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clinical practice. For now, we are
limited to published studies.

John Battaglia, MD 
Medical director, Meriter Hospital adult 

psychiatry program 
Associate professor, department of psychiatry 

University of Wisconsin Medical School
Madison

TREATING TARDIVE DYSKINESIA
“Tardive Dyskinesia: How to pre-
vent and treat a lingering nemesis”
(CURRENT PSYCHIATRY, October

2003, p. 59-66) was a very good, basic article. The
algorithm on managing tardive dyskinesia was
particularly helpful, and the information on pos-
sible reversible dyskinesias with mood stabilizers
and with antihistamines such as Benadryl was a
useful refresher.

For MDs such as I who practice in rural clin-
ics, however, more-specific dosage information
would be useful—even for experimental agents
such as tetrabenazine—since we do not have
ready access to higher-level movement disorder
clinics. The nearest such clinic to my practice is 2
1/2 hours away, an impossible commute for many
of my patients.

Sophia Bezirganian, MD
Trumansburg, NY

TREATING DEPRESSION, CHRONIC PAIN
We read with interest Dr. Nelson’s and Dr. Krahn’s
article on treating chronic pain and comorbid
major depression (CURRENT PSYCHIATRY, May
2004, p. 51-68). 

We treat many patients who present with
depression and chronic pain—often as a partial
cause of their depression. The article’s recom-
mendations will be most useful.
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NEW DRUGS: THE WHOLE STORY
Dr John Battaglia’s article about
intramuscular (IM) olanzapine
(Out of the Pipeline, CURRENT

PSYCHIATRY, May 2004, p. 76-88)
appears biased because of his phar-
maceutical company connection.
He mentions four studies support-
ing its use in treating schizophre-
nia, bipolar type I mania, and
dementia.

As a resident eager to learn
what constitutes good clinical care,
I feel the article does an injustice by mentioning
no negative studies or those that recorded no sig-
nificant change.

Getting all the facts is key to establishing how
to best use a treatment. Debate or unbiased com-
mentary should accompany articles on new med-
ications/treatments.

Matthew Sager, MD  
Chief resident

Brown University Psychiatry Program
Providence, RI 

Dr. Battaglia responds
I appreciate the passion with which Dr. Sager is
approaching his education; he might want to
learn more about drug development. 

For decades, the overwhelming majority of
FDA approvals for psychiatric medications have
resulted from industry-supported studies. Very
few researchers are doing substantial psychophar-
macology clinical trials without industry support.
It is extremely difficult to publish “negative”
studies or those that show “no significant
change.” I am not aware of any such published
studies with IM olanzapine.  

The best “unbiased” commentary on IM
olanzapine will occur when it is used widely in
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We have found that two agents—lamotrigine
and mirtazapine—have been particularly help-
ful. The authors, however, did not mention these
agents or only briefly referred to them.

Lamotrigine, although not FDA-approved
for these uses, has demonstrated efficacy in
unipolar depression1 and chronic pain.2 Although
the medication has not been studied for treating
comorbid depression and chronic pain, we can
attest to its usefulness for such patients.

Mirtazapine is FDA-approved for depression
and has been compared favorably with selective
serotonin reuptake inhibitors3-4 or venlafaxine.5

Fewer data support using mirtazapine for chronic
pain, but its sedating effects make it an option for
treating any syndrome associated with sleep dis-
turbance—ie, major depression and chronic pain.

Vida Robertson, MD 
Michael S. Wilson, II, MD
Department of psychiatry 

Louisiana State University Health Sciences Center
New Orleans
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CURRENT PSYCHIATRY wants
your Pearls—clues to an oft-missed

diagnosis, tips for confronting a difficult
clinical scenario, or a treatment change

that made a difference. 

To submit a Pearls article:
• Stick to a single topic, narrowly focused.
• Make sure the information applies to

most psychiatric practices. 
• Keep the length to 500 words.
• Limit references to no more than 3.
• Provide your full name, address, 

phone number, e-mail address, Social 
Security number (for payment), and 
type of practice.

• E-mail to pete.kelly@dowdenhealth.com.

Questions about Pearl guidelines or the 
status of a submitted Pearl? 

Contact Pete Kelly at (201) 782-5704
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your Pearls


