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Saint Joseph Center for Mental 
Health is a 121-bed, acute care psy
chiatric hospital located at 819 Dorcas 
Street, Omaha, Nebraska. The hospi
tal is a health care center of Ameri
can Medical International, Inc. The 
Center provides comprehensive mental 
health services for all developmental 
levels from the preschool child to the 
older adult patient. Each year over 
1,500 children, adolescents and adults 
are admitted to the Center’s fully 
accredited, specialized programs. The 
Center for Mental Health serves as 
the primary teaching facility for 
Creighton University Health Sciences 
programs and is dedicated to the 
purpose of enabling the patient to 
return to a more productive role 
in his family, work and social 
environment.

2



From The Executive Director

There are, in the scientific world of psychiatry, men and women of uncommon curiosity and 
creativity. As a leader in the field of psychiatric treatment, the Center for Mental Health 
celebrates their breakthroughs in the pages of this Progress magazine.

Psychiatry has changed dramatically in the past decade. The most prominent changes result from 
research findings that relate psychodynamic aspects of mental illness to structural or physiological 
impairments which may underlie psychiatric disorders. Mental states such as loneliness, compulsion, 
anguish, attachment, pain and faith are not just “all in the head,” but in the brain as well.

The advances in psychiatry have come from many fields of science — brain research, physics, 
molecular biology, research in learning theory and consciousness, anthropology, psychophysiology, 
revolutionizing scientific theory and society. Research in genetics, chemical neurotransmitters, 
cell biology and brain imaging is shedding new light on the puzzling relationships of the mind- 
body-brain continuum. The newest of these discoveries are finding various diagnostic and therapeutic 
applications.

Advances including the CT Scan (Computerized Tomography), MRI (Magnetic Resonance Im
agery), BEAM (Brain Electrical Activity Mapping) and PET (Positron Emission Tomography) 
are spurring the evolution of a more biologically oriented psychiatry. This new dimension results 
in recognition of the host role biological variables often play in affecting the mind-body-brain 
continuum.

The purpose of this edition is to furnish a glimpse of the emerging advances in our field and 
give credence to the fact that in psychiatry the most astonishing reality of all appears to be the 
potential of the human brain. As the research expands, the potentials multiply geometrically, forcing 
constant revision of existing theories. Nowhere in science is this more evident than in the explora
tion of the human brain.

There is no question that research of the 
brain shows promise for furthering knowledge 
of the diagnosis of mental illness and ways 
to alleviate such conditions in the future.

Johanna M. Anderson 
Executive Director
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The New Wave of Diagnostic 
Trends in Psychiatry

By Beverley T. Mead, MD and Richard B. Friedlander, PhD

Diagnosis is the key to treatment. 
When a patient experiences problems, 
it’s our job to identify the difficulty 
or cluster of difficulties so that we 

ict the situation. 
Diagnosis has always 
been important in 
all fields of medi
cine. For this reason, 
doctors and hospitals 
depend on inter
views, physical and 
laboratory examina
tions, X rays and, 
now, on many new 
procedures to dis
cover just what 
is going on with 
someone’s brain, 
body and behavior. 
While this is just 
as important in psy
chiatry, this field 
also experiences 
some extra problems.

We must evaluate 
a person’s functional 

level across a broad range of diagnostic 
possibilities, realizing that each indi
vidual has unique traits. In order to 
formulate accurate diagnoses that lead 
to effective treatment, psychiatric 
diagnosis must appreciate both the 
broad and subtle differences in peo
ple. As opposed to other fields of 
medicine, psychiatry’s diagnostic 
labels often represent non-tangible 
constructs which can occur in combi
nations as well as discrete entities.
For example, anxiety can accompany 
schizophrenic processing, borderline 
personality functioning or an organic 
brain dysfunction.

D iagnostic Categories
In a broad sense, one can concep

tualize psychiatric difficulties as 
falling into four general areas: 
organic-based problems, biochemical 
disturbances, dysfunctional social 
learning and overwhelming situational

can help to
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stress. These diagnostic areas provide 
a framework for understanding psy
chiatric classification.

The first diagnostic category, or
ganic-mental disorders, is a heteroge
neous group. Differences occur in 
terms of localization, underlying 
patho-physiological process, progres
sion, duration and prognosis. Disturb
ances in brain and behavior 
functioning can be chronic and pro
gressive (e.g. Alzheimer’s disease) or 
acute and temporary (e.g. when a 
toxic agent impairs functioning). 
Sometimes emotional symptoms ac
company organic problems, though it 
may be difficult to differentiate the 
source of these emotional difficulties. 
For example, in the earlier stages 
of dementia, an individual’s aware
ness of failing congnition may lead to 
depression or anxiety.

The second category represents 
biochemical disturbances which result 
in impairment of thinking and behav
ior. In schizophrenia, difficulties 
in thinking can be manifested by a 
loosening of association, difficulty 
reaching goal ideas, delusions and il
logical thinking. While these thought 
disorders and delusions represent 
biochemical problems that produce 
significant reality disturbances, affec
tive (mood) disorders can also have 
a biochemical base. Affective disor
ders may be manifested as disturb
ances in mood with the overriding 
characteristics of depression, elation 
or a swing between these two ex
tremes. Evidence suggests that bio
chemical disturbances may also 
contribute to anxiety and panic 
disorders.

The third diagnostic category can 
be represented by the social skill 
level of an individual. From a broad 
standpoint, dysfunctions in this area 
are caused by either a lack of social 
experience or learning, or social 
modeling that has resulted in the 
acquisition of ineffective methods for

dealing with the environment. Indi
viduals with neurotic, personality and 
anxiety disorders often problem solve 
in an inefficient fashion that leads to 
self-defeating behavior.

Finally, there is a category for 
those, who are generally of sound 
mind and body, but who become 
overwhelmed by environmental cir
cumstances. These individuals may be 
reacting to a series of losses or 
setbacks in life such as death, divorce 
or the loss of a job. Some have 
experienced intense trauma such as 
military combat, a natural or man
made disaster or physical assault 
such as a rape. Responses to these 
types of stressors can include flash
backs or a vivid re-experiencing of 
the situation, withdrawal from the ex
ternal and usual environment and 
even a feeling of emotional 
anesthetization.

New D iagnostic Techniques
While we’ve discussed a broad 

psychiatric diagnostic scheme, a vari
ety of new and exciting techniques 
are becoming available that should 
facilitate the diagnostic process. Brain 
imaging allows for a more accurate 
analysis of structural and functional 
difficulties that are closely related 
to organic mental disorders. For 
example, computerized tomography 
and the newer magnetic resonance 
imagery provide more refined repre
sentations of anatomical structures. 
Positron emission tomography can 
show the action of neurotransmitters 
and has the potential to track the 
effects of medication, while computer 
technology has also made it possible 
to track cerebral blood flow. The 
analysis of functional sleep patterns 
can also be of significant diagnostic 
value, especially in relation to 
depression.

New technologies in biochemical 

(continued on page 15 )
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Neuroendocrine Testing: 
The Mind-Body Connection

By John L. Blodig, MD and James D. Moore, RN

Since the discovery of chloropro- 
mozine (Thorazine) in the 1950’s, 
many psychoactive compounds have 
been identified. With improved meth
ods in the 1980’s and ever increasing 

sensitive laboratory 
instruments, smaller 
more minute chemi
cal components can 
be readily identified 
in most hospital 
labs. Neuroendocrine 
testing, the measure
ment of one or more 
of these compounds, 
can serve as the 
window to the mind, 
giving light on the 
effect of chemical 
changes occurring 
within the body on 
emotions and behav
ior. Neuroendocrine 
testing, the Dexa- 
methasone Suppres
sion Test (DST) 
and the Thyrotropin
Releasing Hormone 
(TRH) Test incorpo 
rated with sound 
clinical observation 
and evaluation can 
aid in the correct 
diagnosing of affec
tive disorders.

Neuroendocrine System
An understanding of neuroendocrine 

testing requires an appreciation of 
the neuroendocrine system, specifi
cally the hypothalmus — pituitary ■— 
adrenal (HPA) axis. The hypothal
mus, the emotion center of the brain, 
stimulates the production of a hor
mone, ACTH, by the pituitary gland. 
ACTH causes the adrenal cortex, 
which plays a vital part in the regu
lation of body chemicals, to secrete 
cortisols, another type of hormone. 
Cortisols then inhibit further produc
tion of ACTH by the hypothalmus.
An increase or decrease in either 
of these hormones can therefore effect 
the hypothalmus and the emotions it 
regulates.

DST Testing
Dexamethazone suppression testing 

(DST) is an inexpensive test that 
can aid in the correct diagnosis of 
major depression. The DST is also 
simple to perform and starts with a 
1 mg. dose of Dexamethasone taken 
orally at bedtime. The following 
day at 4:00 p.m. and 11:00 p.m., 
blood levels of hormone cortisols are 
obtained. A cortisol level above 
5.0 mg/dl reflects a positive DST and 
is highly indicative of depression. 
Cortisol levels below 5.0 mg/dl 
reflect a negative DST but do not 
absolutely rule out depression. Thirty- 
three percent of patients demonstrat
ing symptoms of depression as de
scribed by DSM III and Research 
Diagnostic Criteria have a negative 
DST. Despite this discrepancy, au
thorities still agree that, when DST is 
positive in a carefully screened group 
of patients with symptoms of depres
sion, the results are significant in 
confirming the diagnosis of depres
sion. With proper diagnosis of major 
depression using DST in conjunction 
with DMS III and Research Diagnos
tic Criteria, a course of medication 
can lead to remission in more than 
75% of the cases, especially when 
drug plasma levels are monitored.

TRH Testing
TRH testing, currently the standard 

test for thyroid disease, also serves 
as a useful indicator in the diagnosis 
and treatment of depressed patients. 
TRH testing is slightly more compli
cated than DST, and the patient 
may experience some temporary side- 
effects such as the urge to urinate. 
The test involves the administration 
of thyrotropin-releasing hormone 
(TRH) and the monitoring before and 
after of T3 and T4 blood levels.
Test results are based on the changes 
in these blood levels. Several factors 
other than depression may also lower 
the TRH test results and must, there
fore, be considered. These include 
hyperthyroidism, alcoholism, aspirin, 
barbiturates and cortisol steroids. Results

in males over 60 years of age may 
also be low for reasons other than 
depression.

TRH testing has proven valuable 
as an aid in the diagnosis of major 
depression in 69% of patients pre
senting depression as 
described by DSM 
III and Research 
Diagnostic Criteria.
It has also been 
noted by authorities 
that depressed pa
tients exhibiting low 
T4 levels have an 
alleviation of depres
sion by thyroid 
hormone replacement 
alone. These findings 
suggest that possibly 
the treatment of 
choice for bipolar 
depression could be 
thyroid replacement 
along with lithium 
therapy.
Neuroendocrine  
Window

Like all new pro
cedures, neuroendo
crine testing has 
raised many impor
tant questions which may take years 
to answer. In the meantime, DST 
and TRH testing are giving clinicians 
a look into the neuroendocrine win
dow of the brain and providing 
insight into the diagnosis and man
agement of depressed patients.

Neuroendocrine testing is not only 
useful in the primary diagnosis of 
depression, but can serve as an 
indicator of biological changes occur
ring through therapy, can give prog
nosis for remission, and can 
determine when ECT or antidepressant 
therapy be discontinued. The “ neu
roendocrine strategy” will serve 
as the paradigm of the 80’s as it 
leads psychiatry from psychoanalysis 
to biopsychiatry, a synthesis of psy
chotherapy and an understanding 
of the mind-body connection.Q
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Everyone at one time or another 
has experienced an episodic break
down in interpersonal competence.
We leave a boss’ office feeling badly, 
not because our request was turned 

down, but because 
we lacked assertive
ness in making a 
point. We strike up 
a conversation with 
someone at a party, 
but eventually slip 
away, embarrassed at 
not knowing what 
to say. We end 
up buying something 
we don’t need be
cause of problems in 
saying “ no.”

Some individuals 
experience problems 
in these areas on 
a more regular or 
long-term basis, and 
as a result develop 
psychological prob
lems. Conversely, 
psychological prob
lems that a person is 
having may cause 
a decline in or fail
ure to develop 
social skills, which

increases the individual’s distress. As 
a result, an assessment of a person’s 
abilities in this area is becoming 
increasingly common.
Social Com petence

Social competence is one area that 
is generally evaluated during a com
prehensive assessment of an individu
al’s presenting problems. The value 
of this approach can be seen when 
one considers how deficits in our 
interactional skills result in a loss of 
our ability to receive the potent social 
reinforcement obtained during inter
personal exchanges and deprives 
us of one of the feedback sources by 
which we validate our sense of self, 
our competencies and our impressions 
of external reality. In addition, chil
dren and adolescents find it harder to 
achieve goals such as generating a 
sense of identity or individuality 
apart from the family through estab
lishing meaningful relationships out
side of the home. Thus, connections 
have been found between increasing 
peer status and high school activities 
and later adult adjustment and 
risk for mental health problems.1 
Difficulties in the social skill area 
have also been associated with suici
dal behavior, depression in adults

and children, delinquent behavior, at
tention deficit disorders, learning 
disabilities and numerous other psy
chological disorders in all age groups.

Whether the definition one sub
scribes to is simple or complex, the 
process of socially skillful behavior 
involves at least four components.2 
First is a motivational component or 
a willingness to try. Second is a 
motor component involving the per
son’s actual ability to perform some 
necessary behavior. The third area 
includes perceptual skills related 
to our ability to read the complex 
verbal and nonverbal cues sent to us 
during our interaction with another 
individual. Lastly is a cognitive 
component comprised of knowledge 
of the behavioral demands involved in 
starting or maintaining an interaction, 
ability to generate several different 
social strategies or options at once 
and flexibility in being able to modify 
our behavior over time given the 
feedback we receive.

Evaluative Techniques
Given the complexity of social 

competence, an ideal evaluation 
would include its assessment from 
many different perspectives.3 It is im
portant to remember that what we
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Indicators In Psychiatric Diagnosis
By William P. Collamer, PhD

might consider to be appropriate 
skills for us, or for a given situation, 
may not be so for a particular per
son, place or social group.4 It has 
been the author’s experience that 
while depressed teens often possess 
fairly good social skills with adults, 
their ability to interact with peers 
is impaired.At the same time, behav
iorally disordered adolescents have 
more difficulty in relating to adult 
authority figures, a problem which 
makes their disorder that much harder 
to treat.

Specific evaluative techniques gen
erally examine one or more of the 
four social skills components listed 
above. Ratings or rankings can be 
obtained from peers, parents, teachers 
or other relevant individuals in a 
person’s environment. Through the 
use of these tools, global ratings 
or measures of more specific behav
iors or skills can be obtained.

Self-reports or self-monitoring of 
skills and frequencies of interaction 
are sometimes utilized. Another valu
able technique involves providing 
the person with a description of a 
possible problematic social situation 
and asking them either to describe 
how they would respond, generate a 
list of possible responses or choose

from among several provided 
alternatives.

Role Play Tasks
Finally, “ role play” tasks are 

sometimes presented to the individual. 
He might be asked to comment on 
the performance of two actors, gener
ate a response to an individual’s 
prompt or initiate and maintain a 
conversation. The actors can be live 
or on a videotape and the characteris
tics of the actors and settings can 
be changed depending on the needs 
of the assessment. During or after 
the role play task, the actions, feel
ings, beliefs and perceptions of the 
person can be discussed, performance 
can be scored and played back via 
videotape and more appropriate skills 
can be outlined, practiced, scored 
and reviewed.

The use of any one or combination 
of these assessments can provide 
useful information, not only for diag
nostic description and determination, 
but also to predict potentially useful 
treatment strategies. Thus, the assess
ment process goes beyond labeling 
the problem and moves into the area 
of intervention description, which 
should be the ultimate goal of an 
evaluative process. □
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Brain Imaging
An Interview with Dr. Monte Buchsbaum

By Lawrence E. Banta, MD

Some of the most significant, far- 
reaching advances in biological psy
chiatry have been in the rapidly 
expanding field of brain imaging. 
Techniques have been developed to 

look at both struc
tural anatomy and 
the function of the 
brain in relation 
to mental illness.

The most common 
structural scan is 
computerized tomog
raphy (CT) utilizing 
a thin X-ray beam 
rotating around the 
head. The image 
is reassembled by a 
computer and ap
pears as a cross-sec
tional picture. More 
sophistication be
came available with 
magnetic resonance 
imagery (MRI) using 
a large magnet and 
the emission from 
molecules reoriented 
by the magnet. The 
resulting picture is 

a much clearer cross section of the 
brain.

Functional scanning includes some 
exciting new technology. Brain elec
trical activity mapping (BEAM) is a 
computerized EEG analysis that topo
graphically displays EEG rhythm 
and evoked response data on a color 
videoscreen. Cerebral blood flow 
(CBF) uses xenon gas and gives data 
on regional cerebral blood flow. 
Positron emission tomography (PET) 
is the most sophisticated of the imag
ing techniques; it shows certain ab
normalities in brain function associated 
with some mental illness.

Dr. Monte Buchsbaum is Professor 
of Psychiatry at the University of 
California at Irvine and Director of 
the PET scan research project. He is 
known internationally for his pioneer
ing research in brain imaging and its 
relationship to biological psychiatry.

Dr. Banta: In your opinion, what 
have been some of the most signifi
cant recent advances in biological 
psychiatry?

Dr. Buchsbaum: The most significant 
advance has been the advent of 
brain imaging, that is, magnetic reso
nance imaging and the PET scan.

Dr. Banta: What can the MRI and
CT scans offer the psychiatrist 
clinically?

Dr. Buchsbaum: MRI and CT are
instruments that show the anatomy of 
the brain so that if anatomy is 
changed, you can see the size and 
shape of what has happened. Early 
CT scan findings were primarily 
about the enlargement of the ventri
cles in patients with schizophrenia 
and patients with bipolar affective ill
ness. However, CT lacks the fine 
discrimination of MRI to visualize 
the basal ganglia (linked to some 
treatment side-effects) or details of 
the frontal lobes (linked to schizo
phrenia). In the next couple of years 
we expect considerable progress as 
CT studies are repeated using the 
much higher resolution of MRI. At 
the moment, neither CT nor MRI 
provide functional images; they are 
primarily anatomical. They detect 
shrinkage of the brain, evidence of 
tumors, strokes, calcification and 
other sorts of lesions. Neither CT nor 
MRI show the action of neurotrans
mitters (chemicals in the brain), 
inherited genetic defects of dopamine 
receptors (often related to schizophre
nia) or abnormal functional patterns 
that can be shown with PET.

Dr. Banta: How does the PET scan 
work?

Dr. Buchsbaum: PET is like CT 
scanning. However, instead of send
ing X rays into the head and record
ing their pattern it detects, with 
its ring of crystals, radiation coming 
from the head. The radioactive iso
topes that are used are positron emit

ters, which tend to have a very 
short half-life. The most widely used 
technique in PET is, by the use of 
a cyclotron, to prepare Fluorine18 and 
attach it to 2 deoxy glucose. The 2 
deoxy glucose stays behind in the 
brain and acts as a tracer in higher 
concentration where the brain was 
active at the time of injection. (This 
is somewhat like the idea of taking 
a picture.) After injection, the patient 
is taken to the scanner where the 
picture is developed. The picture is 
a color-coded image showing differ
ent concentrations of tracer according 
to the level of activity in that part of 
the brain.

Dr. Banta: What is the present cost 
and time involved in a PET scan?

Dr. Buchsbaum: It takes about two 
to three hours of the patient’s time; 
the charge is $2500.

Dr. Banta: In what clinical and 
research areas is the PET scan now 
in use?

Dr. Buchsbaum: PET scans are very 
effective in diagnosing Huntington’s 
disease before clinical signs are 
evident. PET scan is also used to 
locate the point of seizure activity in 
epilepsy, to grade the degree of 
malignancy of brain tumors and diag
nose Alzheimer’s. Several reports 
have shown that PET scans may, 
eventually, help us understand the 
disease process of affective illness 
(mood disorders).

The two medicines studied have 
been neuroleptics (used to treat psy
chosis) and benzodiazepines (used 
to treat anxiety). We speculate that 
PET scans could be used to follow a 
patient’s clinical course, to make 
judgments about whether or not neu
roleptic doses are adequate and 
whether or not bad side-effects will 
occur. Recent studies of Tranxene

(continued on page 15 )
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Sleep: Clues To The Puzzle 
Of Psychiatric Diagnosis

By Subhash C. Bhatia, MI) and Janice S. Marcantonio, BSN

Human sleep has been regarded 
through history as a passive, resting, 
sometimes vegetative state. Research 
over the past fifty years has shown 
this to be far from true. Sleep is 

an active state in
volving many physi
cal and psychological 
processes as integral 
to human wellness 
as are other basic 
human needs. Sleep 
research has also 
clarified scientifically 
what has been noted 
anecdotally for cen
turies — that emo
tional disturbances 
and sleep disorders 
occur with great 
frequency concur
rently. The report 
that sleep disturb
ances are experi
enced by one-third 
of the population 
gives added impetus 
for research to fur
ther explore the link 
between diagnosis 
and treatment of 
emotional disturb
ances and sleep.
Basic to this is a 

greater understanding of the sleep 
state itself.

The ability to further study and 
understand the sleep state was given 
scientific basis with the development 
of electroencephalography (EEG) 
in 1929. The present-day EEG moni
tors the electrical activity in the 
brain enabling researchers to discover 
different stages based on amplitude 
and frequency of brain electrical 
waves measured as cycles per second 
(cps). The dominant resting-waking 
pattern was measured in alpha waves 
(8-12 cycles per second) and delta 
and theta activity (1-6 cps) which 
signified sleep patterns. Today the

sleep stages are further differentiated 
by other polygraphic measurements: 
the electro-oculogram (EOG), which 
measures eye movements; the electro
myogram (EMG), which measures 
muscle activity; the electrocardiogram 
(EKG), which monitors heart rate 
and measurement of respirations. 
Normal Sleep

Due to the broad interface between 
sleep and emotions, psychiatrists are 
often confronted with the evaluation 
of sleep disorders as part of the 
diagnostic process. In addition to 
polygraphic information, comprehen
sive psychiatric, neurological, phar
macological, general medical 
evaluation and sleep history are 
necessary for the evaluation of sleep 
disorders. To formulate a clear picture 
of sleep disturbances, understanding 
of normal sleep patterns is necessary. 
With most individuals, sleep alter
nates with wakefulness in a circadian 
rhythm consisting of a 23-hour pe
riod. The cycle in humans begins 
with wakefulness and alternates in a 
sleep cycle of non-rapid eye move
ment (NREM) and rapid eye move
ment (REM) sleep. A night can 
consist of four to six cycles of 
NREM/REM sleep lasting from 70 to 
120 minutes each. The average 
length of sleep is IV2 hours.

NREM sleep occurs when the 
person falls asleep and becomes in
creasingly unaware of environmental 
stimulus. The point at which a person 
becomes unaware of the outside 
world can be precisely monitored to 
within a few seconds. NREM state 
involves a steady descent into de
creasing brain activity divided into 
four periods. Stage four is considered 
to be the lowest level of physiologic, 
neurologic and psychologic activity 
and is identified by 50% delta waves. 
Sleep deprivation studies suggest it 
may be the most necessary element 
of sleep.

REM sleep may represent a third 
state of consciousness different from 
sleep or wakefulness. It is character
ized by generalized motor inhibition 
with the exception of respiratory 
and outer eye muscles, central nerv
ous system arousal, phasic activity 
and dream recall. REM sleep is 
thought to be involved in storage and 
retrieval of information in the brain.

Sleep disturbances are a common 
symptom of many emotional difficul
ties and play an important role in 
accurate diagnosis. Depression is a 
mood disorder experienced by many 
people and may be associated with 
feelings of worthlessness and hope
lessness, suicidal thoughts, anxiety 
and guilt. Common symptoms of 
depression include anorexia, weight 
loss, fatigue and sleep disturbances. 
In one type of depression, i.e., major 
depression, a variety of sleep disturb
ances are seen. Insomnia is present 
in 80% of patients while 20% experi
ence hypersomnia. Sleep disturbances 
in depression may be related to 
difficulty initiating and maintaining 
sleep, sleep quality and alterations in 
REM sleep pattern.
Significant Finding

One of the most replicable signifi
cant findings in research of sleep 
disturbances in major depression re
flects the shortening of REM latency, 
the period from onset of sleep to 
first episode of REM. Also, there is 
a decrease in stages three and four of 
NREM (deep sleep), which is posi
tively correlated to the severity of 
depression. In addition, the majority 
of REM sleep is shifted to the first 
third of the night as opposed to 
normal sleep where the majority of 
REM sleep occurs in the later part of 
the night. Although not completely 
understood, it is felt sleep disturb
ances in depression may be related to

(continued on page 15 )
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The New Wave of 
Diagnostic Trends 
in Psychiatry
(continued from page 5 )

analysis of psychiatric disorders 
include the Dexamethasone Suppres
sion Test, which has been particularly 
effective in diagnosing affective 
difficulties such as major depression 

and bipolar disor
ders, while the Thy
rotropin Releasing 
Hormone Test can be 
useful in the treat
ment of affective 
disorders.

Social skills attri
butes are being 
emphasized more in 
psychiatric diagnosis. 
They are often as
sessed with the use 
of behavior rating 
scales filled out 
by the identified in
dividual and signifi
cant others. 
Motivational, motor, 
social-perceptual 
and cognitive abili
ties can all be as
sessed in an effort to 
identify attitudes 
and perceptions that 
lead to self-defeating 
behaviors, as well 
as to delineate assets 
that can be used 
during times of sig
nificant emotional 
stress.

These advances in diagnosis will be 
discussed in greater detail in the 
following articles. Their most important 
value may well be in the fact that 
refinements in diagnosis should lead 
to greater treatment success.□

Brain Imaging
(continued from page 11)

(a Benzodiazepine) showed a surpris
ing finding that the visual cortex 
(the area of the brain responsible for 
vision) plays an important role in 
anxiety. PET is also being used to 
study Amoxapine (an antidepressant) 
to determine whether or not it has 
rapid onset of action.

Brain imaging has increased the 
possibility of unraveling some of the 
mysteries of mental illness. Future 
applications of this technology, its 
eventual reduction in price and wider 
availability could significantly change 
the practice of psychiatry. Q

For further reading —

1. Brown, R. & Kneeland, B. “Visual 
Imaging in Psychiatry.” Hospital and 
Community Psychiatry, 1985, Vol. 36, 
No. 5.

2. Buchsbaum, M., et al. “Celebral 
Glucography with Positron Tomogra
phy.” Archives of General Psychiatry, 
1982, Vol. 39, 251-259.

Dr. Monte S. Buchsbaum, Pro
fessor of Psychiatry at the University 
of California at Irvine, presented “Brain 
Imaging in Psychiatry,” at the 
Windows of the World lecture series 
cosponsored by Saint Joseph Center 
for Mental Health and Creighton 
University Department of Psychiatry. 
Dr. Buschbaum’s major field of 
research is neurophysiology using 
positron emission tomography.

Sleep: Clues to 
the Puzzle of 
Psychiatric Diagnosis
(continued from page 13 )

the fact that some of the same hor
mones and neurotransmitters that 
affect sleep also affect mood.

REM latency changes can also 
provide useful information during 
treatment relative to responsiveness to 
drug therapy. If the patient shows 
significant REM percent reduction in 
the first few nights of treatment 
with a tricyclic antidepressant, the 
patient is more likely 
to have a favorable 
outcome. According 
to some researchers, 
if REM sleep dis
turbance continues 
when the depressed 
patient is in remis
sion, he has a 
greater chance of 
relapse than patients 
where REM is nor
malized. Studies 
have also demon
strated relief of 
depressive symptoms 
by shortening REM 
sleep and increasing REM latency, ac
complished by awakening the patient at 
the start of the REM cycles. The respon
siveness of depression to treatment of 
the symptom of sleep disturbance 
validates the use of sleep as a key 
diagnostic correlate.

Although the diagnostic value 
of sleep in major depression is clearly 
established, it is not unique to de
pressive patients. Many other psychi
atric disorders have sleep disturbance 
as a common symptom. However, 
the link between sleep disorders, 
anxiety and obsessive compulsive dis
orders and their role in the hallucina
tory process has not been clearly 
established. Through continued study 
and research, the value of sleep 
and its role in psychiatric diagnosis 
may be more clearly understood.[J
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50 YEARS O f 
LEADERSHIP IN 

MENTAL 
HEALTH 

SERVICES 
FOR THE 

FAMILY
for more than 50 

years, Saint Joseph 
Center for Mental 

Health has pro
vided a full range 

of professional ser
vices for people of all 
ages — from the pre

school youngster to the 
senior citizen. Tor gen
erations, families have 
turned to us for help 

whenever the pressures 
of day to day living be

came too difficult to 
handle alone. Our trained 

and sensitive staff is dedi
cated to helping patients 
return to productive, self

fulfilling roles in their fam
ily, job, school and social 

environment. If you'd like to 
learn more about our ser

vices, please telephone (402) 
449-4650. We re here to help, 

24 hours a day, 7 days a week.

Saint Joseph 
CENTER FOR 
MENTAL HEALTH
819 Dorcas Streel. Omaha. Nebraska 68108
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Book Reviews

Using Computers in Clinical Prac
tice: Psychotherapy and Mental 
Health Applications. Marc D. 
Schwartz, MD, Editor, The Haworth 
Press, /9S4.

The possibility of computers as a 
technological solution to information, 
time and labor intensive practices 
is the focus of this book. It is de
signed to assist the professional in 
deciding about the appropriateness of 
a computer in his practice. The 
authors examine both the decision
making logic of computer programs 
and their relevance for clinicians 
in prediction of patient outcomes. 
Suggestions are made about using 
computerrized programs effectively. 
Programs designed to establish mental 
status, diagnose thought disorders, 
assess suicide potential, perform 
psychological testing, educate and 
conduct therapy are reviewed. Advan
tages noted include a high level of 
patient self-disclosure and work load 
reduction for clinicians.

Social Skills Training: A Practical 
Handbook for Assessment and 
Treatment. Edited by James P. 
Curran, PhD, and Peter M. Monti, 
PhD, The Guilford Press, New York, 
1982.

The authors adhere to social skills 
training as a viable treatment alterna
tive but criticize past methods of 
identifying social skills learning needs 
of clients. They contend that past 
assessments were too global in nature 
and did not provide specific enough 
information. Therefore, they propose 
new strategies for assessment de
signed to improve need identification 
and subsequent outcomes. The use

of molar ratings, behavior analytic 
strategy and naturalistic observation 
techniques are reviewed as assessment 
tools.

Mary Anne Wingert, BSN, MSW 
Educational Coordinator 
Education & Resource Department

WHEN MENTAL HEALTH’S THE TOPIC

WE LOVE TO  TALK
If your group or organization is searching for a special 
program, consider the Speakers Bureau at Saint Joseph 
Center for Mental Health. We’ll tailor a presentation to 
meet your specific needs and interests. Our subjects 
include stress, time management, retirement planning, 
depression, chemical dependency, communication skills, 
parenting and lots more. For additional information, call 
us at 449-4174.

Saint Joseph 
CENTER FOR 
MENTAL HEALTH

SPEAKERS
BUREAU

819 Dorcas Street. Omaha. Nebraska 68108

A health care center of Psychiatric Services. Inc



cmh Update

Dr. Eugene C. Oliveto has
joined the Saint Joseph Center for 
Mental Health Medical Staff. Dr. 
Oliveto received his medical education 
at Creighton University and com
pleted his psychiatric residency at 
Nebraska Psychiatric Institute in 
1974. For the past eleven years he 
has been established in the practice of 
adolescent and adult psychiatry in 
the Omaha area. Dr. Oliveto has 
served as the Chief of Staff at Rich
ard Young Hospital during 1980-81 
and is currently supervising the partial 
hospital care program at Douglas 
County Hospital. He is married and 
the father of four children.

Karen A. Theesen, Pharm D, has
joined Saint Joseph Center for Mental 
Health as Assistant Professor, School 
of Pharmacy, Creighton University. 
She earned her Pharm D at the 
University of Nebraska Medical Cen
ter and did a fellowship in psychiat-

New Faces
ric pharmacy at Nebraska Psychiatric 
Institute. Karen’s most recent position 
was Clinical Supervisor of Pharmacy 
Services at the University of Miami, 
Jackson Memorial Medical Center 
in Miami, Florida. Her current posi
tion involves supervising Pharm D 
candidates at the Center, providing 
medication consultations and provision 
of continuing education programs 
for staff.

Richard B. Friedlander, PhD,
has recently been named the Director 
of Allied Health Services at Saint 
Joseph Center for Mental Health. Dr. 
Friedlander joined the Center as a 
staff psychologist in 1981 and has 
functioned in the position of Director 
of the Psychology Department since 
1983. He is a graduate of Harpur 
College in Binghamton, New York 
and received his PhD in clinical 
psychology from Texas Tech Uni
versity in 1982. As the Director of 
Allied Health Services, Dr. Friedlan
der will be working with the depart
ments of Social Service, Stress 
Management, Educational Therapy, 
Occupational Therapy, Recreational 
Therapy and Psychology. Dr. Fried
lander held several positions involving 
psychological assessment, psychother
apy and undergraduate university 
teaching prior to joining the Center’s 
staff.

Patricia M. Ehrhardt, MSN, 
joined the Center for Mental Health 
in August 1985. She holds a joint 
appointment at Creighton University 
and at the Center where she is a 
Psychiatric Clinical Nurse Specialist. 
Patricia continues as Assistant Profes
sor of Psychiatric Mental Health at 
Creighton University School of Nurs
ing where she has been since 1980. 
She received her BSN from Creighton 
University and her MSN from the 
University of Nebraska Medical Center.

Recently appointed the 4 to 12 
Clinical Service Coordinator, J.
Davin Dickerson, BSN, came to 
Saint Joseph Center for Mental Health 
in January 1984. He initially worked 
as a staff nurse on the Adult Inten
sive Care Unit. Davin received his 
BSN from Creighton University’s 
Accelerated Nursing Program in 1983 
and also holds a BS in biology 
from Dana College in Blair,
Nebraska.
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CMH Update

Kathleen A. Miller, RN, joined 
the Center for Mental Health in 
November 1980. She has worked as 
a staff nurse in both adult and 
adolescent services prior to accepting 
her new position as the Clinical 
Service Coordinator on the 8 to 4 
shift. Kathleen has experience in 
obstetrics, medical/surgical nursing 
and human resources. She has a BA 
in psychology and is currently pursu
ing a BSN at Creighton University.

Duane E. Spiers, PhD, has joined 
the Center for Mental Health staff 
as Director of Psychology. Dr. Spiers 
received his PhD in counseling and 
clinical psychology from Purdue 
University in 1965 and has held var
ious positions in the clinical and 
academic fields, bringing a wealth of 
experience to his position at the 
Center. Most recently he was Clinical 
Psychologist with the Blue Valley 
Mental Health Center coupled with 
private practice and professional 
consultation. A native of the midwest, 
Dr. Spiers has also published several 
papers and has presented professional 
educational lectures nationally.

Clinical Conferences

Psychopharmacology 
Update Series

A four-part psychopharmacology 
series for community professionals is 
underway at the Center for Mental 
Health. The series, presented by 
Karen Theesen, Pharm D, included 
programs on “Antidepressants” and 
“ Lithium Usage and Tegretol.” On 
January 21, 1986, “Antianxiety 
Agents and Hypnotics” will be of
fered. The series concludes with 
“Antipsychotic Medications” on Feb
ruary 18, 1986.

Adolescent Suicide Programs 
for School Professionals and 
the Community

The concern about adolescent sui
cide has prompted the Center for 
Mental Health staff to expand pro
gramming in this area. A two-part 
series, “The Suicidal Adolescent 
in the School System,” was presented 
by Edward T. Beitenman, MD, and 
John F. Riedler, MD, to school 
professionals in the metropolitan 
Omaha community. Because of the 
overwhelming response, the Center 
plans to offer this program in the 
spring of 1986 to professionals in 
communities outside of Omaha.

A second series on adolescence 
was offered for the community and 
included Mark J. Diercks, MD, pre
senting “ Surviving Adolescence: A

Parent’s Roadmap” and Eugene 
C. Oliveto, MD, presenting “Suicidal 
Behavior in the Adolescent.”

Guest Faculty Present 
Programs at the Center

Several guest faculty recently gave 
programs cosponsored by the Center 
for Mental Health and Creighton 
University Department of Psychiatry. 
John C. Kuehnle, MD, Harvard 
University, discussed “ Psychoses in 
Remission: Treatment Strategies.” 
James T. Moore, MD, Duke Uni
versity, presented “ Psychiatric Disor
ders in the Elderly: Strategies for 
Treatment.” Richard Borisan, MD, 
Veterans Administration Medical 
Center in Atlanta, Georgia, spoke on 
“ Recognition and Management of 
Extrapyramidal Motor Disorders.”

Speakers Bureau

The Center’s professional staff 
continue to share their expertise on 
mental health with community groups. 
Presentations included “ Parenting 
the Difficult Child,” “ Stress: You 
Can Live Without It,” “ Old Folks at 
Home: You and Your Aging Family 
Members” and “Going It Alone: The 
Challenge of Single Parenting.”

For more information about the Speakers Bureau, upcoming events 
and conferences, contact: Mary Jean Kasher, Director of Education 
and Resource/Community Education, at (402) 449-4174.
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Community
Education:
New Focus for 
the Center

Heightened awareness of health 
and wellness has prompted the Center 
to offer education programs to the 
community on a wide variety of 
subjects. The programs, geared to 
both the lay and professional commu
nity, focus on specific issues and 
concerns pertinent to today’s society.

Responding to the direct requests 
of community, school or civic agen
cies, the Center’s speakers bureau is 
nearing the anniversary of its first 
year of providing public service 
programs. The Center’s professional 
and medical staff have offered pro
grams to all age groups on topics as 
varied as the groups themselves. 
Recent presentations have included 
“ Kids Have Stress Too,” “Time 
Management,” “ You and Your Aging 
Parents” and “ Parenting the Difficult 
Child.”

Presenting programs of interest to 
professionals in the community is 
another focus of the Community Edu
cation department. By recognizing 
and addressing issues of concern, the 
Center provides today’s professionals 
an opportunity to grow and meet 
the changing demands of their profes
sions. The large response to a two- 
part series on “The Suicidal Adoles
cent in the School System” by Dr. 
Edward T. Beitenman and Dr. John 
F. Rideler demonstrated the need 
for professional education programs.

Lay people in the community need 
assistance and support as well in 
dealing with the demands of societal 
change. The Center for Mental Health 
is planning community education 
programs designed to address con

cerns prevalent to today’s lifestyle. 
The two-part series, “ Surviving the 
80’s: The Adolescent Experience” by 
Dr. Mark J. Diercks and “ Under
standing Adolescent Suicide” by Dr. 
Eugene C. Oliveto, received an 
overwhelming response.

The 80’s are proving to be a 
challenge for all individuals. Through 
its community education program, 
the Center, a leader in the mental 
health care community, is assisting 
the Omaha and surrounding commu
nities in meeting this challenge.

Center For 
Mental Health 
Assists With 
Farm Crisis

Saint Joseph Center for Mental 
Health recently provided an 8-week 
stress and mental health intervention 
program for Verdigre, Nebraska, a 
northeastern Nebraska town that has 
been hit particularly hard by the 
current economic farm crisis.

Each week, for a full day, a 
clinical psychologist and psychiatric 
nurse specialist from the Center 
for Mental Health provided and coor
dinated services. Guest speakers 
from the Center’s staff included stress 
management specialists, an adolescent 
substance abuse coordinator and a 
clinical psychologist specializing in 
children and adolescents. Because of 
the time-limited nature of the pro
gram, efforts were directed toward 
briefer therapeutic techniques geared 
toward teaching and enhancing self
help skills.

Each week the Center provided 
services including stress management 
to the children and adolescents in 
the school, individual brief therapy

meetings with residents, consultation 
with telephone hotline workers, and 
support and stress management groups 
for the adults in the evenings. Center 
staff also facilitated a support group 
for staff members at the nursing 
home, the largest employer in 
Verdigre.

The program was implemented in 
response to a request for assistance 
from the Verdigre community. As
sessment to determine the needs of 
the residents involved several visits to 
Verdigre and meetings with key 
individuals in the community. A spe
cial effort was made to provide 
services that met the specific needs 
of those in the Verdigre community. 
Topics covered during the program 
included depression, methods for 
responding effectively to stress, alco
hol and substance abuse, child and 
adolescent development and adjust
ment, effective interpersonal commu
nication, parenting and positive 
adaptation to aging.

The staff from the Center were 
made to feel welcome in Verdigre. 
Both the enthusiastic response to the 
program, e.g., thirty to forty adults 
attended the evening support and 
stress management groups, and the 
community’s hospitality reinforced the 
staff’s sense of meeting a genuine 
need.

As a leader in the mental health 
community, the Center believes that 
the needs of all residents in our 
region deserve attention. Particularly 
at risk are those currently struggling 
with the stress posed by the rural 
economic crisis. The Center is proud 
of this community service program 
and appreciates the opportunity to 
respond to the needs of a sister 
community.

Richard B. Friedlander, PhD 
Director of Allied Health Services 
Verdigre Project Coordinator
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