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Our Shared Commitment to Prescriptive Authority

Katherine C. Nordal, Ph.D.

t o APA Executive Director for

Professional Practice

Greetings to my Div 55 colleagues

am writing at the invitation of you

Tablet editor, Jeff Matranga, with

whom | have only recently discoverae the opportunity to serve in this

| have a Mississippi connection.

position. | come to my new position

| am very excited abquly T K i
my new role as the g

. following 31 years in
S I S

EX- . :
ecutive Director fdr Which we will segthose years in fullme

independent practice.

Professional Practice though to the endWhat most of you do

APA. And | thank Dr

Norman Andersory, I n al lo gottkngy fs teat$wes
APAOS CEO, f—o— 18] —v—+—h 18] (Continued on p@e
Presidential Column

E. Mario Marquez, PhD, ABMP

July 15, 2008

Mark your calendars. Itistimetos

the Annual Division 55 2009 MdV/inter Confer
ence. Presidefiect Dr. Morgan Sammons, Dr Mi

Levi n, and Dr 6s.

heading up the planning committee.

tart thinking at.

Kei t hipe
A flay con-

ference is scheduled for Monday Februfirgrél Tuesday February™.id
Nashville, Tennessee (TN). The Sheraton Hotel, a four star property directly
across from the State Capitol has been reserved, and a $147.00 per night rate

has been secured. On Sunday, Febriasy@Beconference Psychopharma-

praddcd) witd2g & N d

cology Exam for Psychologists review program will be held. The conference
committee will host a welcome reception Sunday evening. Monday, February
9" will be a full day of CE presentations and advocacy traifimg CE fo-
cus will be on psychopharmacology and the endocrine sydiens. will be

(Continued on padpe
1
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From the Editorodos Desk

L4 -t

herroleanPAG6s new Executive Dir
Practice Dr. Nordal has a stellar background and has some
reassuring things to say abo

Greetings, psychopharmacologically
formed psychologists!

The timing of this issue is a little unus
in that the electronic version will be a
able in early August but the hard co)

will not be out until early September. ou,

Merla Arnold has recently published an important article
on reducing polypharmacyn older adults inProfessional
Psychology: Research & Prautioktnold agreed to an in-

pardon any confusion in tenses. terview in this issue and she will be presenting a continuing
Rﬁtion workshop on Wednesday, August 13 titlbdt

We have an exciting issue for a volunteer newsletter. ?HE ) ) :
are some very interesting and worthwhile contribution§ §¥CN0l0gists Should Know About Working With Older
here. If you do see this prior to Boston and if you are %ts.

to APA in Boston, you might want to check out a couplgdnk you to neuropsychopharmacolodpstuglas Hoff-
the articles by people who will present in Boston. man, Ph.D, for his technical input in proofreading part of

Dennis Girardagreed to write a short version of what!hi§ iSsue-
will be presenting (or just presented) in Boston on howdousual, please see the Presidential columMario
reduce use of opioids with psychotropicBr. Girard hasMarquezfor an important update on RxP developments.

an interesting role providing regular psychopharmac%gl){ael Tilusis a psychologisfficer in the U.S.Public

consultation on the inpatient mexdirg floors at New En Tealth Servicewhere there is ortunity for prescrib-
land Baptist Hospital in Boston. A Boston specialty neu- £ anpp y P

~_es more than oncel! o ﬁdﬁgpwas ?efgrriﬁg t.o..Bgﬁ A4
onger version at our web site: division55.0rg

to catch and correct interactions and iatrogenicallyced RxPi PHS.htm .

deliiuminposs ur gi c al patient s. 6 presentation wil/
be (was) part of a symposium on Friday morning, Augu§tdffee or tea”Ever wonder about thdifferencedn effects?
810 am, in Room 253A at the Boston Convention Centdr.s n ot it al | caffeine? Appe

David Antonucciowill be presenting as part of a symposfﬂrﬁea calledheaninethat you may be hearing more about
years to come. theanine resembles glutamate; several

titled Integration of Psychotherapy and Psychopharma(':rtl)l : : . .
ogy With Children and Adolescentsn Thursday, Augu rior studies document impact on dopamine and serotonin
14, 911 am, in Room 205B at the Boston Convention Cgr\{?ls in the brain. See the interview wahet Bryarbe-

ter. Dr. Antonuccio agreed to an interview luren ginning on page 16. Dr. Bryan has published elsewhere an

Holleb on what is new about using antidepressant med{%rg_cle reviewing the literature on the different effects of cof-

tions with children and adolescents ee and tea. She agreed to an interview in this issue.

At the same symposium on children you will hear or I\é}/dtenure as volunteer Editor will end in December. The

hear George Kapalka In this issue, George presentsgogl has been the corollary of the Scouting principle to leave

) - a campsite better than one found it, yhich is somgething that
thoughtf ul discussion hOLI$ea tﬁegjdi?arg Icgeforg rrne have tdoneavﬁ I¥a\(/:ehcgn idgn eythoats

is divided the continuity will continue inJanuary whenlLaura Hol-
Well, Katherine Nordalc an addr ess Ge eomigwvl bestakitg wvesdiditon Pleasersee the nice intro-
duction of Dr. Holcomb by Dr. Marquez in his column.

Division 55 Members: Laura has graciously helped with some of the proofreading
25% discount on all products by for this issue. She is sharp and motivated!
Epocrates & Lexi ~ -Comp Jeff Matranga, Ph.D., ABPP
Contact President Mario Marquez, Ph.D. Diplomate in Health Psychology
) Master of Science in Clinical Psychopharmacology
drmariomarquez@yahoo.com ieff@hpmaine.com
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The RxP Movement: A House Divided?

George M. Kapalka, PhD, ABPP & Zielinski, 2004). Sim[l "
lar findings have noj
been obtained from r;

Reprinted from the Newsletter of tt€arch studies in mag

New Jersey Chapter of the states across the coung
_ _ It is clear that the RX
American Society for the Advancemepgvement continues

of Pharmacotherapy gain momentum and is backed by the
Spring, 2008 majority of psychologists.

Eif it? Recently, an editorial critical |of
P was published in a Missouri nejvs-
)aper (Heiby, 2008). Heiby portrays
grself as representing psychologists
opposed to RxP. She argues that psy-
chologists' training to prescribe medigca-
We continue to make strides in otions is substandard and psychologjsts
profession's quest for prescriptive with this training pose a risk to the pub-
thority for properly trained psycholbe. She goes on to criticize the Ameri-
gists (RxP). To date, two states, Mew Psychological Association (ARA)
Mexico and Louisiana, and the US t&aining model as "substantially less Jrig-
ritory of Guam, have authorized psyeus and comprehensive than the
chologists with posioctoral training intraining required for all other prescri
psychopharmacology to prescribe mauj-disciplines” (paragraph 5). She &lso
cations. This is in addition to psycholaitempts to invalidate some of the argu-
gists trained within the Department ofents that have long been forwarded to
Defense program who continue to psepport RxH like greater access to cqre
scribe medications to military persdn-underserved areas and populatibn
nel. Reviews of the practice of thesw purports that psychology licensing
prescribing psychologists are very beards are incapable of monitoring the
couragingi no serious adverse evepr@ctice of prescribing psychologists.
have been reported. This is indeed g&jiwe concludes by providing an address
news and goes a long way toward pimvthe website of Psychologists Op-
ing once and for all that properjyosed to Prescription Privileges for Psy-
trained psychologists are able to comgi@logists (POPPP), an organization|for
tently prescribe medications. which she claims to speak.

Nearly three years have elapsed si
last commented on our journey towar
prescriptive authority (Kapalka, ZOOE
Much has happened since. | think i

time to revisit where we stand.

RxP is supported by most practiciRgaders of this editorial may indeed get
psychologists, and findings of resedfud impression that psychologists gre
studies abound that . deeply divide
confirm this conclu-SO’ in the end’ are We gout -~ Rxp. But,

sion. Within our owr house divided? what are the fact
state, a study thpt . . d whom doe
sought feedback fromResearCh |nd|c_ates théﬁiby really repr
all licensed psycholo- the answer IS n0. |[sent? It is not necep-
gists revealed, withLa sary here to analyze
respectable 41.4 % return rate, that

66.4 % support RxP (Kapalka, McGrath (Continued on pay
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A House Divided?continued

(Continued from pape viewing them as innocuous, we need to accept that they do
matter, and they do make a difference that sometimes is
Heiby's arguments, since all of her claims are distortionsriet (and maybe inconsequential in the long run), but at
have successfully been invalidated many times. For exampemay be more significant and destructive. Yes, everyone
the amount of hours devoted to psychopharmacology isis@ntitled to voice an opinion, as long as it is expressed re-
parable (or exceeds) the training of many professionsgbasibly. Herein lies the problem: groups like POPPP cre-
currently prescribe medications (for example, nurse atimian exaggerated perception of the size of their ranks, and
cians); psychologists that already prescribe do so judidaiely facts in order to make their claims appear more
and safely; in rural areas there are indeed more psychotdgisting.
than psychiatrists; and in the states where psychologists r%ée-

scribe, the psychology licensing boards are able to m an we do to confront these misrepresentations? Here

and regulate RxP just fine. Yet, despite significant amo forome preliminary suggestions: Are these groups made up

evidence to the contrary, some psychologists want tc° Bﬂmlcensed noglinicians who are _trymg to rgn_dgr opin-
tinue to mislead legislators and the public. ions about the scope of practice of licensed clinicians? If so,

isn't it true that they are overstepping their boundaries, and
Internal divisions among us are not new. More than a ateceommitting an ethical violation? If they are employed by
ade ago, the Association for the Advancement of Appliptbfessional or educational institution, would their superi-
and Professional Psychology (AAAPP, a small group afragaupervisors, deans, provosts, etc.) be interested in these
demicians with few links to clinical practice) sent delegaikdions?

to Hawaii to argue against an early RxP bill. AAAPP at one

point became an affiliate of the American Psychological Erdles_s of yvhether the_ extr(_emists are licensed .C”r?“"af‘s'
ety (APS), but gradually lost members and eventuall rgigey d!stortl_ng d_ata fo fit their own agen(_ja? Ag_aln, s this
banded. Then, there was the Committee Against Medi gﬁﬁn ethical V|olqt|on? Are they exagg.era}tlng their rank_s? Is
ing Psychology (CAMP), and now POPPP. Who are m@sg_ot unprof_essmnal behavior? At this time, | get the im-
folks? Essentially, they are fringe extremists who a Gir'on that just "’_‘b‘_’“‘ anyone can form a fringe group
themselves to speak for the profession. They perceive H fnay even b,e limited to a single member, as was appar-
selves as crusaders who need to save the future of psygﬂ Pigl e case with CAMP) ar_1d can then_allege Just at_)out
from those of us, the misguided majority, who are tryin yghirg without any expectation of sanctions by organized

lead our profession astray. For example, Heiby appa e ology _if his/ he.r statements lack accuracy and ir_1tegrity.
resides in Hawaii, but seeks out jurisdictions acros s consistent with the philosophy of our profession? If

country (in this case, Missouri) that pursue RxP to voicB$feft IS time that we resolve to do something about it.

opposition. So, in the end, are we a house divided? Despite these extrem:

What should organized psychology do to counter ti.?és%etractors, research finding_s indicate that when it comes
claims? Some within our ranks feel that we should do FRHHPPO of RxP, the answer Is no, and as a profession, we
ing. After all, a few extremist opponents always @?qu to send a strong S'gf“"_" to our opponents thgt we are
(Luddites come to mind), and in the long run, they usd?:\rlﬁpared to defenql the V‘.r"“d'ty of the RxP quest W'th vorac-
do not stop progress. So, if we let them be they will S|B(N:%pd deterr_nmauon. Sill, an(?'ther relaf[e_d qlljlestlon must
become victims of attrition. But, this is risky. Becaus@e%-Pe considered; are we a "house divided" hbato
tremists often use unscrupulous methods to exaggerafP@g RxP? Here, the answer is not so clear.

validity of their stance, those who are not knowledgegbe is the official body that speaks for all of psychology,
about the issues at hand may become swayed. This caghgaM8s been a proponent of RxP for a number of years.
a negative impact on popular opinion, and popular opiniffvever, psychology is a broad science and is made up of
does affect legislators. many professional divisions that have little relation to clini-

So, what should we do to neutralize overzealous extreffisfigctice. APA is an organization that must represent all
First, we need to change our mindset about these gr8lipdese divisions, not just psychologist clinicians. Conse-

how they operate, and how we should respond. Instead of (Continued on p&)ye
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A House Divided?continued

(Continued from pape seem to have concluded, as a profession, that we support the
pursuit of RxP, we still need to unite about how to do so.

qguently, other organizations have formed to exclusivelyJsigpss we start resolving any remaining differences within

port the interests of clinical practice (and RxP). Someuofanks, and do deeforeve start legislative efforts, we will

these are recent, like the National Alliance of Professrenain a house divided, and, as the corollary suggests, our

Psychology Providers (NAPPP), an association that ineffddis "will not stand."

tion to its national members now also has some state chap-

ters. Some of these are lstanding, like the Prescribing

Psychologists Register, an organization that supportegg RsRences

even before APA got on board, and provided the earliest

organized RxP training in the country. Some of thesdlaiy, E. (2008, March 7). Psychologists shouldn't prescribe

state associations that, although mandated not to oppos@edicationsNews eaderAvailable at http://www.news

official APA policy, exhibit varying levels of support for RxPleader.com.

_Psychology Ilcensmg boards are another crucial bOdBkgE)%ﬁka, G. M. (2005, Spring). RxP: Who is at the helm?
influence the pursuit of RxP.

Newsletter of the New Jersey Chapter of the American Sc
In the ideal world, all of those entities would collaborate tofor the Advancement of Pharmacoth&vapgble at
accomplish our common goal. In the real world, howeverhttp://bluehawk.monmouth.edu/~gkapalka/

there are sometimes important differences between the#sSAP_NJ/asap_nj.html.
o e e o 0 3, G. 1, e R, & znsk, . 2000 e
one state was hampered in part because the licensing boasr(c:f'ptlve authority: A survey of New Jersey psychologists.
went on record to oppose it. Elsewhere, RxP bills are som'g—ew Jersey Psychologgjt, 3485.

times introduced by one of these entities without the sup-

port of the others, and a struggle subsequently ensues about

who will retain control of the bill. Such developments afe Kapalka holds board certifications in clinical psychology,
clearly not in the interest of RxP, and yet they do take ptaegharmacology, and learning disabilities, anddetifiesthool

So, with regard to how to obtain RxP, we indeed appe@pdglicensed in four states. Dr. Kapalka is a member of me
be a house divided. staff at Meridian Health, Brick Hospital Division, and he is tf

director of the Center for Behavior Modification in Brick, NJ.
How do we remedy this problem? It should start withz{dg holds a graduate faculty appointment as Associate Profe:
recognition of the need to include all of these constitueng&smouth University. As a researcher, Dr. Kapalka authore
at the proverbial table when plans are initially drawn to 9§k and some 100 publications and professional presentatior
sue RxP within a state. If an entity is left out, its leadeigifslka is an active member of Division 55. He chairs the C
and members may feel disempowered and may procggftd@ on Pediatric Psychopharmacology, and he chairs the
prove their influence even if it is at the cost of an RxP effgrgey chapter of ASAP. In the past, Dr. Kapalka also held

Obviously, this is not in our best interest. Instead, stat§o8ftion of the chair of Continuing Education.
forts should start with enlisting the support of all the major

constituencies, and should only proceed with legislativie ac-

tion when internal differences have sufficiently been| re- Announcement

solved so that a bill receives the support of all relevant] enti- . .

ties. If we fail to do so, we give ammunition to our oppo- he National Cour_]C” of Schools and Pro

nents who can clearly point to the division among our ranksgrams of Professional Psychology Passes

as indicative of our lack of readiness to obtain (and manage) Resolution SupportindRxP
. I) -

RxP. Is this the message we want to send For more details,

I think it is clear to everyone that RxP is a major effort fhat contact Mark Skrade, Ph.D.:
requires time, effort, money and perseverance. Whil¢ we MSkrade@Forest.edu
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Nor dal & APAOs cammead ment t o
(Continued from paye 1985, some 23 years ago? In 1989 the Practice Directorate

participated in the DoD Blue Ribbon panel to create the
enrolled in the RxP training program at Nova Universitguaticula for the Psychopharmacology Demonstration Pro-
the time that | came to APA. | had planned to complete RxP(PDP). PDP training for two Navy psychologists began in
training and then return to public service psychology il@®il. During 19986, three states introduced RxP bills and
underserved rural area as a prescribing psychologist witi%96, APA adopted Model Legislation for Prescriptive
special interest in child/adolescent psychopharmacdogyority and the Recommended Postdoctoral Training in
within the next 31 years. | had envisioned working) @aysPsychopharmacology for Prescription Privileges. In 1997, six
per week as a prescribing psychologist in an integoagésdribing bills were introduced, the fourth PDP class
health care system and sharpening my golf game, gtaidhated, and the APA Council authorized the College to
needs a lot of work, during my off time. It was a very difielop the Psychopharmacology Examination for Psycholo-
cult and carefully deliberated decision to abandon gists (PEP). Six states introduced bills in 1998 and 1999, and
course and accept the position at APA. | love treatingnpaec. 1999, Guam granted psychologists limited prescrip-
tients, as do all of you, but believe that in my new roletaedauthority. Six states introduced bills in 2000 and the

with your help, we have the ability to make an even bilgggW Col | egebdbs PEP became av
impact on patient care during this new chapter of my prdfgsed every year since and to date, 21 different states have
sional life. introduced RxP bills. New Me

. 002 and Louisianabs bill i
Iwantallofyoutoknowthatlamabsolutelycommltte%t Ui sianabs regulations bec

prescriptive authority for appropriately trained psycholo ?!movement continues with a lot of enthusiasm and mo-

The RxP agenda is very high on my priority list and Onrr;[eﬁtum espite dIiSﬁplpoSintinp recent outcomes in b@th Ha-

P_r actice Organ |z at ' onos g8 Rd%Missouri whereSwe wete S(?Crposeqogaefeais afive \Wch
will see through to the end, until appropriately trained Posg{é-

chologists in all states, and in both public and private prac-
tice settings, are authorized to prescribe- I am pleased to ser:
That includes psychologists in independlengy | wi | | s |&@skeforcewiich js adggegsing a nagorg!
practice, community health centers, mentﬁ?’l . .| Strategy for implementing RxP. You have
health centers, state hospitals, prisons £ ground In NaShV”l%ad and continue to have excellent lead-
DOD, VA, Indian Health Service, Univer- | n Febr ua prslyp with wRoi) | @a@ hadgghe pleas-
sity Counseling Centers, and any other| set- ureto work. | attended your Div. 55 Ad-
ting in which psychologists practice. vocacy Summit in 2006 in Santa Fe and the 2007 Summit in
: : Missouri. They were very exciting conferences! | wish we
Our agenda has always had and will continue to have IS : .
- : cgu bottle your contagious enthusiasm for advocacy and
challenges, both from within and particularly from outside .
iVe a dose to our colleagues outside of the RxP movement. |

the profession. It is an agenda which has commanded saﬁ e you all on the ground in Nashville in February

digm shift regarding both the practice of psychology ang ®o9éand chall en ge those of

training of psychologists for prescriptive authority. Paradigm : . .
) . . nd th rior summi make plan in Nash-
shifts take time and a commitment to the long haul. Thaﬁ% d the two prior su ts to make plans to be as

L TIE. | bet we could even find some good music if there is
are victories along the way, and there are setbacks. é’u we 9

oo any energy left over for evening activities. | have also had the
can never forget what we are about is bringing the best Si- % :

. : easure in my role as a Committee for the Advancement of
ble behavioral health care to our patients, and to u

er
served populations, so there is no turning back.

rofessional Practice (CAPP) member and chair to serve
with prescribing psychologists Glenn Ally and Elaine Man-
A little history is in order here. Did you know that RxP fiet And when | vacated CAPP for my new position, Elaine
made it on the radar screen when Senator Daniel Inouyeg\éne filled my position. So, CAPP, the governing body for
the 1984 Hawaii Psychological Convention, challeigedAPA Practice Directorate and Practice Organization, has
HPAG6s members to seek pr lkadanddopinuesioehave axacellert reprasgntatiansand deadw,
address the unmet needs edshipfidra thheaprescbghg canmoity. s er ved pop

tions, and that HPA introduced the very first RxP bill in (Continued on paye

The Tablet, September, 2008 6
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. |
Nor dall & APAG6Gs cammead ment t o
(Continued from pépe deeply appreciative to each of you for what you have so self-

lessly given to our profession and the patients we serve. If we
The Practice Organization continues its unwavering supartthat kind of commitment from all of our colleagues
of the RxP movement with consultative support to state alssat all of our practice issues, we would have moved moun-
ciations from Deborah Baker, J.D., Director of RxP, in taims by now. Hope to see many of you at convention in Bos-
Legal/Regulatory department and from Dr. Dan Abrah&om:
son, Assistant Executive Director for State Advocacy, both of
whom also collaborate with the Div. 55 National Strategy
Task Force (TF). The Practice Organization, throughifthet Boston, until | see you in Nashville, | remain very
authorization of CAPP, has also provided nearly $2.5timaikkfully yours...Katherine
lion in grants for prescriptive authority initiatives at the local
level. We do not know how many states will apply for grants
for the 2009 legislative session, but we expect to contime to0 Nor d al is APA®6s Executive
receive a record number of requests for more dollars thatorel received her Ph.D. in psychology from the University of Missi
have to give. in 1976. She has maintained a full time private practice in Mississi

) ) . since 1980. Dr . Nordal 6s <clini
On the policy side of our APA house, the 1996 curriculayf@f emotional disorders in children and adolescents; neuropsych
prescriptive authority and model state legislation for RxRsae&sment; brain injury in children and adults; and, civil forensic ps
currently under revision by a joint CAPRL ogy.

Board of Education Affairs TF chaired|b . . . .
. The P r a c [fbriNoglags a feQvy of theghngrigan Psychologi
Drs. R_On Fox and L"?da Campbell. T“ﬁ . . .. | cal Association and theinssissippi Psychologic:
group is also developing a process fof th2atlon CONtINUES ItS| association. She was the Chair of the Committe
designation of RxP training programs ap{{h ; r the Advancement of Professional Practict
will determine the appropriate oversig wavering support d(?:APP) from 200%and a Trystee of the Ameri-
body within APA for program designatipt. h € Rx P M Qcavl PEychAId@ickl AEsociat@n Msurance Trust fro

It is planned that these documents willLbe : 20050 7. Dr . Nordal serve.
presented to the APA Council in 2009 for adoption as AP&ctors from 2608 and was the Boardos
policy. Office, Committee on Legal Issues, the APA/ABA Task Force, and

Public Interest Directorate. Dr. Nordal is a fellow of APA Divisions
As part of our continuing support in the Practice Organiz&rdependent Practice), 31 (State Associations), and 35 (Women) ¢
tion | will be conveni ng nembarefDie 4lc(hmeripan Psycklogy ey $odety). DryNorda
drawing from staff across various departments, such as®tage0 served as chairperson of

Advocacy, Governance Relations, Legal/Regulatory, anieasurer of the Division of State Psychological Associations, and

Public Relations, to further advance the RxP agenda an ance Chair for the Division of Independent Practice. She is a past
' lgent of the Brain Injury Association of Mississippi and currently serv

ensure that this project continues to receive the attentioI < board of directors

and support it needs. Deborah Baker, J.D., will be the team '

leader for RxP. Feel free to contact helbaker@apa.org Dr . Nordal is a recipient of t|
with your suggestions, concerns, or questions. For ques@gvocacy on behalf of Psychology. She was an APA/AAAS Co
about CAPP grants, contact Dr. Abrahamsateataham- sional Science Fellow (QDBQ_nd served as a legislative assistant in tht
son@apa.or@rant requests for RxP legislative initiatived?-S- House of Representatives and with the House Select Commit
are usually processed in the fall. Please also feel free to COR="

tact me aknordal@apa.omggarding our RXP agenda.  Dr. Nordal is a past president of the Mississippi Psychological Asso

and has served on the Mississippi Board of Psychology. She is a rec
| want also to personally thank each of you for your ¥gr%.  mi ssi ssippi Psychological .

valuabl e contributions t GessiBnlPsGchoRdistadard@d in B¥7Ras préséhtBddvin the o

earlier, | wish | could bottle the energy, enthusiasm,tantb n 6 s Di st i Awaudi Is BGOB she wasaecognized |
unrelenting dedication each of you brings to RxP agendgfot h t he MPAG&s Distingui shed

our colleagues. They only have to view you in action to know
what advocacy is really about and how to do it right! | am
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Role of the Psychologist in Minimizing Polypharmacy in Older Adults
Interview with Merla Arnold, Ph.D., R.N.

Editordéds not e. Dr . Ar n o lcast sagngshave [bgen 1:50(]ebt1y|!'w

macists, since they are the ones ug
Arnold, M. (2008). Polypharmacy and older adults: A rolgysked with pharmacology review

for psychology and psychologistsofessional Psycholnyrsing homes. The psychology ¢
ogy:Research & Practice288289. toral student might ask if the st

. - . examines, documents, or demonstrj§ifas
Dr. Arnold graciously agreed to an email interview. PI IRP 5§ < |

original article for more information. In addition, if you ﬂBI Lﬁgeaspect of the role of ¥ |
read this before the 2008 annual APA conventon i logist. The studies of the effects of monitoring (with

. o ?cs%ﬂcwp) have generally shown cost savings so there is
please consider signing up fod#yeG workshop presentg iR&lihood of a positive outcome. But, that said, the stu-

Dr. Arnold and colleagues, cosponsored by the APA C SN, incl i ¢ life i i
Aging and the APA Office of Continuing Education in P%{%‘Eﬁ%ﬁ I?nf)?/vv':}? ;tt Vfl% eI: cyl;ietgkuea :\¥va2/ a%eulnrzgggi ary

The altlay workshop is scheduled for August 13, 2008: ..\, diminish the likelihood of an untoward event.

What Psychologists Should Know About Thouah th . lue i ¢ q ¢
Working With Older Adults. oug e economic value is very concrete and easy to

Workshop Code: WKPC#5. For further information: measure, | also encourage the measurement of physical, be-

http://apadiv20.phhp.ufl.edu/Precon5 CONA.pdf havioral, social and psychological |mproyements (or not) to A
health and well being. Let ¢

to treatment with memory complaints, depression and diffi-

You note the projection that by 2010 there will be 4@¢ity sleeping. A review of the medications shows that the
million older adults. While each discipline on an intergi€¢ di cat i on regimen is suspe
ciplinary team brings different strengths to the table, wiat the prescriber is able to change the meds around and
is the unique contribution that psychologists might maife Symptoms clear but now, the medications are more ex-
relative to other mental health professionals? pensive. Cost in dollars went up. But, if health and wellbe-
ing improvei what savings over time can be projected? In
With some additional education and training specificgémeral, there is likely to be savings in the cost of medica-
aging and ol der adul ts, Itibnmasrthe humder, dase dnd feequencyi age aldle tol he es
can be more effective at bringing together the varied toheksd because of effective psychological and behavioral in-
of emphasis, namely, the biological/medical approach ©fr vent i ons. Letbs say we ¢cC
psychiatrists and the psychosocial approaches of counsabikisg, alcohol and drug misuse, amotivation, and so on.
and social workers. Our skills in assessment, differentialilia gi ne t he benefits. 1 6d we
agnoses, care planning, delivering services and workinpesithdisease, bone disease, organic mental status changes
others (and organizations), whether individually ordinabet es, anxi ety, depressic
groups, are the core of a biopsychosocial approach to health
care. We have a unique opportunity to cultivate an intet#fear about boundaries or guidelines for making com-
ciplinary approach to health (not always iliness) care seW&¥8g when a psychologist discovers a problem witina

and policies. psychotropic drug?
In your article you cited data indicating that the price thg Woul d say, fAln the c ourse
for inappropriate prescribing for older people can betag kes [insert drug]. 16m wo

much as $20 billion per year. Has there been any resddrert issue] or risk [insert concern] and if there might be
documenting cost savings by having someone such as a&pgyer option we could try like, [if you have a suggested
chologist available to monitor medications and function®gP t i on t hat could be helpfu
on a weekly basis? How might a doctoral student set og@fped about the anxiolytics for example, after the okay from
test this hypothesis? the person | 6m advocating

So far, what | noticed is that most of the studies looking at (Continued on p&ye
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Minimizing Polypharmacy in Older Adults

(Continued from p&pe

Avisitso if necessary, s WXy rgoorkin the@dialecthere dsm prgbabilily of 9yero n
precipitate an increase in symptoms. 50% of a drug interaction when an older adult takes five

medications, and the probability increases to 100% when
You helpfully offer the definition that: fi | n a p p r takimg Seaeh @lrugsYou then note the possible conse-
polypharmacy occurs when older adults receive more dquesices of overmedication with anticholinergic drugs in-
than necessary, which multiplies the risk of advecfiading increased sedation, mental status changes, falls,
e v e n(Araodd, 2008, p. 284). In your opinion, howbroken hips, etc.In addition to psychologists helping to
much consensus might we expect as to whetlrenot monitor, what other system changes will help to reduce
there are more drugs than necessary on boakdy tips inappropriate polypharmacy?

for the riskbenefit analysis? _
There has been much talk of late about the requirement of

The literature is clear: polypharmacy is a significant ripkytohologists consulting or collaborating with physicians
older adults. | think the consensus breaks down at the lidlirg written into psychology prescribing laws. | would like
vidual case level where prescribers generally believe a partiea- a reciprocal agreement whereby physicians consult
lar medication or regimen is necessary and appropwitte psychologists when a mental or behavioral health issue
Where | generally start is with interactions risks. A psyshsuspected or diagnosed. This can be written into state
tropic interacting with another medicine may place the lp@rs, policy regulations and organizational rules and policies.
son at higher risk for serotonin syndrome, for example. The

balance of risk and benefits is clearly weighted to highGR¥/d you summarize why older adults are physiologically
Anxiety or insomnia that can be treated with behavioraf”iate susceptible to drug reactions?

terventions, permitting the reduction or discontinuation of
anxiolytics or sleep meds also

e v s e | ursel  target Tsite by n
strongly consider psychologlcaI/ we i 0 0 gjlgetshfrrea ((3)0'[ |E()) . : e?\/‘?ht h |
behavioral interventions oydhat, how am | going to docume h ). When the body is healthy

medications. Overall, the job|is A ;
about the older adult. If that per—t hat lom doin (]and Serrall) @t tullhurlctuﬁhn@;

Medications are chemicals that are
broken down and delivered to the

son is at risk, there is little chofce dress it ? ﬁgtril;] ?gécagr?g ;Cgti?bglslzedde_
butto intervene. PSyCh()Iongt: signed. But, an older adult under-
How receptive do you find physi-il D O C U me n t t hat goes)/lc@ngesfir?bg?l;yh”n@ssr (Igxst
cians to your input about poly- musCle, more fat) and has organs
pharmacy? referral t Qhat n‘gl/ Got béqunctlonlng effec-

tively (e.g., liver, kidney, brain)
Many of the physicians | come into contact with have la@ehso medicine may act differently than designed, or, it
trained in the sildbased, hierarchically structured medicely build up in the body and become toxic. Plus, many
care system. Sometimes, even if | proceed gently, suggadéoredults take more than one medication and generally
about the treatment approach may rock the boat and safter with more than one medical iliness or chronic disease,
rally there may be some resistance to this. Physicians a&choaffecting the others; the more of each, the higher the
the only ones with this reaction, however. Not enorigks.

nurses understand the relationships of an aging person and
the effects of medicati o4& m’-"@‘r?)@/a’”n”l? gega’gr ang (Aciah diffgrencesin pply-

- =

give medicine for that, p§ gmago Fyr women ageqmorg fkelthan
doing something to addr a’eraa’tft@en to fe e/ve //7%0 rogr/ate maed/cat/anf) ocumen
you generated a referral to me. o (Continued on pagk
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(Continued from paye Medicaid systeni e.g., helping to prevent, track and cor-
rect inappropriate polypharmacyAny comment?
I think this is worthy of more attention. | would list as key
elements: inequitable access to health care services (WRE'&E-
of its complexities, including institutional racism); how %ro U note (p.. 287) th a ¢ Aa o P
system responds (or doesng}.ﬂ) 1’0 "t .h'e Pc%mapl aayln /7597 /C()
. . , . cholinergic properties, putting the older adult at high ris.
and ageism as it relates to older women in particular. . . . )
for confusion, delinum, and behavior distur-
Please comment on the risk of encountering drugs wi/@ 1 ¢ 8VBat ie the pharmacologic connection between
anticholinergic side effects and what these side effectsafidyistaminic and anticholinergic effects?

cause in older adults. The antihistamines block the histamine receptors so your

The risks are high and side effects include blurry vision@Rt Stops running, your eyes stop tearing, etc. They can also
good for older adults that already have vision problems)P@Yg the effect of blocking muscarinic receptors which can
symptoms that can mimic dementia or other mental hezdi#se an anticholinergic reaction. This muscarinic action
problems such as confusion or behavioral disturbaffiéences nerve impulses affecting the heart, secretions (gut
And, of course, there is deliritia medical emergency. Addd otherwise), and the bronchioles (affecting breathing).

to this: decreased gut motilty ) - v e th J i 1
(adding to problems with constipa- | Would like to see a reciprocgl’e¥ 7ot¢ e heea o avoia e
cyclics as much as possible due to

tion), dry mouth, orthostatic hly- i~ . . . ;
potension, sedation, voiding préb- agreement whereby physiciangnichoiinergic properties. Tra-

lems, lightheadedness, and h&onsult with psychologists wheyagone s not a tricyclic but is
' ' commonly prescribed as a sleep

tural instability (e.g., risking falsmental or behavioral health iSSU,%d_ Do you see problems
fractured bones and even death). . . . 5
IS suspected or diagnosed. Thigused by trazodone:

For ihe peycologist not iraidan be written into state laws, fakzodone should be used with
in  psychopharmacology, wha

i i i i i tion with older adults in gen-
drugs might they keep an eye pU€Y regulaﬂons and orgamzatlor@‘l and for those with cardiovas-

for? rules and policies. cular or cerebrovascular disease,

Drugs that are sedating, addicling : : suicide risk, or impaired renal or

or have anticholinergic side effects should be used wilty@&xfunctions; problems not uncommon in older adults.
treme caution, if at all. Even the newer generation of df}g§/gh sometimes a medicine is necessary, | would try psy-
can be problematic for older adults. Like Ambien, a %@&lcavbehaworal/enwronmental interventions before
med that should be used on a short term basis. It incré§6é3g a medication, wherever possible. If a med is needed,

the risk for seizures, depression and suicidality. I6d work to discontinue or
approaches take hold.
What sources of drug information do you recommend for

other psychologists who occasionally or regularly see Megda Arnold received her PhD from Columbia University. As a licens
adults? psychologist, she maintains an independent practice focused on the

of older adults living in long term care communities in Western Suffol

| use a database like Epocrates for quick, basic informgﬁéﬁm Nassau Counties, New York. In addition, she is a licensed, r

| might also ask those that afese to the older aduff €F €d nurse with board certifioc
> . |t|y a#d utilization review, assessment, and improvement of health cal
(family, health care persons) to assess for side effects qQr gifec-

' f icular . includi d Services in major metropolitan hospitals. In addition to aging, areas o
tiveness of a particular intervention (including meds). interest include end of life, attachment/loss, advocacy, education anc

. L. . . training and minblody relationships as they pertain to health and wellk
Given this issue, it would seem that a psychologist traj .d]Dr. Arnold is currently @hedt of APA's Committee on Aging

in psychopharmacology might play a useful administratiyef A). Enail: ma159@columbia.edu
utilization review role in a state or federal agency such as a

Pt
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Using Psychotropic Medications to Minimize the
Use of Narcotics in Posdperative Pain Patients

The nonnarcotic agents that we will be discussing are as
Dennis P. Girard, Ed.D., ABPP, ABMP follows:

e Antidepressants

The focus of this paper is the utilization of psychotrepicAnxiolytics

medication to reduce the use of narcotics in postoperativ& d Stabili

patients. | will briefly review the use and sometimes ihap- 00d Stabllizers
propriate use of narcotics in the postoperative period. kwilAtypical Antipsychotics
describe the setting, circumstances and the population that
my clinical experience is based upon, and will look af thé-)thelr Agents

various classes of agents that can be utilized. | will desgtilepressantssuch as the SNRIs (Serotonin Norepineph-
the difference in approach used for the acuteqpesttiverine Reuptake Inhibitors) venlafaxine (Effexor) and duloxet-
patient, compared to the lotgrm management of the poste (Cymbalta), work not only in a manner similar to SSRI
operative chronic pain patient. | will present a case examgilfepressants, but have a noradrenergic action, usually at
of successful tapering of narcotics in aguestative chronichigher doses, similar to tricyclic antidepressants that slow or
pain patient. Finally, | will attempt to make generalizatigiogk pain pathways. At low doses amitriptyline (Elavil) and
that may apply to other populations. in some circumstances nortriptyline (Pamelor) can provide

The setting in which my clinical observations are madémas Qoradrenerglc action.

125 bed general hospital with a strong orthopedic fogtle SSRIs (Selective Serotonin Reuptake Inhibitors) are
Eighty percent of admissions are for elective orthopedig@tiérally not considered first line treatment in the manage-
gery, the majority of which are for hip or knee joint replaggnt of chronic pain, they do have some useful applications.
ment, or for spine surgery. Because the surgery is elgefiysatients that cannot tolerate a SNRI, SSRIs may be help-
there i s an espcpceretnuon iptayt itap THe Rdtm@Mdity tofadepfessior and chronic pain is re-
weeks before surgery. Factors such as use of narcoticggrédgeto be anywhere from 30% to 87%. In my clinical
sia prior to surgery, as well as use of alcohol, and histegpéfience | find the assessment of depression in chronic
postoperative delirium can be determined, and strategiggit9 patients to be challenging, but | usually recommend at
deal with these potential complications can be plannedefdt a trial of an antidepressant, with very close monitoring
at that time. The population tends to be older. Jointigeresponse. Choosing an SSRI for a pain patient should
placement patients are seventy years of age, on averagfio@nsimilar selection criteria as choosing an SSRI for treat-
spine patients, on average, are closer to sixty years of ag@nt of depression. There is some data to suggest that par-
When screening patients prior to surgery, it is often n&g&sne (P.axn) may be helpful for patle_nts .W'th headaphe,
that citalopram (Celexa) may be efficacious for patients

sary to correct inappropriate use of narcotic and- A0 . . oo
y pprop ae%%uropathlc pain. If there are no contraindications,

narcotic analgesia agents, so as to maximize the effec o .
g g a§ s such as amitriptyline can be used with SSRIs at doses

of the posbperative pain regimen. An example of an ir} 10ma to 50 q v ai in th .
propriate pain regimen is the use of thelease oxycodoné m 10mg fo 5Umg per day, generafly given in the evening.

(OxyContin) or morphine (MS Contin) on a three or fO-II.-JPIS may provide an action similar to the SNRIs.

times a day schedule, as they are designed to work pygio#itics must be used with caution. They are probably

twelve hour period of time. Another example of inappropidst effective for sherm, posbperative use. Valium has

ate use of narcotic analgesia would be use of the abovatmaestided benefit of muscle relaxant properties, but its long

cations on a Aprno basi s .halflifeAdE dclivé medabolitds cansbe probrembdicdi® the (

also work poorly as PRNs. elderly. Much caution should be exercised in using benzodi-
azepines in patients with a history of addiction.

(Continued on pag®
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Reducing Narcotic Useontinued

(Continued from pagpe erly. Acetaminophen is most effective when taken on a

schedule. Maximum strength acetaminophen (1,000 mg)
Mood stabilizersmost commonly gabapentin (Neurontieyery six hours, has been found to be more effective than
and pregabalin (Lyrica), while generally most effectiv85tbmg every four hours. Psychological treatments, such as
neuropathic pain, can be helpful in combination with otl@BT, and exercise programs can be extremely important and
analgesic agents in acute and chronic-questtive painshould be incorporated into the treatment plan.
management. The mechanism of action is thought to be the

Case Example

interruption of dysfunctional nerve firings. Recently, gaR riyyeanld male, one year S/P revision of lumbar fusion

entin and pregabalin have been used together with - : )
success, in both acute and chronic pain. Topira%% eei_S). Original lumbar fusion was two years earlier, and

(Topamax) has also denonstrated efficacy in relieving Qeﬁrgf’l tient has used OxyContin and Percocet for almost

pathic pain. The other anticonvulsants have been us [ years. There was no other significant past medical his-

1
: L : etor;?. There was also no past history of substance abuse or
neuropathic pain with varying success.

tobacco use. At the time of the consultation, he was pre-
Atypical antipsychotigssuch as olanzapine (Zyprexa), tsribed OxyContin 60mg, tid, and Percoc8®25, two tab-

been studied and used to augment pain regimens, pddisuid prn. The patient was referred for consultation by his
larly in the acute, posperative period. While olanzapimmethopedic spine surgeon because he had been requesting
may have some impact on pain pathways, its relaxant pRegyeocet refills after two to three weeks rather than four
ties also are of valuelowever, side effects, including weiglgeks as scheduled. His use of Percocet had escalated ove
gain and metabolic syndrome, make {eng use problemthe past six months. He continued to complain of lower
atic. Low doses for a few days in ppsrative patients havgack pain, sciatic pain, and insomnia.

been found to be an effective augmentation particullaﬁlé/ . C .
- , . N patient reported that nighttime and early morning were
when additional narcotics will repress respiration to a p(t)rt]en

. . . . the most difficult times of day for him. He reported feeling
tially dangerous level. As a bonus, in patients at high, ris . ) .
. . . . depressed, and his appetite had been poor for the past six
for postoperative confusion and delirium, the antipsychoti : .
. Lo L manpths. Although his activity level was reduced, he had lost
properties seem to diminish the symptoms of delirium ?uc

. . o welve pounds over the past six months.
as delusions, confusion and agitation.

Other agentghat should be considered to decrease reliiﬁlcee plan of care recommended began with changing Oxy-

on narcotics include tramadol (Ultram), acetaminop ontin to 100 mg bid and discontinuing Percocet. He was

en .
(Tylenol), NSAIDS (e.g., ibuprophen), COX 2 inhibit r'\s/en oxycodone 10 mg bid, PRN, fpr two weeks, then one
(e.g. Celebrex), and lidocaine (Lidoderm) patc'rgg daily as needed. The plan outlined called for reducing

Tramadol is unique, and while classified as a synthetict:he {xyContin dose by 20 mg per day every two weeks. The

OpI- e
ate, is chemically similar to venlafaxine. It can be very %?Fljer]t was started on Effexor (XR), 'tltratlng tp a target dose
tive dosed three to four times per day, but because of s 2 mg/day. Other recommendations are listed below.

rotonergic properties, when combined with other serotdninAcetaminophen, 1,000 mg, four times daily.
agents can cause serotonin syndrome. Also, patients @.Wl?hprophen, 200 mg, three times daily.

be cautioned against abrupt discontinuations of tramadej, agarontin. titrated to a target dose of 300 mg, four
this can cause a variety of uncomfortable and potentiallylmes dail3’/ ’

gangerous symptoms similar to SSRI dlscontmuatlon4Syr)6.'\mitriptyline, 10 mg, at bedtime.
rome. Analgesic transdermal patches can also be useful'in .
some circumstances. Nauarcotic analgesics should be util- Yalium, 2.5 mg, at bedtime.

ized when they can safely decrease reliance on narcotids. Figioderm patch applied to right lower back (sciatic) for
example, acetaminophen on a schedule can be very effectilg,hours, overnight.

particularly in the elderly, as a strategy for decreasidg ®alking three times per week and maintaining a log of
eliminating the need for narcotics. Many individuals resistime and distance.

taking acetaminophen because they feel it is ineffective. In

my experience, | have found that it has not been taken prop- (Continued on pad
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Emergence of the Prescribing Psychologist Within the U.S. Public Health Service

Meeting the Need: joined this cohort and also beg

- formal prescriptive training. (This

The grass roots emergence of the Prescribing Psychol%gih ei) exampple of the gsu(cce

within the U.S. Public Health Service. precedent of prescriptive autho =

for psychology in the IHS est /‘ —_

Fished by Dr. Floyd Jennings \#ycem 4
U S Public Health Service Santa Fe).

See APA Div 55 web site for Full Article: To date, the Aberdeen Area Behavioral Health Division has
e _ seven openings for psychologists, with hopes of placing pre-
http://division55.0rg/RXPINUSPHS.htm scribing psychologists in each. The current openings are in

DISCLAIMER: The opinions expressed in this article dP§#tébeblD, Rapid City, SD, Rosebud, SD, Pine Ridge,

sarily reflect the official position of the U.S. Public Heaft® SEkvi€Bompson, SD, Sisseton, SD, and Standing Rock,
or the Indian Health Service. SD. (The Billings Indian Health Service Area also has a pre-

_ _ o ___scribing psychologist position open at Ft. Peck, MT). Six of
uU.S. Ffubhc Health Service Prescribing Psychologist: tﬁ@'se seven currently open psychologist positions rank high
sponding to the Grassroots Need for Access 0 Quai{¥ihe list of the IHS Loan Repayment Program which as-

Lieutenant Commander Michael R. Tilus, Psy.D., MSC

—

Mental Health Care sists in repaying a practit.i
Prescribing psychologists (PP) have an opportunity to afsi}§se communities. Please see LCDR Michael Tilus for
the call to support Amer imorgigfe@maiofa| t h responders thro

U.S. Public Health Service (USPHS) Commissioned C§jgSartment of Defense Memorandum of Understanding

Driven by the grass roots emergence of the social shifidi) with the USPHS, to include Prescribing Psycholo-
primary carea growing number of psychologists Wlthii'istS

both the USPHS Corps Officers and federal civilians are

gaining prescriptive authority while serving their variossecond opportunity for prescribing psychologists within
state and federal service regions the USPHS involves the new Memorandum of Understand-

o _ _ _ ing recently signed with the Department of Defense (DoD).
The USPHS Commissioned Corps is an elite, specially qilﬁgl-joim agency agreement will place USPHS mental

fied team of more than 6,000 highly trained, discipliigsih professionals (prescribing psychologists, clinical psy-
driven, public health professionals dedicated to the miggi@iygists, psychiatrists, psychiatric nurse practitioners, and
of protecting, promoting, and advancing the health gdca| social workers) at DoD facilities to provide assis-
safety of our Nation. Many of these officer clinicians @pfle coordination, and direct care for of our returning and
their families have chosen to devote their personal andygiiaying personnel, and their families. It is expected that
fessional life to service with isolated, remote, and medigaliribing psychologists who are stationed at DoD sites will
underserved populations. Such a mission demands gleafanted privileges across their full scope of practice (as

fastness, heart, courage, and tenacity. A _p_sycho!og_is;eg ed by officials in the Navy and Air Force).
prescriptive authority can especially be a critical Mission Re-
source Multiplier. If you wish to discuss the application process to become a U

o S Public Health Service
The Aberdeen Area IHS and Dr. Vickie Claymore

Lahammer, Ph.D., the Director of the Division of BeH¥@scribing psychologist and are interested in the Depart-
ioral Health for the Aberdeen Area IHS, saw this potefiignt of Defense positions
mission impact of having prescribing psycho|ogists |ﬁ/\{ﬂ@(er Please follow this web address for further informa-
small Service Units providing both psychotherapy andtipﬂg‘_www.usphs.qov/profession/behavioral/default.aspx

scriptive clinical services. = She thus spearheaded and syiie see the Div 55 Website for the full article and all
ported the prescriptive training for seven psychologists as a Pointsof-Contact. http:/division55.0ra/
part of her divisionds Strategic Behavioral Health |

As a fAlead by examplabanmeti rect or , Dr . Cl a Ydghenlie€on padp
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Prescribing Psychologists Within the U.S. Public Health Service

(Continued from page combat veteran of the first Gulf War of 1991. In addition to bei
a licensed psychologist and marriage and family therapist, he
ordained minister with the International Church of the Foursqt

Lieutenant Commander Michael R. Tilus is serving as th&dD#epter | for 30 years and is ¢

of Social Services and Mental Health Programs at Spifitd.ak€Eh ap | ai no. Mi ke wor ks I

Health Center in Fort Totten, North Dakota. He and tive @figituality, psychopharmacology, and family psychology ir

have chosen to serve in isolate, remote, medically undepeebgypuactice on the reservation.

lations as the focus of their Public Health Service ca

have seven adult children and orgaggimer in their blen}?

h

marri age. Mi keds wife, e I [ L r .
with him on the reservation by volunteering with the adﬁlg%%;gtugh her éraftsa} cahnfh , and ﬁogplta(ﬁty. inee f
i@ -

%é a-lr-l%%haleh love to raise a large vegetable garden and
?I er[s all_ around their home. Zhaleh continueﬁ to brina/ io
h frce Tol

IS t etu

treatment programs, cooking for major tribal activities toar| er Prairies, Mike has renewed his passion of whit
Prog ' g J & ng and walleye fishing. Mike also enjoys classical

ing in drumming, talking circles, and crafts. and is a trained classical pianist.

Mike served in the U S Army for 12 years as a Chaplain and is a

Reducing Narcotic Useontinued

(Continued from page months.
Summary
8. Pool exercise three times per week. In summary, the principles that have proven to be effective
in my practice to reduce narcotic use are somewhat different

At six weeks, the patient was taking OxyContin 40 mg,lr%i@e_acut_e pos_Iperatlve patle_nt than in the pagieratllv_e .
[Qnic pain patient. In all patients we attempt to minimize

and reporting adequate pain control. He was using O ceof shogctin Aornd narcotic
10 mg (oxycodone immediate release) less than five tim S &t : 'ng np !

gng nomarcotic analgesics is helpful. Sktemin use of
|
|_

week, usually following walking or water aerobics. M4 | anti hotics. tvpically ol . t low d
agreed to reduce the Oxy IR to 5 mg tablets with a r‘%%%ca antipsychotics, typically olanzapine at Iow doses, can
h

mum of six tablets per week. Over the next six month elptul for several days in the acutequetative period.

patient was able to reduce OxyContin to 10 mg bid ggause of their longer onset of action, antidepressants are
Oxy IR 5 mg, to three times per week. He was also ’amgrﬁ) appropriately used managing the chronic pain of a

substantially increase his exercise regimen. He is nolORhpperative patient
to walk two miles three times per week, and can do water

aerobics three times per week. He was then able to discon- ) ] .
tinue OxyContin. He now uses fewer than three Oxy &S P. Girard, Ed.D., ABPP, ABMPis Board Certified

tablets per week, and his use of acetaminophen and ibflpkdinical Psychology and Medical Psychology. He is on th
fen has been reduced to 650 mg three of four times petti4yPf the pastduate M.S. program in Clinical Psychopharm
and 200 mg prn respectively. He reports sleeping wellﬁ’ﬂ@@’_ at the Massachusetts SchO(_)I of Professional Psycholc
nights and his mood has improved. He has gained apﬁ&p_nlcal Instructor of Psychology in the Department Qf Psyct
mately eight pounds over the past twelve months. H&{hagrvard Medical School, and a member of the Active Med
agreed to continue the current regimen for another twelgd at the New England Baptist Hospital.
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Presidential Columncontinued

(Continued from pape surpassed contributions as a trainee, trainer, advocate,
drafter of legislation, lobbyist for the first state law recogniz-
workshops from national experts with a history of succesgfyprescriptive authority for trained psychologists, imple-
advocacy for prescriptive authority and other practice isseie®r of that law through writing of regulations, enforcer
for the profession. An announcement for the final CE mfothe law and regulations as a member of the licensing
gramwill be forthcoming. Monday evening TN and Db&ard in New Mexico, and leadership in ASAP and APA
will host a reception for Tennessee legislators. Ovecl0@ ar | vy di stingui shes her at
legislators are expected to attend for drinks, food, andankett 0o . Dr . Mar ci Manna and
working. Tuesday will be an exciting day of direct atleoD55 2008 Outstanding Contribution to Prescriptive
cacy.We hope that you will arrange to be present for shithority on the State Level Award for their passionate, per-
opportunity. In addition to the CE and advocacy offerirggstent, and unyielding work in pursuing prescriptive author-
representatives from many training programs in clinicalitysior appropriately trained psychologists in Missouri. Dr.
chopharmacology for psychologists will be present, provitigg Holand and the Honorable Representative Danie
opportunities for interested clinicians and graduate studeloire received the D55 2008 Special Legislative Award for
to learn more about this aspect of professional edin@ampioning prescriptive authority legislation at the Mis-
tion. We are inviting the participation of members of Diauri State Legislature. Our heartfelt appreciation goes out
sion 55, members and leadership of state psychologicaloasese two inspirational individuals. Dr. Robert Pietrzak
ciations interested in pursuing similar legislative initiatirexived the D55 2008 Patrick H. DelLeon Prize for his re-
members of other Divisions of APA with an interestinpre&ear ch enti tl ed, AEffect of
scriptive authority, and other psychologists to attend. tlewr-on Visuospatial Executive Function and Visuomotor
ther information will be posted on the Division 55 web$§ltecessing Speed in Children with Attentideficit Hyper-
as the dates draw near. aclbwvabpuDi sor 866e@r s, DI et Bisce
to support our Tennessee colleagues! as the winner of this award. A special award was given out
iél?vear to a special person. Dr. Gordon Herz received the
the

D'V'S.'On 55 elections were rec_ently completed and 2008 Award for Outstanding Service on Behalf of the
continues to be very fortunate in the quality of leader o - )
%lVlSlon. Dr . Herz~0s rol es &

membership is selecting. No surprise that Dr. Owen Nich- .
ols will be our President in 2010. Owen has already IOIrO|rector have been outstanding and unparalleled on behalf

n
himself to be an RxP leader, and | am looking fonNarg%/t%e members of ASAP.

Owen taking the division to new heights. Dr. Mark SkrAtldhe suggestion of Dr. Stephen Seaman, the board has
will continue in his role as Treasurer for the Division. |l&siched an effort in an attempt to establish liaison and
you may recall, Mar k 6 s a peodinatidn withnthe Associatiom ef Stsite and Prowneiad
mously approved by the board earlier this year, followin@$chology Boards (ASPPB). Dr. Stephen Seaman and D55
James Brayobés el ection t o BdufeSecretare Bri GlemmAlly have Béen salected tq aon-
to have Mark serving as our Treasurer. Dr. Vickie BreagelASPPB and begin coordination efforts regarding licen-
was elected Member at Large to the board, and Chris Gamgissues and psychologists with prescriptive authority. We
bell, M.A., will begin serving as the APAGS Representati@enoping for a fruitful and long lasting relationship with
On behalf of the membership, | wish to extend our ¢88PPB in order to synchronize our mutual efforts in sup-
gratulations and sincerest appreciation not only to our nparyRxP.
elected officials, but also, to those who ran for office. Tll\ank Il k he Tablet i ial and critical
you, Dr. Jeanne Bennett, Dr. Norman West, Dr. Mar%iyou a now, t _e ablet Is an essentia _an crltlga com-
Manna, and Ms. Jacqueline Wright. ponent of our D|\{|S|on. Dr. Laura Holcomb is preparing to
take over as Editor from Dr. Jeff Matranga, who has per-
I would also like to acknowledge the Division 55 2@fféhed brilliantly during his tenure. Laura E. Holcomb,
Award Winners, who were honored at the recent APA &nb.,is a licensed psychologist in  Waterville,
vention in Boston in August. Dr. Elaine LeVine receidaine,specializing in health psychology/behavioral medi-
the D55 2008 Outstanding Contribution to Prescriptive
Aut hority on the National Level Awar d. ©ontinuedloepdge n e 6
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Presidential Columncontinued

(Continued from pagge cal Center, where she is on the consulting staff. In her pri-
vate practice at Health Psych Maine, she specializes in cogni-
tive behavioral treatment of anxiety disorders, biopsychoso-
She earned her doctorate in clinical psychology froncitde factors related to coping with chronic and- life
University of Tennessee, Knoxville. She compltteghtening illness, pseirgical evaluations for bariatric sur-
aninternship in health psychology at the Cleveland VA, gey and organ transplant, and chronic pain management.
a postdoctoral internship in behavioral medigheart-P| e as e, l et ds all wel come a
mouth Medical School. She completed the Masters in Qigti-new role as D55 Editor of the Tablet, beginning in
cal Psychopharmacology in 2005 from Massachusetts 26080l

of Professional Esycholo_gy. Lauowides _p_sychopharma—_ E. Mario Marquez, PhD, ABMP
cology consultation to primary care practitioners, a nursing

facility, and medical/surgical wards at Maine General Medi-

cine.

Differential Effects of Tea Versus Coffee?

Interview with Janet Bryan, Ph.D. %‘ﬁf
Interviewer: Jeff Matranga, Ph.D. Product Ounces | feine | mgloz
espresso, single shot 15 77 51
Dunkin' Donuts Coffee 16 143 9
Editoros note. — AbghbddatddcHie Afercaicc W60 1| 05 F tia P &N €
Bryan, Ph.D. published an interesting repiew of

the literature, on the effects of caffeine-ahg®fPLcks Short Coffee 8 180 22
theanine, an ingredient in tea, on cognitive and psycholsgitatkaarall Caffe Americano 12 260 22
rameters. Starbucks Grande Coffee 16 330 21
Financial disclosure Dr. Bryanods r e|wourehip/gwv.engraffiend.cdmihqafiginezgapager e ¢ n  t

effects of tea on psychological variables was funded In_part by ]

suggestion that it may have neuroprotective effects
Bryan, J.(2008). Psychological effects of dietary compo#rough the antagonism of this excitatory neurotrans-
nents of tea:Caffeine and kheanine. Nutritional Re- mitter. Indeed, in animals, #heanine has been found
views, 6@8290. to reduce posischemic neural death in the hippocam-
pus, reduce the size of cerebral infarcts, and inhibit
Dosage. Your review noted that over the course of a dayneural death caused by brief exposure to glutamate.
lower dosages of caffeine seem to have a more positive ilhese findings from animal studies suggest that L
pact on alertnessand reducing fatigue than higher theanine may have neuroprotective effects against brain
doses.Could you please elaborate? injury, such as that resulting from stroke. (p. 85)

Lower doses of caffeine refer to those around 75 mg. Aoéay, so, what is theanine? Where is it found? How
of tea contains around 40 mg of caffeine, about half dwss /t impact neurotransmitters?
found in a cup of coffee (75mg). Many studies use higher

doses of caffeine (2800mg) but those that use lower dosé8eanine is an amino acid found almost exclusively in tea
find more positive effects. with similar amounts found in black, green and white teas

(2560mg). From animal studies it appears to impact on

In her review, Dr. Bryan noted (2008). (Continued ag
ontinued on p
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Tea Versus Coffeeontinued

(Continued from page noring distractions. Please explain.

neurotransmitters as follows: The study showed that when performing a selective atten-
tion task, alpha activity in relation to the stimuli of the task
1. Inhibition of glutamate reuptake and antagonismtitdt should be attended to was increased while background
glutamate receptors which may suggest a neuroprotgigtive activity was decreased suggesting focused attention or

effect (Kakuda., 2002). the taskelevant stimuli.
2. Increases GABA concentrations with regulatory and
anxiolytic effects (Lu et al., 2004). Does this mean thattheanine might be conceptualized as

3. Increases dopamine release performance enhancing mild ADD drug?
effect (Lu et al., 2004).

4. Increases serotonina mood enhancing effect (Nathan dondét think so; this woul
et al., 2006). thereds been no work on the

5. Appears to moderate or oppose effects of caffeine on
blood pressureE6chenauer & Swee2006) and serolS there any research available on the differential impact of
tonin. coffee versus tea on irritability or anger?

6. It increases alpha activity, which is suggestive of a re- _ _ _
laxed awake state. No research that | know of. Caffeine tends to increase anxi-

ety and jitteriness. As far as | know irritability and anger

Based on the available literature, what differences migHa@¢e not been looked at.
expected when consuming the same amount of cafféine

coffee versus different types of teas? fOne of the most nterestin
findings is that very low doses of caffeine (37.5 mg), such as

Given that tea contains caffeine, theanine and some Watdd be found in a single cup of tea, taken at regular in-
chins (mainly epigallocatechin gallate or EGCG) and ¢&@@/s throughout the day, have been found to benefit
that there is some evidence for positive combined effed@esr! of perception, as measured by the CFF [critical
caffeine and theanine (see the literature review) we Mg/ fusion test]. Furthermore, when the level ataffeine
expect different effects of tea and coffee containing the &aff@ /s /ncreased such that it is equivalent to coffee (i.e.
amount of caffeine. However, as yet there is no evidenc® 619 and 100 mg per serving), caffeinated tea appears to
this. There are a small number of studies that have eq@a@éle an advantage over coffee in the rapid increase and

caffeine in tea and coffee and found no differential effé@&enance of the CFF threshold. This suggests that
on cognition and mood. regular tea intake across the course of a day may result in

more consistent [evels of s
When psychologists work with individuals who have ar008, p. 83).Please comment.
ety disorders, it is standard to ask about coffee and other
caffeine consumption as a parsimonious first place to
start. What suggestions do you have based on the res@are/CFF measures the ability to focus perception and the
on tea as to the need to taper consumption if there isefficiency of perception. While higher doses of caffeine in-
anxiety disorder? crease performance on this task, lower doses maintained

performance over the course of the day. This suggests that
Coffee consumption increases performance and moodolugr doses of caffeine might be beneficial for maintaining
there is evidence to suggest it also increases anxiety. teadw@sration on simple tasks longer than higher doses.
similar effects on cognition and mood but does not increase
anxiety. | 6d suggest t hatWhmoodld higheéreoséseoh cafteioen (450 myg)tréswtnn (
cups per day) would not negatively affect anxiety. slower performance (pg. 83)Phat seems counterintui-

tive. Please comment.
Your review article cited some interesting results of L

theanine on the ability to focus on one stimulus while ig- (Continued on pagy

The Tablet, September, 2008 17



Newsletter of Division 55 of the American Psychological Association
- I

Tea Versus Coffeeontinued

(Continued from padge Her research has resulted in overdGigweed journal articles
and book chapters and has been supported by over $2m in re
Yes, it does seem counterintuitive. | think it may depenélading. She has worked closely with industry partners. Janet
the level of arousal within the individual. For those whozareember of the Australian Psychological Society and a Fell
already highly aroused, additional arousal from caffeinettiajpustralian Association of Gerontology and an Internatio
serve to hinder performance, sort of take them over theRelgeer for the Australian Research Council. In October 2(
of their efficiency. Janet was appointed the Deputy Chair of the University of S

Australiads Human Research E
Interruption of sleep. At least one study you reviewed in-

dicated that dayong tea consumption is less likely to dis-
rupt sleep than dajpng coffee consumptionPlease com-

ment. Is that simply a matter of amount of caffeine or is it
more complex?Was that measured through poﬂ/som%an, J. (2008). Psychological effects of dietary components of

References & Further Reading

graphy? tea: Caffeine and theanine. Nutritional Reviews, 8290.
Eschenauer, G., & Sweet, B.V. (2006). Pharmacology and therapeutic
In this study, sleep was measured by #@epelt diary. |  uses of theanineAm J Healiyst Ph, 6261 30.

can6t really comment on tKHkt'ﬁda’ ke '\"C’?fa"%agcgltS@‘T‘t?gﬂﬁihj‘giﬁofgg]g@qzz-n'@“ig“ié[gﬂi;y s
. . . eanine o Inaing o , aihate an

from the fact that caffelne consumption Iate_r in the dg DL105,519 to glutamate receptdsosci Biotech Biocher2683

would have an arousing effect that would interfere withggg

sleep onset and perhaps sleep quality. Kakuda, T. (2002). Neuroprotective effects of the green tea compounds
theanine and catechin®&iol Pharm Bulletin, 2%13 1518.
What aavice would you give to a psychologist who hhk4 B Gray, MA, Oliver, C, Liley, DT, Harisson, BJ, Bartholomeusz, CF,

long day ahead of her or him about coffee versus tea (black®" KL & Nathan PJ. (2004). The acute effectdfufanine in
comparison with alprazolam on anticipatory anxiety in huntdum

green, white) when they stop at the local coffee place?  pgychophats 457 465.
] ) Nathan, PJ, Lu, K, Gray, M, & Oliver, C. (2006). The neuropharmacol-
| would suggest they drink tea (black, green or white) at regyy of kheanine (Nethylglutamine): A possible neuroprotective

lar intervals (say every 3 hours) rather than coffee. and cognitive enhancing agedtHerbal Pharmacothe21i630.
Rogers, PJ, Richardson, NJ, & Dernoncourt C. (1994). Caffeine use: Is

Janet Bryan, Ph.D., is a Senior Lecturer and the Acting A{ggﬁc{f‘a%gg'tlgg mood and psychomotor performahisfopsycho-
2 .

Head of School in the School of Psychology at the Lﬁggg{gs?%jq mith, J.E., Heatherley, S.V., & Piegdetie, C.W. (2008).
South Australia. She is a member of the Nutritional Physi@agitea: mood, blood pressure and cognitive performance effects
Research Centre and of the Australian Technology Network @égitre and theanine administered alone and togd&agchophar-
for Metabolic Fitness. She obtained her PhD in 1998 in the™ae4pe¥95 569577

neuropsychology and ageing. Her research since then @@;QE%% ofﬁ%sc’:iﬁo(sg%?d tﬁ?;gft; ?;V'V"Ya”n‘ffﬁésh°§§f?§ﬁg‘i§nnsﬁ?ng_”"

area of cognitive and neuropsychological assessment acrggsp armacology] 65472,
span and the application of this to areas of health and nutrition.
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Update on Antidepressants &Children
Expert Interview with David Antonuccio, Ph.D.
By Lauren Holleb, M.A., Doctoral Candidate

compared with placebo. |
%iﬂcte ﬁ’l)ll origigara?ti'clecir? The Tal '
(Aptonuccio, , 2007a) appeared, HI

lo g?erhﬁ SiIbwupt 4 "
(2007) have been published, giving it
more accurate picture i
ternt r%lgtigzuirﬁp & gfa
medication and cognitive behay
therapy for depressed adolescents.

On May 2, 2007 the FDA broadened its black box warning
to include young adults aged 18 to 24 years (US Food and
Drug Administration, 2007). What have been the implica-
tions of this amendment?

Dr. Antonuccio contributed an artid
entitl ed, il nfor
About Antidepressants for their C
drenodo for t he htfy
www.division55.o0rg/Tablet
Vol8Nol.pd). A followup interview t¢
|l ast springbs art
2008.

Expert Interview with
David Antonuccio, Ph.D.
Professor of Psychiatry and Behavioral Sciences

University of Nevada School of Medicine Because the data show an increased risk of suicidality in

young adults, hopefully the black box warnings will cause
prescribers to be more cautious and judicious in their pre-
By Lauren Holleb, M.A., Doctoral Candidate  scribing habits for these patients, just as such warnings have
University of Maine impacted prescriptions for children and adolescents
(Gibbons et al., 2007; Libby et al., 2007; Nemeroff et al.,

2007). Of course, along with that caution, it is important

Based on the Available Scientific Data on Risk and Befelit.g patients are offered alternative scientifically sup-

Most Antidepressants are Contraindicated in Depresse . :
: a
Children and Adolescents ported treatments like psychotherapy, something that may

not yet be occurring (Libby et al., 2007). Nobody is advocat-
/s there any new data/change in the data on the effecingenot offering treatment to children, adolescents, or young
ness of antidepressants in treating depressed childrenagdls suffering from major depression.

! 5
adolescents since ast spring: Changes in the rate of prescription following the warnings:

As | noted in an earlier Tablet article (Antonuccio, 2002a3fudy examining the decline in pediatric SSRI treatment
Whittington et al. (2004) reviewed all of the available da¥awing the October 2003 advisory (Libby et al., 2007)
(published and unpublished) from controlled trials of SSBg1d that the proportion of patients with depression who

in depressed youth. This matalysis concluded that th@d not receive antidepressant treatment increased to three
risk benefit profile was favorable for fluoxetine, but wasiares the rate prior to the warning, yet there was no evi-
favorable for paroxetine, sertraline, citalopram, and vellece of a significant increase in the use of alternative
faxine. More recent metaalyses are consistent with tiisatments, including psychotherapy. Is the literature con-
conclusion (Dubicka et al., 2006; Hetrick et al., 2007; Mstent with a decrease in utilization of antidepressants and
reno et al., 2007; Wohlfarth et al., 2006). In fact, everyrginncrease in the utilization of CBT, which we know has
gle SSRI and SNRI ever studied has had at least onet#tadyshown to be effective in lotegm studies of child-
showing significantly increased suicidality in the active bogeg and adolescent depression and appears to fare well in
condition compared with placebo (Wohlfarth et al., 2008)/benefit analyses?

Fluoxetine is still the only antidepressant meeting the I%.Ré is certainly plausible and suggested by the Libby et al.

standard for an indicated treatment of at least 2 posﬂb . oo . .
studies demonstrating efficacy (Moreno et al., 2007)’6 5&5,[7) data analysis. A reduction in antidepressant prescrip

even fluoxetine has also shown increased risk of suicidality (Continued on p2gs
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Antidepressants &Childrercontinued

(Continued from page Some scientists have advocated more effectiveness studies
something that could certainly add to our scientific database
tions for children does not necessarily translate intdnimmportant ways. In my mind, the group RCT is still the
creased referrals for psychosocial interventions. Agairhasisvay of investigating cause and effect, though causality
important that patients suffering from major depressiorcdée also be established with well designed single subject
offered alternative scientifically supported psychosociaheirodology. Taking group RCTs into the real world is
tions rather than do nothing. challenging but could be illuminating. This would mean

. . A\ few exclusion criteri ible (i.e., includin
Does the use of antidepressants increase or a’e(:reav.gefv’}iz‘}‘?giJl as few exclusion criteria as possible (i.e., including

risk for suicide in children? As of last year, you said ?@5 Iofvitlli?tsai a ci;a(l)lfnegee f?éhe\/l\l/CISF 9 rsuvpgort SOf itze
we just dondt know. Ha s 77|_e|re i 959/97.5{/? .ngmgpf?ég%.gvftcah
speaks at all conclusively to this question? clear picture of how our interventions generalize outside the

’ university laboratory with a more representative sample of
There has been no new r espatientsch that |1 o6ve seen to ans
guestion conclusively. answer is that we .stil/l
know. The epidemiclogical studiesare nconclusve in e V61 Ebncemigiat i rescaltFevidece on
of causation. Some people make a big deal about a y‘%’& c{gp vp

year fluctuation in suicides but there are so many other/&RV" cholics) Is extrapolated downward from the adult

ables besides changes in antidepressant prescriptio S hpphar macology literature. Moreover, the majority of

covary with the increase or decrease that it is impossi I'éaf%b/e studies are shore 1 m RCTOs [ eavin

tell from these studies what is causal and what is not. %v”-/mg next to nothing about longerm outcomes and

ever, the RCT data show that antidepressants unequiv%%ifs ?f Zm‘/?’?p I essatm‘s n c//7_//o’;e_'n. Dfo m;e_;/know an;t/-
result in increased suicidality RELATIVE to placebo. ing yel abodt longer 1erm Implcations of antiacpressan
treatment on central nervous system, physical, social/
Drawing conclusions about suicidality from RCTs seemgmgtional, or sexual development?
if it may be problematic, given that patients are typically : L : . :
carefully selected and often times screened to exclude Mgetroublmg that our medication practices with children :
with suicidal ideation/prior suicide attempts and oth&ic Ofen off label (i.e., are not supported by enough evi-
significant risk factors. Furthermore, do you see any p SpACce flor an FDAE recommeqdatlon) calusmg clinicians to
/ ems with wusing hfAadverse extgaeoeag?_;rom,s r? fuzld'/esnfj? ?dutg. \Igamén}?warae
means for evaluating suicidality in clinical trials? of any studies that can tell us about the longer term physical,
emotional, or sexual consequences from a child taking anti-
My answer is yes to both questions you raise here.deyesssants for years and years, though as mentioned in the
though the exclusion of suicidal patients is done for ethégalTablet article (Antonuccio, 2007a), there are some data
reasons (i.e., in order to not put the most vulnerable pati@atsraise concerns about the possible negative impact of
at risk in experimental studies), it is a methodological gh@lepressants on normal sexual development. As a parent
lenge that suicidal patients are typically excluded from RE&sS106yeanld boy, | share the concern of many parents
on depression. This is especially troubling since moghefwould want longerm risk information before proceed-
these patients would get prescriptions for medication irifjewith a medication intervention, especially when there
real world. Leaving them out of efficacy studies leaggpedr to be effective psychosocial treatments without the
knowledge gap about how our treatments will work ydgntified medical risks (see Antonuccio, 2007b).
them. A couple of studies that actually recruited suicidal
fna;'rinfs 323\2:;3 :ntjhi[ctﬁ 5”1;/ ?2332;31&2;2&?5 )éu?(; déﬁ; /'_ée: of antidepressants in ch//dren/ado/escem‘._s available
havior in patients who had made a recent prior suicid [o garents/consumers of mental health care has improved?
tempt (Brown et al., 2005; Slee et al., 2008). I have not seen any scientific data that have convinced me
/s there any move towards more representative san%,B%st h.e risk/benefit profile of antidgpressants has improved
and/or away from efficacy and toward effectiveness stug/%ghlldren. From the TADS studies (TADS, 2004; TADS,

of antidepressants in childhood and adolescence? (Continued on pags

ou feel that the scientific evidence on the risk/benefit
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Antidepressants &Childrercontinued

(Continued from page It seems unlikely that the United States would move to a
similar model as the UK for ADHD or depression, though |
2007), | have concluded that even for fluoxetine, the tmhk such a conservative approach to treating children
medication approved by the FDA for use in depressedwaiiild make some sense. It is not really a radical concept,
dren, a parent whose priority is avoiding risk might reasboagh some will make it out to be. The concept really is to
bly conclude that the psychosocial alternatives have a togttempirically supported psychosocial interventions first
risk/benefit profile than antidepressants for depressed l#fibre trying interventions with higher medical risks, espe-
dren (Antonuccio, 2008a). In other words, choosing agialy since many patients will benefit and never need riskier
chosocial treatment for a child with major depression ismtetventions. Some will argue that there are risks with psy-
an unreasonable choice based on the available sciehvSocial alternatives as well, which is certainly true, but the
data. TADS (2004; 2007) studies show that the risks are substan-
John March, M.D., MPH., once stated, "We're using thé?e!y lower than with medication interventions. It is also
portant to know that the American Heart Association

We
medications. We don't know how they work, if they Wo gently recommended that before children diagnosed with

or at what cost, and it amounts to a huge experiment HD can safely tak ibed stimulant medication. th
the lives of American kids.” He organized the Child Aé“j can saiely taxe prescribed stimulant medication, they

Adol escent Trials Net wo r ould ave g cgrglology (Sgreen ng ﬁ‘{?'v'”& AN electr%c%r-
regi stryo on the newer %gra? .15'0 uIe oL & ard,,? Vé"” rabi tha can eé::);%c-
might prove useful in helping to predict risk and benef/t % ated by hese medlcatlons (Vetter et 2 08).

the typical patient and in identifying patient factors assdanally, how do providers ensure that they are not provid-
ated with poor response to medication. i ng Ami sinformed consento (

| read this as a candid and courageous quote from a Ie@cﬁ"hé fentsd when /It comes to ¢

child depression researcher. If he is quoted accurateléigedparents (and their children) all of the information on

if he is right, the experiment he refers to violates everyristhiand benefit so they can incorporate their values into
cal principle associated with human subjects research theahechoice of treatment€n page 23 is a simple grage

most vulnerable among us, children. The safety repmtrgout (Antonuccio, 2008b) based on the published
(March et al, 2007) organized by Dr. March represef&D5 data that parents could use to inform their
creative idea for how to track adverse events and effebiiee. To put this in more human terms, over the course
ness in commonly used antidepressants. Such a regisy 3viionths of treatment and 9 months of foligy in 100

allow us to understand the relative risk and benefit of diffiepressed adolescents treated with fluoxetine alone, about
ent antidepressants. My only concern, if | understand1&owill become suicidal compared with only about 6 if those
rectly how the registry works, is that there will not be asptae 100 adolescents are given CBT or 8 if they are given
cebo condition, making it impossible to determine the tambination CBT/ fluoxetine treatment.In the same 100
balance of risk and benefit of these treatments compzatents, 86 will recover if given combination treatment,
with a supportive psychosocial alternative (i.e., an inenivpile 81 will recover with CBT alone or fluoxetine
cebo pill). For this information, we must rely on RCT edittne. During the 3 months of treatment, 18 of the fluoxet-
cacy studies. ine alone patients will experience a psychiatric adverse event

Other countries, such as the UK, require that childré} mpared with 11 in_t_he combined conditi_on and only 1 in
suspected to have ADHD be evaluated by a child psy 8 CBT alone condition.These are the kind of data par-
trist prior to medication treatment, and with less seve%*ts and adolescents need to make their treatment choices.
forms of ADHD behavior therapy must be tried prior to References

medjcation initiation. Do you think the United Stateéfntonuccio, D.O. (2008a). Tailoring treatment to parental values: A
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Table 1

TADS Study Information (TADS, 2004; TADS, 2007)
Who was studied?: A total of 439 patignts Children given
between the ages of 12 and 17 with majehildren who took| Children given | Children who took CBT and
depression were treated for 12 weeks with  placebo CBT fluoxetine fluoxetine
placebo, CBT, fluoxetine, or combinatipn 9 mo. 12 9 mo. 9 mo. 9 mo.
treatment. 12 Wks. FU WKks. FU 12 Wks. FU 12 Wks. | FU
o
% judged recovered on a global 35% 2 43% | 81% | 61% 81% 71% | 86%
improvement scale
Ayerage degreg of improvement on [the 3206 " 299 5306 38% 54% 44% 56%
primary depression measure (CDRS)
0, I I -
% who withdrew consent, terminated pfe 21% " 2204 50% 17% 50% 14% 36%
maturely, or dropped out
Side Effects
5 . —
% who expene_nced_ ps_ych|atr|c adveerseg% " 1% 5 18% " 11% 5
events (e.g., mania, agitation)
% who experienced nonpsychiatric adverse | | |
events (e.g., headache, sedation gastrointgt-eaSt ? 0% ? at least ? at least ?
. g, he y ’ Y% ' ' 12% 6%
tinal problems, insomnia)
% exhibiting seliarm (e.g., suicidal idep-
tion or behaviors) 5.4% ? 45% | 6.3% | 11.9% 14.7% 8.4% 8.4%
? = unable to determine from published article.
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Association.
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