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IN THE TREATMENT OF SCHIZOPHRENIA

7~ INVEGA
S,

INVEGA® (paliperidone) extended-release tablets are indicated for the acute and maintenance
treatment of schizophrenia.

IMPORTANT SAFETY INFORMATION FOR INVEGA®

PALIPERIDONE

Extended-Release Tablets

immediate discontinuation of antipsychotic drugs and other drugs not essential to concurrent

therapy, intensive symptomatic treatment and medical monitoring, and treatment of any
concomitant serious medical problems.

Increased Mortality in Elderly Patients with Dementia-Related Psychosis

Elderly patients with dementia-related psychosis treated with atypical antipsychotic
drugs are at an increased risk of death. Analyses of 17 placebo-controlled trials (modal
duration of 10 weeks), largely in patients taking atypical antipsychotic drugs, revealed
arisk of death in the drug-treated patients of between 1.6 to 1.7 times the risk of death
in placebo-treated patients. Over the course of a typical 10-week controlled trial, the
rate of death in drug-treated patients was about 4.5%, compared to a rate of about 2.6%
in the placebo group. Although the causes of death were varied, most of the deaths
appeared to be either cardiovascular (e.g., heart failure, sudden death) or infectious
(e.g., pneumonia) in nature. Observational studies suggest that, similar to atypical
antipsychotic drugs, treatment with conventional antipsychotic drugs may increase
mortality. The extent to which the findings of increased mortality in observational
studies may be attributed to the antipsychotic drug as opposed to some characteristic(s)
of the patients is not clear. INVEGA® (paliperidone) is not approved for the treatment of
patients with dementia-related psychosis.

Cerebrovascular Adverse Events (CAEs): CAEs, including fatalities, have been reported in
elderly patients with dementia-related psychosis taking atypical antipsychotics in clinical
trials. INVEGA® is not approved for treating these patients.

Neuroleptic Malignant Syndrome (NMS): NMS, a potentially fatal symptom complex,
has been reported with the use of antipsychotic medications, including INVEGA®. Clinical
manifestations include muscle rigidity, fever, altered mental status and evidence of
autonomic instability (see full Prescribing Information). Management should include

EX Janssen.

Division of Ortho-McNeil-Janssen
Pharmaceuticals, Inc.

QT Prolong : INVEGA® causes a modest increase in the corrected QT (QTc) interval.
INVEGA® should be avoided in combination with other drugs that are known to prolong
the QTc interval, in patients with congenital long QT syndrome or a history of cardiac
arrhythmias. Certain circumstances may increase the risk of torsades de pointes and/or
sudden death in association with the use of drugs that prolong the QTc interval.

Tardive Dyskinesia (TD): TD is a syndrome of potentially irreversible, involuntary, dyskinetic
movements that may develop in patients treated with antipsychotic medications. The risk
of developing TD and the likelihood that dyskinetic movements will become irreversible are
believed to increase with duration of treatment and total cumulative dose. Elderly patients
appeared to be at increased risk for TD. Prescribing should be consistent with the need to
minimize the risk of TD. The syndrome may remit, partially or completely, if antipsychotic
treatment is withdrawn.

Hyperglycemia and Diabetes: Hyperglycemia, some cases extreme and associated with
ketoacidosis, hyperosmolar coma or death has been reported in patients treated with
atypical antipsychotics (APS). Patients starting treatment with APS who have or are at risk
for diabetes should undergo fasting blood glucose testing at the beginning of and during
treatment. Patients who develop symptoms of hyperglycemia should also undergo fasting
blood glucose testing.

Hyperprolactinemia: As with other drugs that antagonize dopamine D, receptors, INVEGA®
elevates prolactin levels and the elevation persists during chronic administration.

Potential for Gastrointestinal Obstruction: INVEGA® should ordinarily not be administered
to patients with pre-existing severe gastrointestinal narrowing. Rare instances of obstructive

© Ortho-McNeil-Janssen Pharmaceuticals, Inc. 2008 November 2008 01JN482R4



metabolic pathways*

severe renal impairment
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INVEGA®°—Powerful Efficacy
With Safety and Tolerability

Plus additional features to consider

Metabolism and Excretion

® CYP450 isozymes play a limited role in the overall metabolism of INVEGA®
— Less than 10% of the dose is metabolized by each of the 4 identified

® Primarily excreted unchanged via the kidneys
— Dosing must be individualized according to the patient’s renal function

status. The maximum recommended dose of INVEGA® is 6 mg for patients
with mild renal impairment and 3 mg for patients with moderate to

Dealkylation, hydroxylation, dehydrogenation, and benzisoxazole scission.

N
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OROS is a registered trademark of
ALZA Corporation.
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symptoms have been reported in patients with known strictures taking nondeformable
formulations. INVEGA® should only be used in patients who are able to swallow the tablet
whole.

Orthostatic Hypotension and Syncope: INVEGA® may induce orthostatic hypotension
associated with dizziness, tachycardia, and in some patients, syncope, especially during the
initial dose-titration period. Monitoring should be considered in patients for whom this may
be of concern. INVEGA® should be used with caution in patients with known cardiovascular
disease, and conditions that would predispose patients to hypotension.

Potential for Cognitive and Motor Impairment: INVEGA® has the potential to impair
judgment, thinking, or motor skills. Patients should be cautioned about operating hazardous
machinery, including motor vehicles, until they are reasonably certain that INVEGA® does not
affect them adversely.

Seizures: INVEGA® should be used cautiously in patients with a history of seizures.

Suicide: The possibility of suicide attempt is inherent in psychotic illnesses and close
supervision of high-risk patients should accompany drug therapy.

Maintenance Treatment: Physicians who elect to use INVEGA® for extended periods should
periodically re-evaluate the long-term risks and benefits of the drug for the individual
patient.

Drug Interactions: Co-administration of INVEGA® 6 mg once daily with carbamazepine 200 mg
twice daily caused a decrease of approximately 37% in the mean steady-state C,,, and AUC
of paliperidone. On initiation of discontinuation of carbamazepine, the dose of INVEGA®
should be re-evaluated and adjusted if necessary. Given the primary CNS effects of INVEGA®,
INVEGA® should be used with caution in combination with other centrally acting drugs and
the use of alcohol should be avoided.

Reference: 1. Conley R, Gupta SK, Sathyan G. Clinical spectrum of the osmotic-controlled release oral

Extrapyramidal Symptoms (EPS): Total EPS-related adverse events in the higher 9-mg and
12-mg treatment groups were 25% and 26%, respectively, versus 11% for the placebo group.

Weight Gain: The proportion of subjects having a weight gain of >7% body weight were
comparable to placebo (5%) for 3 mg (7%) and 6 mg (6%). A higher incidence was seen for
9 mg (9%) and 12 mg (9%).

Renal Impairment: Dosing must be individualized according to the patient’s renal function
status. The maximum recommended dose of INVEGA® is 6 mg for patients with mild renal
impairment and 3 mg for patients with moderate to severe renal impairment (see Dosing for
Special Populations).

Elderly: No dosage adjustment is recommended based on age alone. However, dose
adjustment may be required because of age-related decreases in creatinine clearance (see
Dosing for Special Populations).

Commonly Observed Adverse Reactions: The most commonly observed adverse
reactions, occurring at an incidence of >5% and at least 2 times placebo, were akathisia and
extrapyramidal disorder.

Use with Risperidone: Concomitant use of paliperidone with risperidone has not been
studied. Since paliperidone is the major active metabolite of risperidone, consideration
should be given to the additive paliperidone exposure if risperidone is co-administered.

O1N776R1

For information on free or
discounted prescription medications,
visit access2wellness.com

or call 866 317 2775.

delivery system (OROS), an advanced oral delivery form. Curr Med Res Opin. 2006;22(10):1879-1892.

Please see brief summary of full Prescribing Information for INVEGA® on adjacent page.

access2wellness"




INVEGA®

(paliperidone) Extended-Release Tablets

Brief Summary
BEFORE PRESCRIBING INVEGA®, PLEASE SEE FULL PRESCRIBING
INFORMATION, INCLUDING BOXED WARNING.

WARNING: INCREASED MORTALITY IN ELDERLY PATIENTS WITH
DEMENTIA-RELATED PSYCHOSIS

Elderly patients with dementia-related psychosis treated with
antipsychotic drugs are at an increased risk of death. Analyses of 17
placebo-controlled trials (modal duration of 10 weeks), largely in
patients taking atypical antipsychotic drugs, revealed a risk of death in
drug-treated patients of between 1.6 to 1.7 times the risk of death in
placebo-treated patients. Over the course of a typical 10-week
controlled trial, the rate of death in drug-treated patients was about
4.5%, compared to a rate of about 2.6% in the placebo group. Although
the causes of death were varied, most of the deaths appeared to be
either cardiovascular (e.g., heart failure, sudden death) or infectious
(e.g., pneumonia) in nature. Observational studies suggest that, similar
to atypical antipsychotic drugs, treatment with conventional
antipsychotic drugs may increase mortality. The extent to which the
findings of increased mortality in observational studies may be
attributed to the antipsychotic drug as opposed to some
characteristic(s) of the patients is not clear. INVEGA® (paliperidone)
Extended-Release Tablets is not approved for the treatment of patients
with dementia-related psychosis. [see Warnings and Precautions]

INVEGA® (paliperidone) Extended-Release Tablets are indicated for the acute
and maintenance treatment of schizophrenia [see Clinical Studies in full PI].
CONTRAINDICATIONS

Hypersensitivity reactions, including anaphylactic reactions and angioedema,
have been observed in patients treated with risperidone and paliperidone.
INVEGA® (paliperidone) is a metabolite of risperidone and is therefore
contraindicated in patients with a known hypersensitivity to either paliperidone
or risperidone, or to any of the excipients in INVEGA®.

WARNINGS AND PRECAUTIONS

Increased Mortality in Elderly Patients with Dementia-Related Psychosis:
Elderly patients with dementia-related psychosis treated with
antipsychotic drugs are at an increased risk of death. INVEGA®
(paliperidone) is not approved for the treatment of dementia-related
psychosis [see Boxed Warning].

Cerebrovascular Adverse Reactions, Including Stroke, in Elderly Patients
With Dementia-Related Psychosis: In placebo-controlled trials with
risperidone, aripiprazole, and olanzapine in elderly subjects with dementia,
there was a higher incidence of cerebrovascular adverse reactions
(cerebrovascular accidents and transient ischemic attacks) including fatalities
compared to placebo-treated subjects. INVEGA® was not marketed at the time
these studies were performed. INVEGA® is not approved for the treatment of
patients with dementia-related psychosis [see Boxed Warning].

Neuroleptic Malignant Syndrome: A potentially fatal symptom complex
sometimes referred to as Neuroleptic Malignant Syndrome (NMS) has been
reported in association with antipsychotic drugs, including paliperidone.
Clinical manifestations of NMS are hyperpyrexia, muscle rigidity, altered mental
status, and evidence of autonomic instability (irregular pulse or blood pressure,
tachycardia, diaphoresis, and cardiac dysrhythmia). Additional signs may
include elevated creatine phosphokinase, myoglobinuria (rhabdomyolysis), and
acute renal failure.

The diagnostic evaluation of patients with this syndrome is complicated. In
arriving at a diagnosis, it is important to identify cases in which the clinical
presentation includes both serious medical illness (e.g., pneumonia, systemic
infection, etc.) and untreated or inadequately treated extrapyramidal signs and
symptoms (EPS). Other important considerations in the differential diagnosis
include central anticholinergic toxicity, heat stroke, drug fever, and primary
central nervous system pathology.

The management of NMS should include: (1) immediate discontinuation of
antipsychotic drugs and other drugs not essential to concurrent therapy; (2)
intensive symptomatic treatment and medical monitoring; and (3) treatment of
any concomitant serious medical problems for which specific treatments are
available. There is no general agreement about specific pharmacological
treatment regimens for uncomplicated NMS.

If a patient appears to require antipsychotic drug treatment after recovery from
NMS, reintroduction of drug therapy should be closely monitored, since
recurrences of NMS have been reported.

QT Prolongation: Paliperidone causes a modest increase in the corrected QT
(QTc) interval. The use of paliperidone should be avoided in combination with

A10

other drugs that are known to prolong QIc including Class 1A (e.g., quinidine,
procainamide) or Class lll (e.g., amiodarone, sotalol) antiarrhythmic medications,
antipsychotic medications (e.g., chlorpromazine, thioridazine), antibiotics (e.g.,
gatifloxacin, moxifloxacin), or any other class of medications known to prolong
the QTc interval. Paliperidone should also be avoided in patients with congenital
long QT syndrome and in patients with a history of cardiac arrhythmias.

Certain circumstances may increase the risk of the occurrence of torsade de
pointes and/or sudden death in association with the use of drugs that prolong the
QTc interval, including (1) bradycardia; (2) hypokalemia or hypomagnesemia;
(3) concomitant use of other drugs that prolong the QTc interval; and (4) presence
of congenital prolongation of the QT interval.

The effects of paliperidone on the QT interval were evaluated in a double-blind,
active-controlled (moxifloxacin 400 mg single dose), multicenter QT study in
adults with schizophrenia and schizoaffective disorder, and in three placebo- and
active-controlled 6-week, fixed-dose efficacy trials in adults with schizophrenia.

In the QT study (n = 141), the 8 mg dose of immediate-release oral paliperidone
(n=50) showed a mean placebo-subtracted increase from baseline in QTcLD of
12.3 msec (90% Cl: 8.9; 15.6) on day 8 at 1.5 hours post-dose. The mean steady-
state peak plasma concentration for this 8 mg dose of paliperidone immediate-
release was more than twice the exposure observed with the maximum recommended
12 mg dose of INVEGA® (C,,, ss = 113 ng/mL and 45 ng/mL, respectively, when
administered with a standard breakfast). In this same study, a 4 mg dose of the
immediate-release oral formulation of paliperidone, for which C,, ss = 35 ng/mL,
showed an increased placebo-subtracted QTcLD of 6.8 msec (90% Cl: 3.6; 10.1)
on day 2 at 1.5 hours post-dose. None of the subjects had a change exceeding
60 msec or a QTcLD exceeding 500 msec at any time during this study.

For the three fixed-dose efficacy studies, electrocardiogram (ECG) measurements
taken at various time points showed only one subject in the INVEGA® 12 mg
group had a change exceeding 60 msec at one time-point on Day 6 (increase of
62 msec). No subject receiving INVEGA® had a QTcLD exceeding 500 msec at
any time in any of these three studies.

Tardive Dyskinesia: A syndrome of potentially irreversible, involuntary,
dyskinetic movements may develop in patients treated with antipsychotic
drugs. Although the prevalence of the syndrome appears to be highest among
the elderly, especially elderly women, it is impossible to predict which patients
will develop the syndrome. Whether antipsychotic drug products differ in their
potential to cause tardive dyskinesia is unknown.

The risk of developing tardive dyskinesia and the likelihood that it will become
irreversible appear to increase as the duration of treatment and the total
cumulative dose of antipsychotic drugs administered to the patient increase,
but the syndrome can develop after relatively brief treatment periods at low
doses, although this is uncommon.

There is no known treatment for established tardive dyskinesia, although the
syndrome may remit, partially or completely, if antipsychotic treatment is
withdrawn. Antipsychotic treatment itself may suppress (or partially suppress)
the signs and symptoms of the syndrome and may thus mask the underlying
process. The effect of symptomatic suppression on the long-term course of the
syndrome is unknown.

Given these considerations, INVEGA® should be prescribed in a manner that is
most likely to minimize the occurrence of tardive dyskinesia. Chronic antipsychotic
treatment should generally be reserved for patients who suffer from a chronic
illness that is known to respond to antipsychotic drugs. In patients who do
require chronic treatment, the smallest dose and the shortest duration of
treatment producing a satisfactory clinical response should be sought. The need
for continued treatment should be reassessed periodically.

If signs and symptoms of tardive dyskinesia appear in a patient treated with
INVEGA®, drug discontinuation should be considered. However, some patients
may require treatment with INVEGA® despite the presence of the syndrome.
Hyperglycemia and Diabetes Mellitus: Hyperglycemia, in some cases
extreme and associated with ketoacidosis or hyperosmolar coma or death, has
been reported in patients treated with all atypical antipsychotics. These cases
were, for the most part, seen in post-marketing clinical use and epidemiologic
studies, not in clinical trials, and there have been few reports of hyperglycemia
or diabetes in trial subjects treated with INVEGA®. Assessment of the
relationship between atypical antipsychotic use and glucose abnormalities is
complicated by the possibility of an increased background risk of diabetes
mellitus in patients with schizophrenia and the increasing incidence of diabetes
mellitus in the general population. Given these confounders, the relationship
between atypical antipsychotic use and hyperglycemia-related adverse events
is not completely understood. However, epidemiological studies suggest an
increased risk of treatment-emergent hyperglycemia-related adverse events in
patients treated with the atypical antipsychotics. Because INVEGA® was not
marketed at the time these studies were performed, it is not known if INVEGA®
is associated with this increased risk.

Patients with an established diagnosis of diabetes mellitus who are started on
atypical antipsychotics should be monitored regularly for worsening of glucose



control. Patients with risk factors for diabetes mellitus (e.g., obesity, family
history of diabetes) who are starting treatment with atypical antipsychotics
should undergo fasting blood glucose testing at the beginning of treatment and
periodically during treatment. Any patient treated with atypical antipsychotics
should be monitored for symptoms of hyperglycemia including polydipsia,
polyuria, polyphagia, and weakness. Patients who develop symptoms of
hyperglycemia during treatment with atypical antipsychotics should undergo
fasting blood glucose testing. In some cases, hyperglycemia has resolved
when the atypical antipsychotic was discontinued; however, some patients
required continuation of anti-diabetic treatment despite discontinuation of the
suspect drug.

Hyperprolactinemia: Like other drugs that antagonize dopamine D, receptors,
paliperidone elevates prolactin levels and the elevation persists during chronic
administration. Paliperidone has a prolactin-elevating effect similar to that seen
with risperidone, a drug that is associated with higher levels of prolactin than
other antipsychotic drugs.

Hyperprolactinemia, regardless of etiology, may suppress hypothalamic GnRH,
resulting in reduced pituitary gonadotrophin secretion. This, in turn, may inhibit
reproductive function by impairing gonadal steroidogenesis in both female and
male patients. Galactorrhea, amenorrhea, gynecomastia, and impotence have
been reported in patients receiving prolactin-elevating compounds. Long-
standing hyperprolactinemia when associated with hypogonadism may lead to
decreased bone density in both female and male subjects.

Tissue culture experiments indicate that approximately one-third of human
breast cancers are prolactin dependent in vitro, a factor of potential importance
if the prescription of these drugs is considered in a patient with previously
detected breast cancer. An increase in the incidence of pituitary gland,
mammary gland, and pancreatic islet cell neoplasia (mammary
adenocarcinomas, pituitary and pancreatic adenomas) was observed in the
risperidone carcinogenicity studies conducted in mice and rats [see Nonclinical
Toxicology in full PI]. Neither clinical studies nor epidemiologic studies
conducted to date have shown an association between chronic administration
of this class of drugs and tumorigenesis in humans, but the available evidence
is too limited to be conclusive.

Potential for Gastrointestinal Obstruction: Because the INVEGA® tablet is
non-deformable and does not appreciably change in shape in the
gastrointestinal tract, INVEGA® should ordinarily not be administered to patients
with pre-existing severe gastrointestinal narrowing (pathologic or iatrogenic, for
example: esophageal motility disorders, small bowel inflammatory disease,
“short gut” syndrome due to adhesions or decreased transit time, past history of
peritonitis, cystic fibrosis, chronic intestinal pseudoobstruction, or Meckel’s
diverticulum). There have been rare reports of obstructive symptoms in patients
with known strictures in association with the ingestion of drugs in non-
deformable controlled-release formulations. Because of the controlled-release
design of the tablet, INVEGA® should only be used in patients who are able to
swallow the tablet whole [see Dosage and Administration].

A decrease in transit time, e.g., as seen with diarrhea, would be expected to
decrease bioavailability and an increase in transit time, e.g., as seen with
gastrointestinal neuropathy, diabetic gastroparesis, or other causes, would be
expected to increase bioavailability. These changes in bioavailability are more
likely when the changes in transit time occur in the upper Gl tract.

Orthostatic Hypotension and Syncope: Paliperidone can induce orthostatic
hypotension and syncope in some patients because of its alpha-blocking
activity. In pooled results of the three placebo-controlled, 6-week, fixed-dose
trials, syncope was reported in 0.8% (7/850) of subjects treated with INVEGA®
(8 mg, 6 mg, 9 mg, 12 mg) compared to 0.3% (1/355) of subjects treated with
placebo. INVEGA® should be used with caution in patients with known
cardiovascular disease (e.g., heart failure, history of myocardial infarction or
ischemia, conduction abnormalities), cerebrovascular disease, or conditions
that predispose the patient to hypotension (e.g., dehydration, hypovolemia, and
treatment with antihypertensive medications). Monitoring of orthostatic vital
signs should be considered in patients who are vulnerable to hypotension.
Potential for Cognitive and Motor Impairment: Somnolence and sedation
were reported in subjects treated with INVEGA® [see Adverse Reactions].
Antipsychotics, including INVEGA®, have the potential to impair judgment,
thinking, or motor skills. Patients should be cautioned about performing
activities requiring mental alertness, such as operating hazardous machinery
or operating a motor vehicle, until they are reasonably certain that paliperidone
therapy does not adversely affect them.

Seizures: During premarketing clinical trials (the three placebo-controlled,
6-week, fixed-dose studies and a study conducted in elderly schizophrenic
subjects), seizures occurred in 0.22% of subjects treated with INVEGA® (3 mg,
6 mg, 9 mg, 12 mg) and 0.25% of subjects treated with placebo. Like other
antipsychotic drugs, INVEGA® should be used cautiously in patients with a
history of seizures or other conditions that potentially lower the seizure
threshold. Conditions that lower the seizure threshold may be more prevalent
in patients 65 years or older.

Dysphagia: Esophageal dysmotility and aspiration have been associated with

antipsychotic drug use. Aspiration pneumonia is a common cause of morbidity

and mortality in patients with advanced Alzheimer's dementia. INVEGA® and

other antipsychotic drugs should be used cautiously in patients at risk for

aspiration pneumonia.

Suicide: The possibility of suicide attempt is inherent in psychotic illnesses,

and close supervision of high-risk patients should accompany drug therapy.

Prescriptions for INVEGA® should be written for the smallest quantity of tablets

consistent with good patient management in order to reduce the risk of

overdose.

Priapism: Drugs with alpha-adrenergic blocking effects have been reported to

induce priapism. Although no cases of priapism have been reported in clinical

trials with INVEGA®, paliperidone shares this pharmacologic activity and,

therefore, may be associated with this risk. Severe priapism may require

surgical intervention.

Thrombotic Thrombocytopenic Purpura (TTP): No cases of TTP were

observed during clinical studies with paliperidone. Although cases of TTP have

been reported in association with risperidone administration, the relationship to

risperidone therapy is unknown.

Body Temperature Regulation: Disruption of the body’s ability to reduce core

body temperature has been attributed to antipsychotic agents. Appropriate care

is advised when prescribing INVEGA® to patients who will be experiencing

conditions which may contribute to an elevation in core body temperature, e.g.,

exercising strenuously, exposure to extreme heat, receiving concomitant

medication with anticholinergic activity, or being subject to dehydration.

Antiemetic Effect: An antiemetic effect was observed in preclinical studies

with paliperidone. This effect, if it occurs in humans, may mask the signs and

symptoms of overdosage with certain drugs or of conditions such as intestinal

obstruction, Reye’s syndrome, and brain tumor.

Use in Patients with Concomitant lliness: Clinical experience with INVEGA®

in patients with certain concomitant ilinesses is limited [see Clinical

Pharmacology in full PI].

Patients with Parkinson’s Disease or Dementia with Lewy Bodies are reported

to have an increased sensitivity to antipsychotic medication. Manifestations of

this increased sensitivity include confusion, obtundation, postural instability

with frequent falls, extrapyramidal symptoms, and clinical features consistent

with the neuroleptic malignant syndrome.

INVEGA® has not been evaluated or used to any appreciable extent in patients

with a recent history of myocardial infarction or unstable heart disease.

Patients with these diagnoses were excluded from premarketing clinical trials.

Because of the risk of orthostatic hypotension with INVEGA®, caution should

be observed in patients with known cardiovascular disease [see Warnings and

Precautions].

Monitoring: Laboratory Tests: No specific laboratory tests are recommended.

ADVERSE REACTIONS

The following are discussed in more detail in other sections of the labeling:

* Increased mortality in elderly patients with dementia-related psychosis
[see Boxed Warning]

o Cerebrovascular adverse events, including stroke, in elderly patients with

dementia-related psychosis [see Warnings and Precautions]

Neuroleptic malignant syndrome [see Warnings and Precautions]

QT prolongation [see Warnings and Precautions]

Tardive dyskinesia [see Warnings and Precautions]

Hyperglycemia and diabetes mellitus [see Warnings and Precautions]

Hyperprolactinemia [see Warnings and Precautions]

Potential for Gastrointestinal Obstruction [see Warnings and Precautions]

Orthostatic hypotension and syncope [see Warnings and Precautions]

Potential for cognitive and motor impairment [see Warnings and

Precautions]

Seizures [see Warnings and Precautions]

Dysphagia [see Warnings and Precautions]

Suicide [see Warnings and Precautions]

Priapism [see Warnings and Precautions]

Thrombotic thrombocytopenic purpura (TTP) [see Warnings and

Precautions]

*  Disruption of body temperature regulation [see Warnings and Precautions]

*  Antiemetic effect [see Warnings and Precautions]

* Increased sensitivity in patients with Parkinson’s disease or those with
dementia with Lewy bodies [see Warnings and Precautions]

o Diseases or conditions that could affect metabolism or hemodynamic
responses [see Warnings and Precautions]

The most common adverse reactions in clinical trials (reported in 5% or more

of subjects treated with INVEGA® and at least twice the placebo rate in any of

the dose groups) were akathisia and extrapyramidal disorder.
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The most common adverse reactions that were associated with discontinuation
from clinical trials (causing discontinuation in 2% of INVEGA®-treated subjects)
were nervous system disorders [see Adverse Reactions].

The safety of INVEGA® was evaluated in 1205 adult subjects with schizophrenia
who participated in three placebo-controlled, 6-week, double-blind trials, of whom
850 subjects received INVEGA® at fixed doses ranging from 3 mg to 12 mg once
daily. The information presented in this section was derived from pooled data from
these three trials. Additional safety information from the placebo-controlled phase
of the long-term maintenance study, in which subjects received INVEGA® at daily
doses within the range of 3 mg to 15 mg (n=104), is also included.

Adverse events during exposure to study treatment were obtained by general
inquiry and recorded by clinical investigators using their own terminology.
Consequently, to provide a meaningful estimate of the proportion of individuals
experiencing adverse events, events were grouped in standardized categories
using MedDRA terminology.

Throughout this section, adverse reactions are reported. Adverse reactions are
adverse events that were considered to be reasonably associated with the use
of INVEGA® (adverse drug reactions) based on the comprehensive
assessment of the available adverse event information. A causal association
for INVEGA® often cannot be reliably established in individual cases. Further,
because clinical trials are conducted under widely varying conditions, adverse
reaction rates observed in the clinical trials of a drug cannot be directly
compared to rates in the clinical trials of another drug and may not reflect the
rates observed in clinical practice.

Commonly-Observed Adverse Reactions in Double-Blind, Placebo-
Controlled Clinical Trials: Table 1 enumerates the pooled incidences of
adverse reactions reported in the three placebo-controlled, 6-week, fixed-dose
studies, listing those that occurred in 2% or more of subjects treated with
INVEGA® in any of the dose groups, and for which the incidence in INVEGA®-
treated subjects in any of the dose groups was greater than the incidence in
subjects treated with placebo.

Table 1. Adverse Reactions in Short-Term, Fixed-Dose, Placebo-
Controlled Trials in Adult Subjects with Schizophrenia*: Body System or
Organ Class (Dictionary-derived Term) Percent of Patients Reporting Event
Placebo (N=355) first, INVEGA® 3 mg once daily (N=127) second, 6 mg
once daily (N=235) third, 9 mg once daily (N=246) fourth, 12 mg once daily
(N=242) fifth, Total percentage of subjects with adverse reactions 37, 48,
47, 54, 60; Cardiac disorders: Atrioventricular block first degree 1, 2, 0, 2, 1;
Bundle branch block 2, 3, 1, 3, <1; Sinus arrhythmia 0, 2, 1, 1, <1; Tachycardia
7, 14,12, 12, 14; Gastrointestinal disorders: Abdominal pain upper 1, 1, 3,
2, 2; Dry mouth 1, 2, 3, 1, 3; Salivary hypersecretion <1, 0, <1, 1, 4; General
disorders: Asthenia 1, 2, <1, 2, 2; Fatigue 1, 2, 1, 2, 2; Nervous system
disorders: Akathisia 4, 4, 3, 8, 10; Dizziness 4, 6, 5, 4, 5; Dystonia 1, 1, 1, 5,
4; Extrapyramidal disorder 2, 5, 2, 7, 7; Headache 12, 11, 12, 14, 14;
Hypertonia 1, 2, 1, 4, 3; Parkinsonism 0, 0, <1, 2, 1; Somnolence 7, 6, 9, 10,
11; Tremor 3, 3, 3, 4, 3; Vascular disorders: Orthostatic hypotension 1, 2, 1, 2,
4. * Table includes adverse reactions that were reported in 2% or more of
subjects in any of the INVEGA® dose groups and which occurred at greater
incidence than in the placebo group. Data are pooled from three studies; one
study included once-daily INVEGA® doses of 3 mg and 9 mg, the second study
included 6 mg, 9 mg, and 12 mg, and the third study included 6 mg and 12 mg
[see Clinical Studies in full Pl]. Adverse reactions for which the INVEGA®
incidence was equal to or less than placebo are not listed in the table, but
included the following: vomiting.

Less Commonly-Observed Adverse Reactions: The following list contains
all serious and non-serious adverse reactions reported at any time by
individuals taking INVEGA® during any phase of a trial within the premarketing
database (n = 2720), except (1) those listed in Table 1 above or elsewhere in
labeling, (2) those for which a causal relationship to INVEGA® use was
considered remote, and (3) those occurring in only one subject treated with
INVEGA® and that were not acutely life-threatening. Cardiac disorders:
bradycardia, palpitations Gastrointestinal disorders: abdominal pain,
swollen tongue General disorders: edema Immune system disorders:
anaphylactic reaction Vascular disorders: ischemia

Discontinuations Due to Adverse Reactions: The percentages of subjects who
discontinued due to adverse reactions in the three placebo-controlled, 6-week,
fixed-dose studies were 3% and 1% in INVEGA®- and placebo-treated subjects,
respectively. The most common reasons for discontinuation were nervous system
disorders (2% and 0% in INVEGA®- and placebo-treated subjects, respectively).
Dose-Related Adverse Reactions: Based on the pooled data from the three
placebo-controlled, 6-week, fixed-dose studies, among the adverse reactions
that occurred with a greater than 2% incidence in the subjects treated with
INVEGA?®, the incidences of the following adverse reactions increased with
dose: somnolence, orthostatic hypotension, akathisia, dystonia, extrapyramidal
disorder, hypertonia, Parkinsonism, and salivary hypersecretion. For most of
these, the increased incidence was seen primarily at the 12 mg dose, and, in
some cases, the 9 mg dose.
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Demographic Differences: An examination of population subgroups in the
three placebo-controlled, 6-week, fixed-dose studies did not reveal any
evidence of differences in safety on the basis of gender or race alone; there was
also no difference on the basis of age [see Use in Specific Populations].
Extrapyramidal Symptoms (EPS): Pooled data from the three placebo-
controlled, 6-week, fixed-dose studies provided information regarding
treatment-emergent EPS. Several methods were used to measure EPS: (1) the
Simpson-Angus global score (mean change from baseline) which broadly
evaluates Parkinsonism, (2) the Barnes Akathisia Rating Scale global clinical
rating score (mean change from baseline) which evaluates akathisia, (3) use of
anticholinergic medications to treat emergent EPS (Table 2), and (4) incidence
of spontaneous reports of EPS (Table 3). For the Simpson-Angus Scale,
spontaneous EPS reports and use of anticholinergic medications, there was a
dose-related increase observed for the 9 mg and 12 mg doses. There was no
difference observed between placebo and INVEGA® 3 mg and 6 mg doses for
any of these EPS measures.

Table 2. Treatment-Emergent Extrapyramidal Symptoms (EPS) Assessed
by Incidence of Ratings Scales and Use of Anticholinergic Medication:
EPS Group Percentage of Patients Placebo (N=355) first, INVEGA® 3 mg
once daily (N=127) second, 6 mg once daily (N=235) third, 9 mg once daily
(N=246) fourth, 12 mg once daily (N=242) fifth, Parkinsonism # 9, 11, 3, 15,
14; Akathisia °6, 6, 4, 7, 9; Use of anticholinergic medications © 10, 10, 9, 22,
22. a: For Parkinsonism, percent of patients with Simpson-Angus global score
> 0.3 (Global score defined as total sum of items score divided by the number
of items) b: For Akathisia, percent of patients with Barnes Akathisia Rating
Scale global score = 2 c: Percent of patients who received anticholinergic
medications to treat emergent EPS

Table 3. Treatment-Emergent Extrapyramidal Symptoms (EPS)-Related
Adverse Events by MedDRA Preferred Term: EPS Group Percentage of
Patients Placebo (N=355) first, INVEGA® 3 mg once daily (N=127) second,
6 mg once daily (N=235) third, 9 mg once daily (N=246) fourth, 12 mg once
daily (N=242) fifth, Overall percentage of patients with EPS-related AE 11, 13,
10, 25, 26; Dyskinesia 3, 5, 3, 8, 9; Dystonia 1, 1, 1, 5, 5; Hyperkinesia 4, 4, 3,
8, 10; Parkinsonism 2, 3, 3, 7, 6; Tremor 3, 3, 3, 4, 3; Dyskinesia group
includes: Dyskinesia, extrapyramidal disorder, muscle twitching, tardive
dyskinesia Dystonia group includes: Dystonia, muscle spasms, oculogyration,
trismus Hyperkinesia group includes: Akathisia, hyperkinesia Parkinsonism
group includes: Bradykinesia, cogwheel rigidity, drooling, hypertonia,
hypokinesia, muscle rigidity, musculoskeletal stiffness, parkinsonism Tremor
group includes: Tremor

Laboratory Test Abnormalities: In the pooled data from the three placebo-
controlled, 6-week, fixed-dose studies, a between-group comparison revealed
no medically important differences between INVEGA® and placebo in the
proportions of subjects experiencing potentially clinically significant changes in
routine serum chemistry, hematology, or urinalysis parameters. Similarly, there
were no differences between INVEGA® and placebo in the incidence of
discontinuations due to changes in hematology, urinalysis, or serum chemistry,
including mean changes from baseline in fasting glucose, insulin, c-peptide,
triglyceride, HDL, LDL, and total cholesterol measurements. However,
INVEGA® was associated with increases in serum prolactin [see Warnings anc
Precautions].

Weight Gain: In the pooled data from the three placebo-controlled, 6-week,
fixed-dose studies, the proportions of subjects meeting a weight gain criterion
of = 7% of body weight were compared, revealing a similar incidence of weight
gain for INVEGA® 3 mg and 6 mg (7% and 6%, respectively) compared with
placebo (5%), and a higher incidence of weight gain for INVEGA® 9 mg and
12 mg (9% and 9%, respectively).

Other Findings Observed During Clinical Trials: The safety of INVEGA®
was also evaluated in a long-term trial designed to assess the maintenance of
effect with INVEGA® in adults with schizophrenia [see Clinical Studies]. In
general, adverse reaction types, frequencies, and severities during the initial
14-week open-label phase of this study were comparable to those observed in
the 6-week, placebo-controlled, fixed-dose studies. Adverse reactions reported
during the long-term double-blind phase of this study were similar in type and
severity to those observed in the initial 14-week open-label phase.

Adverse Reactions Reported With Risperidone: Paliperidone is the major
active metabolite of risperidone. Adverse reactions reported with risperidone
can be found in the ADVERSE REACTIONS section of the risperidone package
insert.

DRUG INTERACTIONS

Potential for INVEGA® to Affect Other Drugs: Given the primary CNS effects
of paliperidone [see Adverse Reactions], INVEGA® should be used with caution
in combination with other centrally acting drugs and alcohol. Paliperidone may
antagonize the effect of levodopa and other dopamine agonists.

Because of its potential for inducing orthostatic hypotension, an additive effect
may be observed when INVEGA® is administered with other therapeutic
agents that have this potential [see Warnings and Precautions].



Paliperidone is not expected to cause clinically important pharmacokinetic
interactions with drugs that are metabolized by cytochrome P450 isozymes.
In vitro studies in human liver microsomes showed that paliperidone does not
substantially inhibit the metabolism of drugs metabolized by cytochrome P450
isozymes, including CYP1A2, CYP2A6, CYP2C8/9/10, CYP2D6, CYP2E1,
CYP3A4, and CYP3A5. Therefore, paliperidone is not expected to inhibit
clearance of drugs that are metabolized by these metabolic pathways in a
clinically relevant manner. Paliperidone is also not expected to have enzyme
inducing properties.

Paliperidone is a weak inhibitor of P-glycoprotein (P-gp) at high concentrations.
No in vivo data are available and the clinical relevance is unknown.

Potential for Other Drugs to Affect INVEGA®: Paliperidone is not a substrate
of CYP1A2, CYP2A8, CYP2C9, and CYP2C19, so that an interaction with
inhibitors or inducers of these isozymes is unlikely. While in vitro studies
indicate that CYP2D6 and CYP3A4 may be minimally involved in paliperidone
metabolism, in vivo studies do not show decreased elimination by these
isozymes and they contribute to only a small fraction of total body clearance.
In vitro studies have shown that paliperidone is a P-gp substrate.
Co-administration of INVEGA® 6 mg once daily with carbamazepine 200 mg
twice daily caused a decrease of approximately 37% in the mean steady-state
Cmax and AUC of paliperidone. This decrease is caused, to a substantial
degree, by a 35% increase in renal clearance of paliperidone. A minor
decrease in the amount of drug excreted unchanged in the urine suggests that
there was little effect on the CYP metabolism or bioavailability of paliperidone
during carbamazepine co-administration. On initiation of carbamazepine, the
dose of INVEGA® should be re-evaluated and increased if necessary.
Conversely, on discontinuation of carbamazepine, the dose of INVEGA® should
be re-evaluated and decreased if necessary.

Paliperidone is metabolized to a limited extent by CYP2D6 [see Clinical
Pharmacology in full PI]. In an interaction study in healthy subjects in which a
single 3 mg dose of INVEGA® was administered concomitantly with 20 mg per
day of paroxetine (a potent CYP2D6 inhibitor), paliperidone exposures were on
average 16% (90% Cl: 4, 30) higher in CYP2D6 extensive metabolizers. Higher
doses of paroxetine have not been studied. The clinical relevance is unknown.
USE IN SPECIFIC POPULATIONS

Pregnancy: Pregnancy Category C: There are no adequate and well controlled
studies of INVEGA® in pregnant women. INVEGA® should be used during
pregnancy only if the potential benefit justifies the potential risk to the fetus.

Use of first generation antipsychotic drugs during the last trimester of
pregnancy has been associated with extrapyramidal symptoms in the neonate.
These symptoms are usually self-limited. It is not known whether paliperidone,
when taken near the end of pregnancy, will lead to similar neonatal signs and
symptoms.

In animal reproduction studies, there were no increases in fetal abnormalities
when pregnant rats and rabbits were treated during the period of organogenesis
with up to 8 times the maximum recommended human dose of paliperidone (on
amg/m? basis).

In rat reproduction studies with risperidone, which is extensively converted to
paliperidone in rats and humans, there were increases in pup deaths seen at
oral doses which are less than the maximum recommended human dose of
risperidone on a mg/m? basis (see risperidone package insert).

Labor and Delivery: The effect of INVEGA® on labor and delivery in humans
is unknown.

Nursing Mothers: Paliperidone is 9-hydroxyrisperidone, the active metabolite of
risperidone. In animal studies, risperidone and 9-hydroxyrisperidone were
excreted in milk. Risperidone and 9-hydroxyrisperidone are also excreted in
human breast milk. Caution should be exercised when INVEGA® is administered
to a nursing woman. The known benefits of breastfeeding should be weighed
against the unknown risks of infant exposure to paliperidone.

Pediatric Use: Safety and effectiveness of INVEGA® in patients < 18 years of
age have not been established.

Geriatric Use: The safety, tolerability, and efficacy of INVEGA® were evaluated
in a 6-week placebo-controlled study of 114 elderly subjects with
schizophrenia (65 years of age and older, of whom 21 were 75 years of age
and older). In this study, subjects received flexible doses of INVEGA® (3 mg to
12 mg once daily). In addition, a small number of subjects 65 years of age and
older were included in the 6-week placebo-controlled studies in which adult
schizophrenic subjects received fixed doses of INVEGA® (3 mg to 15 mg once
daily) [see Clinical Studies in full PI].

Overall, of the total number of subjects in clinical studies of INVEGA® (n = 1796),
including those who received INVEGA® or placebo, 125 (7.0%) were 65 years
of age and older and 22 (1.2%) were 75 years of age and older. No overall
differences in safety or effectiveness were observed between these subjects
and younger subjects, and other reported clinical experience has not identified
differences in response between the elderly and younger patients, but greater
sensitivity of some older individuals cannot be ruled out.

This drug is known to be substantially excreted by the kidney and clearance is
decreased in patients with moderate to severe renal impairment [see Clinical
Pharmacology in full PI], who should be given reduced doses. Because elderly
patients are more likely to have decreased renal function, care should be taken
in dose selection, and it may be useful to monitor renal function [see Dosage
and Administration in full PI].

Renal Impairment: Dosing must be individualized according to the patient’s
renal function status [see Dosage and Administration in full PI].

Hepatic Impairment: No dosage adjustment is required in patients with mild
to moderate hepatic impairment. INVEGA® has not been studied in patients
with severe hepatic impairment.

PATIENT COUNSELING INFORMATION

Physicians are advised to discuss the following issues with patients for whom
they prescribe INVEGA®.

Orthostatic Hypotension: Patients should be advised that there is risk of
orthostatic hypotension, particularly at the time of initiating treatment, re-initiating
treatment, or increasing the dose [see Warnings and Precautions].

Interference with Cognitive and Motor Performance: As INVEGA® has the
potential to impair judgment, thinking, or motor skills, patients should be
cautioned about operating hazardous machinery, including automobiles, until
they are reasonably certain that INVEGA® therapy does not affect them
adversely [see Warnings and Precautions].

Pregnancy: Patients should be advised to notify their physician if they become
pregnant or intend to become pregnant during treatment with INVEGA® [see
Use in Specific Populations].

Nursing: Caution should be exercised when INVEGA® is administered to a
nursing woman. The known benefits of breastfeeding should be weighed
against the unknown risks of infant exposure to paliperidone. [See Use in
Specific Populations].

Concomitant Medication: Patients should be advised to inform their
physicians if they are taking, or plan to take, any prescription or over-the-
counter drugs, as there is a potential for interactions [see Drug Interactions].
Alcohol: Patients should be advised to avoid alcohol while taking INVEGA®
[see Drug Interactions].

Heat Exposure and Dehydration: Patients should be advised regarding
appropriate care in avoiding overheating and dehydration [see Warnings and
Precautions].

Administration: Patients should be informed that INVEGA® should be
swallowed whole with the aid of liquids. Tablets should not be chewed, divided,
or crushed. The medication is contained within a nonabsorbable shell designed
to release the drug at a controlled rate. The tablet shell, along with insoluble
core components, is eliminated from the body; patients should not be
concerned if they occasionally notice something that looks like a tablet in their
stool [see Dosage and Administration in full PI].
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THE PROGRAM

The Seventh Annual Pharmacogenetics in Psychiatry meeting will include sessions
presenting the latest pharmacogenetics data from around the world. Topics to be
discussed include: prediction of clinical response to antipsychotic and antidepressant
drugs; genes associated with the development of adverse side effects; novel statistical
approaches; and the implication of whole genome association approaches for
pharmacogenetics.

ABSTRACTS
Abstracts are invited for oral or poster presentation. Abstracts should include a title
of the presentation, the authors’ names and affiliations, and no more than 250 words
of text. Submissions should indicate the corresponding author's e-mail address,
telephone and fax numbers and whether an oral or poster presentation is preferred.

ABSTRACT SUBMISSION
Deadline: January 25, 2008
E-Mail abstracts in Microsoft Word or Word Perfect format
Abstracts Conference Information
E-Mail: Patricia Raikos E-Mail: Rick Hostnik
praikos@nshs.edu rhostnik@nshs.edu
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New mental health treatment center in Ohio

House

To learn more about Sibcy House, visit
our website or email a request for more
information to info@lindnercenter.org.

NaTiONAL NETWORK of
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@ Llndner

&2/ Centerof HOPE

at Lindner Center of HOPE

Sibcy House at Lindner Center of HOPE provides highly specialized and individualized
treatment for individuals age 18 and older seeking the highest caliber in mental health care
services. Designated for private pay, voluntary live-in patients, a typical stay at Sibcy House
is 28 days; however, a five-day intensive diagnostic short stay is also available.

o Expertise: Evidence-based and expert driven psychopharmacologic and
psychotherapeutic interventions

¢ [ndividualized: Highly specialized treatment plans, tailored to specific needs

e Comfort: Therapeutic retreat-like environment that is discreet, safe and open

Sibcy House and Lindner Center of HOPE are based on a collaborative philosophy,
ensuring rapid communication and seamless transition for patients among care providers.

Paul E. Keck, Jr., M.D.
President and Chief Executive Officer,
Lindner Center of HOPE

UNIVERSITY OF‘K{

Sibcy House and Lindner Center of HOPE are affiliated with CInCInnGtI

513-536-0537 or 888-536-HOPE (4673)

www.sibcybouse.org
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W Effectively treats acute manic and mixed episodes

m Well-established tolerability profile

GEODON is indicated for the treatment of acute manic or mixed
episodes associated with bipolar disorder, with or without
psychotic symptoms.

Elderly patients with dementia-related psychosis treated with
antipsychotic drugs are at an increased risk of death compared to
placebo. GEODON is not approved for the treatment of patients
with dementia-related psychosis.

GEODON is contraindi atients with a known history of QT
prolongation, recent i ction, or uncompensat
heart failure, and should not be used with certain other QT-prolongi
drugs. GEODON has been associated with prolongation of the QTc
interval. In some drugs, QT prolongation has been associated with
torsade de pointes, a potentially fatal arrhythmia. Patients who are at
risk for electrolyte disturbances should have baseline measurements
performed before initiating GEODON. Patients on diuretics should
be monitored.

As with all antipsychotic medications, a rare and potentially fatal
condition known as neuroleptic malignant syndrome (NMS) has been
reported with GEODON. NMS can cause hyperpyrexia, muscle rigidity,
diaphoresis, tachycardia, irregular pulse or blood pressure, cardiac
dysrhythmia, and altered mental status. If signs and symptoms appear,
immediate discontinuation, treatment, and monitoring are recommended.

Please see brief summary of prescribing information on adjacent page.
For more information, please visit www.pfizerpro.com/GEODON
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Diagnosis: Bipolar Disorder
Last Episode: Mixed

W Target 120-160 mg/day on Day 2
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The most common ad events associated with GEODON in bipolar
mania were somnolence, extrapyramidal symptoms, dizziness,
akathisia, and abnormal vision.

In short-term schizophrenia clinical trials,
patients experienced a weight gain of 27%
for placebo.
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Individual results may vary.
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state level or renal clearance of lithium. GEQODON 20 mg bid did not arle:1 the pharmacokinetics of concamitantly administered oal
conbraceptives, 4 (0.03mg) norgestrel (0.15mag). G Tira results. uslutl,r|nnurmu1healthyvulun1eers
showed thal GEODON did not ater the metabalism of toits majar I
There was no statistically significant change in the urinary dexir ratio. Cargl
Impairmant of Fertifity: Lietime carcinogenicity studies were canducted with GEODON in Long Evans rats and CD-1 mice. In male mice,
there was no increase in incidence of umors retative o controls. In female mice there wera dose-related increases in the incidences of
pituitary gland adenoma and carcinama, and mammary gland adenocarcinoma al all doses fested. Increases in serum prolactin were
observed ina 1-month digtary study in female, but not male, mice. GEODON had no eflect on serum profactin in rats ina S-week dietary
study at the doses that were used in the carcinogenicity study. The relevance for human risk of the findings of prolactin-mediated endocring
tumars in rodents is unknown (see Hyperprolactinemia). Mutagengsis; There was a reproducible mutagenic response in the Ames assay
inone strain of S, typhimurium in the absance of metabobe activation. Posithve resulls were abtained in both the in witra mammalian cell

aCYP2D6

of patients with dementia-related psychosis (see BOXED WARNING). OT Prol gation and Risk of Sudden Death: GEDDON

assay and the in vitro chromaosomal aberration assay i in human I;mphucytes Impairment of Fertility; GEODON increased

be avoided in combination with other drugs that are known lo prolong tlm l:IT, inferval. Adumnnally. cllmnlarls shuulﬂ haalallmlhs

identification MIIIIIUI s ¥ the O, interval. St d with

GEODON. A stutly directly ing the QT/0T,-prolanging effect of GEQDDN with nther s effeclive in the treatment of
for GEODON

schizophrenia was conducted in patient inQT,#

910 14 msec graa1ar1h anfar Inurnr the cnmparalnr drugs [llsp eridone, nlanzaplns quetiapine, and haloperidol), but was
y 14 msec less ih the effect o GEODOMN on OT, length was not

augmanbad hrlhe presence of a metabalic inhibitor (ketoconazole 200 mg bid). In plawhuanlred Irials, GEDDON increased the

QT. interval compared (o placeba by approximately 10 msec al the highest recommended daily dose of 160 mg. In clinical trials the

elecirocardiograms of 2/2984 (0.06%) GEODON patients and 1/440 (0.23%) placebo patients revealed OT. intervals exceeding the

1500 msec. Inthe GEODON patients, neither case suggesteda role ol GEODON, Some drugs

[RULL L
fhal l uT.r'u‘l i been wilh the of torsade e paintes and with sudden unexplained death.
The relationship of 0T prnl[mualinnln de de pointes is clearest for larger (20 msec and greater) but it is possible that

smaller OT/T; prolongations may also mmeaserlsk nrinuem it Insumplihle individuals, such as those with hypakalemia,
hypomagnesemia, nrgenuh:prarllspnslllun m
atrecommended

1e ton Himtited to il |

r.unln:ll wa!

p drisk. Astudy evaluating the QT/QT,
prolanging eflect nl'lnhamuscularEEUI]DH ith in palient volunteers. In the

frial, ECGs were obtained at the lime of maxi | | GEODON {20 ma then 30 mo) or
Thaloperidol (7.5 mg then 10 mg) given four hnursaparl MNote thal a 30 mg dose nI'lnIrarnuscuIarGEUDUN i5 50% higher than the
ge in AT, from baseline was calculated foreach drug using a sample-based correction
{hat removes the eflec of hear rale an| the IJTIMarvaI l'ha munlnnmmm 0T, from baseline for GEODON was 4.6 msec following
{he firstinjection and 12, The mean increase in OT, fram baseline for haloperidol was 6.0 msee
{ollowing the first injection and 14.7 msel:fnllwlng the second In]er.unn In Ihls study, na patient haﬂa 0T, interval exceeding 500
msec. As wllh nﬂleran!lpwmnllc Ilruns and plar.elm hs have been rep palients aking GEODON at
for GEDDON did nat | mortality for GEODON compared to other

antipsycholic drugs arplacabn butthe extent of BApOSUe Was ilmﬂud aweclalhmlhe drugs used as active contrals and placebo.
G ODUNSMWI | 1 T, le | other Ises the possibility that

for GEODON man for other available drugs I‘wlmallnu schlznnhrama This possibility needs

ertaincircumstances may increase the risk of the occurrence of forsade
ie pnlnlasanﬂ;‘nr sudden death in association with the use of drugs that prolong the QT, interval  including (1) bradycardia; (2)
ilant use nlmlmrdmus Lhalpmlnng the OT, interval; and (4] presence of congenital

1|1ﬂ-- Friziia

in Sprague-Dawley rats in two fertility and earty embry tudies at doses of 10 to 160 mgh (0510
B imes the MRHD of 200 mg/day on a mg/m’ basis). Fertility rate was reduoen at 160 mg/kg/day (B times the MRHD on a mg/mv’ basis)
Therewas no effect on fertilityat 40 mg/kg/day (2 times the MRHD anamg/my basis), The fertility of female rats was reduced.

Pregnancy Calegory C: There are no adequate and well-controlled studies in pregnant wamen. GEODON should be used dunng pregnancy
onty i the potential benefit justifies the potential risk tothe fetus, Labarand Defivery; The effect of GEODON onlabor and delivery in humans
is unknown. Norsing Mathers: Itis nat known whether, and if 5o inwhat amount, GEODON or its metabolites are excreted in human milk.
Itis recommended that women receiving GEQDON should not breast feed. Pediatric Use: The safety and effectiveness of GEODON in
pediatric patients have not been established. Gerfatric Use: Of the 2pproximately 4500 patiens treated with GEODON in chinical studies,
2.4% (109) were 65 years of age or over. Ingeneral, there was no indication of any different toterability for GEODON or of reduced clearance
of GEQODON in the elderly compared 1o younger adulls. Nevertheless, the presence of multiple factors that might increase the

pharmacadynamic response to GEODON, or ¢ tolerance or s, should ead to of alower starting dose,
slowertitration, and careful manit duning the initial d fod for lderty patients. AIJ\I'ERSEHE&L’I‘!DMS—MM
(Observed in Short-lerm, Placebo- Controlled Trials: The fo! l:rmng Ilntllngsnrebasnd onthe short

trials for il {apaol of two G-week, and two 4-weaek fixed-tose d hipolar mania (2 pool of two 3-weak flexible- dusema.lsj

inwhich GEODON was administered in dases ranging from 10 to 200 mo/day. Adverse Evenls Associated with Discontinuation:
Schizophrenia; Approximately 4.1% (23702) of GEODON-treated patientsin shart-term, placeba-controlled studies discontinued treatment
tue 1o an adverse avent, compared with about 2 2% (6/273) on placebo. The mast common event associated with dropout was rash,
including 7 dropouts for rash amang GEODON patients (1%} compared to no placebo patients (see PRECAUTIONS). Bipolar Mania:
Approximately 6.5% (18279) of GEODON-treated patients in short-term, placebo-controlled studies discontinued treatiment due 1o an
adverse even!, compared with about 3,7% (5136 an placebo. The mast cammon events associzted with dropout in the GEODON-treated
patients were:akathisia, anxiety, depression, dizziness, dystonia, rash, and vomiting, with 2 foreach ofth 000N
patients (1% compared o one placebo patient each for dystonia and rash (1%) and noplacehn pauenlsmrlheremammg atverse gvents.

Adverse Events at an incidence =5% and af Leas! Twice the Rale of Placabo; The most ¢ y obise iated
with GEODOM in schuzuphrematmls weresomnolence (14%) and respiratory tractinfection (8%). The mas1 commonly observed atverse
events associated with ihe use of GEDDOMN in bipolar mania frials were samnalence (31%), exdrapyramidal symptoms (31%), dizzingss
(16%), akathisia (10%), abnormal vision (6%}, asthenia (6%). and vomaing (5%}, The following hist enumerates the treatment-emergent
alverse events that occurred during acute therapy, including onty those events that occurred in 2% of GEODON patients and at a preater
incidence than in placeba. Schizophrenia: Body as a Whale—asthenia, accidental injury, chest pain, Cardiovascular—tachycardia.

[Digestve —nawsea, conslipation, dyspepsia, diarrhea, dry mouth, anorexia. Nenvous — exdrapyramidal symptoms, somnolence, akathisa,

dizziness. Respiratory— respiratory tract infection, rhinitis, cough increased. Skin and A —rash, fungal dermatitis. Special
Senses— abnormal vision. Bipalar Mania: Body as a Whole—headache, asthenia, accidantal in jUW' Cardigvascular— hyperiension,

prolangation nllhs 0T interval. GEODOM shouli alsa b tients with congenital long OT syndrome and in patients with a Ugesrrm—nausua diarrhea, drymouth, vomibng, increased salivaban, tongue edema. dysphaga, Mustuloskeletal—myalgia. Nervous—
histary of cardiac arﬂMhmIaslseaCONTﬁﬂlNDlUﬂﬂHS and see Drug Interactions under PRECAUTIONS). It s recommended that dizziness, akathisia, anxiety, hypesth peech disorder. Respiratory— pharyngitis, dyspnea.
palients being considered lor GEODON 1 risk for hypukaiarnla inparticular,  Skin anUﬁppenl:lages—iungaldumalms Special Senses—abnormal vision, Dossﬂepsna‘em-mlanal-,'susiaruose respanse inthe
have baseling p ium and magnesi Hypokals [and)nr ia) may increase the risk of schizophrenia trials revealad an apparent relation of adversa event to dose for the following: asthenia, postural hypatension, anorexia, dry
ar d result I Iherapy, dlarrhaa and ulhamuws Patients with low serum muuth mI;Iea.sr.'tI salivation, arthralgia, anxety, dizzingss, dystonia, hypertonia, somnolence, tremor, rhinitis, rash, and abnormal ision.

il hould be repleted with lectraly 1o periodically tlal Sy PS): Theincidence of reported EPS for GEODON patients in the short-term, pacebe-controlled schizophrenia
monitor in patients for whom diuretic therapy is during GEODON trealment. Parsuslsrlﬂwru!mwad ar, 1nasv\msld“ usa“ rnrpla:uhu Uh|uc||1€!hr|:ullucladtln1nhom Ihﬁimme&musun MquRﬂunuSwleanmhe Bameshkathusua
el 1 ek ol furth I 4 amhwthmia. b ECG are . Pre | contrac

lients. Rather, GEDL‘IEIN
eg, DTmeungaIIoﬂ rmnl acula ¥

din palients

P f hear failure, or canﬂa:arrhgﬂhmia GEnnDNshnulﬂ be
T measurements >500 msec. MsumJepﬂ:MaﬂpnaMS}mameMS,} A
ptom complex ferred Makgnant (M3 inassociation with

A nnnrurugs. The il NS shnulmnclude.[l, it di ion of hotic drugs and
other drugs not essential to cancurrent therapy; (2) intensive symptomatic treatment and medical monioring; and (3) treatment of any
concomtant serious medical problems for which specific reatmants are available. If a patient requires anbipsychotic qu treatment aftar

pu......

QCCUF in SUSC Indwviduals during first few Uays af treatment. Dystania may occur at any dose level but with urea'mreuuency and
severity with high potency and at hagher doses of first generation antipsychotic drugs. Elevated risk is cbserved in males and younger age
qroups. Vital Sign Changes: GEDDU‘J is associated with arthostatic hypotension (see PRECAUTIONS). Weight Gain: In short-term
56 alient incriterion of 7% of body weight were compared, revealing a stabistically
significantly greater incidence of weight gain for GEODON patients (10%} vs placebo pabents (4%). A median weight gain of 0.5 kg was
observed in GEQDON patients vs 0.0 kg in placeb patients, Weight gain was reported as an adversa eventin 0.4% of both GEODON and
placebo patients. During lang-1erm therapy with GEODON, 2 categanzation of patients at baszling on the bass of body mass index (BMI)

recovery from NMS, the patential reintroduction of drug therapy should b Hully The patient
smce recurrences of NS have been reported, Tardfve Mfmasra (TD): Asyndrome of potentially irreversible, imvoluntary, dyskingtic
patients ing treatment psychatic drugs. Afthough the prevasznce of TD appears o be highest
amang the eldzrly, esaecmjr-, eluerry women, it is impossible to rely upon prevalence esumatesm pmduct attheinceplion nramms;l:hunc
treatment, which p tytodevelop TO. f TDappear I E
bie conssdered Hrwyrycem:a and Diabefes .lld‘em‘ma H\-perqrcemua -related adverse events, sometimes sennus have baen reported in
patients treated with atypical antipsychotics. There have been few reparts of hyperghycemia or diabetes in patients treated with GEODON,
and itis not known if GEODON i associated with these events. Patients treated wath an atypical antipsychatic should be menitared for
symptoms of hyperplycemia. PRECAUTIONS — Genaral: Rash; In premarketing trials, about 5% of GEODON paients UE\-'EIUDeﬂ msh
and/or urticaria, with rhscunhnu.shun of reatment in ahnutnn&smnuhhmcases The occurrence of rash was d

greatest mean weight gain and the highest incidence of chnically significan weight gain {>7% of body weight) in patients with a
low BMI [qZSJcnmpared tonarmal {23-27) ar overweight {>27) patients. There was a maan weight gam of 1.4 kgrur patients witha “low”
baseling BMI, 0.0 kg for patients with a “normal” BMI, and a 1.3 kg mean weight loss for patients with a “nigh” BMI. ECG Changes:
GEODONis 2ssociated with an increase in the 0T, interval {see WARNINGS). In schizophrenia irizls, GEODON was associated witha mean
increasein heart rate of 1.4 beats per minute compared toa 0.2 beats per minute decrease amang placebo patients. Other Adverse Events
Observed During the Premarkeding Evaluation of GEODON: Frequent adverse events are those occurring in at least 1/100 patiants;
in[lequenlanverse events are thosa occurring in 14100 to 1/1000 patients; rare events are those occurring in fewer than 1/1000 patients.

Schizophrenia: &Qms_a_w_g_g— Frequent: inal pain, flu faver_ accidental fall, face edema, chills, photosensitivity
reaction, flank pain, hypathermia, motor vehicle accident. Cardiovascular System— Frequent: tachywn:lm hypertension, postural

; Infrequent bradycardia, angina pectons, atral fibrikation, Rare: first-gagree AV block, b nck, phishiti

¥

finding mightalso be explained by longer ients. Several p
syslemic ﬂlness B, slavated WBCs Most patients |mpr(wed prnmntl,r upon treatment with antihistamins of steroids andiar upon
dise EQDON, and all p Lu reowercumplﬂtﬂhf Upon appearance of rash far which an altemative etiology
cannot be eniied, GEODON should be discontinued. fension; GEODON may induce orthostatic hypatension associated
with dizziness, tachycardia, and, in some patients, s','nl:upe. mecialr,l during the initial dose-titration peried, probably reflecting its a, -
adrenengic antagonist properties. Syncope was reparted in 0.6% of GEODON patients. GEODON should be wsed with particutar caution in
patients wit th knnwn cardiovascular disease (histary of myocardial infarction or ischemic heart nlsease heart failura or conduction

embalus, ¢ ly, cerebral infarct, ct um.aomdent tle"p myocardis, Qiggstive
System— Frequent anorexia, wmmr.q f rectalh 1 dema; Rare: gum hi , jaundice, fecal
impaction, gamma ulun‘.ul)ﬂ reased, is, cholestatic |HLII'IE|II;€ hcnnhhs hepn1umegnr,' Ieukunlaknurmuum
Tatty Iiver deposi, melena, rine— Rire nwcnhymmsm Iryperthyroidism, Lnyruldms Hemmic and mﬂbﬂ"l;iﬁ em — infrequent:
anemia, ecchymosi Ieukucmsus i anemia,
lymphoaytosis, manacylosis, basaphilia, r;mpleuema pnytYLI'Pmla 1hrnmlncymema mhmﬂmulrmgnﬂ m ders — fnfrequent
thirst, 1ransam|nasemcreased p-ens.?leral edema, hyperglycemia, creahnu phusphnlulnaa increased, alkaling phosphatase increased,

ular i conditions that waoukd patients to and
tremmenlmln annhypnnenswe mnmcahans] Seizures: Inclinical trials, seizures occurred in 0.4% of GEDDUN Danenls There were

hvnrr. Rare: BUN increased, creatinine increased,
ia, hypac hfypuchluremm hypoglycemia, hyponatremia, hypoproteinemia, glucase tolerance
decreased, gout, hyperchioremia, hyperuncerna h}ruuralcemua Iypoglycemic reaction, ypomapnesemia, kelosis, respiratory alkalosis.
Mustuloskeletal System — Frequent: myalgia, Infreq fis; Rare: myop Mervous System — Frequent agitation,

y

(v 1D factors inal may have to seizures in many of these cases. As with other anbpsychotic drugs, GEODON should be
used cauti hestory of sei wulhcnmnmns!hatpmmualh;lmaermesemremmshnld eq. Alzhmmersdemﬂnna
Condilians thatlower the hreshokd may dentin a poputabion of 65 years or older. Dysphagia; B

and aspiration have been associated with antipsychotic drug use. Aspiration pneumania is a common cause of morbidity and mortality in
elderly patients, in particular those with advanced Alzheimer's dementia, and GEQDON and other antipsychotic drugs should be used
cauboushy inpatients & risk for aspation preumoaniz. (See also Boxed WARNING, WARNINGS: Increased Martality in Elderly Patients
with Dementia-Related P?r.hnsm] Fyperprolactinemiz; As vith other drugs that antaganize dopaming 0, receptors, GEODON elevates

prolacn one |||||uu| ANCErS Are profa

drome, tremar, dystonia, hypertania, Uyskmesm hostility, twitching, paresthesia, confusion, vertige, hypakinesia,
mrnerluﬂesua abngrmal gait, oculogyric crisis, hypesinesia, ataxia, amnesia, cogwheel nigidity, delinum, hyputunm akinesia, dysarthria,

syndrome, buccoglossal diplopia, inc frequent: paralysis;
Rare: myoclonus, nysmgmus tarticallis, circumoral paresthesia, apisthatonas, reilekesm:rﬂased iSmus. lesl:lnmury System—
Frequent dyspnea; epistads; fare ki an — Infrequent: maculopapular

rash, urlicaria, alopecia, eczema, exfoliative dermatitis, contact dermatitis, vesmuluhullnus rash Spacial Senses —Frequent: fungal

conjunctivitis, dry eyes, tinnius,  cataract - Rire:  vistial field defect, keratitis,

mvmn afactor of potential impariance if the prescription of th ‘_", 11 3 patient wil Iy datected breast EIEﬂTIaHIIS
Neilherc tudies conducted h Inic i |]1|3|;]355
c1dru@and!umnngenesm inhumans; the availaile evidence s consi limited 1o be conclusave at this ime F_’Q];g]laJ for Cognitive

r Impairment | inGEQDON patients, Inthe 4-and G- laceba-controlled

fivitis. Urogenital System —(nfraquent: impotence, abnormal gjaculation, amenorrhea, hemaluna menorrhagia, famale
lactation, polyuria, urinary retention, metrorrhagia, male sexual dysfunction, anorgasmia, glycosuria; Rare: gynecomastia, vaginal
hage, nocturia, oliguria, female sexual dysfunction, uterine hemarrhage. Adverse Finding Observed in Trials of Intramuscular

frials, somnalence was reported in 14% of GEODON patients vs 7% of placebo patients. Somnolence led 1o discontinuation in 0.3% of
patients in short-lerm clinical rels. Since GEODON has the polential 1o impair judgment, thinking, or motor skilts, gatients should be
cautioned about p ing activities requiring leriness, such as uperannga mmur'aﬂmtle [|n|:|ut||ng automobiles) or operating

yunti ey Gl ely. Priapesm; One case of prapism
wias reportad in the premarketing database. Body Temperature Regulabon Although not reperted with GEODDN in |Jremarkutlng trials,
disruption of the body's ability 1o reduce core body temperature has been attribuled & hotic agents yofa
suicide attempt is inherent in psychatic iliness and closa supervision of high-risk Panenls should accurnpanydrug therapy. GEODON

prescriptions should b written for the smallest quantity of capsules with good patient to reduce overdose risk.
Usein Patients with Concomitant liness: Clinical experience with GEODCN in patients with centain concomitant systemicil islimited

GEODON has nat been evaluated or used yof myocardial infarction or
digease. Patients with these diagnases were excluded fram pfemarkenng :nnltal sludies. Because of the risk of 4T, prolongation and

GEODOM: In thesa studies, the most commonly obsarved adverse events associated with the use of imtramuscular GEODON (25%) and
observed at ular GEODON {in the hagher d least twice that of the lowestintramuscutar GEODON group were
heatache 13%}), nausea (12%), and 2(20°%). Ady Incidence >1%in Short-Term Fixed-Dose Intramuscular
Trials: The foliowing list enumerates the treatment-emergent adverse events that accurred in 21% of GEODON patients (in the higher dose
qroups) and at least twice that of the lowest intramuscular GEODON group. Body 35 2 Whole — headache, injection site pain, asthenia,
abdomenal pain, flu syndrome. back pain. grdugmgua —pnstura,n,'pnlensmn h)penmmn tlradycardm vasodilation. Digestive—
nausea, rectal hemarrhage, diarrhea, vomiting, dyspep anuruln p th . dry mouth, Nervous —diziness, ansdety,
insomnia akathisia, agitation, drome, hypertonia, cogwhesl r|g|d|w paresihesia, personality disorder,
psychosis, speech disarder. Respiratory —rhinitis. Skinand Appendages — furunculoss, sweating. Uroganital — dysmenarrhea, prapism.
ORUG ABUSE AND DEPENDENCE— Confrolfed Substance Ciass: GEDDON is not a controlled substance. OVERDDSAGE—In
premarketing trials in aver 5400 patients, accidental or intentional overdosage of GEODON was documented in 10 patients. All patients

orthostatic hypatension with GEODON, caution should be abserved (see OT P ion and Risk of Sudden Deathin  survived without sequelae. In the patient taking the largest confirmed amaunt (3240 mg), the only symptoms reported were minimal
WARNINGS and Orthostatic Hypotension in PRECAUTIONS). Information for Patients: To ensure sae and effective use of GEODON, the  sedation, slurring of speech, and fransitory hypertension (BP 200/95). - —

avised August 2008
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APA Member Benefits and

Services That Make a Difference

Bank of America Credit Cards and Financial Tools
— Earn WorldPoints™ Rewards

APA Job Bank — Online career search and recruitment

The Psychiatrists’ Program — Medical malpractice
insurance for psychiatrists

Car Rentals — Substantial discounts from Alamo, Avis,
Budget, Hertz, or National

Solveras Payment Systems — Affordable tools to effectively
manage patient payments

Magazine Subscriptions — Save up to 50% off regular

subscription rates on magazines

Retirement and Investment Planning — Meet your
short and long-term retirement and financial planning
goals

Legal Consultation — Find money-saving legal advice
with APA’s Legal Consultation Plan

Learn more about these benefits and savings at
www.psych.org/members corner

SR Questions? Contact APA Answer Center
Call Toll-Free: 1-888-35-PSYCH

From outside the U.S. and Canada call: 1-703-907-7300

o

Ao peo®”

i Email: apa@psych.org

CHIEF OF PSYCHIATRY AND CLINICAL DIRECTOR

The Portland VA Medical Center (PVAMC) seeks a board-certified/board-
eligible psychiatrist for the position of Chief of Psychiatry and Clinical
Director of the Division of Mental Health and Clinical Neurosciences.

The Portland VA Medical Center is a 303-bed consolidated facility serving
as the tertiary referral center for veterans residing in Oregon, Southern
Washington, and parts of Idaho. Portland VAMC provides comprehensive
medical and mental health services and also supports ongoing research
and education, including nationally funded Mood Disorders and Hepatitis
C Resource Centers. Over 1200 OHSU residents, interns, and students are
trained at the PVAMC each year. The PVAMC ranks near the top among VA
medical centers nationwide in VA research support while OHSU ranks in the
top 20 medical schools for NIH funding. In addition to the main campus
overlooking downtown Portland, PVAMC has a large campus across the
Columbia River in Vancouver, WA and four community-based outpatient
clinics in outlying areas.

The Clinical Director will lead a multidisciplinary group of mental health
professionals providing clinical care for veterans at all PVAMC locations. The
Clinical Director will be responsible for quality assurance and supervision of
clinical services provided by the professional staff. He/she also will be ex-
pected to mentor the professional development of the Division's psychiatrists
and to be directly involved in the Division's research and education missions.

The successful applicant should be eligible for appointment at the Associate
Professor or Professor level at OHSU and bring an established track record
of clinical program management and funding/ publications in a relevant
research or educational area. Salary is commensurate with qualifications and
experience and includes an excellent benefits package.
For further information, please contact Ruth Whitham, M.D., Chief of
Neurology Service, Portland VAMC, at ruth.whitham@va.gov or
call 503-273-5172. TheBesiCare/

K DEPARTMENT OF VETERANS AFFAIRS IS AN EQUAL OPPORTUNITY EMPLOYER 3.'.“.'.'.'..".":.‘-:1;/

Allow us to be a part of your

TRIEATMIEINGT

Subscribe to $Z Magazine
and Anchor Magazine today!
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Essential New
TEXTBOOKS in PSYCHIATRY

i s Putdahry
Testbook o!

UBSTANCE ABUSE
: TREATMENT

The American
Psychiatric Publishing

Textbook of
Psychiatry

Edited by

Robert E.Hales, M.D., M.B.A.,
Stuart C. Yudofsky, M.D.,
and Glen O. Gabbard, M.D.

With Foreword by
Alan F.Schatzberg, M.D.

This book has been meticulously
revised by more than 100
contributors—65 new to this
edition—summarize the latest
developments in psychiatry,
with new chapters on cellular
and molecular biology;
neuroanatomy; human sexuality
and sexual dysfunctions;
nonpharmacological somatic
treatments; supportive
psychotherapy; combined psycho-
therapy and pharmacotherapy;
treatment of gay, lesbian,
bisexual, and transgender
patients; and assessment of
dangerousness.

chotherapeutic

Psy';reat ments

M0
GLEN © GABBARE:

The American
Psychiatric Publishing

Textbook of
Substance Abuse
Treatment,
Fourth Edition

Edited by Marc Galanter, M.D.,
and Herbert D. Kleber, M.D.

This book has been fully updated
to present the most current
scientific and clinical information
on a wide range of substance use
disorders. It is a comprehensive
guide to treatment written at

a level appropriate to both
experienced and new clinicians,
reflecting the expertise of
leading addiction specialists

in psychiatry and allied fields.
With most chapters extensively
revised by new authors, it
incorporates the latest biomedical
research findings as well as
recent advances in treatment
modalities and the growth of
pharmacotherapies.

GERIATRIC |
PsyYCHIATRY

-

Textbook of
Psychotherapeutic
Treatments

Edited by Glen O.Gabbard, M.D.
Glen O. Gabbard, author or edi-

tor of more than 22 books and
over 280 scientific papers and
book chapters, is a leader in the
fields of psychiatry and psycho-
analysis. He has assembled 50 of
the world’s most renowned ex-
perts in every psychotherapeutic
school of thought to create this
definitive volume, sure to become
the standard text for all student
and practicing psychotherapists.

Treatment outcome depends

on carefully matching the thera-
peutic modality to the patient
or client, and this book will
both facilitate and enhance

that meticulous process.
Up-to-date and scientifically
rigorous, this book is the “go-to”
reference for the conscientious
psychotherapist.

The American
Psychiatric Publishing

Textbook of
Geriatric
Psychiatry,
Fourth Edition

Dan G.Blazer,M.D., Ph.D.,
David C. Steffens, M.D., M.H.S.

Widely recognized as the
standard in its field, 7he
American Psychiatric Textbook
of Geriatric Psychiatry has
been revised and updated

while continuing the tradition
of providing both scholar and
clinician with the practical

skills and knowledge required
for understanding mental
disorders in later life. It offers
an authoritative review of a
wide range of topics written by
leaders in geriatric psychiatry,
gerontology, geriatric medicine,
and geriatric nursing, offering

a solid grounding in both basic
science and clinical applications.

2008 ° 1,818 pages
ISBN 978-1-58562-257-3
Hardcover « $285.00
Item #62257

2008 768 pages
ISBN 978-1-58562-276-4
Hardcover ¢ $165.00
Item #62276

American

2009 ° 944 pages
ISBN 978-1-58562-304-4
Hardcover ¢ $95.00
Item #62304

ichiatric

]‘u[&li-hing_'". Inc.

The First and Last Word in Psychiatry

Order Online: www.appi.org * Phone: 1-800-368-5777 < Fax: 703-907-1091 + Email: appi@psych.org

2009 « 720 pages
ISBN 978-1-58562-277-1
Hardcover ¢ Item #62277

Special prepublication price
of $134.00 until February 28,
2009 (thereafter $149.00)

Priority Code AH903



PsychiatryOnline.com

Online access to a premier collection of
psychiatric resources

Just added to
PsychiatryOnline

HELPING PARENTS.
YOUTH, and TEACHERS
UNDERSTAND MEDICATIONS for
BEHAIORAL and
EMOTIOMAL PROBLEMS

THIRG NOITION

Helping Parents, Youth, and Teachers

Understand Medications for
Behavioral and Emotional Problems

A Resource Book of Medication
Information Handouts,
Third Edition

Edited by Mina K. Dulcan, M.D.

QUICK REFIRENCE [

& DIAGNOSTIC AND STATISTICAL

._ _IV..TR MANUAL OF MENU‘\L DISORDERS

FOLTH DTN

| = ESSENTIALS OF X E
CLINICAL PSYCHOPHARMACOLOGY ° g

Amaricon P af
Practice Guidelines for the
Treatment of Psychiatric Disorders

fric P
TEXTBOOK of PSYCHIATRY

What Your Patients Need to Know About Psychiatric Medications
Roter £, Hales, MLDL. M.B.A, Stusrt €. Yudolsky, MD., wa Aabart H, Ghaw, Pharm 0.

JAL OF PSYC

ATRY

DF PEYCHIATRY

PsychiatryOnline.com is a powerful website that features DSM-IV-TR®
and The American Journal of Psychiatry as the cornerstones of an unsurpassed
collection of psychiatric references, including books, journals, and self-
assessment tools. Much more than simply books and journals presented
online, PsychiatryOnline.com features sophisticated searching and index-
ing tools that enable you to quickly target all the information you need.

Whether your needs are clinical, learning, or research,
PsychiatryOnline.com provides access to the information critical
to your work and everyday practice with convenient features such as:

m Search and linking tools that let you find relevant book chapters
and journal articles quickly.

m Unlimited downloads to PDA so you can take book sections
with you wherever you go.

m Copy and paste functions for easy creation of tables and
presentations.

m Citation exports to most reference manager formats.

m Printer-friendly views that mean no reformatting when you need
a hard copy.

B Saved searches and bookmarked chapters to make it easy to
return to topics of interest.

m Email page feature that allows you to share the information with
colleagues.

Other subscriber benefits include:

m Book of the Month—You’ll get access each month to a FREE PDF
version of a featured book from American Psychiatric Publishing, Inc.

m The most up-to-date versions available including NEW American
Psychiatric Association Practice Guidelines as they are released.

m PLUS Guideline Watches and DSM-IV-TR Coding Updates, as soon
as they are available.

m American Psychiatric Association Members receive $110 discount
off a regular priced subscription. APA Members-in-Training (MITs)
can save even morel!

Subscribe TODAY, visit
www.PsychiatryOnline.com.
Please enter priority code AH904AA when completing your request.

Interested in an institutional subscription? Please contact us at
institutions@psych.org or call 1-800-368-5777 ext. 8538 or 703-907-8538
more information and a subscription rate quote.

American
ngchlatrlc
P

ublishing, Inc.

The First and Last Word in Psychiatry AH904



Putting people’s
ves together...
and ImnrOVIng Adult Psychiatrists, Board Eligible or Certified, for 20 to 40 hr.

outpatient psychiatry positions to work at North Suffolk Mental
«_ yours.

N

- - |j
b

Health Association.
.” Candidate/s will be lead psychiatrist for a Multidisciplinary Team

at one or more Community Counseling Centers located in

There are great challenges awaiting Chelsea, East Boston, and/or Revere.

today’s Psychiatrists in correctional

mental health. The diversity of Job entails psychiatric evaluations and medication follow-up
diagnoses is enormous. Just think appointments, as well as being lead psychiatrist providing consul-
of the impact you could have on tation to weekly multidisciplinary team meetings. Additional
individual lives while enjoying: duties may include consultation to a number of Community Based
® Less red tape and no managed care Programs and may have the opportunity to supervise a prescrib-
265 facilities in 13 festrictions ing CNP, clinical staff, and may supervise MGH/McLean
states nationwide with * No reimbursement hassles Residents. An MGH/Harvard appointment is possible with the
openings currently in: °A scI:‘rIIIe_:;iullje Iconducive to better right credentials.
Central Georgia R vzv;rpali de d:y: r:f:: per year plus Bilingual/Bicultural/ Cu.ltural Competence in Spanish highly
Michigan - Statewide 6 company-paid holidays preferred. Background in Substance Treatment a plus. Excellent
s TennEseEs o CEU reimbursement with Pay based on background and experience; generous benefit
Montgomery, Alabama 4 additional paid days off package.
Pennsylvania - Statewide ¢ Paid malpractice coverage
Wat):-)rbury, Ve o Excellent, guaranteed salaries Pleas‘e submit CV to Maura Cox, Recruiter at:
* 401(k) plan with employer match gethired@northsuffolk.org or contact Nancy McDonnell,
 Company-sponsored health, life MD at nmcdonnell@northsuffolk.org. EOE
Contact Vikkie Schill and disability insurance
at (877) 282-5811 or
vikkie@mhmcareers.com. Of course, safety is a number one
. priority at all of our locations. gll?IBFBI?.K
www.mhm-services.com

£OE m femalfealth
VAl MHM Services, Inc. | - |

#1 Integrated Health System
v~ Top 10 Clinic!

v~ Top 10 Hospital
v’ Low Cost Living

[

® Flexible Scheduling

M M Family Friend! ti d ity of K
Psychiatry Opportunities e o commune o 200

VA (entral California Health Care System is recruiting for three (3) full- time A Psychiatrist, BC / BE, is being sought to join a three-physician Adult

X K Lo . i practice. Enjoy your life and practice with long-term physicians and staff. St.
academically oriented psychiatrists to work in our, Buprenorphine Treatment Program, Johr's Clinic is a 480 physician multi-specialty clinic offering a very large referral
12-bed Inpatient Unit, or Outpatient Mental Health Clinic PTSD Program. The VA is a core base!
training site for the UCSF-Fresno Residency Training Program in several specialties to include St. John's Regional Health Center, Springfield, Missouri is an 886-bed, level-one

. : . P . - trauma center. St. John’s Hospital serves as a referral hospital for 6+ regional
psychiatry, and others. With a faculty appointment, opportunities for resident supervision, hospitals serving 40 communities and covering 25,000 square miles.
teaching and clinical research will be available. Board Certification is required. Qualification

L - . . - o SPRINGFIELD, MISSOURI, is located three hours south and southwest of Kansas
of psychiatrist should be at minimum: licensed in the State of California, Board Certified in

City and St. Louis, respectively. A growing mid-sized city in the foothills of the

the practice of adult psychiatry, and be a citizen of the United States, or permanent resident Ozark Mountains, Springfield offers everything from Broadway performances and
X minor league and Division | athletics to outstanding schools and some of the
alien. best outdoor sporting opportunities available. Employment Review named
Springfield one of the 20 “Best Places to Live and Work” in the U.S. Housing
Salary range is $150,000 - $175,000 with potential for a recruitment bonus. Eligibility for costs, projected job growth, education, healthcare, taxes, recreation, the arts,
. . . . K ) . and general cost of living rates, make living and working here a pleasure. For
Education Debt Reduction Program, if funds are available. Fresno is located in the beautiful more information about Springfield, go to www.springfieldmo.ors.
San Joaquin Valley, 3 hours from San Francisco, and 4 hours from Los Angeles and 2 hours

For more information, please contact:
from three national parks, including Yosemite, and year-round recreation. Julie A. Oliver,
Physician Recruiter
St. John’s Clinic
Phone: 800-218-5079
Fax: 888-290-8300

Interested applicants should submit their CV and three references to:

Eva Gosselin, HR Specialist, (559) 241-6454, VACCHCS (050) E-mail: JAOliver@mercy.net
EOE/AA Employer
2615 E. Clinton Ave, Fresno, CA 93703 or
e-mail at eva.gosselin@va.gov . EOF. ‘i’m ST JO HN S

ST. JOHN'S |
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Psychiatrists - Wisconsin

Marshfield Clinic is nationally recognized for
providing physicians with the most advanced
medical equipment and health information
technology today.

We have openings for BE/BC Adult
Psychiatrists to join our expanding services.
At our Marshfield campus, candidates with
fellowship training in neuropsychiatry, geriat-
ric psychiatry or consultative psychiatry are
preferred, Additional practice opportuni-
ties are also available at our various clinics
throughout Wisconsin. These primarily
outpatient practices can be a mix of C/A and
adult patients and employ a multidisciplinary
team approach.

With over 770 physicians practicing at 43
locations throughout Wisconsin, Marshfield
Clinic is the leader in providing high quality
health care to the region. We have created
an atmosphere for a clinical practice that
exceeds most others. We offer physicians
an excellent practice in an academic setting
with opportunities for research and teach-
ing. In addition, you will be in the midst of
excellent school systems, and safe, friendly
communities with easy access/proximity to
major metropolitan areas including Chicago
and Minneapolis.

To learn more about these opportunities and
the very competitive compensation package,
please contact: Beth Albee, Physician
Recruitment, Marshfield Clinic, 1000 N. Oak

Minocgua &
[ ]
Rice Lake

> @ EauClaire

Chicago

MARSJIHELD
CLINIC,

Where the fiufurs of medicine ives

Ave., Marshfield, WI 54449, Phone: 800-782-
8581, extension 19775; Fax #: 715-221-9779.
E-mail: albee.beth@marshfieldclinic.org
Website: wiww.marshfieldclinic. org/recruit

AsSISTANT/ASSOCIATE PROFESSOR
(DirecTOR; INPATIENT AcADEMIC TEACHING UNIT)

The Department of Psychiatry at the University of lllinois
(Chicago Campus) is seeking an innovative clinician-educator
(tenured or non-tenured) with experience and interest in clinical
research to lead a 36 bed adult inpatient unit. This unit has
specialty services in women'’s mental health, psychotic disor-
ders, mood and anxiety disorders, neuropsychiatry and some
active clinical research. Interest in clinical research is highly
desirable. In addition to work on the inpatient service, a limited
amount of clinical work in the ambulatory setting is expected.

This is a full time position on our clinician-educator track. The
successful candidate will have had a minimum of three to five
years experience providing clinical inpatient care, supervis-
ing other attending physicians and staff, building therapeutic
milieus and working in a multidisciplinary setting. Experience
in clinical administrative activities on an inpatient service or
in another clinical milieu is desirable. Interest in teaching and
supervising medical students and residents is essential.

Candidates should be Board Certified or Board Eligible in
Psychiatry. The successful candidate will be appointed as a
faculty member of the Dept of Psychiatry, College of Medicine,
rank and salary commensurate with qualifications and
experience. Please submit your CV and all contact information
along with four letters of recommendation by 12/15/08 to:

Ena Casas
Department of Psychiatry
University of lllinois
1601 W. Taylor Street
Chicago, lllinois 60612
E-mail: ecasas@psych.uic.edu

UIC 15 AN AFFIRMATIVE AcTION/EQUAL OPPORTUNITY EMPLOYER.
APPLICATIONS FROM WOMEN AND MINORITIES ARE ENCOURAGED.

Director, Division of Pharmacotherapies and
Medical Consequences of Drug Abuse

National Institute on Drug Abuse e Department of Health and Human Services e National Institutes of Health

The National Institute on Drug Abuse (NIDA) at the National
Institutes of Health (NIH) is seeking a senior-level scientist with expert-
ise in medications development and the conduct of clinical trials who
will bring significant experience to operate in an intellectually challeng-
ing Federal biomedical research institution engaged in a national
research program to understand the biomedical and social causes and
consequences of drug addiction throughout the world.

This is a scientific executive position that offers a unique and chal-
lenging opportunity for the right individual to direct an extramural
scientific program of national and international scope within NIDA.

The position entails providing leadership in the development of new
medications for the treatment of addictive disorders. To accomplish this
mission, the division (1) plans and directs studies to identify, evaluate,
and develop new medications for Food and Drug Administration (FDA)
review and approval; (2) develops and administers a national program
of basic and clinical pharmaceutical research, conducted at academic
settings, to develop innovative immunological and pharmacological
treatment approaches; (3) supports training in the preclinical and clini-
cal sciences; (4) collaborates with the pharmaceutical industry and other
Federal medications development programs (e.g., National Institute on
Alcohol Abuse and Alcoholism) to facilitate medications development
for addictive disorders; and (5) works closely with the FDA to assure that
the research designs to show efficacy are evaluated and approved in the
most expeditious manner.

NIH encourages the application and nomination of qualified
women, minorities, and individuals with disabilities.

HHS and NIH are Equal Opportunity Employers.

drugabuse.gov

The successtul candidate will possess an M.D. and/or Ph.D. degree,
have knowledge of neuropharmacology and clinical research, and have
experience in medications development. The candidate should also
possess knowledge on addiction medicine and the neuroscience of
addiction. Managerial experience in medications development in the
biotechnology or pharmaceutical sectors, or Federal service for at least
5 years is highly desirable. The individual must also have demonstrated
ability to manage personnel, budgets, and timelines across multiple
fiscal years.

Application Process: Salary is commensurate with experience;

a full package of Federal Government benefits is available, including
retirement, health and life insurance, long-term care insurance, leave,
and retirement savings plan (401K equivalent). Send your application
package, including: GV, bibliography, and two letters of recommenda-
tion to the National Institutes of Health, Attn: Stephanie Jones,

Office of Human Resources; 2115 East Jefferson St., Room 2D-204,
Rockville, Maryland 20853, or e-mail jones17@mail.nih.gov; phone:
919-541-7913. For further information on the position, please

contact the search committee chair: Barry Hoffer, M.D., by e-mail:
bhoffer@intra.nida.nih.gov, or phone: 443-740-2463. Your application
package must be received by March 15, 2009. All information provided
by applicants will remain confidential and will not be released outside
the NIDA search process without a signed release from candidates.

U.S. Department of
Health and Human Services

NATIONAL INSTITUTES OF HEALTH

NA‘I’IONAL INSTITUTE
ON DRUG ABUSE
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RESIDENCY TRAINING DIRECTOR

The Department of Psychiatry at The University of Texas Health Science
Center at San Antonio (UTHSCSA) seeks a Director of Adult Residency
Training. The position is for a full-time board-certified academic psychiatrist at
the Associate Professor or Professor level in the tenure or nontenure track.

The ideal candidate will have an emerging or established national reputation,
show evidence of leadership and innovation in psychiatric residency training,
have outstanding interpersonal skills, and sufficient administrative experience
to manage and lead a large residency program.

The fully accredited program includes over 60 residents as well as ACGME
approved fellowships in Geriatric and Forensic Psychiatry. Approval is
being sought for a Psychosomatic Medicine Fellowship. This unique program
includes residency slots from Wilford Hall Air Force Medical Center, University
Hospital Health System, and the Audie Murphy Veterans Hospital.
Psychiatry has strong educational, research and clinical programs in an
attractive, culturally rich city situated on the edge of the Texas Hill Country,
with a pleasant climate, an excellent public school system and abundant
recreational activities. Interested individuals should forward their curriculum
vitae to:
| B |
Pedro L. Delgado, M.D.
Professor and Chairman, Department of Psychiatry
Mail Code 7792

The University of Texas Health Science Center at San Antonio

7703 Floyd Curl Drive

San Antonio TX 78229-3900
Phone: 210-567-5391

Fax:  210-567-6941
I |
The University of Texas Health Science Center at San Antonio is an Equal
Employment Opportunity/Affirmative Action Employer. All faculty appointments
are designated as security sensitive positions.

PSYCHIATRISTS

The VA Needs You

Shreveport, LA | Pensacola, FL Fayetteville, AR

Alexandria, LA Mt. Vernon, MO | Fort Smith, AR
Biloxi, MS Muskogee, OK Mobile, AL

Psychiatrist positions require: BE/BC Psychiatrists, current, full, un-
restricted licensure (any state), U.S. citizen Great Benefits, Excellent
Pay, Rewarding Work. See announcements on www.vacareers.va.gov.
Recruitment/Relocation incentives may be authorized, ask contact
individual for details.

BILOXI/PENSACOLA Outpatient and Inpatient Psychiatry posi-
tions. Expertise in substance abuse, geropsychiatry and PTSD
preferred. BE/BC psychiatrist, state license (any state), U.S. citizen
or permanent resident. Send applications to Jean Williams, HRMS
(05A), 400 Veterans Avenue, Biloxi, MS or contact at jean.williams@
med.va.gov or (228) 523-5633.

ALEXANDRIA Strong Clinical Skills. Prefer experience in General
Outpatient, Inpatient Psychiatry, and Substance Abuse. CV/Ap-
plication to heather.ball@va.gov or mail to Heather Ball/Psychiatry
Service (116), PO. Box 69004, Alexandria, LA 71306-9004. For ad-
ditional questions, please call (318) 466-2958.

SHREVEPORT Prefer experience in Substance Abuse, PTSD.
Contact Kathy Arroyo at (318)990-5154 or email at Kathy.arroyo@
va.gov. Email or mail your CV to VAMC, HRMS (05) KA, 510 E.
Stoner Ae, Shreveport, LA 71101.

FAYETTEVILLE, FORT SMITH, ARKANSAS; BRANSON, MISSOURI
Contact Betty Gray (479)443-4301 ext 5188 or email: betty.gray@
va.gov.

MUSKOGEE, OK Contact Jason Cleveland, HRMS at 918-577-3800.

JACKSON, MISSISSIPPI Prefer experience in general psychiatry,
including inpatient, outpatient, consultative, or telemedicine psy-
chiatry. Interested candidates should submit a CV to Felicia Owens,
Human Resources (05P), VA Medical Center, 1500 E. Woodrow
Wilson Dr., Jackson, MS 39216 or Felicia.ovens@va.gov phone:
601-364-1575.

University of Pittsburgh

School of Medicine
Chair, Department of Psychiatry
Western Psychiatric Institute and Clinic

The University of Pittsburgh School of Medicine and the University of
Pittsburgh Medical Center (UPMC) are seeking applications and
nominations for the position of professor and chair of the Department
of Psychiatry and medical director of Western Psychiatric Institute
and Clinic (WPIC) of UPMC. The department is dedicated to providing
high-quality mental health care while developing and maintaining
innovative basic and clinical research programs aimed at advancing
clinical practice. The department is the nation’s leading recipient
of National Institutes of Health (NIH) research funding in the field
and home to world-class education and training programs. The depart-
ment’s research program embraces a collaborative format, forming
translational bridges focused on the etiology of mental disorders,
clinical treatment trials, methodological concerns, behavioral medicine,
and outcome evaluation.

Competitive candidates must be board-certified psychiatrists whose
academic accomplishments meet criteria for appointment at the
tenured professor level, including a distinguished record of research,
teaching, publication, and service. Other key characteristics include
a broad visionary approach to major issues in contemporary psychiatry,
the ability to foster extensive collaborations, significant administrative
experience, and evidence of strong leadership skills.

The University of Pittsburgh School of Medicine is one of the
nation’s leading medical schools, renowned for its curriculum

that emphasizes both the science and humanity of medicine and

its remarkable growth in NIH grant support, which has more than
doubled since 1998. For fiscal year 2007, the University ranked sixth
out of more than 3,000 entities receiving NIH support. As one of the
University’s six Schools of the Health Sciences, the School of Medicine
is the academic partner to UPMC. Their combined mission is to train
tomorrow’s health care specialists and biomedical scientists, engage
in groundbreaking research that will advance understanding of the
causes and treatments of disease, and participate in the delivery

of outstanding patient care.

Review of applications will begin immediately and continue until
the position is filled. Candidates should submit a letter of application
stating professional accomplishments; curriculum vitae; and the
names, mailing addresses, e-mail addresses, and telephone numbers
of five professional references. Electronic applications and nominations
are preferred and should be sent to mmaggie @pitt.edu, with
“Psychiatry Chair Search” entered into the e-mail subject line.
Applications and nominations may also be submitted by mail

and should be sent to:

Steven Shapiro, MD

Chair, Psychiatry Chair Search Committee
University of Pittsburgh School of Medicine
Suite 401 Scaife Hall

3550 Terrace Street

Pittsburgh, PA 15261

USA

University of Pittsburgh

The University of Pittsburgh is an affirmative action,equal
opportunity employer. Women and minority candidates
are strongly encouraged to apply.
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» @ UTMB Correctional Managed Care PARTNER WITH A MAGNET HOSPITAL

WANTED: HIGH QUALITY

PSYCHIATRISTS BC/BE Psychiatrist needed to serve as Medical Direc-
UTMB-CMC employs Psychiatrists at multiple adult and juvenile facilities all tor Of an 1 1'bed |npatient Behavioral Health Services
xporienced peychiciiets, Wo are heavy ulitzers o teepeychlatey ueing Unit and to add capacity for our Outpatient Program.

state of the art technology and an electronic medical records.

We are a correctional healthcare system that is setting the standard for others. Call is shared with 5 local psychiatristsl Practice
Caorrectional Managed Care is among the world's leaders in telemedicine and . . . .
electronic medical record applications. Innovative programs, creative solutions is located at ASpII’US Wausau Hosp|tal, named in
and participation in the Baldridge National Quality Program further define our . .
organization and help lead us toward performance excellence. the TOP 100 hOSpITa|S in the USA by US News and
Current Opportunities Compare our benefits with other World Re,oort. Work with a great team of young,
Available organizations:

vibrant psychiatrists. There is great potential for

¥ BROWNWOOD: Staff Relocation allowance :
Psychiatrst - Youth Servioss $2000 OV stpand per fsca year program growth an.d devglopment with a focus on
Y MART: Staff Psychiatrst - Youth 5 days paid CME leave expanded community action. Excellent compensa-
Senvces! Compeitive salaries tion and benefit package included.

Biannual CMC conferences
M-F work schedule-day shift

¥ AUSTIN: Staff Psychiatrist —
Telemedicine Center

S N O U N

v CORBICANA: Sl Peycisit - Flexible schedules As you Wor.k within th.e open and inviting archlt.ec-
Youth Services Limited on-call rotation ture of Aspirus, you will be part of our outstanding
¥ Posions aiso available for v o award-winning facility. We invite you to join a first-
Psychiatric Phys@c_ian Assistants Comprehensive medical coverage . . . . .
and Nurse Praciitioners R rate medical community and a family-friendly quality
State retirement plan in ORP or TRS of life in north central Wisconsin.
with State contributions.
Correctional practice eliminates many of the “headaches" of community practice
such as dealing with insurance companies including Medicare and Medicaid and i I - -
e e Please contact Jamie Sitko today at 800-792-8728
To learn more about our programs go to: or fax CV to 715-847-2742. ‘7
To Apply contact Debie Dansbe 409-747-2619 or 866-900-2622 Email: jamiesi@aspirus.org /]
or email resume: dsdansbe@utmb.edu WWW.aSpirUS.Org PIRUS
UTMB is an EQ/AA Employer MIF/DNY Passion for excelence, Compassian for people

o
&/ UNIVERSITYo TORONTO

The Department of Psychiatry at the University of Toronto is conducting a search for the joint position of Tapscott
Chair in Schizophrenia Studies and Head of the Schizophrenia Program. The position is situated at the Centre for Ad-
diction and Mental Health (CAMH).The Department of Psychiatry at the University of Toronto has one of the largest
concentrations of faculty and students in the mental health field in the world.

Academic activities are organized into 14 priority programs including schizophrenia (www.utpsychiatry.ca). The Centre
for Addiction and Mental Health is Canada’ leading addictions and mental health facility, fully affiliated with the Depart-
ment of Psychiatry and designated as a centre of excellence by the World Health Organization (www.camh.net). It enjoys
a high profile international reputation and plays a key role in influencing health policy at all levels of government.

The successful candidate will be a productive clinician-scientist. He/she will be responsible for developing a strong
interdisciplinary university program in schizophrenia research (basic, clinical and population) and education with a centre
of excellence at CAMH. Overall success will be measured by the evolution of a stimulating academic program, character-
ized by recruitment and retention of productive faculty members, external funding and peer-reviewed publications and the
active participation of students and fellows.

The successful candidate will be a senior clinician-scientist with a strong record of independent scholarship in the
schizophrenia field and with evidence of success in providing leadership and educating and mentoring students and junior
faculty members. He/she will be eligible for an academic appointment at the Professor or Associate Professor level.

Please reply with a letter of interest and current curriculum vitae to:
Dr. Donald A. Wasylenki, Professor and Chair
Department of Psychiatry, University of Toronto
CAMH-College Site/250 College Street Suite 835
Toronto, ON CANADA MS5T 1R8
THE DEADLINE FOR SUBMISSIONS 1S FEBRUARY 28, 2009

THE UNIVERSITY OF TORONTO IS STRONGLY COMMITTED TO DIVERSITY WITHIN ITS COMMUNITY. THE UNIVERSITY ESPECIALLY WELCOMES APPLICATIONS FROM VISIBLE MINORITY GROUP MEMBERS, WOMEN, ABORIGINAL PERSONS,
PERSONS WITH DISABILITIES, MEMBERS OF SEXUAL MINORITY GROUPS AND OTHERS WHO MAY CONTRIBUTE TO THE FURTHER DIVERSIFICATION OF IDEAS. ALL QUALIFIED CANDIDATES ARE ENCOURAGED TO APPLY; HOWEVER
CANADIANS AND PERMANENT RESIDENTS OF CANADA WILL BE GIVEN PRIORITY.
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Employers

» Post your psychiatric position with the
APA Job Bank at psych.org/jobbank
and reach qualified professionals.

P Use the many resources of the APA Job
Bank to make a smart recruitment
decision.

» Aduvertise in the Psychiatric Services or
Psychiatric News classifieds and the APA
Job Bank and receive a 10% discount
on each.

> Post your psychiatric position with the
APA Job Bank before the APA Annual
Meeting in San Francisco, May 16-21,
and use the Conference Connection to
set up interviews with candidates at the
meeting.

To post your psychiatric position, contact:

Pamela Trujillo

Advertising Sales Specialist
P: 703-907-7330

F: 703-907-1093

E: ptrujillo@psych.org

Candidates

Search the most comprehensive online
listing of psychiatric positions at

psych.org/jobbank.

Register to post your resume, receive
instant job alerts, use the career tools
and more.

Visit the APA Job Bank and find the
ideal position.

Use the APA Job Bank’s Conference
Connection to contact prospective
employers and set up interviews at the

APA Annual Meeting in San Francisco,
May 16-21.
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SHAPING OUR FUTURE:
SCIENCE AND SERVICE

162ZND ANNUAL MEETING

AMERICAN PSYCHIATRIC
ASSOCIATION




E€eacHpay 1s CHALLENGING.
eacH DAY IS DIFFERENT.
-acHpay 1s REWARDING.., 77

Lieutenant Wendy Pettit, Behavioral Health Social Worker
U.S. Public Health Service Commissioned Corps

- BEALEADERIN
MENTAL HEALTH.

Mental health officers in the U.S. Public
Health Service Commissioned Corps are
part of an elite team bringing mental and
behavioral health services to people most in
need. Under a new partnership with the U.S.
Department of Defense, Commissioned
Corps officers may be detailed to military
medical treatment facilities. These officers
will provide psychiatric services, counseling,
and family and group therapy to returning
war fighters, their family members, and
military retirees. Corps officers are rewarded
with an excellent package of salary and
benefits, including health coverage, tax-
free allowances for housing and  prrrrr

food, 30 days of vacation each H M H

DND

year, and much more. COMMISSIONED

e CORPS

U.S. PUBLIC HEALTH SERVICE
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