59



WORKSHOPS

patients about video game play, and know what questions
to ask when taking a video game history.

SUMMARY:

Video games are becoming an increasingly prevalent part
of our culture. As terms such as “video game addiction,”
“pathologic play,” and “problematic use” are entering
psychiatric lexicon, psychiatrists may be asked to diagnose
and treat these issues. Many psychiatrists, however, may
know less about these games than their patients, as many
psychiatrists have never played the games and have a poor
understanding of their attraction. This problem may have
further repercussions for psychiatrists involved in medical
student and resident education, since they may be asked
to teach a subject about which they have less practical
awareness than their students. In order to effectively
address this emerging area of clinical practice, psychiatrists
(particularly those involved in education) need to develop
an understanding of what video games are, who is playing
them, and why they play. This workshop will present
information about several of the most popular games,
as well as some recent information about gamers and
problematic play. Participants will be given the opportunity
to play some of the games, and there will be an interactive
discussion about the many facets of this controversial topic.
Participants will also work together to generate questions
to be included when taking a video game history.

WORKSHOP 111

HOW TO IMPLEMENT CARDIOMETABOLIC
MONITORING ACROSS LARGE PUBLIC
HEALTH SYSTEMS

Chairperson: Laura K. Kent, M.D., 1051 Riverside Drive,
PO Box 49, New York, NY 10032

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant
should be able to demonstrate understanding of how to
implement a cardiometabolic health monitoring project
across a wide system of mental health clinics (whether
state-wide or county-wide), and specifically how to bring
together administrative, information technology, data
collection, outcomes research and operations aspects of
the project to affect efficient implementation and improve
health care monitoring of the clients they serve.

SUMMARY:

A recent study of adults with severe and persistent mental
illness (SPMI) who receive care in the public mental
health sector revealed that these consumers die 25 years
carlier than the general population. They are subject

to the diseases that affect all of us, including heart and
vascular disease, diabetes and cancer. The key difference
is that individuals with mental illness get sick earlier and
die far sooner. Poor diet, sedentary life style, smoking and
lack of preventative healthcare all appear to contribute
to this increased risk of early death, as do some of the
medications they take for their mental illnesses. Most
consumers with SPMI are served in the public mental
health system. Given the striking morbidity and mortality
rates, medical directors throughout the country are trying
to develop ways to implement increased medical screening
of the consumers they serve in their public mental health
systems. These systems are often financially strapped and
lack primary care providers. How to implement increased
screening systematically has been difficult for many public
mental health administrators.

In this workshop, we will compare and contrast two
cardiometabolic screening implementation strategies in
the US: 1) New York State Office of Mental Health’s
Health Indicator Initiative and 2) San Francisco County
Behavioral Health  Service’s Metabolic  Monitoring
Initiative. We will review how these two public mental
health systems deal with provision of equipment, utilize
information technology, track monitoring, and encourage
screening throughout their facilities.

We will also provide time for audience members to share
implementation strategies in their home systems. A goal
of the workshop will be to collectively address common
barriers encountered in these public mental health systems
(e.g. time constraints, lack of equipment, training, etc.) and
develop creative solutions to overcome these barriers. The
hope is that each audience participant will be able to leave
with tools to implement enhanced screening programs at
their home facility to improve the medical health of the
mentally ill consumers they serve.

REFERENCES:
1. Newcomer JW, Hennekens CH: Severe mental illness and
risk of cardiovascular disease. JAMA
298:1794-1796, 2007.
2. Marder SR, Essock SM, Miller AL, et al.: Physical health
monitoring of patients with schizophrenia. Am ] Psychiatry

161:1334-1349, 2004.
2:00 PM- 5:00 PM
MEDIA WORKSHOP 8-RACHEL IS GETTING
MARRIED, KYM IS GETTING SOBER,
EVERYONE IS LOSING IT
American Academy of Addiction Psychiatry

Chairperson: Petros Levounis, M.D., M.A., 357 West 294
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Street, #3A, New York, NY 10001

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Discuss attachments from characterological
and biological perspectives; 2) Identify dysfunctional
dynamics among siblings in families who struggle with
addiction; and 3) Recognize opportunities and limitations
of psychiatric training when used in the therapists own
everyday life.

SUMMARY:

In “Rachel Getting Married” (2008, 113 minutes) director
Jonathan Demme introduces us to a world of relentless
interpersonal destruction and reconstitution in the context
of a family reunion. Kym, the identified family problem,
gets a pass from an inpatient addiction rehabilitation center
to attend the wedding of her sister Rachel, the trained
psychotherapist. The film won top honors at the National
Institute on Drug Abuse (NIDA) 2009 Prism Awards. The
NIDA Prism Awards honor films that accurately depict
addiction in the popular culture.

The conflict scenes between the two sisters provide exquisite
material for discussion of borderline insecure attachment
types and chemical attachment, as coexisting ways
characterizing the dually diagnosed patient. Furthermore,
as Rachel and Kym keep loving and hating each other, the
movie postulates that individual memories of historical
events can operate as either foundations for construction
or wrecking balls for demolition of interpersonal
relationships—or both.

The workshop discussants will propose a psychodynamic
formulation of the protagonist, Kym, based on the complex
relationships depicted in the film. The discussants will also
lead the workshop participants in an exploration of the
role of the psychotherapist in addressing problems in her
or his own life as reflected in Rachel’s dilemmas. To what
extend are we allowed to attempt to use our psychiatric
training during a family dispute of the Kym-Rachel type?
Even more fundamentally, how well does psychotherapy
translate outside the office?

The workshop is open to all psychiatrists who would
like to study the interface of addiction and personality
disturbance but is particularly targeted towards members
in training and early career psychiatrists.

REFERENCES:
1. Olsen P, Levounis P: Sober Siblings: How to Help Your
Alcoholic Brother or Sister and Not Lose Yourself. Cambridge,
MA, DaCapo Lifelong Books (Perseus), 2008
2. Ross S, Dermatis H, Levounis P, Galanter M: A comparison
between dually diagnosed inpatients with and without Axis II

co-morbidity and the relationship to treatment outcome. Am J
Drug Alcohol Abuse 29:263-279, 2003

3:30 PM- 5:00 PM

WORKSHOP 113

MAINTENANCE OF CERTIFICATION FOR
DIPLOMATES OF THE AMERICAN BOARD OF
PSYCHIATRY AND NEUROLOGY

Chairperson: Larry R Faulkner, M.D., 2150 E Lake Cook
Road, #900, Buffalo Grove, IL 60089

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to describe the four components of the maintenance
of certification (MOC) program of the American Board of
Psychiatry and Neruology as it applies to general psychiatry
and to the subspecialties.

SUMMARY:

The components and requirements of the ABPN’s
maintenance of certification (MOC) program will be
described. The four components are professional standing
(licensure), self-assessment and lifelong learning, cognitive
expertise (computerized multiple-choice examination),
and assessment of performance-in-practice. The phase-in
schedule for the components and the various options
that are available for completing them will be presented.
The computerized multiple-choice examinations will be
described, as will examination results. Related issues such
as maintenance of licensure will also be addressed.

REFERENCES:
1. Shore JH, Scheiber SC (eds): Certification, Recertification,
and Lifetime Learning in Psychiatry. Washington, DC, Ameri-
can Psychiatric Press, 1994

WORKSHOP 114
SUICIDE BOMBERS: PSYCHOLOGY,
PSYCHOPATHOLOGY AND CULTURAL VIEWS

Chairperson: Mostafa K Ismail, M.D., M.R.C., Institute of
Psychiatry, Faculty of Medicine, Ain Shams University, Cairo,
Deir Elmalak, Egypt

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Know how the bombers think and
why; 2) Identify high-risk groups and their possible
psychopathology; and 3) Recognize the role of mental
health professionals to prevent such phenomenon.
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SUMMARY:

The existence of suicide bombers dates back at least to
World War II, when some Japanese soldiers tied bombs
around their waists and jumped into the war ships-causing
entire vessels to blow. Few years ago, the devastation
brought by the Sept. 11 suicide bombers had been seared
into the world’s collective consciousness. Suicidal bombing
is a phenomenon that challenges the minds and the forces
of many countries. How can we understand it? Really are
they suicidal? Why to do so? Are they accepted culturally?
Suicide bombers want to attain the height of bliss through
martyr’s death. The height of bliss comes with the end
of the countdown: ten, nine, eight, seven, six, five, four,
three, two, one. They belief when reach ‘one, and then
‘boom,’ they sense themselves flying, because they know
for certain that they are not dead, it is a transition to
another more beautiful world, because they know very well
that within seconds they will see the light of the Creator.
These are their beliefs. Why would anyone submit to this
type of thinking and behavior? Perhaps some sort of illness
could distort the thought processes in such a way to allow
a perpetrator to become involved in terrorism. But there
are a lot of other possibilities as brain washing, frustration,
revenge, extreme poverty, dictatorship, hopelessness, racial
and religious discrimination etc. Weapons will not solve
the problem but will add to it and synergize its essence
as we all see in Iraq, Afghanistan, Indonesia and Somalia.
Investment to explore and understand all possibilities is
much cheaper than weapons. How much the expense
of wars in the last years? To what extent there was a
success? How many innocent civilians were killed during
these wars? How many years the governments here and
there can withstand these wars? We should bear in our
minds that the only solution is to explore psychology and
psychopathology of those people and to put a plan to bring
them back to the common sense. That’s why in this session
we will discuss the subject from all its aspects and put
suggestions for interventions.

REFERENCES:
1. Gadit AAM: Suicide bombers deconstructed. Clinical psy-
chiatry news, April, 2009.

WORKSHOP 115
FEEDBACK ON CRITERIA AND TERMINOLOGY
IN DSM-5

Chairperson: David | Kupfer, M.D., 3811 O’Hara Street,
Pittsburgh, PA 15213 Co-Chairperson: Darrel A. Regier,
M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be
able to identity major criteria changes under consideration
as part of revisions to DSM-5. The participant should
also be able to recognize diagnostic terminology being
considered in light of potential negative impact on patients
(e.g., stigma).

SUMMARY:

Development of DSM-5 has been steadily progressing
over the past 10 years, and the revision working groups
are in the process of preparing for field trials of suggested
changes. In addition to proposing novel disorders and
suggesting the deletion of certain existing ones, potential
revisions include refining diagnostic criteria to better
reflect the clinical realities of disorder presentations and to
mirror recent advances in clinical research, neuroscience,
and psychiatric epidemiology. This workshop will
provide the audience with an opportunity to evaluate,
via an interactive electronic rating system, tentative
recommendations for DSM-5, including proposals for new
disorders and criteria changes among current disorders
(e.g., schizoaffective disorder; mixed anxiety-depression).
Videotaped simulations of portions of clinical interviews
will be shown, and participants will have the opportunity
to respond to questions about patient symptoms and
possible diagnoses. In addition, some DSM-5 revisions
may involve changes in terminology among diagnostic
criteria and disorder names. This workshop will also
gather audience feedback about terminology, such as
addiction and dependence, as well as names of diagnoses,
such as schizophrenia and personality disorder, to assess
for possible negative connotations, impact on patient
care, and potential for stigmatization. This workshop will
be used in part for pilot testing for future DSM-5 field
trials, and feedback from the audience will help inform
decision-making on the part of the DSM-5 Task Force and
Work Groups in finalizing recommendations for changes.

REFERENCES:
1. Kupfer DJ, First MB, Regier DA (eds). A Research Agenda
for the DSM-V. Washington, DC: American Psychiatric As-
sociation, 2002.
2. Regier DA, Narrow WE, Kuhl EA, Kupfer DJ. The Concep-
tual Development of DSM-5. American Journal of Psychiatry
2009; 166(6):645-650.
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Suicide of a Loved One”, her personal story of losing
her physician husband to suicide.

MONDAY, MAY 24, 2010

2:00 PM- 5:00 PM

MEDIA WORKSHOP 3
PATRIK, AGE 1,5: A SWEDISH FILM ABOUT
UNEXPECTED AND GAY ADOPTION

American Academy of Child & Adolescent Psychiatry

Chairperson: Richard R Pleak, M.D., Long Island Jewish
Medical Center, Zucker Hillside Hospital, ACE Glen Oaks,
NY 11004

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to recognize barriers to adoption by same-sex
couples and understand how expections for adoption can
be challenged and resolved.

SUMMARY:

Patrik, Age 1,5 is a 2008 Swedish film that explores
issues of child and adolescent adoption by a gay male
couple, and of adoption expections by a couple being
upended and how they are resolved. Husbands Sven and
Goran step into a picture-perfect suburban life and long
for a baby to call their own and they have been cleared
for adoption by the Swedish authorities. The problem
is that no country seems to be willing to give a child to
a homosexual couple. After a string of disappointments
at the adoption agency, good news appears to have
manifested in the form of an infant named Patrik, aged
1.5. But one very small typo leads to the arrival of a
homophobic and very troubled teenaged punk. Left to
deal with the boy, the men are forced to reevaluate their
notions of family, coupledom, and fatherhood in this
inspiring, touching, and humorous film. The film has won
multiple awards and has been selected for screenings at
many film festivals such as New York’s NewFest, the
Traverse City Film Festival, the Seattle International
Film Festival, and the Palm Springs International Film
Festival. Following the screening, the presenters, all
child and adolescent psychiatrists with expertise in
LGBT issues, will engage in a discussion of the issues
raised with the audience.

Patrik, Age 1,5 runs 98 minutes, in Swedish with English
subtitles.

REFERENCES:
1. Telingator CJ, Paterson C. Children and adolescents of

gay and lesbian parents. ] Am Acad Child Adolesc Psychiatry
2008;43:1364-1368.

2. American Academy of Pediatrics Committee on Psycho-
logical Aspects of Child and Family Health. Coparent or
second-parent adoption by same-sex parents. Pediatrics.
2002;109:339.

7:00 PM-10:00 PM

MEDIA WORKSHOP 4
NATIONAL DISASTERS: DEVELOPING A
ROAD MAP FOR PREPAREDNESS AND

INTERVENTIONS
World Psychiatric Association

Chairperson: Arshad Husain, M.D., N 118 Umc Hlth Sci
Ctr, Columbia, MO 65211

EDUCATIONAL OBJECTIVES:

At the conclusion of the workshop, participants
should be able to: 1) Demonstrate familiarity with the
evidence based principles that are essential in preparing
individuals and communities in managing the aftermath
of disasters; 2) Demonstrate familiarity with the benefits
of utilizing the survivors’ spiritual and faith-dependant
believe systems in the recovery from trauma.

SUMMARY:

Man-made and natural disasters are endemic globally.
For instance, any given time 50 armed conflicts rage
around the world (UNICEF). Children, women and the
elderly are the most common victims. Similarly, natural
disasters, such as earthquake, hurricane and tsunamis,
devastate communities and cause deaths and destruction
that reach a catastrophic proportion. Although the
humanitarian and rescue responses to these calamities
are universal, abundant and varied, the evidence based
consensus has been often lacking and a clear set of
recommendations for interventions are scant. The
presenters of this workshop, who have recognizable
expertise in Trauma and Disaster Psychiatry, plan
to share with the audience the information based on
their vast personal experiences in the field of Disaster
Psychiatry and the review of the scientific literature on the
subject to encourage the participants to utilize evidence
informed approach to preparedness and interventions
in the aftermath of disaster. The presenters, drawing
from their international experience, will introduce the
evidence supporting the effectiveness of spirituality in
the recovery from trauma.
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REFERENCES:
1. Weisaeth, 1., Grette, D. and Heir, T.: Disaster Medicine
and Mental Health: Who, How, When for International and
National Disasters. Psychiatry 70(4), Winter 2007

TUESDAY, MAY 25, 2010
2:00PM-5:00PM

MEDIA WORKSHOP 5
NOVEL PROGRAMS TO PROMOTE MENTAL
WELLNESS IN MEDICAL STUDENTS

American Foundation for Suicide Prevention

Chairperson: Julie A Chilton, M.D., Penn Behavioral Health,
3535 Market St, 2 floor, Philadelphia, PA 19104

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participants
should be able to: 1) Demonstrate awareness of the
high incidence of depression in medical students and
suicide in physicians; 2) Recognize signs of depression
in themselves and others and understand the reasons
many physicians do not get help until it is too late; and
3) Know the various programs medical schools have
implemented to promote mental wellness and be given
tools to implement them at their own institutions.

SUMMARY:

Physicians have a higher rate of suicide than members
of any other profession. Specifically, female physicians
complete suicide at a rate of 2.5 to 4 times that of
women in the general population and male physicians
complete suicide 70% more often than men in the
general population. The reason for the high incidence
of suicide in physicians is unknown. Studies of medical
students have shown increased rates of depression 15 to
30 % higher than the general population, but a relatively
small percentage actually seeks help. In fact, of the
physicians who commit suicide relatively few are under
the care of a psychiatrist. Surveys of depressed medical
students have revealed the following barriers to care:
cost, stigma, lack of time, lack of confidentiality, and
perceived consequences. When physicians do access
care, outcome measures such as emotional exhaustion
decrease significantly. Several initiatives have been
developed to combat the loss of 300 to 400 physicians to
suicide each year. Among them are programs developed
by the American Foundation for Suicide Prevention
and the American Medical Student Association.
Additionally, several medical schools have introduced
novel ways of providing support to medical students.

In this workshop, we will showcase the FREDDIE
award-winning AFSP documentary titled Struggling in
Silence: Physician Depression and Suicide, underwritten
by the American College of Psychiatrists and Wyeth.
Then we will present other programs initiated at the
medical schools of the University of Louisville, the
University of Pennsylvania, the University of California
San Francisco, and the University of California San
Diego. During the workshop, audience members should
feel free to ask questions and comment on the various
ideas presented. At the end of the presentation, resources
will be available that participants can take home to help
develop similar programs at their respective institutions.

REFERENCES:
1. www.afsp.org
2. www.doctorswithdepression.org
3. Center et al. Confronting depression and suicide in physi-
cians: a consensus statement. JAMA. 2003;289(23):3161-6.
4. Zoccolillo M, Murphy GE, Wetzel RD. Depression among
medical students. J Affect Discord. 1986;11:91-96.
5. Givens JL, Tjia J. Depressed medical students use of
mental health services and barriers to use. Acad Med.
2002;77:918-921.
6. Hampton T. Experts Address Risk of Physician Suicide.
JAMA. 2005;294(10):1189-91. Ro KE,
7. Gude T, Tyssen R, Aasland OG. Counselling for burn-
out in Norwegian doctors: one-year cohort study. BM]J.
2008;337:a2004.
8. Dyrbye LN, Thomas MR, Shanafelt TD. Medical Student
Distress: Causes, Consequences, and Proposed Solutions. Mayo
Clin Proc. 2005;80(12):1613-1622.
9. Chew-Graham CA, Rogers A, Yassin N. “Wouldn't want it
on my CV or their records’: medical students’ experience

TUESDAY MAY 25, 2010

7:00 PM-10:00 PM

MEDIA WORKSHOP 6
BOY INTERRUPTED

Chairperson: Nancy Rappaport, M.D., 6 Wyman Rd.,
Cambridge, MA 02138

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should
be able to: 1) Understand one family’s journey to build
a narrative after losing their young son to suicide; 2)
Appreciate the complexity of treatment in the context
of a boy that struggled with debilitating mental illness;
and 3) Allow for discussion about how to manage
the difficult decision of honoring the autonomy of a
patient and negotiating the life saving decision to take
medication.
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SUMMARY:

Boy Interrupted is a film that raises questions. It asks how
ayoung boy can end his life at the age of 15. The movie is
a deep exploration by two parents who are documentary
film makers seeking answers after their son’s suicide.
It is a naked display of the filmmakers’ personal life,
both revealing and disturbing. What defines this film as
a remarkably unique and truth-telling achievement is
the way it explores how filmmaking can create closure
for its creators as well as its audience. Dana Perry has
gathered home movies, photographs, and a variety of
different documents to tell the story of her son, Evan:
his bipolar illness, his life, and his death, and the impact
on those who loved him the most. She interviews his
siblings and friends, his doctors and his teachers, and
in the process, she chronicles a harrowing and difficult
journey. The camera provides insight and revelation.
The film functions, in the final analysis, as therapy for
both its viewers and its subjects at a most fundamental
level. It is a profound human story about a parent’s
worst nightmare. Following the film, Dr. Rappaport, Ms.
Harpel, and Ms. Perry will lead a discussion about how
this movie can shape our practice with patients. They
will explore the complexity of discussing medication
with families and how to honor patients’ autonomy while
negotiating the potentially life-saving decision to take
medication. Dr. Rappaport will speak about the fragile
alliance between the teenager and the child psychiatrist.
Her comments will help to place the personal story in
greater context. Ms. Harpel will provide her perspective
as the Director of Survivor Initiatives for the American
Foundation of Suicide Prevention and will discuss her
organization’s support for this film. Ms. Perry will share
how she made the decision to make this movie and how
she created such a compelling story.

WEDNESDAY, MAY 26, 2010
9:00 AM-12:00 PM

MEDIA WORKSHOP 7
BUILDING BRIDGES: THE INTERSECTION
BETWEEN FAITH AND MENTAL HEALTH

Chairperson: Asghar-Ali A Ali, M.D., 11828 Longwood
Garden Way, Houston, TX 77047

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the role of faith healers
in treatment of mental health disorders; 2) Recognize
the contribution of stigma in mental health disparities;
3) Describe affective community outreach programs
involving psychiatric trainees and faith leaders; and 4)

Delineate methods for the use of media in providing
mental health advocacy and education to the community.
SUMMARY:

There are few reports of educational programs that
address issues of religion and spirituality in mental
health. However, there is a growing body of literature
that stresses the importance of this topic (1, 2). The
American Psychiatric Association Practice Guidelines
for the Psychiatric Evaluation of Adults also now
include a recommendation for a sensitive evaluation
of the patient’s religious/spiritual beliefs as well as
any important religious influences in the patient’s life
(3). Reflecting this, many residency programs include
some training in religion and spirituality. According to
a recent survey by the George Washington Institute of
Religion and Health, 102 of 144 medical and osteopathic
schools have some sort of religion and spirituality
training available, although not all of these are part of
the mandatory curriculum (4). The content and format
of this training is not described, and very little has been
published about their effectiveness. Some literature
does support the effectiveness of traditional classroom
educational programs, in terms of self-reported
increases in knowledge and skill base (5). However,
it is not clear whether current educational programs
translate into greater effectiveness. The APA’s Office of
Minority and National Affairs (OMNA) recommends
several strategies to reduce mental health disparities
in diverse ethnic groups. One strategy is to address
stigma through workshops and symposia and foster
collaborations between mental health professionals
and faith and community leaders. One barrier to
participating in community engaged scholarship such
as this is the perceived absence of opportunities to
collaborate with the community. Although media can
serve as an effective means of increasing mental health
awareness, many practicing mental health providers lack
the technical expertise to develop multimedia outreach.
This workshop will educate participants on means of
utilizing media in addressing stigma.

REFERENCES:
1. Weaver et al. Trends in the scientific study of religion, spiri-
tuality, and health. J. Rel. and Health, 45, 208-214.
2. Worthington, et al. “Empirical research on religion and
psychotherapeutic processes and outcomes.” Psych.Bul., 119,
448-487.
3. American Psychiatric Association: Practice guidelines for the
psychiatric evaluation of adults. Am J Psychiatry 1995; 152(11
suppl):64-80.
4. www.gwish.org
4. Grabovac et al. Pilot study and evaluation of postgradu-
ate course on “the interface between spirituality, religion, and
psychiatry”. Academic Psychiatry 2008; 32:332-337.
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Continuing Medical Education Courses

The American Psychiatric Association (APA) Scientific Program Committee for
the Annual Meeting works in collaboration with the Division of Continuing Medical
Education and the Annual Meetings Department to develop quality continuing
medical education programs at the Annual Meeting. One aspect of this effort has
been the development of short courses covering a single topic in depth and
detail. Attendance is limited to allow participants greater opportunities for active
participation.

Each of the courses described in this brochure was reviewed by the Scientific
Program Committee and is judged to be of high educational quality. Each
course also meets the requirements for AMA PRA Category 1 Credits™.

Courses provide an excellent opportunity for learning the essential skills of the
psychiatric profession. They equip the participant with knowledge and practical
skills to meet the challenges in his or her daily practice. Courses are designed
for their educational content and accepted for the quality of their presentation,
which provides for direct participant/faculty interaction in a small-group setting.
All courses are designated for AMA PRA Category 1 Credits™.

Courses are one of the most popular formats at the Annual Meeting. All are
encouraged to enroll early to avoid the potential disappointment of having first-
choice selections filled.

CME REQUIREMENTS

By referendum in 1974, the membership of the American Psychiatric Association
endorsed participation in Continuing Medical Education (CME) activities as a
condition of membership. The primary purpose of the requirement is to promote
the highest quality psychiatric care and to encourage continuing professional
growth of the individual psychiatrist.

Members must participate in 150 hours of CME activities during each three-year
period. Of the 150 CME hours required, a minimum of 60 hours must be in
category 1 activities. Category 1 activities are sponsored or jointly sponsored by
organizations accredited for CME and meet specific standards of needs
assessment, planning, professional participation and leadership, and evaluation.

The American Psychiatric Association (APA) is accredited by the Accreditation
Council for Continuing Medical Education to provide continuing medical
education for physicians. The APA designates these educational activities for
AMA PRA Category 1 Credits™ . Physicians should claim credit commensurate
with the extent of their participation in the activity.

EVALUATION

Category 1 activities require evaluation by the participants and faculty.
Participants will be given the opportunity to evaluate their own learning through
self-assessment of content and to provide feedback on the quality and value of
their learning experience. Course directors and program planners for future
activities will use this information.



TAPE RECORDING POLICY

Audiotape recording is only permitted
for personal use. Participants are
welcome to use their own small, port-
able audiotape recorders to record any
course unless the course descrip-
tion states otherwise. Larger profes-
sional tape recorders, however, are not
permitted. Participants are not
permitted to videotape courses
because the intrusive nature of the
process may disrupt the session.

COURSES

Since most of the spaces in the
courses fill quite early, you are
encouraged to enroll in advance to
ensure the availability of space in the
course(s) of your choice.

The Subcommittee on Courses has
endeavored to develop a balanced
course program to cover all aspects of
psychiatry, so that courses will be
available to participants regardless of
their specific interests. The courses
have been scheduled throughout the
week to minimize conflicts with other
program offerings.

This year, 82 Continuing Medical
Education Courses will be offered at
the Annual Meeting in New Orleans,
LA ; five (5) Master Courses; thirty-one
(31) will be offered for the first time.
Forty-six (46) courses that were evalu-
ated most favorably last year will be
updated and repeated. The courses
are divided into half-day (four hours)
and full-day (six hours or eight hours)
sessions. All courses will be held at
the Sheraton Hotel , New Orleans and
the Morial Convention Center.

Please be advised that children are
not permitted to attend courses with
their parent(s).

COURSE FEES
Early Bird

Half-day (4 hrs.) $130
Full-day (6 hrs.) $190
Full-day (8 hrs.) $230
Master Courses  $295

Advance On-Site
Half-day (4 hrs.) $150 $170
Full-day (6 hrs.) $220  $250
Full-day (8 hrs.) $270  $310
Master Courses $320 $350

MASTER COURSE FEES - Include a
Book

Specific fees are listed with each
course description. Please take time
to ensure that the proper fees for both
registration and your course selec-
tion(s) are enclosed when filling out the
Advance Registration and Course
Enrollment Form. Although registra-
tion fees are waived in some cases
(see the advance registration form
for fee-exempt categories), all regis-
trants who attend courses must pay
the full course enrollment fee(s).

PRE-ENROLLMENT

Pre-enrollment for CME courses is
open to ALL Annual Meeting
registrants.

You are encouraged to enroll early
during the pre-enroliment period to
avoid the potential disappointment of
having your chosen course(s) fully
subscribed. Please note that requests
will be processed on a first-come,
first-served basis.

The maximum number of participants
for each course is stated in the
description, as well as the date, time,
location, and fee.

Please use the Advance Registration
and Course Enrollment form included
in the Advance Registration Brochure
or the on-site course enroliment form
when making your selection(s). Please
pay careful attention to the registration
and enrollment procedures to ensure
that the proper fees in U.S. dollars are
sent.

Course spaces cannot be reserved;
you must purchase a ticket.

All registration and pre-enroliment
forms, faxed or mailed, must be
RECEIVED at the APA on or before
April 16, 2010. Registration for the
annual meeting is required in order to
purchase course tickets.

ON-SITE ENROLLMENT

On-site course enrollment and registra-
tion will take place in the Morial
Convention Center.

Course enrollment hours are:

Fri., May21: 12:00 p.m.-5:00 p.m.
Sat.,, May 22: 7:00 a.m.-5:00 p.m.
Sun., May 23: 7:30 a.m.-5:00 p.m.
Mon., May 24: 7:30 a.m.-5:00 p.m.
Tue., May25: 7:30a.m.-5:00 p.m.
Wed., May 26: 7:30 a.m.-2:00 p.m.

REFUNDS

After April 30, absolutely no refunds
will be granted or changes in
course selections permitted.

Written notices of cancellations or
changes RECEIVED postmarked by
April 30 will be honored, less a $50 per
course processing fee. There will be
no exceptions to the refund policy.
These written notifications should be
addressed to:

Jolene McNeil
Association Director, Meetings &
Conventions
American Psychiatric Association
1000 Wilson Boulevard
Suite 1825
Arlington, VA 22209-3901
or fax to 703-907-1090 or email
registration@psych.org
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MASTER COURSES

Master  Course 01
PSYCHOPHARMACOLOGY

UprDATE ON PEDIATRIC

Toric: CHILD & ADOLESCENT PSYCHIATRY/ PSYCHOPHARMACOLOGY

Director: Christopher J. Kratochvil, M.D.
Faculty: Christopher McDougle, M.D., John Walkup , M.D.

Educational Objectives:At the conclusion of this session, the
participant should be able to: 1) Current clinical guidelines for
the use of pharmacotherapy in pediatric psychiatric disorders; 2)
Practical clinical use of psychopharmacology and management
of adverse effects; and 3) Recent research on pharmacotherapy
in common psychiatric disorders of childhood.

Description: Objective: The primary objective of this course
is to provide practical information to clinicians on the use of
psychotropic medications in the treatment of children and ado-
lescents in their practices. Methods: This course will provide
an overview and discussion of recent data in pediatric psycho-
pharmacology, with a focus on mood disorders, attention deficit/
hyperactivity disorder, anxiety disorders, and autism spectrum
disorders. The role of pharmacotherapy in the treatment of these
disorders will be addressed, as will practical clinical aspects of
using psychotropic medications in the treatment of children and
adolescents. Management of adverse effects will be reviewed as
well. Awareness of recent research data will help to facilitate an
understanding of the basis for current clinical guidelines for the
treatment of these psychiatric disorders. Clinically relevant re-
search will be reviewed, within the context of clinical treatment.
Conclusion: Awareness of recent research and practice param-
eters on the use of pediatric psychopharmacology, and the ap-
plication of this information to clinical practice, can inform and
positively impact patient care.

Course Level: Intermediate
FOrMAT: LECTURE

SATURDAY, MAy 22, 2010, 9aM 4pM; FULL DAY 6 HOURS;
MoriAL CONVENTION CENTER; SPACES AVAILABLE: 290
EArLY BIRD $295; ADVANCE $320; ON SITE $350

MASTER COURSE 02 - STAYING ON THE CUTTING EDGE
OF ADVANCES IN CLINICAL PSYCHOPHARMACOLOGY

Toric: PsycHOPHARMACOLOGY/ CHILD & ADOLESCENT

Director: Alan Schatzberg, M.D.
Co Director: Ira D. Glick, M.D.
Faculty: Charles DeBattista, M.D., Kiki Chang, M.D., Terence

12

Ketter, M.D., Natalie Rasgon, M.D.
Educational Objectives: At the conclusion of this session, the
participant should be able to; Demonstrate knowledge of treat-
ment for: Depressive Disorders, Bipolar Disorders and Schizo-
phrenia and Child Psychopharmacology & Special Issues Associ-
ated With Disorders in Women.

Description: Rapid advances in neuroscience, drug develop-
ment and clinical research have made it very difficult to keep up
with advances applicable to clinical psychopharmacology, evi-
dence based practice. This master’s course, designed for psychiat-
ric clinicians, will focus on the cutting edge issues every clinician
needs to know to ensure quality of practice. Advances over the
last year will be highlighted. The content focuses on five of the
fields most commonly encountered in practice:

* depressive disorder

* bipolar disorders

« child/adolescent disorders

« women’s health disorders and treatment
« schizophrenia

Course methodology will include not only carefully crafted over-
views by experts in the field, but also immediate follow up of
lecturers (with course participants) following the lecture. This
follow up will be in a small group breakup session of 30 minutes.

Course Level: Intermediate
Format: Lectures and small-group discussion.

Saturday, May 22, 2010, 9am 4pm; Full Day 6 hours; Morial
Convention Center; Spaces Available: 290
Early Bird $295; Advance $320; On Site $350

MaSTER COURSE 03 PsyCHODYNAMIC PSYCHOTHERAPY
Toric: INDIVIDUAL PSYCHOTHERAPIES, PSYCHOANALYSIS

Director: Glen O. Gabbard, M.D.
Faculty: Robert Michels, M.D., John Gunderson, M.D.,
Gabrielle Hobday, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Demonstrate knowledge of con-
temporary strategies to approach resistance in psychodynamic
psychotherapy; 2) Demonstrate knowledge of transference and
countertransference issues involved in the treatment of VIP pa-
tients; and 3) Demonstrate knowledge of flexible approaches to
the termination of dynamic psychotherapy.

Description: this course is designed to teach the fundamental
principles and techniques in dynamic psychotherapy, including
managing resistance, when and how to use therapeutic interven-
tions, transference and countertransference, challenges with vip
patients, and flexible strategies for termination in psychody-
namic psychotherapy. Robert Michels will teach a conceptual
model of thinking about the principle of resistance in psycho-
dynamic psychotherapy and demonstrate how this understand-



ing of resistance informs therapeutic decision-making. Glen
Gabbard will use dvd vignettes to stimulate discussion about
the choice of therapeutic interventions, such as interpretation,
clarification, observation, and confrontation, in the context of
in-the-moment clinical decision-making. John Gunderson will
present a case of a VIP patient he treated, and Glen Gabbard
will comment on the particular challenges one faces when treat-
ing patients who are wealthy, famous, or infamous. Finally, the
topic of termination of dynamic psychotherapy will end the
course. Gabrielle Hobday will present clinical material involv-
ing complex termination issues, and Glen Gabbard will use that
presentation to teach current thinking about flexible termina-
tion strategies rather than adhering to mythic constructs about
the nature of termination

Course Level: Intermediate
Format: Lecture, DVD Vignette discussions, Case presentation
with discussion

Sunday, May 23, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 290
Early Bird $295; Advance $320; On Site $350

MasTER COURSE 04 PracticAL COGNITIVE-BEHAVIOR
THERAPY

Toric: CoGNITIVE BEHAVIOR THERAPY

Director: Jesse Wright, 1ll M.D.
Faculty: Robert Goisman, M.D., Donna Sudak, M.D.

Educational Objectives: At the conclusion of this session the
participant should be able to: 1) Describe core CBT theories that
offer practical guidance for psychiatric treatment; 2) Use basic
cognitive and behavioral methods for depression: and 3) Use ba-
sic cognitive and behavioral methods for anxiety disorders.

Description: Cognitive-behavior therapy (CBT) is a highly prag-
matic, problem-oriented treatment that is used widely in psy-
chiatric practice. Clinicians who employ CBT work on modify-
ing maladaptive cognitions and behaviors in an effort to reduce
symptoms and improve coping skills. This course is designed to
help clinicians learn the fundamentals of CBT, including the
basic cognitive-behavioral model, the collaborative-empirical
relationship, methods of structuring and educating, techniques
for changing dysfunctional automatic thoughts and schemas, be-
havioral interventions for anxiety and depression, and strategies
of improving medication adherence. Teaching methods include
didactic presentations, video illustrations, role plays, and inter-
active learning exercises.

Course Level: Basic
Format: Lecture

Sunday, May 23, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 290
Early Bird $295; Advance $320; On Site $350

MaASTER COURSE 05 NEUROPSYCHIATRY FOR VERTERANS
Toric: NEUROPSYCHIATRY

Director: Stuart C.Yudofsky, M.D.

Faculty: Robin Hurley, M.D.

Co Director: Thomas Kosten, M.D.

Faculty: Thomas Kosten, M.D., Thomas Newton, M.D.,
Kimberly Arlinghaus, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) To demonstrate knowledge of
the neurobiology of the neuropsychaitric disorders most com-
monly affecting veterans; and 2) To apply neurobiology to diag-
nosing and treating traumatic brain injury, addictive disorders
and post traumatic stress disorder in veterans.

Description: U.S. Veterans returning from the wars in Iraq and
Afghanistan suffer high prevalence of alcoholism and substance
use disorders, post traumatic stress disorder, and traumatic brain
injury. 'This course will review the neurobiology underlying
these conditions and apply this understanding to the diagnosis
and biopsychosocial treatment of the most prevalent and dis-
abling neuropsychiatric conditions in veterans both in inpatient
and outpatient settings.

Course Level: Basic
Format: Lecture and Videotapes

Wednesday, May 26, 2010, 8am Noon; Half Day 4 hours;

Sheraton Hotel; Spaces Available: 300
Early Bird $295; Advance $320; On Site $350
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SATURDAY
MAY 22, 2010
8 AM- NOON

Course 01 - NEUROPSYCHIATRIC IMASQUERADES:
MepicAL. AND NEUROLOGICAL DISORDERS THAT
PRESENT WITH PSYCHIATRIC SYMPTOMS

Toric: PsycHosoMATIC MEDICINE

Director: Jose R. Maldonado, M.D.
Co Director: Paula Trzepacz, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Understand the pathophysiol-
ogy of delirium and discuss research based, effective treatment
options for delirium, including the use of atypical antipsychotic
and other novel agents; 2) Understand the incidence, epidemiol-
ogy and clinical features of the most common neuropsychiatric
disorders masquerading as psychiatric illness; and 3) Understand
the research based, effective treatment options for these condi-
tions.

Description: Psychiatric masquerades are medical and/or neu-
rological conditions which present primarily with psychiatric or
behavioral symptoms. The conditions included in this category
range from neurological disorders (e.g. seizure disorders and
MS), to infectious diseases (e.g. syphilis, herpes and HIV), to
connective tissue disorders (e.g. vasculitis and SLE), to malig-
nancies (e.g., paraneoplastic syndromes and pancreatic cancer),
to metabolic disorders (e.g. Wilson’s disease and prophyria), to
various toxins and substances our patients may be exposed to. In
this lecture, we will discuss the presentation and symptoms of
the most common masquerades, focusing on pearls for timely
diagnosis, and discuss potential management and treatment
strategies. A special attention will be paid to delirium and confu-
sional states, presenting in both general medical and psychiatric
setting.

Course Level: Intermediate
Format: Lecture; Q&A Sessions; Interactive Discussions

Saturday, May 22, 2010, 8am Noon; Half Day 4 hours; Mo-
rial Convention Center; Spaces Available: 120
Early Bird $130; Advance $150; On Site $170

COURSE 02 LOSING A PATIENT TO SUICIDE

Director: Michael Myers, M.D.
Faculty: Carla Fine, M.S., Frank Campbell, Ph.D.

Toric: PATIENT SAFETY & SUICIDE

Educational Objectives: At the conclusion of this session, the
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participant should be able to: 1) Recognize how one might
react to losing a patient to suicide; 2) Appreciate what family
members and others close to the deceased might experience; 3)
Know what to do to minimize the risk of malpractice litigation
and cope with a lawsuit should this occur; 4) Learn how to reach
out to grieving families and others; and 5) Take action to look
after oneself.

Description: Suicides occur in clinical practice despite best ef-
forts at risk assessment and treatment. It is estimated that fifty
per cent of psychiatrists can expect to have at least one patient
die by suicide, an experience that may be one of the most diffi-
cult professional times in their careers. Although many residents
lose a patient to suicide during their training, some do not; fur-
ther, scientific literature in academic psychiatry concludes that
residents do not always receive adequate support and teaching
on this matter. This course is designed to prepare psychiatrists
for what is considered an occupational hazard of treating men-
tally ill patients. The faculty will cover the following issues: 1)
psychological reactions to patient suicide, including the myriad
variables that characterize the physician patient relationship; 2)
malpractice litigation after suicide — minimizing and dealing
with lawsuits; 3) reactions of family and friends to the loss of
a loved one to suicide (the survivors’ experience); 4) psychiatric
morbidity in family members after death by suicide; 5) the clini-
cian’s roles and responsibilities after suicide, including outreach
to survivors; 6) self care after losing a patient to suicide; 7) the
role of psychological autopsy in the aftermath of suicide; 8)
special circumstances: patient—suicide during residency; suicide
death on an inpatient unit, while out on pass or immediately
after discharge; suicide death of a child, adolescent or geriatric
patient; murder suicide; physician suicide. Discussion with the
faculty and other attendees is an essential feature of this course;
registrants can expect to gain much new knowledge and become
more comfortable with this very difficult dimension of profes-
sional life.

Course Level: Basic
Format: Brief lectures, powerpoint presentations, narratives,

case examples, DVDs x 2, discussion and Q&A

Saturday, May 22, 2010, 8am Noon; Half Day 4 hours;
Morial Convention Center; Spaces Available: 55
Early Bird $130; Advance $150; On Site $170

CoURSE 03 ExXaMINING PROFESSIONAL BOUNDARIES:
WEIGHING RiSKS VERSUS OPPORTUNITIES

Toric: PROFESSIONAL & PERSONAL ISSUES

Director: Gail Robinson, M.D.
Faculty: Gary Schoener, M.A., Linda Jorgenson, M.A., Gail
Robinson, M.D., Howard Book, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to 1) Recognize the difference be-
tween a boundary violation and a boundary crossing, and 2) be



able to assess the risks and benefits to the patients of boundary
crossings such as nonsexual touching, self disclosure, doing fa-
vours, and meeting outside of the office.

Description: This program will examine professional boundar-
ies dilemmas from a variety of perspectives. Never in the history
of psychiatry have there been more challenges in maintaining
boundaries. Personal exposure via interactions on the internet
have added greatly to the longstanding challenges of encounters
with clients, their friends and relatives, in the social environ-
ment. On the other hand, there are now tempting tools to enable
practitioners to “research” their clients. Although there are very
clear rules about sexual misconduct with patients, many practi-
tioners are less clear re issues such as non sexual touching, doing
favours, time and place of meetings, socializing, self disclosure
and managing dual relationships. While boundary violations
are always harmful to the patient , the therapy and often the
therapist, boundary crossings may offer the therapist an oppor-
tunity to gain access into his/her own unconscious inner world,
as well as the unconscious inner landscape of his/her patient and
develop insights which may facilitate the provision of therapy.
Practitioners can benefit by learning ways of assessing potential
boundary crossings in order to weigh the potential risks and ben-
efits to the therapy. Through the use of vignettes from both pre-
senters and audience we will examine a wide range of situations
where boundaries are crossed, or may be crossed. We will also
view some videotape examples of situations and discuss the pro’s
and con’s of various actions. We will present a way of analyzing
potential actions in order to avoid risk to the patient.

Course Level: Basic

Format: Lecture, videotapes, case vignettes, group discussion,
sharing of participants” experiences

Saturday, May 22, 2010, 8am Noon; Half Day 4 hours;

Morial Convention Center; Spaces Available: 55
Early Bird $130; Advance $150; On Site $ 170

SATURDAY
MAY 22, 2010
9 AM- 4 PM

CouRrSE 04 AN OVERVIEW OF SLEEP MEDICINE FOR
THE MENTAL HEALTH PROVIDER

Toric: SLEEP DISORDERS

Director: R. Robert Auger, M.D.
Co Director: Thomas Hurwitz, M.D.
Faculty: Elliott Lee, M.D., Max Hirshkowitz, Ph.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Describe the basic features of

the Sleep Disorders delineated in the DSM IV TR; 2) Recognize
the manifold assessment strategies used in diagnosis; 3) Describe
basic aspects of treatments, and develop thoughtful referral ques-
tions to the consulting sleep specialist; 4) Develop an apprecia-
tion for the muldidisciplinary nature of the field; and 5) Become
familiar with basic sleep/wake physiology.

Description: An understanding of the basic tenets of Sleep
Medicine is essential for the mental health provider. The ubiq-
uitous nature of sleep complaints among patients requires the
knowledge to initiate treatment when necessary and/or refer
thoughtfully to a sleep specialist when ambiguities arise. Many
sleep disorders, including obstructive sleep apnea, insomnia, and
restless legs syndrome, exhibit bidirectional influences with vari-
ous psychiatric illnesses, creating an opportunity for enhanced
treatment outcomes in the instance of proper diagnosis. In ad-
dition, many psychotropic agents can exacerbate or induce sleep
complaints either directly or indirectly. This course will describe
the basic features of the Sleep Disorders delineated in the DSM
1V TR, highlight the manifold assessment strategies used in di-
agnosis, describe basic aspects of treatments, and enable the par-
ticipant to develop thoughtful referral questions to the consult-
ing sleep specialist. Participants will also develop an appreciation
for the multidisciplinary nature of the field, and become familiar
with basic sleep/wake physiology.

Course Level: Basic
Format: Lecture and Q & A sessions.

Saturday, May 22, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 105

Early Bird $190; Advance $220; On Site $250

Course 05 A PracricaL ArPROACH TO Risk
ASSESSMENT

Toric: FORENsIC PSYCHIATRY
Director: William Campbell, M.D., M.B.A.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Identify risk factors for sui-
cide and violence; 2) Formulate risk assessments for suicide and
violence; and 3) Develop risk reduction plans for suicide and
violence.

Description: This course shows participants how to employ a
systematic approach to risk assessment in psychiatric patients.
Risk and protective factors for suicide and violence will be re-
viewed and a paradigm will be presented with which to organize
historical data. Videotaped interviews of patients with suicidal
and homicidal ideation will be shown. Following each of these
videotapes, participants will develop a risk reduction plan under
faculty supervision. Psychiatric negligence and malpractice

reduction in regard to risk assessment will also be reviewed.

Course Level: Basic
Format: PowerPoint presentation, videotaped interviews, work-
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shop with presentation exercises and group discussion.

Saturday, May 22, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 75
Early Bird $190; Advance $220; On Site $250

COURSE 06 CHILD AND ADOLESCENT PSYCHIATRY FOR
THE GENERAL PSYCHIATRIST

Toric: CHILD & ADOLESCENT PSYCHIATRY

Director: Robert Hendren, D.O.
Co Director: Malia McCarthy , M.D.

Educational Objectives: At the conclusion of this presentation,
the participant should be able to: 1) Identify realistic expecta-
tions for situations in which a general psychiatrist might evaluate
or treat a child or adolescent; 2) Utilize techniques for adapting
the interview and assessment to the age and developmental level
of the youth; 3) Identify key etiologic and diagnostic factors as-
sociated with disorders commonly presenting in youth describe
age appropriate pharmacologic and non pharmacologic inter-
ventions. Description: General psychiatrists are often asked to
evaluate and treat children and adolescents, especially in rural
and underserved areas. While a portion of general psychiatry
training is spent evaluating and treating children, it is often dif-
ficult to stay up to date on child and adolescent psychiatry and
general psychiatrists may be uncomfortable working with youth.
This course is designed as a review and update of current child
and adolescent psychiatry geared to the general psychiatrist with
an interest or need to evaluate and possibly treat children.

Course Level: Intermediate
Format: Lecture, case vignettes and Q & A

Saturday, May 22, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 145
Early Bird $190; Advance $220; On Site $250

CouUrse 07 COMPLEMENTARY AND INTEGRATIVE
TREATMENTS FOR STRESS, DEPRESSION, ANXIETY,
PTSD, Mass Trauma, CogniTIivE Function, ADD,
AND SCHIZOPHRENIA

Toric: OTHER SOMATIC THERAPIES

Director: Patricia Gerbarg, M.D.

Co Director: Richard Brown, M.D.

Faculty: Monica Vermani, M.A., Patricia Gerbarg, M.D., Rich-
ard Brown, M.D., Martin Katzman, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Identify complementary treat-
ments, including herbs, nutrients, and mind body practices for
which there is sufficient evidence of safety and efficacy for use in
clinical practice; 2) Understand the mechanisms of action, risks,
and benefits of those complementary treatments; and 3) Have
the tools to pursue further information and updates on treat-
ments he or she will consider using in practice.
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Description: Participants will learn how to integrate comple-
mentary treatments with standard treatments in psychiatry
practice to optimize patient outcomes. The course focuses on
research and clinical applications of complementary treatments
for which there is sufficient evidence of safety and efficacy. The
authors have selected those treatments that are the most useful
for clinicians to integrate into their practices from the following
categories: herbs, adaptogens, nutrients, nootropics, hormones,
mind body practices, cranial electrotherapy stimulation, and
neurotherapy. Evidence for efficacy and clinical practice guide-
lines for integrative approaches will include the following di-
agnostic categories: Anxiety Disorders, PTSD, Depression, Bi-
polar Disorder, Fatigue, Cognitive Enhancement, Brain Injury,
ADD,and Schizophrenia.Participants will be given an introduc-
tory experience of breath techniques that rapidly relieve stress
and anxiety. Those interested in learning more about how to use
mind body practices for their own well being as well as how to
teach breath practices to their patients may also sign up for our
full day course: Yoga of the East and West: Integrating Breath
Work and Meditation into Clinical Practice. While this course
is a repeat of last year’s course, it will contain new sections and
updated information on topics previously covered.

Course Level: Basic
Format: Lecture, Q & A, experiential

Saturday, May 22, 2010, 9am 4pm; Full Day 6 hours;

Morial Convention Center; Spaces Available: 125
Early Bird $190; Advance $220; On Site $250

SATURDAY
MAY 22, 2010
1PM- 5PM

CoOURSE 08 BRAIN STIMULATION
THERAPIES IN PSYCHIATRY
Toric: OTHER SOMATIC THERAPIES

Director: Ziad H. Nahas, M.D.
Faculty: Linda Carpenter, M.D., Darin Dougherty, M.D.,
Husain Mustafa, M.D.

Educational Objectives: At the conclusion of this course, the
participant should be able to: 1)Recognize the

different brain stimulation modalities like ECT, TMS, VNS,
DBS, tDC and other; and 2)Their role in treating neuropsychi-

atric conditions.

Description: This 4 hour course describes the various brain
stimulation techniques and how they are playing in role in the
therapeutic arsenal. It addresses a growing interest in therapeu-
tic use of somatic intervention in neuropsychiatric conditions.



Originally limited to electroconvulsive therapy (ECT), now
many new modalities have shown potential benefit for treatment
resistant conditions like depression, hallucinations and OCD.
These modalities can be generally grouped by their property of
rely on an induced seizure or not to affect a therapeutic change.
Of course ECT has been available for decades but more recently
the US FDA approved Vagus Nerve Stimulation (VNS) Therapy
for depression and a number of other therapies are in various
stages in their pivotal studies and regulatory approvals (like Tran-
scranial Magnetic Stimulation (TMS) and Deep Brain Stimula-
tion (DBS)). The course describes the backdrop of functional
neuroanatomy of major neuropsychiatric conditions and prin-
cipals of electrical neuromodulations.(1 hour) The faculty will
then details Convulsive Therapies (ECT [briefly since well cov-
ered in other symposia and workshops], Magnetic Seizure Ther-
apy (MST) and Focal Electrically Administered Seizure Therapy
(FEAST).(1 hour)The faculty will then details Sub Convul-
sive Therapies (TMS [briefly since well covered in other CME
course], VNS, DBS, Cortical Electrical Stimulation (CES), Fo-
cal Electrically Administered Therapy (FEAT), transcranial Di-
rect Electrical Current (tDEC) and Responsive NeuroStimula-
tion (RNS) by focusing on data form clinical studies in mood
disorders, as well as anxiety disorders, schizophrenia, obesity,
Alzheimer disease and migraine headaches). Each modality will
also be described in terms of its postulated mechanisms of ac-
tions and clinical set up.(2 hours)

Course Level: Basic
Format: Lectures, video and discussions

Saturday, May 22, 2010, 1pm 5pm; Half Day 4 hours;
Morial Convention Center; Spaces Available: 120
Early Bird $130; Advance $150; On Site $170

CoURrRSE 09 NEUROANATOMY OF BEHAVIOR: AN
INTRODUCTION

Toric: BioLoGIcAL PsYCHIATRY & NEUROSCIENCE

Director: David Clark, M.D.
Co Director: Nash Boutros, M.D.
Faculty: Mario Mendez, M.D.

Educational Objectives: At the conclusion of this course, the
participant should be able to: 1) Recognize and describe the ma-
jor behaviorally significant subdivisions of the brain; 2) Describe
the functions of the cortical lobes with special emphasis on the
frontal lobe as they relate to behavior; 3) Identify and describe
the behaviorally significant components of the basal ganglia; and
4) Identify and describe the behavior controlled by the structures
that make up the limbic system.

Description: Literature in print and on line available to the pro-
fessional and general public describing brain structure as it re-
lates to mental illness is becoming more and more sophisticated.
The goal of our course is to present the attendee with a review of
anatomy coupled with current views of behaviorally important
brain function in a simplified, easy to remember format. The

course begins with a review of basic brain anatomy with empha-
sis on the brain subdivisions that are recognized as important in
behavior. Coverage will continue with an in depth look at the
anatomy and function of the frontal and temporal lobes. The
occipital and parietal lobes will also be examined. The basal gan-
glia and their role in movement disorders and related behavior
including obsessive compulsive disorder will be discussed. The
limbic system will be defined. The function of each component
will be described. Interactions with other brain systems will be
presented and related to clinically important behavior. The liv-
ing brain is a complex structure especially as seen through imag-
ing studies that reflect behavior and mental disease. Our goal is
to provide the attendee with a simplified view of the workings
of those portions of the brain that are of particular importance
to the psychiatrist.

Course Level: Basic
Format: lecture / discussion

Saturday, May 22, 2010, 1pm 5pm; Half Day 4 hours;
Morial Convention Center; Spaces Available: 55
Early Bird $130; Advance $150; On Site $170

Courst 10 TiME LiMiTED DYNAMIC PSYCHOTHERAPY:
AN ATTACHMENT BASED/RELATIONAL/EXPERIENTIAL

APPROACH
Toric: INDIVIDUAL PSYCHOTHERAPIES

Director: Hanna Levenson, Ph.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Outline the basic principles
and techniques of TLDP; 2) Use the procedures for obtaining
a dynamic focus and for keeping the therapy attuned to specific
goals; 3) Identify relational opportunities for shifting life long
personality patterns, including transference countertransference
reenactments; and 4) Tailor interventions to undermine the cli-
ent’s cyclical maladaptive pattern.

Description: Time limited, dynamic psychotherapy (TLDP) of-
fers an empirically supported model that integrates current de-
velopments in relational psychodynamic approaches, an attach-
ment based frame, emotionally focused experiential work, and
interpersonal neurobiology. The purpose of this course is to be of
practical and pragmatic help to therapists in making “every ses-
sion count.” TLDP emphasizes identifying the dysfunctional
maladaptive patterns currently co created in the patient’s life and
often evidenced within the therapeutic relationship. By privi-
leging experiential learning over insight through interpretation,
TLDP significantly broadens the use of short term dynamic
therapy to include individuals with chronic interpersonal

problems (e.g., those with personality disorders). The course
content will include a description of the basic principles and
techniques of TLDYP. Videotaped examples of actual therapy ses-
sions will be used to illustrate. Video segments will demonstrate
how the therapist can use information about the patient’s in-
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terpersonal difficulties combined with the problematic aspects
of the client therapist relationship (transference countertransfer-
ence reenactments) to discern the client’s cyclical, maladaptive
pattern. There will be material (with video) on how to use spe-
cific strategies with resistant or well defended clients. Discussion
involving participants’ anticipating what the therapist will say
using stop frame video technique will make the learning “come
alive.” Throughout the course, the focus will be on how to
achieve empathic attunement to core affects. The TLDP ap-
proach is built on the premise that one can do therapy that is
both clinically rich, deep, and time efficient. Real clinical mate-
rial provides a “how to do it” focus, and creates a bridge from
theory to actual practice.

Course Level: Intermediate
Format: Lecture, Q & A, and video recorded
clinical sessions.

Saturday, May 22, 2010, 1pm 5pm; Half Day 4 hours;
Morial Convention Center; Spaces Available: 55
Early Bird $130; Advance $150; On Site $170

SUNDAY

MAY 23, 2010
8 AM - 12 NOON

Courst 11 How T0 GIVE A MORE EFFECTIVE LECTURE:
PuNcH, PAssiON AND PoLISH

Toric: PsycHiaTrRIC EDUCATION
Director: Phillip Resnick, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able: to improve techniques

for holding audience attention, involving the audience and using
slides effectively.

Description: This course will provide practical advice on how
to make a psychiatric presentation with punch, passion, and
polish. Instruction will be given on planning a scientific pa-
per presentation, a lecture, and a half day course. The course
leader will cover the selection of a title through to the choice of
closing remarks. Teaching techniques to hold the audience’s at-
tention include the use of humor, anecdotes, and vivid images.
Participants will be taught to involve the audience by breaking
them into pairs to solve problems by applying recently acquired
knowledge. Participants will be told that they should never (1)
read while lecturing; (2) display their esoteric vocabulary; or (3)
rush through their talk, no matter what the time constraints.
Tips will be given for making traditional word slides and in-
novative picture slides. Pitfalls of PowerPoint will be illustrated.
Advice will be given on the effective use of videotape vignettes.
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A videotape will be used to illustrate common errors made by
lecturers. The course will also cover preparation of handouts. Fi-
nally, participants will be strongly encouraged to make a three
minute presentation with or without slides and receive feedback
from workshop participants. Participants should plan to bring
PowerPoint slides on CD or memory stick.

Course Level: Basic
Format: Lecture, videotapes and practice exercises.

Sunday, May 23, 2010, 8am Noon; Half Day 4 hours;
Morial Convention Center; Spaces Available: 110
Early Bird $130; Advance $150; On Site $170

COoOURSE 12 EMERGENCY PsyCHIATRY COURSE: THEORY
TO PRACTICE

Toric: PATIENT SAFETY & SUICIDE

Director: Anthony Ng, M.D.
Faculty: Seth Powsner, M.D., Anthony Ng, M.D., Jon Berlin,
M.D., Rachel Glick, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to:

1) Identify clinical & system issues in psychiatric emergencies;
2) Highlight clinical skills in the assessment of psychiatric emer-
gencies, including suicidal & homicidal risk assessments, using
pragmatic skills; 3)Assess for acute precipitants of psychiatric
emergencies; 4) Identify strategies & some practical clinical
management; and 5) Identify challenges encountered in emer-
gency psychiatry and strategies to deal with them.

Description: One of the most important aspects of clinical
psychiatry is the assessment and management of psychiatric
crises and emergencies. The notion of emergency psychiatry
has gained greater prominence with the deinstitutionalization
of the chronically mentally ill several dedcades ago. However,
over time, as community resources for mental health dwindled,
though with an apparent increase demand and need for mental
health services, psychiatric emergencies have become more criti-
cal in the continuum of care for those with mental illness. Such
emergencies may occur in office settings, inpatient settings as
well as emergencies rooms, as well as in the communities and
other non traditional settings. When psychiatric emergencies
occur, psychiatric clinicians are often unprepared to deal with
the clinical and system issues surrounding the assessment and
management of such emergencies. There are often numerous
parties involved in this process. Clinicians are challenged in dif-
ferentiating true clinical emergencies from social emergencies,
which while demand intervention strategies, yet with different
paradigms. There is also an intricate spectrum of medico legal
and cultural issues that must be appreciated. Psychiatrists can
have extremely important clinical and leadership roles in such
scenarios. Recognition and classification of these diverse rela-
tionships is critical to help those affected with

appropriate interventions. This entry level course will increase
awareness of the role of emergency and crisis psychiatry. The



course faculty will provide their expertise from extensive clini-
cal and research experience in emergency psychiatry. The par-
ticipants will learn about the evaluation and risk assessment of
The participants will also learn about the
management of psychiatric emergencies including complication

patients in crisis.

from substance abuse and medical issues. Lastly, special issues in
emergency psychiatry such as commitments, medico legal and
cultural issues will be discussed. Lecture and discussion formats
will impart fundamental and pragmatic skills to identify, assess,
triage, and manage the range of psychiatric emergencies.

Course Level: Basic
Format: Lecture, role play, audience interactions, questions and
answers, video.

Sunday, May 23, 2010, 8am-Noon; Half Day 4 hours;
Morial Convention Center; Spaces Available: 150
Early Bird $130; Advance $150; On Site $170

COURSE 13 PsYCHIATRIC DISORDERS IN PREGNANT
AND PostPARTUM WOMEN: INFANT MORBIDITY AND
MORTALITY

Toric: WoMEeN’s HEALTH ISSUES

Director: Margaret Spinelli, M.D.
Co Director: Katherine Wisner, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to:1) Provide an overview of the phe-
nomenology and presentation of childbirth associated psychi-
atric disorders; 2) Provide pharmacological, behavioral or al-
ternative treatments for pregnant and postpartum women; 3)
Perform risk/benefit analysis of psychopharmacology during
pregnancy and lactation; 4) Perform a thorough clinical and
forensic psychiatric interview of women with postpartum psy-
chosis; and 5) Understand legislation and psychiatric perspec-
tives on infanticide.

Description: Purpose: Childbirth is unique in psychiatry as
a major provoker of mental illness that comes with 9 months
warning. As psychiatrists, a significant number of our patients
are women of childbearing age. It is, therefore essential to un-
derstand the biopsychosocial model of psychiatry as it relates to
childbirth and presented in this symposium. Assessing the risk
of medication vs. the risk of mental illness on the mother and fe-
tus will be discussed. A body of evidence is presented for the as-
sociation between maternal mental illness, infant morbidity and
infanticide.Content:
identification, treatment and prevention of mood and psychotic
disorders associated with childbirth. Attendees are provided with
instruction on perinatal assessment and management. In ad-
dition, the faculty describes the association of maternal mental
illness with suicide and infanticide.Method: Using slide presen-
tation, four lectures will cover major areas of maternal mental
illness: Management of the Pregnant and Lactating Patient with
DPsychiatric Illness; Identification and Treatment of Postpartum
DPsychiatric Disorders; Postpartum Psychosis: Rapid onset, Fluc-

The course is an extensive review of the

tuating course and “lucid” intervals; Infanticide and Neonaticide
associated with mental illness. Infanticide cases to include the
case of Andrea Yates are reviewed using slide and audiovisual pre-
sentations. Result: Attendees will be knowledgeable about the
association between perinatal psychiatric disorders and short and
long term adverse outcomes for the mother and family, particu-
larly as it affects children including emotional, cognitive, physi-
cal health and development. Conclusion: Perinatal psychiatric
mental illness is a major public problem and the most significant
adverse event of childbirth. Importance. Psychiatrists are chal-
lenged to be knowledgeable about diagnosis and treatment deci-
sions for women in all phases of childbearing to include preg-
nancy, postpartum and lactation.

Course Level: Basic
Format: Lecture and Videotape

Sunday, May 23, 2010, 8am Noon; Half Day 4 hours;
Morial Convention Center; Spaces Available: 140
Early Bird $130; Advance $150; On Site $170

COURSE 14 MOTIVATIONAL INTERVIEWING FOR ROUTINE
PsycHIATRIC PRACTICE

Toric: BEHAVIOR & COGNITIVE THERAPIES
Director: Steven Cole, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Describe the 4 core elements
of Motivational Interviewing (MI); 2) Describe the 3 core ques-
tions of UB PAP(“ultra brief personal action planning”); 3) Ex-
plain how to use 4 basic and 3 advanced MI interventions to
enhance UB PAP; 4) Use UB PAP and 7 MI skills in routine
practice; and 5) Teach UB PAP to trainees, team members or
colleagues.

Description: Motivational Interviewing (MI) is, most recently,
defined as a “collaborative, patient centered form of guiding to
elicit and strengthen motivation for change.” There are 11 books
on MI, over 800 publications and 180 clinical trials, 1200 train-
ers in 27 languages, and dozens of international, federal, state,
and foundation research and dissemination grants. Four meta
analyses demonstrate effectiveness across multiple areas of pa-
tient behavior including substance abuse, smoking, obesity, and
medication non adherence. New data confirms the relevance of
MI for psychiatrists: the life expectancy of patients with severe
mental illness is 32 years less than age and sex matched con-
trols and the risk of death from CV disease is 2 3x higher than
controls. Despite this evidence and the compelling relevance of
MI for general psychiatric practice, most psychiatrists still have
little appreciation of the principles and practice of MI.Using
interactive lectures, demonstrations, and role play techniques,
this course offers psychiatrists the opportunity to learn the core
concepts of MI, as well as 4 basic and 3 advanced MI techniques.
The course will also introduce participants to the use of an in-
novative motivational tool, “UB PAP (ultra brief personal action
planning),” developed by the course director (who is a mem-
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ber of MINT: Motivational Interviewing Network of Trainers).
Research on UB PAP was presented at the First International
Conference on MI (Interlaken, Switzerland 2008), as well at the
Institute of Psychiatric Services (2009), the CDC (2009), and
the HRSA Office of Rural Health Policy (2009). UB PAP was
published by the AMA in its 2008 “Tipsheet for Physician Self
Management Support.” Participants will learn how to utilize the
3 core questions of UB PAP in a manner consistent with the
‘spirit of motivational interviewing.” For patients more refractory
or resistant to change, attendees will practice 7 evidence based
MI skills. The 3 core questions of UB PAP supplemented by 7
focused MI interventions represent an integrated set of “compre-
hensive motivational interventions (CMI)” which are relevant
for patients across the full spectrum of readiness to change.
Though designed as a basic course, the program will also be use-
ful to practitioners with intermediate or advanced experience in
MI (or other behavior change skills) because they will learn how
to integrate UB PAP and MI for brief clinical interventions and/
or training programs.

Course Level: Basic

Format: Lectures, Video Demonstrations, Role Play Demon-
strations, Role Play Practice, Interactive Discussions, and Small
Group Discussions

Sunday, May 23, 2010, 8am Noon; Half Day 4 hours;
Morial Convention Center; Spaces Available: 80
Early Bird $130; Advance $150; On Site $170

CoursE 15 CoGNITIVE BEHAVIORAL THERAPY FOR
INnsoMNIA Co MORBID WITH DEPRESSIVE AND ANXIETY

DISORDERS
Toric: SLEEP DISORDERS

Director: Rachel Manber, Ph.D.
Faculty: Anne Germain, Ph.D., Jack Edinger, Ph.D., Colleen
Carney, Ph.D., Rachel Manber, Ph.D., Jason Ong, Ph.D.

Educational Objectives: At the conclusion of this course, the
participant should be able to: 1) Diagnose and conceptualize
insomnia in patients with co morbid depressive and anxiety dis-
orders; and 2) Have the tools to provide cognitive behavioral
therapy for insomnia and recognize when a referral to a sleep
specialist is indicated.

Description: Purpose: This course will provide mental health
professionals the skills needed to assess, conceptualize, and use
cognitive behavioral therapy (CBT) to treat insomnia in their
patients. Importance: It is now increasingly recognized that even
when insomnia initially emerges as a symptom of depression or
anxiety disorder, it can develop into a comorbid condition that
merits focused treatment. Untreated, insomnia may aggravate,
complicate recovery, and persist even after the comorbid condi-
tion is successfully treated. CBT for insomnia is a brief focused
therapy that is grounded in the principles of cognitive behav-
ioral therapy and rooted in the most current scientific knowledge
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about the regulation of sleep. There is strong empirical support
for the short and log term efficacy of CBT for primary insom-
nia and mounting evidence that it is also effective for comorbid
insomnia. Content: This course will include five presentations
by experts in the field of CBT for insomnia. The first presenta-
tion (Rachel Manber) will provide a rationale for using CBT
for the treatment of insomnia in psychiatric disorders, discuss
the pathophysiology of insomnia (including the regulation of
sleep), case conceptualization and the assessment of insomnia.
The second presentation ((Jack Edinger) will present the compo-
nents of CBT for insomnia and review the outcome literature.
The third presentation (Jason Ong) will discuss the application
of mindfulness based stress reduction techniques in the context
of treating insomnia. The fourth and fifth presentation will
highlight considerations for adapting CBT to patients with de-
pressive disorders (Colleen Carney) and anxiety disorders (Anne
Germaine). These two presentations will also discuss the avail-
able evidence that CBT for insomnia is effective for improving
insomnia comorbid with these psychiatric conditions and for
improving psychiatric endpoints. For example, a recent con-
trolled pilot study of patients with comorbid MDD and insom-
nia found that adding CBT for insomnia to the antidepressant
escitalopram was associated with a significant increase in the rate
of full remission of MDD relative to escitalopram plus a control
insomnia therapy.Methodology: The course will include didac-
tic presentations and will provide opportunity for role play and
small group practice exercises.

Course Level: Basic
Format: Lecture, demonstrations, small group practice

Sunday, May 23, 2010, 8am Noon; Half Day 4 hours;
Morial Convention Center; Spaces Available: 75
Early Bird $130; Advance $150; On Site $170

CoURSE 16 MooD DisoRrRDERS IN LATER LIFE
Toric: GERIATRIC PSYCHIATRY

Director: James Ellison, M.D., M.P.H.

Co Director: Yusuf Sivrioglu, M.D.

Faculty: Brent Forester, M.D., James Ellison, M.D., Donald
Davidoff, Ph.D., Patricia Arean, Ph.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Implement a systematic ap-
proach for evaluating patients with late life mood disorders; 2)
Guide treatment planning by drawing upon a range of evidence
based somatic and psychotherapeutic approaches; and 3) Under-
stand more fully the interrelationships between mood disorders
and cerebrovascular disease in older adults.

Description: Clinicians who work with older adults must be
able to detect, accurately diagnose, and effectively treat late life
mood disorders. These disorders are widespread and disabling,
and clinicians are more frequently faced with affected patients
as a result of increasing longevity, greater acceptance of mental
health care seeking by older adults, and advances in diagnostic



and treatment resources. This course provides an interdisciplin-
ary overview of late life unipolar and bipolar mood disorders.
The attendee should acquire an organized approach to
assessment, a systematic and evidence based approach to treat-
ment planning and choice among various modalities, an updated
understanding of the relationship between cerebrovascular dis-
ease or other medical factors and geriatric mood disorders, and a
greater awareness of the interactions between mood and cogni-
tive symptoms. The discussion of psychotherapy for older adults
with mood disorders will review evidence based approaches with
particular emphasis on cognitive behavior therapy. The faculty
will lecture, using slides, with time for interactive discussions
between attendees and faculty members. This course is designed
primarily for general psychiatrists seeking greater understanding
and expertise in treating older patients. For psychiatric residents,
this will be an advanced introduction. For geriatric psychiatrists,
we will provide a review and update. This course will be of
greatest practical value to attendees who treat older adults and
already possess a basic familiarity with principles of pharmaco-
therapy and psychotherapy.

Course Level: Intermediate
Format: Lecture format.

Sunday, May 23, 2010, 8am Noon; Half Day 4 hours;
Morial Convention Center; Spaces Available: 75
Early Bird $130; Advance $150; On Site $170

CoURSE 17 MEeNTAL HEALTH CARE OF UNIVERSITY
STUDENT PorurLaTIONS: A PrACTICAL OVERVIEW FOR
PSYCHIATRISTS

Toric: PSYCHIATRIC ADMINISTRATION & SERVICES: PuUBLIC,
PRrIvATE & UNIVERSITY

Director: Doris larovici, M.D.
Co Director: Ayesha Chaudhary, M.D.
Faculty: Hollister Rogers, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to 1) Identify major trends in diag-
nosis and treatment for university student populations; 2) Un-
derstand psychiatric symptom presentation within the context
of the emerging adult developmental stage with a consideration
for relevant cultural factors; 3) Learn strategies for interfacing
with university administration and staff and 4) Learn strategies
for building a referral base within the university student com-
munity.

Description: In the past decade, mental health problems among
university students have increased in both incidence and sever-
ity , yet research and education about this population’s needs
remains scarce. Historically psychiatrists had minimal roles in
college counseling centers, but as the public becomes more edu-
cated about the neurobiology of mental health, and due to high
profile tragedies such as the massacre at Virginia Tech, there’s

more demand for specialized expertise. The use of psychiatric
medications among college aged students has tripled—from

9% in 1994 to 26% in 2008. By reviewing the unique chal-
lenges and opportunities inherent in this population, this course
will prepare psychiatrists both within university centers and in
private practice to more effectively treat students. Faculty will
review the epidemiology and changing demographics of univer-
sity students in the US and introduce practical clinical and ad-
ministrative skills for treating students. Because many affective,
anxiety and psychotic disorders first present in this age group,
we will examine how to differentiate first episodes of emerging
psychopathology from developmentally normal crises. Other
topics covered will include: 1)multicultural and international
student concerns; 2)violence and suicide on campus, 3) ethics
of psychotropic medications for enhancement versus treatment,
including challenges of stimulants on campus; 4)identity forma-
tion, sexual orientation, academic pressure and the ambient
campus climate (including the hook up culture, binge drinking,
new drug use patterns); 5) new conceptualizations including
“emerging adulthood” and “helicopter parents”; 6) how technol-
ogies impact students, from social networking to internet por-
nography, online gambling, and ready access to medications and
drugs online. We will introduce a treatment framework for en-
gaging students in care, including ways to weave complementary
practices such as mindfulness meditation into treatment and
how to collaborate effectively with faculty, deans and parents.
We will also review techniques for building a “student friendly”
practice.

Course Level: Basic
Format: Lecture, slides, case vignettes, discussion group, pos-

sibly video clips

Sunday, May 23, 2010, 8am Noon; Half Day 4 hours;
Morial Convention Center; Spaces Available: 55
Early Bird $130; Advance $150; On Site $170

CoOURSE 18 RESEARCH AND PUBLISHING ON A SHOE
STRING BUDGET

Toric: RESEARCH IsSUES

Director: Mantosh Dewan, M.D.
Faculty: Michele Pato, M.D., Mantosh Dewan, M.D., Edward
Silberman, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Recognize the key elements
involved to generate testable hypotheses, formulate a research
plan; 2) Analyse the data (sometimes with minimal help from a
statistician); and 3) Publish the results in a refereed journal.

Description: This course would benefit junior faculty and clini-
cians (including the private practice setting) interested in doing
research and in publishing despite minimal funding. It begins
with a systematic explication of strategies for successful research,
including a discussion of the need for research funds, sources for
small amounts of money, and the advantages of collaboration.
Examples of these strategies will be presented. A presentation on
how to turn a notion into a testable hypothesis follows. Issues

21



of experimental design such as the null hypothesis, operation-
alising terms, defining the sample, dependent and independent
variables, rating instruments and measures of change, analysis
of data, and conclusions that can be drawn from your results,
will be addressed. Ethical issues and Institutional Review Board
requirements for the conduct of research will be detailed. An
overview of statistics is presented. Then, faculty facilitated small
groups will work on generating ideas and developing them into
researchable projects (preferably requiring minimal funding). Fi-
nally, a presentation on getting your work published addresses
how to choose the appropriate journal, the structure of research
reports, difficulties in starting to write, pre submission reviews,
and dealing with critiques and rejections. Discussion and
interaction is encouraged throughout.

Course Level: Basic

Format: This course uses multiple, interactive formats: lectures
to promote discussion; a problem solving group

activity; small group work with individual participants.
Sunday, May 23, 2010, 8am Noon; Half Day 4 hours;

Morial Convention Center; Spaces Available: 55
Early Bird $130; Advance $150; On Site $170

SUNDAY
MAY 23, 2010
9 AM- 4 PM

COURSE 19 ESSENTIALS OF ASSESSING & TREATING
ATTENTION DEFICIT HYPERACTIVITY DISORDER IN
ADULTS AND CHILDREN

Toric: ATTENTION SPECTRUM DISORDERS

Director: Thomas E. Brown, Ph.D.
Faculty: Jefferson Prince, M.D., Anthony Rostain, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to 1) Recognize impairments caused
by attention deficit disorders in adults or children; 2) Assess and
diagnose adults or children for ADHD using appropriate instru-
ments and methods; 3) Select appropriate medications for treat-
ment of ADHD and comorbid disorders; and 4) Design multi
modal treatment programs for adults or children with ADHD.

Description: Once understood as a disruptive behavior of child-
hood, ADHD is now recognized as developmental impairment
of the brain’s executive functions. Although initial diagnosis of
ADHD is usually in childhood or adolescents, many individuals
do not recognize their ADHD impairments until they encoun-
ter the challenges of adulthood. Yet many of these adults are
not correctly diagnosed or effectively treated, especially if they
are bright and their ADHD does not include hyperactivity. This
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comprehensive basic course for clinicians interested in treatment
of adults and/or children and adolescents, will offer research and
clinical data to provide: 1) an overview of the ways ADDs are
manifest at various points across the lifespan with and without
comorbid disorders; 2) descriptions of how ADDs impact upon
education, employment, social relationships, and family life

of adults; 3) a model that utilizes updated clinical and standard-
ized psychological measures to assess ADDs; 4) research based
selection criteria of medications for treatment of ADDs and
various comorbid disorders; and 5) guidelines for integration of
pharmacological, educational, behavioral and family interven-
tions into a multimodal treatment plan tailored for specific indi-
viduals with ADHD.

Course Level: Basic
Format: Lectures, slides, case materials and discussion

Sunday, May 23, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 115
Early Bird $190; Advance $220; On Site $250

Course 20 How 10 BLOG, TWEET, FRIEND, WIKI, AND
NoTt GET ADDICTED: 21ST CENTURY INTERNET

TECHNOLOGIES FOR BEGINNERS
Toric: COMPUTERS, TECHNOLOGY, INTERNET & RELATED

Director: Robert Hsiung, M.D.
Faculty: Jerald Block, M.D., Steven Daviss, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Define social networking tech-
nologies; 2) Describe blogs, social networks, wikis, and virtual
worlds; 3) Start a blog and find popular blogs and podcasts on
psychiatric topics; 4) Create Twitter and Facebook profiles and
“follow” and “friend” other Twitter and Facebook users; 5) Edit
Wikipedia; 6) Discuss virtual worlds with their patients; 7) De-
scribe factors that lead people to computer gaming; and 8) Iden-
tify pathological computer use.

Description: There’s more to the Internet than Google. This
course covers five types of 21st Century Internet technologies:
blogs, Twitter, Facebook, wikis, and virtual worlds. We discuss
the use of blogs, podcasts, and Twitter as methods of profes-
sional communication and education. We cover both the pros
and the cons. We explore popular psychiatry blogs and podcasts.
We review the technical aspects of creating a blogs and podcasts,
including showing participants how to start a blog, to submit
podcasts to iTunes, and to tweet. Social networking is in the
news, practiced by psychiatrists, and the subject of research. We
define it, review its evolution, and visit MySpace, LinkedIn, and
Facebook. We show participants how to join Facebook, create
a profile, choose security settings, “friend” others, upload pho-
tos, join groups, and install applications. Ways in which social
networking can be detrimental are also reviewed. E professional-
ism is discussed, and a friending policy and procedure is recom-
mended.We discuss wikis and demonstrate how to contribute



to Wikipedia.Nine computer games are sold every second in the
United States. That’s astounding! What are we to think? There
has been a dearth of research exploring this new subject, one
which is critically important but unfamiliar to many physicians.
We introduce participants to the motivations and drives that at-
tract people to computer gaming and virtual reality. We discuss
normal and pathological computer use (PCU) and online sexu-
ality. Using video clips and slides, we demonstrate various virtual
worlds and what makes them so alluring. Wireless Internet access
will be available, so participants who bring a laptop will have
a hands on experience. All participants will benefit by learning
more about what Generation Y is doing online, the potential
benefits and risks of these technologies, and the safeguards that
both psychiatrists and patients can take.

Course Level: Basic
Format: Lecture, demonstration, hands on following along
(participants who bring laptops), discussion.

Sunday, May 23, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 50
Early Bird $190; Advance $220; On Site $250

Coursk 21 EEG FeeDBACK IN PsycHIATRY: CLINICAL
APPLICATIONS

Toric: OTHER SOMATIC THERAPIES

Director: Thomas M. Brod, M.D.

Co Director: Michael Cohen, B.S.

Faculty: Ed Hamlin, Ph.D., Anne Stevens, Ph.D., Stephen
Buie, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: Understand how EEG neurofeed-
back is applied in clinical psychiatric practice and the scientific
and theoretical underpinnings of neurofeedback.

Description: EEG biofeedback (Neurofeedback) uses computer
based technology to affect brain plasticity and accelerate posi-
tive clinical outcomes. How do you “train the brain” with EEG
biofeedback to improve affect, attention and behavior? How
do you train neuroregulation and neuromodulation by altering
electroencephalographic patterns and what are the clinical im-
plications? How can neurofeedback (EEG biofeedback) be inte-
grated into the practice of a reasonably tech savvy psychiatrist?
Neurofeedback demonstrates the impact of information on the
brain, creating functional (and, most likely, structural) changes
that impact clinical syndromes. Beyond well known effects on
arousal and attention mechanisms and its role in the treatment
of ADHD, growing research publications and clinical experience
have led to the application of neurofeedback in a wide range of
disorders. With applications as disparate as mood and anxiety
disorders, Tourette’s syndrome, epilepsy, post traumatic brain
injuries, attachment disorders, PTSD, substance abuse, and
adolescent acting out, neurofeedback mirrors the scope of many
general psychiatric practices. Neurofeedback is complementary
to both psychopharmacology and dynamic psychotherapy. This

course will focus on a few of those applications and offer re-
sources for further study. Current research will be critically re-
viewed, and some of the fascinating theoretical issues of brain
self regulation and plasticity will be noted, but essentially this six
hour course will be directed with an eye on practical issues. At-
tendees also get to watch (or participate) in live demonstrations
of several different available neurofeedback systems. Faculty are
practitioners from several centers invited because of their excep-
tional teaching ability.

Course Level: Basic
Format: Lecture and demonstration.

Sunday, May 23, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 85
Early Bird $190; Advance $220; On Site $250

Course 22 Basic CONCEPTS IN ADMINISTRATIVE

PsycHIATRY 1

Toric: PSYCHIATRIC ADMINISTRATION & SERVICES: PuUBLIC,
PRrIvATE & UNIVERSITY

Director: Barry Herman, M.D.

Co Director: Douglas Brandt, M.D.

Faculty: L. Mark Russakoff, M.D., Shivkumar Hatti, M.D.,
David Nace, M.D., Sy Saeed, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Demonstrate a working knowl-
edge of basic concepts in theoretical, human resources, fiscal,
and information technological aspects of administrative psychia-
try; and 2) Apply these concepts to psychiatric service systems.

Description: This is the first course of a two course series pro-
viding an overview of the theories, principles, concepts and
developments relevant to administrative psychiatry. The first
course covers broad areas of (1) Administrative Theory and Hu-
man Resources, (2) Fiscal Management, and (3) Advances in In-
formation Technology. The first area includes the contributions
of major management theorists; basic principles of delegating
authority; management methodologies; program evaluation and
computer utilization; organizational behavior; problem solving;
decision making and implementation; principles and practices
of human resources (including recruitment and selection, staff
development and continuing education, performance evalu-
ation, and labor management relations); and an overview of
health technology as it applies to psychiatric administration.

Fiscal management includes the role and function of the finan-
cial manager within the mental health organization; the corpo-
rate structure and tax status of mental health facilities; methods
and mechanisms for financing mental health care, including
Medicare and Medicaid; accounting concepts; budgeting poli-
cies; program budgeting; zero base budgeting; cost effectiveness;
fiscal controls; and automated financial systems. Health technol-
ogy includes clinical support technologies; safety and privacy;
connectivity strategies, population health, and personalized
medicine. This course is intended to inform and assist psychia-

23



trists developing administrative aspects of their careers. Part 11
of the course addresses psychiatric care management, marketing
tools and principles, legal and ethical aspects of administrative
practice, and professional and career issues relevant to psychiat-
ric administrators.

Course Level: Intermediate
Format: Lecture, PowerPoint presentation, case discussion, in-
teractive discussion, and questions and answer sessions.

Sunday, May 23, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 75
Early Bird $190; Advance $220; On Site $250

COURSE 23 WHAT IS PSYCHIATRY? PHILOSOPHIES AND
PRrACTICES

Toric: PsycHIATRIC EDUCATION

Director: S. Nassir Ghaemi, M.D., M.PH.
Co Director: David H. Brendel, M.D.

Educational Objectives: At the end of this course, the partici-
pant should be able to: Understand the conceptual and philo-
sophical aspects of psychiatric practice and research, including
new recent work on the philosophies of pragmatism and plural-
ism as applied to psychiatry.

Description: In this course, we will review conceptual and phil-
osophical aspects of psychiatry. These aspects of the field include
philosophy of mind and philosophy of science. Applications of
recent work in this field will be made by the co directors, both of
whom have published books on this topic. Dr Brendel will pres-
ent his material on the use of the philosophy of pragmatism to
heal modern psychiatry. Dr. Ghaemi will present his research on
the biopsychosocial model, its history, and his critique of its lim-
its. He will also describe alternative models, including a model
based on the philosophy of pluralism. Drs Ghaemi and Bren-
del will debate their alternative approaches, which share features
but also differ, and the audience will be encouraged to engage
actively in the discussion. The purpose of the course is to make
psychiatrists more aware of, and thus able to constantly reflect
on, the conceptual basis of their practice.

Course Level: Basic
Format: Lecture, small group discussion.

Sunday, May 23, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 55
Early Bird $190; Advance $ 220; On Site $250

COURSE 24 TREATMENT OF SCHIZOPHRENIA
TOPIC: PSYCHOPHARMACOLOGY

Director: Philip Janicak, M.D.
Faculty: Stephen Marder, M.D., Rajiv Tandon, M.D., Philip
Janicak, M.D., Morris Goldman, M.D.
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Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Describe the clinically relevant
pharmacological aspect of first and second generation antipsy-
chotic; 2) Understand their use for acute and chronic schizo-
phrenia; 3) Describe recent approaches to integrating antipsy-
chotics with psychosocial and rehabilitation programs.

Description: Treatment of schizophrenia and related psychotic
disorders has rapidly evolved since the re introduction of clo-
zapine in 1990. Six additional second generation antipsychotics
in various formulations (i.e., risperidone, olanzapine, quetiap-
ine, ziprasidone, aripiprazole and paliperidone ER) may soon be
joined by others (e.g., asenapine, augmentation strategies). The
relative efficacy of these drugs when compared with each other
(e.g., CAFE trial in first episode psychosis) as well as with first
generation antipsychotics (e.g., the CATIE and CUtLASS tri-
als) continues to be clarified. Increasingly, safety and tolerability
issues are the focus of attention, as well as strategies to improve
cognition, mood and negative symptoms. The integration of
psychosocial and rehabilitation programs with medication is also
critical to improving long term outcomes. Our increased under-
standing of the psychopathology of schizophrenia will guide the
development of yet another generation of agents and more effec-
tive use of maintenance strategies.

Course Level: Basic
Format: Lecture format with Q & A sessions

Sunday, May 23, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 145
Early Bird $190; Advance $220; On Site $250

COURSE 25 SPIRITUALITY IN PSYCHIATRY
Toric: RELIGION, SPIRITUALITY, & PSYCHIATRY

Director: Michael McGee, M.D.
Faculty: James Griffich, M.D., Christina Puchalski, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Discuss the relevance of spiri-
tuality to psychiatry; 2) Provide a working clinical definition of
spirituality; 3) Describe how spiritual issues can be addressed
clinically; 4) Communicate with patients and families about
spirituality; and 5) Describe the role of compassionate presence
in the treatment of patients.

Description: Spirituality is a universal, yet uniquely human,
concern that the vast majority of patients that we treat hold to
be important in their daily lives. The current body of research on
spirituality and health suggests that spiritual health has a posi-
tive impact on both mental and physical health and well being,
though the detailed natures of any causal relationships need to
be better elucidated. The current biopsychosocial paradigm of

psychiatry explicitly excludes attention to the spiritual concerns
of our patients, necessitating the need for a new, “biopsycho-
socialspiritual” paradigm that incorporates the integrative and
transcendent aspects of spirituality into a more “wholistic” mod-



el of psychiatry. This mixed didactic/experiential course discusses
the relevance of spirituality to psychiatry, explores the integra-
tion of “spiritually attuned” clinical approaches into the daily
practice of psychiatry and provides practical experiential exercises
that address compassion and presence in the practice of psychia-
try. At the end of the day, participants should be better equipped
to begin practicing “biopsychosocialspiritual psychiatry.”

Course Level: Basic
Format: Lecture and small group discussion.

Sunday, May 23, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 75
Early Bird $190; Advance $220; On Site $250

COURSE 26 UNDERSTANDING THE PERSON BEHIND
THE ILINESS: AN APPROACH TO PSYCHODYNAMIC
FormMuLATION

Toric: DiagNosTIC ISSUES
Director: William Campbell, M.D., M.B.A.

Educational Objectives: At the conclusion of this session, the par-
ticipant should be able to develop a psychodynamic formulation
based on historical information obtained during a psychiatric in-
terview.

Description: This course provides a systematic approach to the
development of a psychodynamic formulation. Historical data ob-
tained during a psychiatric interview will be organized into eight
categories and then synthesized into a psychodynamic formulation.
The faculty will present a psychodynamic formulation based on

the information provided in a videotaped interview of a patient.
Two additional videotapes of clinical interviews will be shown. Fol-
lowing each of these videotapes, participants will develop psychody-
namic formulations under faculty supervision.

Course Level: Intermediate

Format: PowerPoint lecture, videotaped interviews, psychodynamic
formulation model demonstration, workshop with formulation ex-
ercises, and group discussions.

Sunday, May 23, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 75
Early Bird $190; Advance $220; On Site $250

COURSE 27 MINDFULNESS: PRACTICAL APPLICATIONS
FOR PSYCHIATRY

Topic: STRESS
Director: Susan Abbey, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to: 1) Define “mindfulness”; 2) De-
scribe indications & contraindications for referral to mindful-
ness based therapeutic programs (MBTP) [e.g. MBSR, MBCT

& MB Eat]or use with individuals; 3) List common character-

istics of MBTDPs; 4) explain how mindfulness approaches may
be tailored to specific psychiatric disorders; 5) Answer patient’s
questions about how meditation impacts on brain function; and
6) Choose mindfulness practices that may reduce their own pro-
fessional & personal stress.

Description: Mindfulness based therapeutic approaches are re-
ceiving increasing attention. They are used in both individual
and group formats for a wide variety of common psychiatric
problems. Most psychiatrists have received no training with re-
spect to mindfulness and have little understanding of its value
or of the clinical indications and contraindications for its use.
This course will provide clinicians with a basic understanding
of mindfulness and how it can be applied in the therapeutic
context. The course will provide participants with both didactic
material and the opportunity for experiential learning and small
group discussion of common mindfulness practices. The course
will provide an overview of the two most common mindfulness
based therapeutic group interventions (MBSR & MBCT)and
the empirical evidence for their use. Indications and contrain-
dications will be reviewed. Participants will learn what to look
for in programs prior to referring patients. The course will review
how a mindfulness perspective can inform work with bodily sensa-
tions (e.g. pain) as well as distressing cognitions and affects. Recent
neurobiological data on the impact of mindfulness interventions
on brain biology will be summarized. Participants will learn about
resources to allow them to develop their knowledge base and skills
in this area. They will learn simple mindfulness practices that can
reduce their own professional and personal stress and are easy to
teach to patients.

Course Level: Basic

Format: Interactive format with didactic content delivered through
lecture, videotapes of groups, experiential learning and small group
discussion.

Sunday, May 23, 2010, 9am 4pm; Full Day 6 hours;
Morial Convention Center; Spaces Available: 55
Early Bird $190; Advance $220; On Site $250

CoURSE 28 YoGA oF THE EAsT AND WEST: INTEGRATING
BREATH WORK AND MEDITATION INTO CLINICAL
PracTICE

Toric: STRESS

Director: Patricia Gerbarg, M.D.

Co Director: Richard Brown, M.D.

Faculty: Monica Vermani, M.A., Patricia Gerbarg, M.D., Richard
Brown, M.D., Martin Katzman, M.D.

Educational Objectives: At the conclusion of this session, the
participant should be able to:1) Understand how Heart Rate
Variability, sympatho vagal balance, and cardiopulmonary res-
onance contribute to stress resilience; 2) Experience Coherent
Breathing for stress reduction and learn how to use it for pa-
tients; and 3) Experience Open Focus meditation for stress re-
duction, improved attention, relief of physical and psychological
distress.
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