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APPEARANCES: 

On behalf of the Plaintiffs; 

On behalf of the Defendant. 

3 
DONALD A. MALONE, JR., M.D., of lawful age, 1 

2 
3 
4 
5 

called by the Plaintiffs for the purpose of 
cross-examination, as provided by the Rules of Civil 
Procedure, being by me first duly sworn, as 
hereinafter certified, deposed and said as follows: 

6 CROSS-EXAMINATION OF DONALD A. MALONE, JR., M.D. 
-7-- ~ Y - M R ~ - ~ I N T ~ ~  -_-__----- 

8 Q. Dr. Malone, hi, my name is Eob Linton. We met just 
9 a moment ago. Mark Ruf is my co-counsel in this 
IO case, and we represent Mary Lou Zimmerrnan and her 
11 husband in a case that‘s been filed against The 
12 Cleveland Clinic Foundation. 
13 Have you ever had your deposition taken 
14 before? 
15 A. Yes. 
16 Q. Have you ever had your deposition taken before in - 

17 

18 A. Yes. 
19 Q. Howmanytimes? 
EO 
!1 or how many times in that limited fashion? 
E2 A. It’s never been in a malpractice case against me. 
!3 I’ve served as an expert witness on a number of 
E4 occasions in malpractice cases and other cases. I 
15 don’t recall the number of time$, truthfully. 

connection with a malpractice case? 

MR. MALONE: How manytimes depositions 

1 
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!3 !4 

!1 
!2 

!5 

4 
Guessing, 10 to 15, but 1 don’t know. 

capacity as a Cleveland Clinic employee? Do you 
understand the distinction? 

Q. Have you ever testified by deposition in your 

A. Yes, and I have. 
Q. Did that case involve allegations of malpractice, 

not against you personally, but against another 
staff person at the Clinic? 

malpractice cases. 

personally for malpractice? 

__ _ - _  - - 

A. Not medical malpractice. I don‘t recall any medical 

Q. And I trust you, yourself, have not been sued 

A. That’s correct. 
Q. In the 10 to 15 times, guessing, that you’ve 

testified, has that been for physicians or has that 
been for patients? 

A. I believe all but one were for  physicians. 
Q. Were any of those for other physicians here at the 

A. Not that I recall. 
Q. Did any of them involve psychosurgery? 
A. No, they did not. 
Q. Did any of them !nvglve OCD? 
A. Not that I recall. 
Q. Did any of them involve informed consent? 

Cleveland Clinic, past or present? 
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5 
1 A. Not that I recall. 
2 Q. What have you done to prepare for your deposition 
3 today? 
4 A. I have reread my psychiatric evaluation of Mrs. 
5 Zimmerman. 
6 Q. Anything else? 

8 Q. Have you ever reviewed any other part of the 
9 

10 evaluation? 
11 A. No, I have not. 
12 Q. Have you at any time reviewed any other part of Mary 
13 
14 A. No, I have not. Let me correct one thing. The 
15 

16. 
17 Q. Did you keep copies of those records? 
18 A. They should be in her chart, but I don't know. 
19 Q. If they are not in her -when you say her chart, 
20 would that be the Cleveland Clinic chart7 
21 A. The Cleveland Clinic chart here. 
22 Q. Do you maintain a separate chart for her? 
23 A. No. 
24 Q. So any records, if they still existed, would be - 
25 A. Would be a part of her Cleveland Clinic record. 

I 

.--7--A-No ~ _ _ _ _ _ _  --- - -  --- . .  

Cleveland Clinic chart besides your psychiatric 

Lou Zimmerman's chart at the Cleveland Clinic? 

other records I have reviewed, at the time of her 
evaluation I reviewed her records from Menninger. 

\ 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 

17 
18 
I9 

. 

6 
Q. Do you know for which hospitalizations at 

A. No. 
Q. - you had records for? 
A. No, I do not. 
Q. Do you know the dates? 
A. Unless it says in my - may I refer to that copy? 
Q. Let me start off by saying this is an open book 

A. All I need is that copy. 
Q. Exhibit 2 is the only record that you would have 

generated or reviewed in preparation for your 
deposition, correct? Bad question. Let me rephrase 
that. 

Menninger - 

- -  - - -  _______.___.---I-- - -  

exam. 

Exhibit 2 is your psych evaluation7 
A That's correct. 
Q. That's dated August 31 st, 19987 
A That's correct. 
Q. I think it was dictated on that date? 

20 A Yes, as far as I know. I don't recall exactly, but 
21 I always dictate them the same day, so I would 

t 22 assume it would be the same day. 
I 

.- 23 Q. And that's the onlv record you would have generated 
24 
25 A. That's correct. 

relating to Mary Lou Zimmerman, correct? 

7 

1 Q. And that's the only document you reviewed in 
2 
3 A. That's correct, yes. 
4 Q. Do you have any other -- strike that. 
5 

6 

preparation for your deposition today? 

Did you have any handwritten notes you would 
have taken at the time of your interview and 

-7 - ~~eva~uat~on~o~~~ary-~ou~---------- - - 

8 A. Only such that would have generated this document 
9 and subsequently would have been thrown away. It 

10 just says that I reviewed records from Dr. Donelly, 
11 who she had been seeing for the past ten years, and 
12 her several inpatient hospitalizations at the 
13 Menninger lnstltute. 

18 Q. Do you have any Independent memory of what was 
19 contalned in those records? 
20 A. j No, I do not. 
21 Q. Do you know how it was that those records came to 

23 A. I don't recall. ' 

24 Q. Is your practice when evaluating -- strike that. 
25 

22 you? 

I would assume you would have evaluated, before 

8 
1 
2 possibility of psychosurgery? 
3 A. I have donethat. 
4 Q. Is the practice to have the patient bring the 

5 records, or is the practice to have your office or 
6 the Cleveland Clinic obtain the records? 
7 A. The practice is typically for the patient to have 
8 the records sent prior to their visit. 
9 Q. I take it you did not review for purposes of your 
10 deposition any medical texts, journal articles, 
11 studies, statistics? 
12 A. t did not. 
13 Q. Did,you as part of your evaluation of Mary Lou 
14 Zirnrnerman7 
15 A. Not that I recall. 
16 Q. Did you review any such authorities since this 
I7 lawsuit was filed? 
18 

19 
!O MR. LINTON Either one. 
!7 MR. MALONE: He looks at medical 
n 
!3 
?4 A. I'm sure I've read articles since then of severe 

Mary Lou Zimmerman, other patients for the 

__.__.. _..____________I___-._ --- - - -  ----I --  

MR. MALONE: You mean as a part of his 
routine or for purposes of the lawsuit? 

llterature on a regular basis. 
MR. LINTON: Either one. 

25 obsessive-compulsive disorder, psychosurgery, 
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9 
surgical techniques, but not anything out of my 
routine. 

Q. Do you have any teaching responsibilities? 
A. At the Cleveland Clinic? 
Q. Yes. 
A. Yes. 

A. Medical students, residents. 
Q. Any fellows? 
A. On occasion we'll have a consultation fellow that 

1'11 deai with. 
Q. Do you maintain a personal file yourself on 

psychosurgery? And by psychosurgery, I mean any 
type of psychosurgery. 

-Q.-Mlhatdo-thoseconsist-of?------------ -- - - 

A. There's no file. As in past articles or patients? 
Q. - Not __ - - patients. - . ArtLcles, literature, statistics.. 
A. I have a huge file full of papers, and I'm sure 

there are several numerous ones on psychosurgery or 
severe obsessive-compulsive disorder. 

Q. Tell me how you file that information. You say you 
have a huge file. what would that file be called? 

A. With these I would likely have them under 
obsessive-compulsive disorders. 

Q. So you would have a subject file for 
obsessive-compulsive disorder? 

/I 
10 

1 A. Yes. 
2 Q. And would you have a separate file for psychosurgery 
3 
4 A. No, I don't believe I do. I believe it would be 
5 
6 --'advent oftechnology, I-don't filevdr'y ma?iypapers 
7 
8 Q. Do you maintain any kind of computer database 
9 

10 A. No. 
11 Q. What medical texts would you refer one of your 
12 students to, be it a medical student or a resident 
13 or a fellow, who wanted to know more about 
14 psychosurgery? 
15 A. I wouldn't refer them to a medical text, I wouid 
16 
17 Q. What journal articles would you refer them to? 
18 A. There really aren't very many. There's older 
I9 
20 
21 

~ 22 Q. And where was that published? 
23 A I don't recall. 
24 Q. Aside from Dr. Balentine's article, do you have any 
25 

or would that be part of your OCD file? 

under obsessive-compulsive disorder. With the 

anymore, so it would probably be very old. 

separate from a Medline or something you plug into? 

.- - _ _  

refer them to certain journal articles. 

articles primarily. There was some stuff done at 
Mass. General in the past, experience with 200 some 
patients, which was written by a Dr. Balentine. 

other journal articles you would - 

11 

1 A. Send them to, no. 
2 Q. Do you know the title of Dr. Balentine's article, 
3 the substance? 
4 A. Primarily experience of 200 some odd cases of 
5 

6 
7 - --- the title;-But;you-kn ow;again; I-don 't-know-the-------------- 
8 
9 Q. Dr. Balentine was a pioneer in the filed? 
IO A. Certainly one of the first people to be doing 
I1 
2 
3 
4 both the same way. 

6 .  MR. MALONE: It's all the same. - 
7 
8 
9 the record.) 
!O 
'1 Q. Do you know if the Balentine article discusses a 
'2 procedure in which both a cingulotomy and a 
3 capsulotomy is performed? 
4 A. I don't recall. 
5 Q. Have you ever seen a cingulotomy or capsulotomy 

severe -with I believe it's cingulctomyand 
anterior capsulotomy. I think both of those are in 

exact wording. It's been a while. 

anything for obsessive-compulsive disorder, yes. 

says Baientine. I assume you're spelling them 
MR. MALONE You say "Balenteen," he 

5 THE WITNESS: T-I-N-E. 

_ _ _ _  
(Thereupon, a discussion was had off 

- - - -  

12 
1 performed? 
2 A. No, I have not. 

4 performed? 
5 A. No, I do not. 
6 Q. Do you know to what part of the brain it's 
7 performed? 
B A. I understand where the anterior capsule is and I 
9 understand where the cingulate gyrus is. 
0 Q. Would you be able to graph on a medical illustration 
1 where the surgery is performed? 
2 A. I would be able to graph the anterior cingulate 
3 gyrus. I'm not sure I can point you to the anterior 
4 capsule. 
5 Q. So, for example, if I showed you Plaintiffs Exhibit 
5 
7 

3 A. Yes. 

any of the details as to how it's 

_. ._ .___._______I_ .__ . ._^____. - - -  - - - - - -  - - - - -  -- 

No. 3, do you recognize the middle showing a medical 
iliustration of the limbic systzm? 

3 Q. You can obviously see there the cingulate gyrus? 

1 Q. Is that just a yes for the Court Reporter? 
Z A. Yes. 
3 Q. Thank you. Are you able to diagram on there (rr mark 
1 

5 A. No, I don't believe I could exactly. 

3 A. Uh-huh. 

on there where the anterior capsule is? 
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13 
1 Q. That's something you obviously have to rely on the 
2 

3 A. Yes. 
4 Q. That's why they study neurosurgery and you study 
5 psychiatry? 
6 A. You've got it. 

- --  7 - 4  you-ab1 
8 the surgeon performs the cinguloto 
9 A. No, I could not. I believe it's in the 

10 part of it, but that's all I know. 
11 Q. Again, that's something you have to rely on the 
12 neurosurgeons for? 
13 A. My role in these cases is to assure that all 
14 
15 
16 those treatments. _ _  . . _ _ _ _  

17 Q. And is that your sole role in the consultation 
18 team? 
19 A. That is my role. 
20 Q. For evaluating a patient for psychosurgery at the 
21 Cleveland Clinic? 
22 A. That is correct. 
23 Q. Is that role published anywhere, is there any sort 
24 of written procedure, protocol, guideline here at 

expertise of neurosurgeons, right, right? . -- 
I 

reasonable medical steps, other than surgery, have 
been performed and they are indeed not responsive to 

, 25 the Cleveland Clinic? 

I 

14 

1 A. There is no published guidelines to that. 
2 Q. Is It the unwritten guideiine --what is the 
3 unwritten guideline or procedure for evaluating a 
4 patient at the Cleveland Clinic for psychosurgery? 
5 A. It's to assure that they've received appropriate 
6 medication trials and either received or been 
7 resistant to specific psychotherapy in order to  be 
8 called treatment resistant. There are veryfew 
9 medications that are effective in the treatment of 

10 obsessive-compulsive disorder as opposed to 
I1 depression. 
72 Q. What medications - I'm sorry, I don't want to cut 
13 off your answer. If you could just explain to me -- 
14 A. That really was my answer. 
15 Q. - what the guidelines are at the Cleveland Clinic 
16 for evaluating for psychosurgery? 
17 A, For obsessive-compulsive disorder, which is what I 
18 do, it would be basically doing exactly what I said, 
19 assuring that they've had appropriate medication 
20 trials and appropriate psychotherapy trial. 
21 Q. And to form what ultimate conclusion? 
22 A. That they will not respond to known effective 

24 
25 alternative. 

_- __ ________ _ _ _  ---- - -- - - 

. 23 treatments for obsessive-compulsive disorder. have 
not responded to them, and therefore have no other 

15 

1 Q. Does the standard of care require in psychiatry, 
2 

3 
4 

5 me rephrase that. 
6 A. Please. 

when evaluating an OCD patient for psychosurgery, 
that there be no known available treatment for the 
clients, effective medlcal treatment for the - let 

I1 
12 

13 is 
14 

15 
16 Q. What medications are-available to treat OCD?-- - - 

17 A. They're the serotonin reuptake inhibitors. 
i8 Q. Whichones? 
19 A. There's Prozac. I'm giving you trade names, by the 
10 way. Paxil, Zoloft, Luvox. 
11 Q. Can you spell that? 
'2 A. L-U-V-0-X There's now a fifth one which was not 
!3 available at the time of this evaluation, so it 
14 wouldn't have been an issue in this case, called 
!5 Celexa, C-E-L-E-X-A, and there's another medication 

personal feeling and recommendation and certainly 

1 
2 
3 
4 
5 
6 
7 

8 
9 
0 

1 
2 
3 
4 

5 

6 

- 

- 
8 
!O 9 

!I 
2 
'3 

!4 
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16 

called Anafranil. 
Q. Which was available then? 
A. Yes. 
Q. And what are the therapeutic dosages for each of 

those? 
A. They're variable, depending upon the tolerance of 

the patient. Prozac typically we use doses of 20 to 
60 milligrams a day, Paxil would be 20 to 50 
milligrams per day, Zoloft would be 50 to 200 

milligrams per day, Luvox wouid be 50 to 300 

milligrams per day, and Anafranil typically is 
around 150 milligrams per day titrated to a blood 
level. 

_I________- - - - 

Q. How about Celexa? 
A It's not reallywell studied, it's in that category, 

but probably from 40 to 60 milligrams per day would 
be reasonable. There's not a lot of experience with 
that in obsessive-compulsive disorder, but it just 
happens to be in that group of medications. 

medications until a psychiatrist like yourself can 
determine that they're not responding? 

A. Optimal response takes at !east two to three ~?.nnths 
to achieve, however at optimal dosages if you go for 
a month or so and don't see any response at all, we 

Q. And how long does the patient need to be under these 
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1 begin to  feel they're not going to respond and will 

3 Q. What neurotransmitters are  treated or affected by 
4 Prozac? 
5 A. Serotonin. 
6 Q. Is that with each of these? 
7--A,That-is-correctr-- - 

8 Q. Which of these also treat depression? 
9 A. All of them. 

10 Q. How is it that the same drug treats depression and 
11 also can treat OCD? 
12 A. Well, a number of these, of the antidepressants, are 
13 effective for various anxiety disorders, 
14 obsessive-compulsive disorder being one of those. 
15 Q. How does that work? 
16 A. Good question. We don't know. _. _ _ _  _._ ..- 

17 Q. What's the theory? 
18 A. We don't know. I wish I had a better answer for 
19 
20 
21 

' 2 often change treatment. 

__ ._ - __. . - - 

you, and there's a number of people working on it, 
but the fact of the matter is we don't know. 

We think that serotonin somehow controls 
22 
23 
24 
25 that theywork. 

pathways in the cingulate gyrus going to the 
prefrontal cortex and the thalamus, but it's 
backwards reasoning. We don't know. We just know 

i 
18 

1 Q. Do you know the success rate of cingulotorny for 
2 OCD? 
3 A. Not exactly, no. I mean, there have been a number 
4 of different numbers people give, but there's not a 
5 lot of experlence. The ranges I've seen vary 
6 tremendously. 
7 Q. From what to what? 
8 A. Well, you'll have some series of a few cases with a 
9 hundred percent response and other larger series 
10 with 40 to 60 percent response. So they vary 
11 dramatically. 
12 Q. Can you cite to any specific literature that 
13 publishes any statistics? 
14 A. No. 
15 Q. What d o  you rely on when you say-  
16 A. Just, I mean, Balentine's article is certainlyone 
17 historically often quoted. It's the largest in the  
18 series, that I'm aware of. 

19 Q. And what is h i s  number? 
20 A. I don't recall exactly what it is. 
21 Q. How about for capsulotomy, what's the success rate 

23 A. Again. I don't know the specific numbers per various 
24 studies. There are ranges quoted, and again they're 
25 oftentimes quoted in a very small series of patients 

- - _ _ _  .- _ _  - -- - - -- 

, 22 for capsulotomy? 

. .. . 

19 

1 
2 percent. 
3 Q. So there is a lower success rate for capsulotomy? 
4 A. Well, there may b e  one patient that didn't respond, 
5 
6 Q. So there is some literature which shows a lower 
7- -- success-rate-forcapsulotomy than-cingulotomy?---------- 
8 A. No, not necessarily. That can be the case for 
9 either of the procedures. 
IO Q. So the literature - there's some literature for 
I1 

12 that responded to treatment? 
3 A. There may be case reports of people that have not 
I4 responded. 
'5 Q. And do you know the statist 
6 cingulotomies and capsuloto 
7 A. I do not know. 
8 Q. Do y o u  know which is more effective 
9 OCD? 
!O A. No, I do not. 
!I Q. Do you know which of the t 
!2 
!3 cingulotomy and capsulotomy? 
!4 A. No, I do not. 
!5 Q. Again, you rely on neurosurgery for that? 

and it can be anywhere from zero to a hundred 

zero or two patients that didn't respond. 

both procedures which shows there may be no person 

ore effective, 
that is cingulotomy, capsuiotomy or combined 

20 
1 A. Uh-huh. 
2 Q. That's a yes, just for the record? 
3 A. Yes. I'm sorry. 
4 Q. Is there any  internal statistics, to your knowledge, 
5 
6 rate in psychosurgery? 
7 A. Not to my knowledge. 
8 Q. To your knowledge what psychosurgery is performed at 
9 the Cleveland Clinic, what procedures? 
0 A. Cingulotomy, capsulotomy, combined 
1 cingulotomy/capsulotomy. 
2 Q. Anyothers? 
3 A. I believe there's some procedures on the thalamus 
4 
5 familiar with those. It's not my area. 
6 Q. What about leukotomy, are you familiar with that 
7 procedure? 
8 A. Not really. 
9 Q. What about frontal lobotomy? 
0 A. Historically I'm certainly familiar with the 
'1 
'2 Q. Based on jus t  your experience and your studies, what 
3 is a prefrontal lobr_ltamy? 
4 A. Well, again, historically, thankfully is all I'm 
5 

maintained by  the Cleveland Clinic on it __ ___ - - . - - _-- 

for paln, but other than that I'm not really 

procedure. I'm not aware of It being performed. 

aware of, which is a rather destructive lesion of 
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1 the prefrontal cortex which has rather significant 
2 blunting effects, a mood affect behavior that was 
3 done many years ago. 
4 Q. Was that ever done in an attempt to treat OCD? 
5 A. Not that I'm aware of. 

- 

i 

9 A. No. 
10 Q. Do you know why a combination of the two would 
11 work? 
12 A. No. 
13 Q. Is it your under~anding that a portion of the brain 
14 
15 A. Yes. 

. 16. .Q. And that the brain cells are killed, irreversible 
17 death? 
18 A. Yes. 
19 Q. And how is that done? 
20 A. I don't know exactly, other than I think there's 
21 stereotactic leads placed and damage done directly 
22 to the brain, but that's my total understanding. 
23 Q. Were you aware that it was done by cooking those 
24 parts of the brain, to use Dr. Earnett's wards? 
25 A. They cause destructive lesions. I don't know how or 

is destroyed during the procedure? 

1 
2 
3 

4 

5 

6 
7 
8 
9 

10 

11 
12 
13 

14 

15 
16 

17 
18 
19 
20 

21 

- .___ .__ 

122 
- 23 

24 
25 

22 
what. 

know? 
Q. You don't know if It's burn, cook, cut, you don't 

A. I do not know. 
Q. What, based on your experience and your research, 

what percentage of the population suffers from OCD? 
A. Estimates range anywhere from one to three percent 

of the population. 
Q. And what percentage of OCD patients would have 

severe OCD? 
A I mean, it depends on the definition. 
Q. Why don't we start with how would you define severe 

A. Severe OCD is somebody who would score a severity 
rating of over 28 on what's called the Yale Bra 
obsessive-compulsive scale, but the more accurate 
definition is when it significantly Impairs their 
ability to work, relate, live. 

Q. You would not have reviewed - is it YBOCS? 

Q. Y-B-0-C-S. You did not review the actual results of 

__ ____ _. __ - 

OCD? 

A. Uh-huh. 

Mary Lou Zimmerman's YBOCS text, did you? I know 
you have the results listed: but you didn't aaualty 
review the test itse!f? 

A. I think I probablygave it to her. I usuallydo. 

1 
2 
3 
4 

5 
6 
-7- 
8 
9 

10 

11 
12 
13 
14 
15 
16. 

17 
18 
19 
20 
El 
!2 
E3 
E4 
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23 
Q. Why don't you look at your report and tell us if you 

can for sure. 
A. She was administered a YBOCS and Scored 38 out of 

40. I can't tell from that. 
Q. And I assume you have no independent memory? 
A. No, although often I do a YBOCS on people with OCD. 

ST It's very easyto-do;--- 

A. There's a scale, basically, which rates the severity 
of obsessions and compulsions on five different 
areas, and I just tear off sheets u hand to 
the patient. They rate it and yo it. 

you actually spent with Mary Lou Zimmerman? 
Q. I assume you can't independently tell us how long 

A. No. Typically I have an hour - 
Q.- Wait.- Let me just stop-you, just to be clear.-Do- - - - - - 

you have an independent memory of this woman? By 
that, can you recall -- 

cannot picture her, no. 
Q. Can you recall any conve 
A. No. 
Q. You'd have to re1 
A. That' 
Q. Typically, how long w 

h her? 

like Mary Lou Zimmerman? 

24 

1 A. One hour. That's with the patient. 
2 Q. And would that include, in this case, Mary Lou 
3 Zimmerman and her husband? 
4 A. Yes. In reviewing this I understand her husband was 
5 present. 
6 Q. HOW much time would you have spent reviewing her 
7 records? 
8 A. It depends on the extent of the records. 
9 Q. Since we don't know how extensive they were, you 
0 couldn't tell us? 
1 A. I would have no idea, that's corre 
2 Q. Do you have an independent memory of disc 
3 Lou Zimmerman with anybody? 
4 A. No, I do not. 
5 Q. Do you know if you would have discussed her case 
6 with Dr. Barnett? 
7 A. Certainly he would get a copy of this psychiatric 
8 evaluation. 
9 Q. Look at the top of Exhibit Number 2. There's a fax 
0 

2 Q. And a date. 
3 A- Llh-htrh. 

_. - _-_.----̂ _..-I- - -  ---- - - 

Mary 

number there. Do you see that? 
1 A. Uh-huh. 

4 Q. And ! can't read upside down. What is that? 
5 9-23-98. The number of the fax, do you recognize 
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1 that fax? 

4 A. Uh-huh. 
Dr. B 

don't have an independent memory? 6 
-- --- - - --- 

ereis nothing in your record th 

11 Q. To try to reconstruct things as best we can, Dr. 
12 Barnett would have seen the patient, according to 
13 his record, on August 31st, 1998, the same day  which 
14 you saw the patient. You reference in your report 
15 on page two that they are scheduled to meet with Dr. 
16- -Barn today-and discuss the potential.-_ - 
17 surg 

19 Q. Do you see that? 

21 Q. Assuming that to be the scenario that unfolded, that 
22 the patient first saw you then went over to see Dr. 
23 Barnett, is it likelythat you would have had a 
24 conversation with Dr. Barnett? 
25 A. It's possible. 

18 A. Uh-huh. 

20 A. Uh-huh. 

I 

26 
just don't know one way or the other? 

3 Q. How quickly-- strike that. If you knew Dr. 
4 Barnett -strike that. 
5 
6 
7 your report? 
8 A. I may, although certainlythe procedure wasn't 
9 scheduled for later that day. 

10 Q. Right. 
11 A And so we have a lot of time in 
12 know, he  may or may not have wanted my -- if I would 
13 have thought the patient was not a candidate I 
14 probablywould 
15 don'tbother. B 
16 reason that 1 necessarily would h 
17 or expedited this so h e  saw it ahead of time. He 
18 wants to know from me whether they've exhausted 
19 other options, in this case s h e  had. 
20 Q. Do you know who that would have been faxed to on 
21 March -- excuse me, on September 23rd7 

If you knew the patient was going to be Seen by 
Dr. Barnett, would you expedite the transcriptionin 

- --_- 

, 22 A. No idea. 
- ' 23 Q. S o w u r r o l  as I understand it, is essentially to 

24 
25 drugs and therapy? 

determine whether or nat the patient is resistant to 

27 

1 A. That'scorrect. 
2 Q. And at that point then the patient goes to Dr. 
3 
4 didate? 

Barnett in neurosurgery, he  decides whether she's a 

5 
6 

4 
5 A. No. 

7 patient's treating psychiatrist? 
8 A. Only If the records I have reviewed are incomplete. 
9 Q. Is there anything in your report that indicates the 
'0 

'1 A. No. 
i2 Q. Did anybody else in psychiatryevaluate the patient 
3 besides you? 
'4 
'5 The Foundation? 

had a discussion with them? 

6 .Q. -1s i tpur-practiceto have discussions with-a- .. 

records may have been incomplete? 

MR. MALONE: You mean in-house here at 

28 
1 MR. LINTON Yes. 
2 A. Not that I'm aware of. 
3 Q. Are you aware of anybody else, besides you and Dr. 
4 
5 A. No. 
6 

7 assume? 
8 MR. LINTON: Correct. 
9 Q. Are you aware of a romotional materials, 
0 handouts, anything the Clinic provides to 

Barnett, that evaluated the patient? 

__ _ _ _ _ _ _ _  - ---- --- -  

MR. MALONE: You mean preoperatively, I 

8 Q. Onyourwebpage? 

3 OCD network out there. 
1 Q. Sure. 
2 A. And once one procedure is performed by one hospital, 
3 the gatiente w!!! send tkz? am~!nd rz?ker rzpki!!! 
4 and we get e-mails and letters from all over. 
5 Q. Have you had any input into providing information 
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1 for the Cleveland Clinic web page - 

_ _  , 2 A. I have not. 
' 3 Q. - on psychosurgery and OCD? 

4 A. No, I have not. 
5 Q. Have you, yourself, published in the area o 

6 psychosurgery? 

8 Q. Have you published in the area of OCD? 
9 A. I have. 

10 Q. Could you just read for us or identify on there all 
11 articles and - 
12 A Okay. 
13 Q. - any authorities that you would have published or 
14 assisted in publishing relating to OCD? And why 
15 don't we d o  this, I'm going to have you highlight 
16 just the numbers so we can keep track of that as you 
17 call off which ones. 
18 A. Publication number eight is a case presentation of a 
19 patient I saw with one of the residents published in 
20 1990 on severe obsessive-compulsive disorder. And I 
21 think that's it, but - I edited a journal in 1999 
22 which I hate to say, since I edited it, but I 
23 believe has a chapter on obsessive-compulsive 
24 disorder. 
25 Q. What do you d o  as an editor? 

_ _  --7--&I-have-not ___ - - -. .- - - - - 

\ 
i 

30 
1 
2 
3 
4 

5 

A. I don't recall if I invited all the people who wrote 
the chapters for the journal, but I invited some of 
them, certainly others may have been invited prior 
to my becoming involved with the project, but 
basically my responsibility is to set up which would 

6 
7 
8 
9 

be reasonably good chapters for primary care 
physicians, in this case to read what would be 
reasonable setup guidelines for what to write and 
have them go  ahead and write the chapters, then I do 

10 the review of those. 
11 
12 
13 
14 
15 
16 
17 
18 

19 
20 
21 
22 

- 2 3  

24 
25 

I 

This is the same one. 
Q, For the record - excuse me. For the record, Dr. 

A. This is the issue, basically under book chapters and 

Q. Let me just stop because the Cow? Reporter won't 

A. Number four under book chapters and other 

Q. And the same as number 161 
A. Is the total edition that I coedited. This was my 

Q. This beins number 167 

A. Tbat'r c c r r f ~ t  I dan't rcca!! if ! have my 

Malone, when you s a y  this one - 
other publications, another publication. 

clarify what this is when you said this. 

publications. 

own specific editorial in that edition. 

abstracts on OCD in particular. No. I've given a 

31 
1 
2 publications. 
3 Q. Are those talks identified on your CW 
4 A. Some would be if they're grand rounds 
5 presentations. 
6 Q. Why don't you go through what's listed on your CV to 
'7 -- see  if thereare any  other-references-to-your-------- ----  - - -- 
8 involvement with OCM 
9 A I gave grand rounds at Rockford Memorial Hospital in 
0 
1 Q. Would you have written materials handed out a5 part 
2 of the  grand rounds? 
3 A. Not that I would have now. I may have sent some 
4 objectives and other things. I certainlywould have 
5 at that point. There was one given in the Milwaukee 
6 VA Hospital, grand rounds, December, 1995. Fort 
7 Worth, Texas, 1996, Texas School of Osteopathic 
8 Medicine, Grand Rounds. Gave a talk in Chicago, 
9 1998, to an International Latino Psychiatric 
0 Association on obsessive-compulsive disorders. Gave 
1 a talk in May of 1999 locally. Gave a talk in 
2 November of '99 on obsessive-compulsive disorder in 
3 the workplace to the International Employee 
4 Assistance Professionals Association. 
5 Q. Thank you. In any  of your presentations did you 

number of talks on  OCD, but no other abstracts or 

Illinois in March of 1995. 

32 
1 

2 OCD7 
3 A. I don't recall specifically. 
4 Q. Did you address psychosurgery as a treatment option 
5 
6 authored or edited? 
7 A. I do not believe so. 
3 Q. And is there a reason why you didn't? 
3 A. Not other than they were medication focused. They 
3 weren't exhaustive reviews. 
1 Q. Could you describe the type of psychiatric practice 
2 you have? 
3 A. I do a mixture of teaching, research and clinical 
1 practice. I'd say about 70 percent to 75 percent of 
5 my practice is clinical, direct patient care. I 
5 direct the mood and anxiety disorder cfinics here. 
7 A large part of $he anxiety disorder clinics being 
3 panic disorder, obsessive-compulsive disorder 
3 patients. I d o  a lot of consultation work for 
3 psychiatrists locally, nonlocally. 
1 Q. You said 70,75 percent clinical practice. What 
2 percentage would you say  is teaching and research? 
3 A ?mhah!y it wu!d he ihnttt ?Q percent rttsezrch end 
$ the restwould be teaching. 
5 Q. Do you currently have any research projects underway 

address psychosurgery as a treatment option for 

- .  
for OCD in any of your publications that you 

- __ - - - - __ - _--. .- _-____ - - 
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1 inOCD? 

- 2 A. No, not currently. 
'I 3 Q. Any that you've been involved in previously? 

4 A. No, other than the one published patient, which was 
5 really a case report. 
6 Q. A case report in a single patient? 

8 Q. Any grant money that you've received to study OCD? 
9 A. No, not to this point. 

10 Q. Any you've applied for? 
11 A. We do have a grant we're hoping to receive looking 
12 at the treatment of obsessive-compulsive disorder, 
13 yes. 
14 Q. Can you give me some idea percentage wise what 
15 percentage of your would have OCD 

7- .A. -That!s correct -----. --- --- . 

give me some idea of the  number of patients 
20 
21 osis? 
22 A. 
23 Q. What is OCD? 
24 A. It's a disorder. Again, we think of the part of the 
25 

that you've treated that have OCD either as a 

brain that you were talking about earlier. 
\ 

34 
1 Q. That being? 
2 A. Where certain parts of the limbic system - 
3 Q. That being? 
4 A. The cingulate gyrus. We actually have seen PET 
5 scans where patients will have hyperactivity in the 

inferior frontal cortex, the cingulate gyrus, that 
7 actually normalizes with effective treatment, 
8 medication or psychotherapy. It's a disorder where 
9 people have obsessions and/or compulsions, usually 

10 both, which take up a great deal of their time and 
11 impair their lives in other areas, areas of work, 
12 relationships, family. 
13 Q. Do we know why they have that disorder? 
14 A. We certainly know it's hereditary, beyond that, no. 

_. 6--- --- - - I_ -. - - - 

the br CD or 

18 Q. You said you've treated over a hundred patients with 
19 OCD. If you give me a typical year, how many 
20 patients would you see in a given year with OCD? 
21 Again, an estimate. 

) 22 A. Separate patient visits or different patients? 
- 23 Q. Let's s a y  different patients. 

24 A. I'm guessing 40 would be a guess. 
25 Q. How many patients have you evaluated for  

35 
1 psychosurgery? 

u have evaluated at  the time of 
4 Mary Lou Zimmerman's evaluation? 
5 
6 

8 Q. How was it that you came to have that role as t h e  
9 psychiatrist responsible for evaluating a potential 
IO psychosurgery candidate? 
I1 A. One of my specialties is obsessive-compulsive 
12 
13 the way. 
14 Q. Is there some sort of -- 
15 A. If it was  another diagnosis, it could well be  
16 another psychiatrist. - 
17 Q. Was it your understanding that s h e  was coming to the 
18 
19 psychosurgery? 
!O A. I don't recall. 1 mean, from the  reading of this, 
!I 
!2 Q. And that's what I'm trying to find out. 
!3 
!4 
!5 A 

he have been number three or number four? 
7 --A--l-don>t-recafl _ _  - -_ _ _ _ _ _  I _. ------- ---- - 

disorder, so that would be  the role, that would be 

Clinic to be evaluated for t h e  possibility of 

my answer would be  yes. 

36 
1 ry pati 
2 
3 Q. This patient was an OCD patient, that's one of your 
4 specialties, so that's why s h e  was assigned to you? 
5 A. That'scorrect. 
6 Q. Did you receive any  special training on how to 
7 evaluate patients for psychosurgery, other than your 
8 psychiatric training and experience in OCD? 
9 A. No. 
0 Q. Have you attended any CME seminars or APA seminars 
1 that addressed the issue of psychosurgery? 
2 A. Certainly there have been conferences on OCD that 
3 I've attended over the years that talk about 
4 psychosurgery as an option. I don't believe there's 
5 been any  CMEs strictly on psychosurgery. 
6 Q. How about CME seminars or APA seminars on how to 
7 evaluste a patient for p s ~ h o s u ~ g e r y ?  
8 A. Other than what wouid have been addressed in those 
9 that I mentioned, no. 
0 Q. Can you tell us of a specific seminar that you 
1 
2 
3 A. I can't recall one, no. 
4 Q. Do you keep a fI!e for your certification purposes 
5 

. ... - _. - __________ - -  - - -  

attended in which psychosurgerywould have been 
discussed in connection with OCD? 

of CME seminars you attend? 
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1 A. Yes, but the APA would simply say APA until you get 
2 40 hours of CME. It wouldn't have each individual. 
3 Q. Do you keep or make it a practice to keep research 
4 materials or handouts you receive from those 
5 seminars? 
6 A If they're valuable to me. 

8 psychosurgery with OCD? 
9 A. Not that I recall. 

10 Q. You trained at Mass. General? 

12 Q. Was Mass. General performing psychosurgery at the 

- 

1 

--_____ 7- -Q;-~an-youtkinkofanycne-that-addressed-tbe-jssue-of- 

11 A. Uh-huh. 

73 time of your residency7 
14 A. Yes. 
15 Q. Were you involved at all in that? 

- 16 A.-No._. - . - - _.__ _ _ _ _  
17 Q. Were you involved at all in evaluating potential 
18 psychosurge 
19 A No. 
20 Q. Were there people in psychiatry that you worked with 
21 
22 A. Yes. 
23 Q. Whowas that? 
24 A. There would have been a number of them. 1 believe 
25 at that time our chairman, Ned Cassem, C-A-S-S-E-M, 

or trained under who were? 

38 
1 

2 Q. That committee being - 
3 A They had a committee to evaluate patients for 
4 psychosurgery. Whether that exists now or not, 1 
5 don't know, but that was obviously 12: 13 years 
6 ago. 
7 Q. Is there any comparable committee like that here at 
8 
9 A. Not that I'm aware of. 

10 Q. Is there --don't be afraid to blow your own horn. 
11 
12 

14 Q. Do you know --strike that. 
15 
16 

17 4 Idon'tknow. 
18 Q. Well, Mary Lou Zimmerman was in '98. Would you have 
19 
20 A. No. 
21 Q. How about before '971 
22 A. It's possible. I don't recall. I would guess a 
23 year, year and a half, two years before this, but 
24 that, again, :'m giisssing. 
25 Q. When you say you guess that, are you somehow 

was the head of that committee. 

- - ___- - -- ______ -_ ____ _... __ ___ _ _  _- - 

the Cleveland Clinic, to your knowledge? 

Is there anyone more qualified presently in OCD here 
at the Clinic other than yourself? 

When would you have performed your first 
evaluation for psychosurgery here at the Clinic? 

been doing it before 19957 

- 

39 
1 

2 anything? 
3 A. No. 
4 Q. That's just your mernorfl 
5 A. Right. 
6 Q. How did they start performing psychosurgery at the 

-7 --- Cleveland-Clinic for QCD;-do you-know? - - 
8 A. No, I don't know. 
9 Q. How did you first become aware of it? 
10 A. My best recollection is I had a talk with Gene 
11 either when I was talking to neurosurgery about 
12 something unrelated or something and he said he had 
13 an interest in It. 
14 Q. Would that have been within approximately a two-year 
15 

17 Q. Did you bring it up or did he bring it up? 
18 A. I don't recall. 
19 Q. But somehow you knew that It was out there as a 
?O 
?1 A. Oh, yeah. 
!2 Q. -- you discussed It with Gene? 

24 Q. What, to the best of your memory, was discussed? I 
!5 

thinking of a change in your responsibilitles or 

- -- 

window before you saw Mary Lou Zimmerman? 
16 A. I'm guessing, but yeah. - - -  

possible treatment option and - 

!3 A. Uh-huh. 

mean the substance of the conversation. 

40 

1 A. I don't recall, other than he had an interest. 
2 

3 
4 Q. Do you know if anybody else here at the Clinic 
5 
6 OCD? 
7 A. Not that I'm aware of. 
8 Q. Just to speed things up, I was told before the start 
9 of your deposition you didn't have any involvement 
0 with the patient after the evaluation of August 
1 31st; is that right? 
2 A. That'scorrect. 

Certainly I see my share of treatment resistant OCD, 
which is sent here from all over. 

besides Dr. Barnett is performing psychosurgery for 
- __ - - - - - - - __ - - - __ - __ -_ - __ __ - . _ _  . - . . 

6 a psychiatric standpoint? 
7 A. From a psychiatric standpoint, only if they're local 
8 and do not have a psychiatrist. 
9 Q. The understanding is she would be followed by her 
10 home psychiatrist once she was discharged? 
'1 A. That's correct. 
'2 Q. Have you ever, of the six or seven patients that 
3 you've evaluated, have you found any were not 
'4 candidcites for  psychosurgery or that there were 
5 other alternatives besides surgery available for 
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1 those patients? 
2 A. I need to correct something if I misspoke. 

4 A. I've evaluated more patients than that. These are 
5 

6 psychosurgery. 

- -. 
j 3 Q. Sure. 

patients that actually went through with 

__ __ --.7-Q. -l.see.-So-of-the six or-seven-have-been- he-numbers- - - -- - - 

yc 
9 A. That's corre 

NE: That he's referred. 

12 Q. That you've evaluated. And how many patients would 
13 you have evaluated as potential candidates for 
14 psychosurgery? 
15 A. I don't know. I see - I will frequently see people 

-_ 16 
17 obsessive-compulsive disorder where psychosurgery 
18 

19 
20 
21 number. 
22 Q. Are you able to estimate in any sort of 
23 A. Most of those 40 p 
24 referred to me for tr 
25 come in as their first shot at treatment, but not 

who come here referred tor treatment resistant -.- 

has been thought of as an option bytheir 
psychiatrist, so that would be -- i don't know 
exactly how many, but that would be a much larger 

\ 
42 

1 

2 because of psychosurgery. 
3 Q. That's what I'm asking. How many would you see - 
4 A. Exclusively referred? 
5 Q. Exclusively referred. 
6 -AT-l'a through. 
7 Q. Have you, aside from that group of patients, have 
8 

9 
10 A. One of the patients I evaluated was my own patient. 
11 Q. You said that you evaluated. Did you determine as 
12 the treating psychiatrist that - 
13 A. Right, I was the treating psychiatrist. You changed 
14 the word on that, but, yes, as the treating 
15 psychiatrist we had exhausted all other options. 
16 Q. Is electric shock ever used to treat OCD? 
17 A. On occasion it's used. It is not thought to be 
18 effective. 
19 Q. Have you -- is electric shock available here at the 
20 Cleveland Clinic? 
21 A. Yes. 
22 Q. Have you ever performed electric shock or had it 

24 A. I've certainly seen patients who have had ECT 
25 

all 40 of those obviously per year get referred 

____ __ . __ - . . - - -._ 

you recommended psychosurgery to any of your other 
patients that you're treating for OCD? 

- 23 performed on any of your patients with OCD? 

performed in the past. I do not recommend ECT for 

43 
1 

2 Q. Do you recommend the ECT for any of your own 
3 patients? 
4 A. Yes. 
5 Q. For depression? 
6 A. Yes. 
7 - 4 .  Is-there-support in-the literature for-the treatment---- --- 
8 of OCD by ECT? 
9 A. There really isn't much. On occasion you'll get a 
10 case report that somebody responded, but most of the 
I1 literature in OCD is pretty clear that ECT is not an 
12 effective treatment. 
13 Q. Do you know whether or not Mary Lou had ECT? 
14 A. Unless it's in this record, 1 would not know. 
15 Q. It's not something you would ever recommend a 

my own patients with OCD. 

16 patient try before - . ._ . - __ -. . . - 
17 A. NO. 
18 Q. -- undergoing psychosurgery? 
19 A. No, I would not. 
!O Q. When you have -- of the patients you specifically 
!1 
!2 

have seen to evaluate for psychosurgery, why have 
you recommended against the surgery? 

!5 either medieatio 

44 
1 Q. Ever refer any patients to a neurosurgeon outside 
2 
3 A. No, I have not. 
4 Q. And all the psychosurgery patients that you've 
5 evaluated and decided there was no other medical 
6 treatment would have been referred to Dr. Barnett? 
7 A. That's correct. 
8 Q. Do you know what his experience and expertise is in 
9 performing psychosurgery? 
0 A. No, I do not. 
1 Q. Doyouknowhow he's performed? 
2 A. No, I do not. 
3 Q. Do you know his success or complication rate? 
4 A. No, I do not. 
5 Q. Are there other institutions ma 
6 perform psychosurger 
7 A. Idonotknow. 
8 Q. You don't know, for example, that Mass. General 
9 

'0 
'1 MR. MALONE: I'm going to show an 
2 
3 
'4 A. Ealentine certainly had vast experience, but to my 
'5 

the Cleveland Clinic for psychosurgery? 

..._ ._ __ _--___-. - ---  - - - 

would be more experienced in psychosurgery based on 
what you learned during your residency? 

objection. I don't think experience equates to 
competence, but you can answer the question. 

knowledge he's no longer practicing psychosurgery at 
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1 

, 2 
3 doesn't equate to competence. 
4 Q. What neurosurgeons d o  you know of who perform or 
5 have performed psychosurgery? 
6 A. The only ones I know of, other than 

Mass. General. Again, that also doesn't equate to 
competence, and it dates me a little bit, but it 

ine 
- 7--obviously-at- Mass; General,-I-don't know-but live---- - - 

- - - -  11 
12 
13 the record.) 
14 
15 Q. We've covered this already- 
16 A. One more thing i need to-clarify. Ther 
17 neurosurgeon on our staff, AI 
18 know has performed psychos 
19 Q. Do you know about his expertise or experience? 
20 A I really don't to any significant degree. 
21 Q. i think we've covered this, in essence, but in 
22 
23 surgery is appropriate, correct? 
24 A. That's correct. 
25 Q. You rely on neurosurgical expertise to decide if the 

(Thereupon, a discussion was had off 

_ _ _ -  

summary, you rely on neurosurgery to decide if the 

I 
46 

1 

2 A. That's correct. 
3 Q. The neurosurgeon decides the type of surgery to 
4 perform? 
5 A. That's correct. 
6 Q. You have no expertise to recommend the type of 
7 
6 

9 A. 

patient is an appropriate candidate? 

- - _____.__________I____._. ~ _ _ _ _ - -  - - - 

psychosurgery or even if psychosurgery should be 

10 Q. Are you aware of any clinical trials on 
11 cingulotomies and capsulotomies combined? 
12 A. On that specific procedure? 
13 Q. Yes. 
14 A. No. 
15 Q. Anyanimal studies? 
16 A. Not that I'm aware. 
17 Q. Animal studies are used from time to time to study, 
18 for example, drugs in psychiatric conditions; are 
19 they not? 
20 A. Certain conditions, conditions they can mimic. 
21 Q. Do you know if the psychosurgeries performed at the 
22 Cleveland Clinic are approved by Medicaid or 
23 Medicare? 
24 A Idonotkknow. 
25 Q. Do you agree that psychosurgery is controversial 

.. . 

. .. . . 
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1 even today? 
2 A. Amongst who, the lay public? 
3 Q. Amongst the medical community. 
4 A. Well, certainly psychosurgery has a long history in 
5 the lay community, a rather sordid history, so 

6 obviously it's controversial in that respect. I 
-7- -would-say-amongst-psychiatri~ts-wh~treat~~D-it~s- 
8 n  
9 
IO 

I 1 
2 u s  no good alternatives. 
3 Q. By the way, Mary Lou Zimmerma 

rsial simply because we see the 
patients that simply don't respond to anything else 
whose lives a re  run bytheir OCD, high suicide 
rates, other kinds of things that just really leave 

ONE: A high suicide rate or 

8 A. Unless it says i 
9 recall. 

o not know. I don't 

!1 
2 
!3 
!4 evaluating a pati 
15 A. That's an impor 

first of all, if s h e  was a high suicide risk. Is 
that something you would have noted in your report; 
is that an important piece of information when 

48 
1 would not change my recommenda r. 
2 Q. If you look at the mental status examination, second 
3 last sentence. 
4 A. Okay. She's had some suicidal thoughts in t 
5 nothing currently. 
6 Q. So you did not consider her a suicide risk at the 
7 time of the evaluation? 
8 A. At the  time of the evaluation, no. 

" __ ___ ~ _ _ _  _- - - --. . 

9 Q. And the sole determination you made is that her OCD 
0 was treatment resistant, correct? 
1 A. That'scorrect. 
2 Q. You didn't evaluate the depression or risk of 
3 suicide or anything else like that, did you? 
4 A. That's correct. 
5 Q. Under your diagnosis you deferred a n  Axis I I  
6 diagnosis; that's correct? 
7 A. Yes. Axis I I ,  personality order diagnoses, are made 
8 over the long term, and I think you'd have ta know 
9 somebody more than one session. 
0 Q. You didn't rule out the possibility that she had a 
1 personal disorder; is that correct? 
2 A. That's correct. 
3 
4 is tkzt correct? 
5 A. That's correct. 

Q. You did not rule au t  the possibility of depression; 
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1 Q. If she, in fact, was depressed would you have been 
2 
3 A. I would have if she had -oftentimes people have 
4 

in a position to make that diagnosis? 

depressive symptoms with their OCD. If she had a 

' 

u did not note any separ 

d 

12 Q. We may have covered this already, excuse me if I'm 
13 repeating myself, but you don't know how big the 
14 actual lesion is that's created, correct? 
15 A. Idonot. 
16 . Q. Have you followed up with any other patients that 
17 
18 

you have -- strike that. 
Have you followed up with any other patients 

19 
20 
21 
22 
23 
24 
25 

,) _ _  

1 
2 
3 

who have had psychosurgery performed here at the 
Cleveland Clinic with OCD? 

A, Yes. 

A. I followed up with two of them. 
performed in those 

patients? 

50 

ateiy a year and a half ago or a 
little over a year ago, the other would have been 
the first patient, so it probablywould have been 

4 
5 one recently. 
6 Q.-When did you last follow the 1997 patient? 
7 A. It's been a couple of years. 
8 Q. So you would have followed them for about a year or 
9 so after surgery? 
10 A. I don't think I even followed them that long. I saw 
11 
12 Q. And how about the 1999 patient, how long did you see 
13 that patient postoperatively? 
14 A. The last time would have been about four months 
15 ago. 
16 Q. So that would have, likewise, been a year after the 
17 surgery? 
18 A. Yes. 
19 Q. How long does it take for the full effects of 
20 
21 A. Like other patients for OCD, I 
22 months. 
23 Q. What was the status in terms of success rate of 
24 
25 A. The first one was improved, significantly improved, 

three years ago. I have not followed with either 

- - _____I _ _ _ _ _  __--- --- 

him once or twice postoperatively. 

psychosurgery, if successful, to materialize? 

J - 
those two patients, in your judgment? 

51 

5 Q. And how about partially? 

_. . __---- 

e effects that you were aware of from the 
9 surgery? 
IO A. With the -- 
I I Q. I'm sorry. Specifically with these two patients, 
2 did either of them suffer side effects? 
13 A. Psychiatric side effects of the surgery? 

5 A. Yeah, one had- 
___ _  ____.. _.^.__ - --------- - -  

a A. NO, I do not. 
9 Q. Do you know were there any -- do you know the cause 
!O of the infection? 
!1 A. I do not. 
1 Q. Was Dr. Barnett the same surgeon that performed that 
!3 surgery? 
!4 A. Yes. 
!5 Q. Do you know what procedure was performed on that 

52 
1 patient? 
2 A. I do not recall. 
3 Q. Either a cinguiotomy, capsulotomy or a combination? 
4 A. That's correct. 
5 Q. Do you know if there were any long-term effects from 
6 the Infection? 
7 A. She initially had some air as a result of the 
8 

9 

0 
1 
2 Q. You don't know If they're permanent? 
3 A. There was improvement. 
4 Q. But not resolution at the time you last saw her? 
5 A. At the time I last saw her, no, not complete 
6 resolution. 
7 Q. Aside from those two patients, and now we know Mary 
8 Lou Zimmerman would be patient number three, are you 
9 able to tell us the success or complication from the 
0 patients that have undergone psychosurgerythat you 
1 have recommended to Dr. Earnett? 
2 
'3 the question? 
'4 A. No. 
5 Q. Okay. 1'11 object to my own question there. 

__.____..___.___________I_____ - - -  - - 

infection which --some air introduced as a result 
of infection, sometimes you get air, and there were 
some neurocognative deficits requiring some rehab. 
I don't know how she's doing now. 

That was a bad question. Did you understand 
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1 

3 

4 

5 

6 

8 
9 complications from the procedure? 

You said that your best memory is about six or 
- - 2 seven patients that you've treated specifically for 

or evaluated specifically for psychosurgery that 
have actually had the psychosurgery. I want to see 
how they responded to that surgery, and you've 
discussed these two patients plus we know about Mary 

- - - -7 -- - Lou 2irnmerman.--Are you able to teli us-about any--- - -  - - - 
other patients in terms of their success or 

10 A. Other than one that I've talked to their 
11 psychiatrist who had a good response. 
12 Q. That would be based on secondhand information? 
13 A. That's correct. 
14 Q. Not based on your own evaluation, correct? 
15 A. That's correct. 
16- Q. And how long ago - how long after the surgery did 
17 you have that discussion with the psychiatrist? 
18 A. The discussion was at the APA, the surgery was 
19 approximately six months prior. The APA was in 
20 May. 
21 Q. Now, I assu on't have an independent memory 
22 
23 and her hu ncerning the risks and 
24 complicati 
25 A. That's correct. 

. - 

of any discussions you had with Mary Lou Zmmerman 

54 
- )  

1 

2 patient? 
3 A. That's correct. 
4 Q. What would you have told Mary Lou Zimmerman based on 
5 
6 
7 a cingulotomfl 
a MR. MALONE Now, I want to just 
9 interpose an objection and make it clear that 

10 he's already testified that he does not 
11 endeavor to advise patients of surgical risks. 
12 These are psychiatric factors only, which is 
13 his area as a psychiatrist. 
14 Q. That's correct what Mr. Maione just said, correct? 
15 A. Correct, and I certainly don't discuss the surgery 
16 or any of its potential risks because I don't know 
17 them. The only risks and benefits I discuss are the 
18 risks of -- what are the potential risks of 
19 continuing on with your OCD, the debilityof that 
20 versus the potential risks of surgery, for which I 
21 would refer them to Dr. Barnett. 

1 2 2  
- 23 

24 
25 

Q. You'd be relying upon what you typically tell a 

your practice and custom concerning the potential 
risks and benefits from a psychiatric prospective of 

--. __ _ _  __ - - __ - _- - - __. . _. - . . . - 

There certainly is the risk that it won't 

55 

1 
2 
3 it being significant 
4 improvement in their OCD, although I also temper 
5 that, as I do with any OCD t i e  is 

6 rare with medications or with nk 
-7 --- -it's important that people understand that-with-OCD- -- -- 

8 
9 Q. Even by psychosurgery? 
10 A. By any modality, a hundred percent improvement is 
I1 unusual. 
12 Q. Well, what are you expecting if the surgery is 
'3 successful? 
14 A. Well, the literature with OCD on medicati 
5 

6 percent. - -  

7 Q. On the YBOCS? 
8 A. That's correct. That's a responder. 

!O A. A significant responder is a 50 perce 
!I improvement. 

'3 A. That's what I talk about as a signlficant response 
'4 to any treatment modality with OCD. Surgery as 
'5 well. 

that cure is not common. 

considers a responder somebody who has impro 
- -  _ _ -  

9 Q. And would YOU -- 

2 Q. Would you-- 

56 
1 
2 

3 or would you? 
4 A. I would not. 
5 Q. Would not. You don't say that based on literature 
6 there's a 50 to 100 percent or 0 to 100 percent; you 
7 don't cite statistics? 
8 A. i don't. 
9 Q. You don't talk about complications? 
0 A. That'scorrect. 
1 Q. Other than it: may not work? 
2 A. That'scorrect. 
3 Q. When you determine that cognition is grossly intact, 
4 how do you determine that in a patient like Mary Lou 
5 Zimmerman? 
6 A. What I do in this type of evaluation, 1 don't do a 
7 

8 
9 

0 
1 
2 
3 Q. Their what? 
4 A. Fund of knowledge. 
5 Q. Fund? 

Q. You would not give a percentage su 
possible success rate, to the patient of the surgery 

_-. - - -_ - .- . - . - - - - - __ - _. .- . - - - 

full cognitive evaluation. What I will do is 
orientation to determine if a patient is oriented to 
time, place, person. I test memory to see if a 
person can recall three objects after ten minutes' 
time, and throughout the history you can assess 
their level of, for example, fund of knowledge. 
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11 
12 
13 
14 
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22 
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24 
25 
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A. Fund. 

A. F-U-N-D of knowledge, basic facts. I won't ask them 
in particular, but as you go along they will be able 
to provide accurate historical information for one 
thing or names of medications or other things that 

- -  --generally wouid present-an-intact-sensorium - - - 
cognition. 

of orientation to time, place and person and a 
memory test of three objects after ten minutes? 

perform serial sevens, but she didn't have the 
motivation to calculate that. 

MR. MALONE Fund, F-U-N-D. 

Q. But in terms of formal evaluation, it would consist 

A. That wouid be correct. In this case, I asked her to 

Q. What do you measure in serial sevens? 
A. Basically ability to concentrate and intent. Serial 

sevens is counting back from a hundred bysevens. 
in a person -- that doesn't really test math 
ability, although it certainly does too, but it 
tests a person's ability to focus and concentrate 
for a sufficient period of time to complete the 
test. 

that; what do you mean? 
Q. And why did you say she wasn't motivated to perform 

A. She must not have wanted to, for whatever reason, or 

/ 

1 
2 
3 
4 
5 

6 
7 

8 
9 

10 
11 
12 
13 

14 
15 
16 
17 

18 
19 
20 

21 
22 

-- 23 
24 
25 
- 
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just sometimes patients who are sick enough will 
simplysay I'm not going to do that. 

Q. in her case, why she didn't - 
A. No idea. 
Q. Again, so I'm clear, the cognitive test would have 

consisted of oriGitii6n to time, person,-place, 
three-object memory test, and a request to do a 
serial seven test, correct? 

.. ._.___ 

A. Uh-huh. 
Q. If you had wanted to do a full cognitive evaluation, 

what would that have consisted off 
A. For that I wouid have sent them to a 

neuropsychologist to do full testing. 
Q. How many neuropsychologists do you have on staff at 

the Cleveland Clinic? 
A. Three or four. I think we have three in our 

department. 
Q. AI1 of them, I assume, you have confidence in? 
A. Yes. 
Q. Is there any reason why she could not have been seen 

for  neuropsychoiogical testing, had that been 
arranged by you or someone else at the Clinic? 

A. I mean, anybody can be seen. 
Q. Has it ever been the protocol or the guideline when 

evaluating a patient for psychosurgery at the Clinic 

1 

2 

3 
4 

5 
6 
-7.- 

8 
9 
IO 
I1 
I2 

13 

14 

15 

16 
17 
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to have neuropsychological testing performed? 

A. Not to my knowledge. 
Q. Help me out with something in your report. i'm 

looking at page one under history of presenf 
iliness. If you go down to the last -- about the 
third iast sentence it reads, "The symptoms have 

- --improved-at-times--over-the-years; but-have-always- - - 

been present, and essentially have worsened over the 
past 30 years." What does that mean? 

with a number of psychiatric conditions, their 
severitywaxes and wanes over time. So it would not 
be unusual for symptoms to improve over their worst, 
stili being sufficiently symptomatic to impair 
functioning and then gradually over time that waxing 
and waning becomes lower and lower on the 
functionality scale, 

A. Oftentimes with obsessive-compulsive disorder, as 

18 Q. Did you do anything to measure her on the 
19 functionality scale besides the YEOCS test? 
!O A. No. 
!1 Q. Does the YBOCS test measure functionality? 
!2 A. No, it does not. 
!3 Q. It only measures the severity of the condition? 
!4 A. That's correct. Basically with functionality - 
!5 there's no specific functionality test for people 

60 
1 

2 life that's more significant 
3 
4 
5 cetera. 

with OCD, but it's her abilityto function in her 

. -  _ - -- -- - 
6 Q. 
7 
8 A. There's no scale, I'm aware of, that does that. 
9 Q. Do you know why she was not able to work? 
0 A. I don't know in particular, other than she's 
7 
2 obsessive-compulsive behaviors. 
3 Q. How do you know that? 
4 A. She finds herself washing laundry many hours - let 
5 me make sure that that's a current one. Well, she's 
6 unable to go out of her house and do things. If she 
7 goes out she's afraid a car will run aver something 
8 dirty in the street, the car will then be 
9 contaminated, she will then not be able to ride in 
0 the car again. 
1 So there's these contamination fears that 
2 
3 

4 
5 others. 

obviously spending several hours a day on her 

really permeate her ability to function outside the 
home, which limits her sbl!!ty, nbvinus!y, tn work. 
Washes !amdry many hours a day, can't be touched by 
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1 
2 
3 
4 

5 and do things? 

Q. Well, let me stop for a minute. Let's try to break 
- this down, if we can. First of all, you talked 

about her being unable to go out of the Rouse. Does 
your report say on occasion she'll be able to go out 

6 A. Uh-huh. 
- - --- 7- --------MR.-RUB:-You need-to give a verbal- - - - 

a answer. 
9 Q. You need to say yes, if you can. 

10 A. on occasion she 
11 out. 
12 Q. Are you able to say how often she was able to go out 
13 of the house? 
14 A. No. 
15 Q. From- 

.. _ _  . -. 

bout doing laundry several hours a 
18 day. Do you know if  that's a historical factor that 
19 was a present fact being conveyed to you? 
20 A. I'm not entirely clear. It says it progressed, so 
21 I'm assuming that it's at least as bad now as it was 
22 before, but i don't know that. 
23 Q. And again, so I'm clear, you don't know why she was 
24 no longer able to work, in other words how 
25 specifically her OCD impacted on her job functions? 

i 
62 

1 A. Other than the points I mentioned, no. 
2 Q. Well, you talked about having to wash laundry and 
3 being unable to go out of the house on occasion. 
4 Anything else? 
5 A. Well, it says on occasion she is able to go out of 

7 Q. I assume on occasion she was able to go out of the 
8 
9 A. That's correct. 

10 Q. In terms of her medications, if you can turn to 
11 
12 
13 
14 A. Again, I'm taking all of this from my evaluation. 

. .  -6--the h~use.- - -. - - - -  -- _ _  

house, according to your evaluation? 

that, please, the second page of your report. The 
time she came to see you, what were her present -- 
first of all, what was her obsession? 

15 Q. I understand. 
16 A. Irnean, he 
17 Q. Mfhatis h 
18 A. Well, there are a number of compulsions. 
19 Q. Outline for me Mary Lou Zimmerman's compulsions when 
20 she came to see you. 
21 A. According to this document -- compulsions are, just 
22 so I can be clear, basically responses to an 
23 obsession. It's a behavior targeted at reducing the 
24 anxiety brought about by the obsession. 
25 

I 

So cleaning house would be a compulsion, 

63 
1 extensive hou 
2 
3 
4 
5 

6 
-7 -- -the obsessive anxiety.-Difficulty with-leavingthe--- - - - - - - - -- - 
8 
9 

10 Q. Are you done with your answer? 

12 Q. Isthatayes? 
13 A. Yes. 
14 Q. Do you know how much time she spent cleaning her 
15 house? 

17 Q. Do you know at the time she came to see you how much 
18 

19 A. No, f can't tell by this evaluation. 
20 Q. Do you know whether she was completely unable to 
El touch others or only occasionally unable to touch 
?2 others at the time she came to see you? 
13 A. No, I can't tell from this evaluation. 
14 Q. Are you able to say, i think you answered this 
15 

laundry is a compulsive ritual in response to the 
obsessions. Being unable to touch other people, if 
you do touch somebody to have to wash compulsively. 
For example, the inability to shake my hand prior to 

the appointment is a behavior targeted at avoiding 

house because of the potential contamination of a 
car or herself is a ritualistic avoidance behavior. 

11 A. Uh-huh. 

16 A. At this particular point in time, no. .. 

time she spent washing her laundry? 

already, but you're not able to say how often she 

1 
2 
3 
4 
5 
6 
7 

- 

a 
IO 9 

1 
2 

3 
4 
5 
6 
7 

8 
!O 9 

1 !3 

!4 !5 

!1 
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was able or unable to leave the house? 

A. That's correct. 
Q. She did report to you that she was still engaged in 

A. I have to find that. 
Q. Did she report that she had some sexual dysfunction 

sexual relations with her husband, didn't she? 

_ _  __ - __ - - __- __. ._ __ - _- - - -- -. - 

related to the medication she was on, the 
Anafranil? I'm on page - 
have been historical as well. 

sexual relations at the time she came to see you o 
not? 

A. Rlght, she wasn't currentlyon that, so that may 

Q. So you don't know whether she was able to engage in 

A. That's correct. 
Q. If we can go down to the medication list, the second 

page of your report. First of all, the Anafranil, 
is that a recognized medication for treating OCD? 

A. Yes. 
Q. It was reported to you that that was - 
A. She's not on Anafranil though. 
Q. I'm sorry. 
A. She's not on Anafranil at the time of this 

evaluation. 
Q. I understand. I'm referring to - I don't mean to 

confuse you. I'm at the top of your report. She 
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1 stated the best medication overall was the 

' 2 Anafranil? 
i 3 A. Yes. 

4 Q. And that is recognized as a drug for treatment of 
5 OCD? 
6 A. That's correct, yes. 

_. - 7 --Q. -The problem she had was-sexual dysfunctioni bladder- -- - - - 

8 incontinence? 
9 A. Yes. 

10 Q. Are there other medications that can be provided 
11 that would help treat the sexual dysfunction or 
12 incontinence and still allow the patient to take the 
13 Anafranil to treat the OCD? 
14 A. Both of those are very difficult to treat. There 
15 are some other medications which can be tried. 
16 Q. Suchas? . __ 
17 A. For the sexual dysfunction, there's some trials with 
18 

19 
20 
21 referthem. 
22 Q. Do you know whether there was any attempt to treat 
23 Mary Lou Zmmerman with the Anafranil and other 
24 medications that deal with the side effects the 
25 Anafranii was causing? 

things like Periactln, but they're not often 
successful. The bladder incontinence I'm less 
familiar with. I don't treat that myself. 1'11 

66 
1 A. I don't know from this evaluation. 
2 Q. If you go under medications, the first question I 
3 have for you, have you ever treated any other 
4 patient that's had this specific combination of 
5 meds? 
6 -A. &aSlyTin cl udi ng Pri n ivi I; Pre mar i n, Ateno lo I? 
7 Q. Yes. 
8 A. Which are used for other reasons, obviously. 
9 Q. Yes. 

10 A. I don't recall if I've treated anybody with this 
11 exact combination. 
12 Q. This is an unusual combination of medications for an 
13 OCD patient? 
14 A. No, not actually for the patients that I'm sent. 
15 For them to be on several different classes of 
16 psychotropic medications is not unusual. 
17 Q. Do you know the interactions that all of these drugs 
18 would have on Mary Lou Zimmerman? 
19 A. Certainly I know there are some interactions we're 
20 wary of when using these combinations, but they're 
21 commonly used. 
22 Q. Are you aware though of the interactions of all of 
23 these drugs? 
24 4, Interactions with each other? 
25 Q. Correct. 

. -  

67 
1 A. Yes. 
2 Q. Specifically when you have all of these drugs 
3 combined. 
4 A. Yes. For example, Prozac can increase blood levels 
5 with Tegretol. 
6 Q. Well, I'm not sure we're on the same page here. If 
7- -- you can't recall ever-treating a patient*hat-had-- - - 
8 all this combination, how do you know the effect 
9 that all of these medications together would have on 
0 this patient? 
1 A. Oh, the exact effect on this patient? 
2 Q. Exactly. You were saying you know -- 
3 A. I wouldn't - i mean, you can't predict any 
4 

5 any particular patient. 
6 Q. Including this patient with this combination? 
7 A. Exactly. 
8 Q. Do you know if she was ever on a drug free trial? 
9 A. I don't recall. 
0 Q. She was able to provide an adequate history for most 
1 

2 status examination? 
3 A. Yes, that's what it says. 
4 Q. Do you know which things her husband had to help her 
5 outwith? 

Combination a patient - medications will have on 

things, is that right, looking under your mental 

68 
1 A. I don't recall. 
2 Q. Are you able to identify all the treatment Mary Lou 
3 
1. for her OCD? 
5 A. I don't recall. 
j -Q. What type of therapy, psychotherapy, is effective, 
7 in your judgment, for the treatment of OCD? 
3 A. Behavior therapy. 
3 Q. What specific type of behavior therapy? 
3 A. In particular, exposure therapy is the most 
1 

2 Q. And for what period of time would you have a patient 
3 
1 

5 
5 A. There's no absolute time limit. 

Q. In your judgment. 
3 A. It depends on the ability of the patient to do the 
3 behavioral techniques. For some the anxiety 
1 generated is far too great for them to be able to 
I proceed with the therapy. For those individuals it 
2 might be shorter than somebody who's actually able 
1 to follow through with the techniques effectively 
I. and you can advance their techniques. FOP them it 
5 may be as much as six months, for others it may be 

Zimmerman received before she was evaluated by you 

- - . - I __I - ... - . I - . - - - -- - __-_ - - . - 

effective type of behavior therapy. 

undergo exposure therapy and at what frequency 
before you would determine that that patient was 
nonresponsive to that type of therapy? 
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1 
2 it. 

3 Q. When it is an effective -- let me back up. You're 
4 

5 

6 

much shorter than that if they're unable to tolerate 
_. 

saying it can be determined, sometimes it takes six 
months, other times it takes less than that to 
determine if exposure therapy will be successful? 

8 Q. When it is working how long does it take a patient 
9 to undergo exposure therapy to obtain therapeutic 
10 results? 
1 1  A. Different patients respond in different intervals, 
12 and it may be six months for one patient and a year 
13 for another patient. 
14 Q. Do you know if Mary Lou Zimmerman ever underwent 
15 exposure therapy? 
16 A. I don't know from this evaluation. Well,.let me- 
17 read the past history one more time just to make 
18 sure. She had extensive cognitive behavioral 
19 therapy, which is a term - which is the type of 
20 therapy of which exposure therapy is one variant. 
21 Q. But cognitive behavior therapy is broader than 
22 exposure therapy? 
23 A. It's somewhat broader, yeah. With regard to OCD, it 
24 

_ _ _  -.7---A--fhatts correct _ _ _ _ _ -  - - --  

most often refers to exposure therapy. 
25 Q. But you don't know -- 

70 
1 A. But the sentence that states, "Apparently the 
2 cognitive behavioral therapy has been frustrating to 
3 both she and the therapist because of her inability 
4 to confront her fears." Having her confront her 
5 fears is exposure therapy, so i would assume she 
6 would have exposure therapy. 
7 Q. Did you know? You're assuming that, but you don't 
8 
9 cognitive behavior therapy? 

._ _ _ _  . _ _  - -- - - 

know if she had exposure therapy as part of her 

10 A. She was asked to confront her fears. That's 
11 exposure therapy. 
12 Q. So your answer is you are sure that her therapy 
13 included exposure therapy? 
14 A Based on this, yes. 
15 
16 
17 A. Idon'tknow. 
18 Q. And bywhom? 
19 A. I don't know. 
20 

21 
l '2 

nd how long did she undergo the exposure therapy 

gain, you would rely on Dr. Barnett to advise 
risks and complications of the procedure 

and to  obtain informed consent concerning those 
compllcatin~s, crrrreet? 

25 Q. Any discussion with the family or with Mary Lou 
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1 Zimmerman since this evaluation? 
2 A. Not to my recollection. 
3 Q. When did you first learn that there was a problem or 
4 
5 A. 
6 a deposition. 

8 

9 
10 
1 1  the record.) 
12 
13 Q. You list the medications that she was currently 
14 
15 medications? 

a complication with Mary Lou Zimmerman? 
schedule 

-7- QT Is-there-an-~hiRg---ietin~iu~t-haveainute,f- - -  

you would, please. We're just about done. 

(Thereupon, a discussion was had off 

- _ _ -  

- - - -  

taking. Do you know how long she had been on those 

16 A, Not by this evaluation. __ - . 

17 Q. Do you know whether there had been any changes in 
18 the dosages? 
19 A. Not by this evaluation. 
20 Q. And aside from the Anafranil, do you know of any 
2 1  other medications that she had tried for the OCD, 
22 other than what was listed in her current 
23 medications? 
24 A. Not by this evaluation. 
25 MR. LINTON: Give us just a few 
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1 
2 
3 
4 the record.] 
5 

6 Q. Earlier you outlined a list of is it the SIRS? 
7 A. SSRls, selective serotonin reuptake inhibitors. 
8 Q. The SSIRs? 

minutes. We're just about done. _ _ _ _  
(Thereupon, a discussion was had off 

.. _ * _ -  __ __-_ __ --- ---- ------- - - - 

9 MR. MALONE R-I. 
IO MR. RUF R-I. 
I1 Q. My mistake. SSRl to treat OCD, and you listed them 
12 for us. Are there any other drugs known to you to 
13 treat OCD? 
I4 A. There are some drugs we use in combination, things 
5 like Buspar, Klonopin, which she was on at the time 
6 of this evaluation. Almost every drug known to 
7 psychiatry has at some time or another been tried. 
8 Q. I'm talking about the ones that you recognize as a 
9 treatment modality for OCD. 
!D A. That would be it. 
!l 
1 other? 
!2 
!4 

!5 Q. Do different patients have different success with 

Q. Can these drugs be taken in combination with each 

A. They C M  be but Tyiea!ly a:$ fit% g ivm %kat XQf. 

They're fist mors effective in combination. 
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73 
these different drugs? 

A. Yes. 
Q. For example, one might respond to Prozac, one might 

not? 
A. That's correct. 
Q. And if they don't, you move them to the next one on 

A. That's correct. 
Q. And you keep going back and forth and basically 

_.__the list? _____ _. - - . - - 

experimenting until you find the right mix that 
either treats or doesn't treat the OCD? 

A. Yes. 
Q. Are you aware of, aside from the information under 

your current medication list, whether Mary Lou 
Zimmerman underwent trial therapies of any of these 
drugs? _ _  

A. I don't recall. 
Q. And If she did for what period of time? 
A. That's correct, I don't recall. 
Q. This is going to be my last chance to talk to you 

before this case goes to trial. I want to make sure 
I have a full understanding of your account of your 
involvement with Mary Lou Zimmerman. Is there 
anything else significant in your mind that we 
haven't covered concerning your evaluation and 

74 

recommendations for Mary Lou Zimmerman? 
A. Not that I'm aware of. 
Q. Okay. Thank you very much, Dr. Malone. 

MR. MALONE: Now, she's going to do a 
transcript of your deposition, Doctor, and if 
you just give her the address that you would 
like her to mail it to, whether it be here at 
The Cleveland Clinic Foundation or home, she'll 
send it to you. 

THE WITNESS: Here at the Cleveland 
Clinic, 9500 Euclid Avenue, Desk P, as in Paul, 
57, Cleveland, 44195. 

- . __ -. - - - -. - - - - - - - -. - 

DONALD A. MALONE, JR., M.D. 
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C E R T I F I C A T E  

The State of Ohio ) Ss: 
County of Cuyahdga.) 

- -  aforesaid. ' 

I do further certify that this deposition 
was taken at the time and place as specified in the 
foregoing ca tion, and that I am not a relative 
counsel or ,a&orney of either arty or otherwide 
interested in the outcome of phis action. 

I do further certify that this deposition 
was taken at the time and Dlace as mecified in the 
foregoing ca tion, and that I am not a relative 
counsel or ,a&orney of either arty or otherwide 
interested in the outcome of phis action. 

Lh r td .  dare, Ware Reporting Service 
21860 Crossbeam Lane Rock River Ohio 44116 * 
My commission expires'May '8,2003. 

. . . ... ~ . .. ... .. . .. 
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work-. 2 1 :g,& -. . . . - 

Worth 31:17 
wouldn’t 10:15; 1524; 
372; 6713 
write 30:8,9 
mitten 10:21; 13:24; 
51:11 
mote 30:l 

Y 

il-B-0-6-S 22:2 1 
Yaie 22:15 
CEGC9 22:1r/,22; 23:3,6,8; 
51:4; 5517; 59:19,21 
reah 39:16,21; 5135; 
>9:23 
Tear 34:19,20; 38:23,23; 
&1:23; 42:l; 50:1,2,8,16; 
59: 12 
Tears 7:ll; *21:3; 36:13; )8:5,23; 5” - =i -.-.=.-. v:-k,/; i57:/,7 

ou’re 11:13; 255; 42:9; 
&25; 69:3; 70:7 
ou’ve 4:14; 13:6; 

owself 4:ll; 9:12; 

3 3:3,8,10,20; 34:18; 40:23; 
41:12; 444; 53:2,5 

y6:21; 29:5; 38:12 

2: 

-zero- 119: 1,5-. ___ _.I__ - _. _ _  
1:3; 310; 

55;  6:24; 8:1,14; 23:14,25; 
24:3,13; 38:18; 39:15; 
40:14; 47:13; 52:18; 
53:7,22; 54:4; 56:15; 6523; 
66:18; 68:3; 69:14; 71:1,4; 
73:15,23; 741 

22:22; 354; 62:19 
Zimmerman’s 513; 
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HOME ADDRESS: 

BU§INESS ADDRESS: 

MARITAL STATUS: 
--_ 

SOCIAL SECURITY NUMBER: 
' ,J - 

EDUCATION: 

1995 

446 Medway Road 
Highland Heights, Ohio 44 143 
2 16/442-04Q7 
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Department of Psychiatry 
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276/444-5817 
21 6A44-9054 (fax) 
E-mail: rnaloned@ccf org 

Manfed - Jennine A. Malone 
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300-62-4443 
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~oungstown State University 
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M. D. 
Northeastern Ohio Universities College of Medicine 
Alpha Omega Alpha 

Graduate 
Cleveland Clinic Foundation Executive Program in Practice 
Management 

1985- 1986 PG Y- I l n te~a t  ~edic ine 
Youngstown Hospital Association 
Youngstown, Ohio 



,- 1986- 1988 Resident in Psychiatry 
Massachusetts General Hospital 
Boston, Massachusetts 

CLINICAL & HOSPITAL S€RVICE RESPONSIBILITIES: 

1987- 1989 Associate Clinical Staff 
Pembroke Hospifal 
Pembroke, ~assachuse~s 

1988 - 1989 Af%ded Staff 
Habit Management Institute 
Boston, Massachusetts 

1989 - 7991 Associate Staff 
Cteveland Clinic Foundation 
Department of Psychiatry 
Cleveland, Ohio 

1991 - Pnssent 
l i  

1990 - Present 

1990 - 1997 

I991 -July, 1998 

1993 - Present 

Staff 
Cleveland Clinic Foundation 
Department of Psychiatry 
Cleveland, Ohia 

Director, ECT Services 
Department of Psychiatry 
Cleveland Clinic Foundation 

Associate Director 
Residency Training Program 
Department of Psychistry 
Cleveland Clinic Foundation 

Head, Grand Rounds Committee 
Department of Psychiatu 
Cleveland Clinic Foundation 

Directot, Sub-special9 Programs for Mood and Anxiety 
DiSORYWS 
Deparfment d Psychiatry 
Cleveland Clinic Foundation 

- __ . ._ ._  - - 

1995 - 1997 Head, Reseanh Committee 
Department of Psychiatry 
Cleveland Clinic Foundation 

1 
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- 1990 - Present Member, Research Committee 
Department of Psychiatry 
Cleveland Clinic Foundation 

4998 - Present Consulting StaR Heather Hili Hospital 
Chardon, Ohio 

ACADEME APPOINTMENTS: 

1986 - 1989 

1993 - Present 

Clinical Fellow in Psychiatry 
Harvard Medical School 

Assistant Professor, ~ e p a ~ m e n t  of Psychiatry 
Ohio State U n i v e ~ i ~  

OFFICER AND CQMMlnEE ASSIGNMENTS: 

1986- 1989 

1988- 1989 

Residents' Association Committee 
Massachusetts General Hospital 

Residency Training Committee 
Massachusetts General Hospital 

1989 - 1977 Quality Assurance Committee 
Departmen t of Psychiatry 
Cleveland Clinic Fo~~dat ion  

Head, ECT Subcommittee 
Department of Psychiatry 
Cleveland Clinic Foundation 

_ _  . - _ -  - . . _. - - . . -  

1989 - Present 

1995- 1997 

1990- I991 

1890- 7997 

1991 - 1992 

Head, Research Committee 
Department of Psychiatry 
Cleveland Clinic Foundation 

Co-Chairman Scientific Program Committee 
Ohio Psychiatnb Association 

Co-Chairman Frogram ~ o ~ ~ i ~ ~ ~ ~  
Cleveland Psychiatiic Society 

Chairman Liaison Committee 
Cleveland Psychiatric Society 



1991 - 1992 

I992 - 1993 
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Treasumr: Cleveland Consultation Liaison Society 

President: Cleveland Consultation Liaison Society 

1994 - Present 

1991 - Present 

1993 - Present 

.. . 

1993 

1994 - Present 

1994 - 1996 

1994 - 1997 

7995- 1998 

1997 - Pesent- 

1998 - Present 

1997 - Present 

1994 - 1998 

f998 - Present 

1999 -Present 

1999 - Present 

Member, Program Committee 
Ohio Psychiatric Association 

Training Council 
Association for Convulsive Therapy 

Sub-committ~e on Joint Go-sponsorship of CME 
American- Psychiatric Association 

American Psychiatric Association, Physician 
Representative 
National Public Education Campaign on Clinical Depression 

Long-range Planning Committee 
Ohio Psychiatric Association 

Clinical Roles Committee 
Cleveland Clinic Foundation 

Marketing Committee 
Clevelarpd Clinic Foundation 

Head, Grand Rounds Committee 
Cleveland Clinic Foundation 

- .- - - - _ _  - .  

- -Meinbership Co-mm-ift&-- 
Ohio Psychiatric Association 
Chairman, Membership Committee, OPA 

~aughlin Fellowship Selection Committee 
American College of PsychiatrWs 

Institutional Review Board 
Cleveland Clinic Foundation 

Formulary Sub-committee 
C!eveland Clinic F~iin&&iion 

Member, Task Force on EC? Certification 
Association for Convulsive Therapy 

Education and Research Foundation 
Ohio Psychiatric Association 
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R THER PROFESSIONAL R ~ S P O N S l ~ l L i ~ l E S ~  
11 

fxaminec American Board of Psychiatry and Neurology 
Editorial Board: Cleveland Clinic Neuroscience Pathways 
Reviewer Psychosomatics, The International Journaf of Psychiatry in Medicine 

- __. --Men's-tiealth Advisor Editorial Boaro',--Cleveland-CIinic Foundation --- - - -- - - 

Member, Medical Advisory Board, NAMl Metro Cleveland 

PROFESSIONAL ORGA NlZA TI0 NS: 

1980 
1985 American Psychiatric Association 

Phi Kappa Phi Honor Society 

. 

'1 
,I 

1985 
1988 
1989 
1989 
1989 
f990 
1990 

I990 
1992 
1995 
1996 

Alpha Omega Alpha _ _  - - .  
American Associatidn forthe Advancement of Science 
Academy of Psychosomatic ~edicine, Fellow 
Ohio Psychiatric Association 
Cleveland C ~ n ~ u l t a t i o n - L ~ a ~ s ~ ~  Society 
Cleveland Psy~hia~ffc Society 
American Association of Dimctors of Psychiatric 
Residency T ~ i ~ i n g  
Association for ~ o n ~ u l s i v e  Therapy 
Society for Neuroscienc~ 
lnternationai Society for Sporf Psychiatry 
Member, The American College of Psychiatrists 

HONORS: 

1980 Phi Kappa Phi Honor Society 

. . -  __ . - - -. . - - _- -  
1985 Alpha Omega Alpha 

1988 
_ _  _ _ _ _ _ -  r .  _ _ _ _ - - - -  - -  

Laughlin Fellowship, American College of Psychiatrists 

1993 

7994 

Fellow, Academy of Psychosomatic Medicine 

President's Award, Ohio Psychiatric Association 

1996 

f996 

Member, The American College of Psychiatrists 

President's AwarG Ohio Psychiatric Association 

LICENSURE & CERTIFICATION: 

7989 Ohio Medica! License 
Registration No. 5823 7 
(active) 
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1991 ABPN Board Certification in Psychiatry 
Certificate No. 34254 

1996 ABPN Added Qualifications in Geriatric Psychiatry 

T E A ~ ~ I ~ ~  EXPERIENCE: 

HicJh School 

1982 - 1983 Chemistry Teacher 
Upward Bound Program 
Western Reserve Academy 
Hudson, Ohio 

Medical Student Supervision t3 Teachinq 

1987- 1989 

1988 - 1989 

Lecturer 
Haward ~e$ ica l  School Core Seminar Series 
Massachusetts General Hospital 

Acute Psychiahy Service 
Massachusetts General Hospital 

1992 - Present Lecturer 
Ohio State Medical School Core Seminar Series 
Cleveland Clinic Foundation 

1992 - Present Supervisor 
Ohio State Medic~l School Core Clerkship in Psychiatry 
Cleveland Clinic Foundation 

- _ _  _ _  - -  - - -  _ _ _  - _ _  _ _ _  -. - 

Psychiatry Resident Supervision & Teaching 

1988- 1989 AGUfe Psychiatry Service 
Massachusetts General Hospital 

1988 

1989 - Pment 

1989 - Present 

1990 - Present 

Lecturer, Resident Orientation 
Massachusetts General Hospital 

Lecturer, Resident Didactic Seminars 
Cleveiand Clinic Foundation 

Clerkship Director, Electroconvulsive Therapy Elective 
Cleveland Clinic Foundation 
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1990- 1997 Associate Director 
Psychiatry Residency Training Program 
Cleveland Clinic Foundation 

GRANT SUPPORT: 
___ .__ - ------- -- - -  

1990 "Psychiatric Disorders in Weightlifters Using Anabolic 
Steroids " 
Cleveland Clinic Foundation Research Grant #.!I206 
Co-PI with Robert J. Dime% M. D. 
Grant award - $20,300. 

- 

1992 "Anabolic Steroids: A New fssue in Prevention Reseanh" 
National Institute on Drug Abuse (RO I-DAO7793) 
Consultant to Paul J. Gohte i i ,  Ph. D. 

1494 

PUBLICA TIONS: 

Oriainal Publications 

Grant award - $1,800,000. 

"A Clinical Evaluation of Risperdal in the Treatment of 
Schizophrenia" 
Janssen Research Foundation Protocol #RlS-USA-54 
Co-inves tigator 

7. Giannini AJ, Nageofte C, Loiselle RH, Malone DA, Price WA: Compaffson of 
chlorpromazine, haloperidol, and pimozide in the treatment of phencyclidine psychosis: 
DA-2 receptor specificity. Clin Toxicology 1985; 22(6):5?3-9. 

2. - - Malone DA; 'Wagner RA; Myers-JP, -Wafanakunakorn C: €nterocaccai-bacteremia in two 
large community teaching hospitals. Am J of Med 1986; 8/:601-6. 

3. 

4. 

5. 

6. 

7. 

Giannini AJ,  one DA, ~iotrowski TA: The serotonin i~itation syndrome - A new 
clinical entity? J Clin Psychiatry 1986; 4 7(1):22-26 

Giannini AJ, Malone DA, Loiselk RH, Price WA: Treatme ht of depression in chronic: 
cocaine and phencyclidine abusers. J Clin Pharmacoll986; 26:211-4. 

Malone DA, Wagner FM, Myers JP, Watanakunakorn C: Role of appropriate 
antimicrobial therapy in the outcome of enterococcal bacteremia. Am J Med 1987; 
82: 1283-4. 

Giannini AJ, Malone DA, Loiselle RH, Price WA: Blunting of TSH response to TRH in 
chronic cocahe and phencyclidine abusers. J Clin Psychiatry 1987; 48(7):25-26. 

Malone DA, Stern TA: Successful treatment of acquired tourettism and major 
depression. J Geriatr Psychiatry Neurol 1988: I: 169- 7 70. 
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8. Decked D WJ Malone DA: Severe obsessive compulsive disorder. J Clin Psychiatry 
1990; 51(6):259. 

Malone DA: Tone discrimination secondary to amitriptyline. J Clin Psychopharmacol 9. 
1991; 11(3):221-222. 

____ _____I___. ___ ~- ____ __ -_ _I____---- - - 

IO. Malone DA, Camara EG, Krug JH: ~phthalmolo~ic effects of psychotropic m e d ~ c ~ ~ i o n s ~  
Psychosomatics 1992; 33 (3): 271-277- 

Malone DA, Dimeff RJ: The use of fluoxetine in depression associated with anabolic 
steroid withdrawal: A case series. J Clin Psychiat~ 1992; 53 (4): 130-132. 

I I .  

. . . 

12. Malone DA, Dimeff RJ, Lombard0 JA, Sample RHB: Psychiatric- effects and 
psychoactive substance use in anabolic androgenic steroid users. Clin J Sport Med, 
1995; 5 (I):  25-31 

13, Muzina DJ, Malone DA: New antidepressants: More options for tailoring treatment. 
Cleveland Clin J Med, 1996; 63 (7): 406-412. 

Block M, Gelenberg AJ, Malone 5A: Rationel use of the newer antidepressants. Patient I 4  
Care 1997; 31 (6): 49-77. 

15. Muzina DJ, Malone DA: Panic disorder in primary care: Cause of unexplained 
symptoms. Cleve CIin J Med 1997; 64 (8): 437-443. 

16. 

17. 

Malone DA: Anxiety and depression. Patient Care, 7999; 33 (13): 8-10. 

Gajwani P, Malone DA: Fatigue and ahhedonia: Patient care; 33 (20): 174-175 

Book Chapters and Other Publications 

I .  Malone DA: The psychia fric effects of medications, in Clinical Preventive Medicine, 
- Matzen RN, Laiig R-(eds), St. Louis, -1993; Mosbg/-Y~arBook,-lnc. 

Malone DA, Sorboro JM: The pharmacology of anabolic androgenic steroids, in 
Principles of Addiction Medicine, Miller NS, Doot MC (eds), Chevy Chase, MD, 1994, 
American Society of Addiction Medicine, lnc, 

Malone DA: Pharmacological therapies of anabolic-androgenic steroid addiction, in 
Pharmacological Therapies for Drug and Alcohol Addictions, Miller NS, Gold MS (eds), 
New York, 1995, Marcel Dekker, Inc. 

ma lone DA (special issue medical editor): Anxiety and depression handbook. Patient 

. . - . - - - ._ . - - ----  

2. 

3. 

4, 
cere; 33 (IS),  August $5, 1999. 

Book Reviews 

1- ~ ~ o u d e ~ i r e  A,, Fogel BS (eds). Principles of Medical Psychiatry. Grune and Stratton, Inc. 
1907. Reviewed by Malone, DA. Psychosomatics 1908, 29(4):449-4511. 



1. 

2. 

3. 

4. 

'1 5. 

6, 

7. 

8. 

Malone DA, Wagner RA, Myers JP, Watanakunacorn C: "Enterococcal Bacteremia in 
Two Large Community Teaching Hospitals" 
American College of Physicians Annual Meeting 

Septernb& 1985 
-_-Columbus Ohio __ - __ __ -_--I I_____ II _I____ - __ . - -- - 

Malone DA, Dimeff RJ: "The Use of Fluoxetine in Depression Associated With Anabolic 
Steroid Withdrawal" 
Annual Meeting of the Academy of Psychosomatic Medicine 
Phoenix, Arizona 
~ovember, I990 

Malone DA, Camara EG, Krug JH: The C?phthalmologic Effects- of Psychotropic 
Medica8ons" 
Annual Meeting of the Academy of Psychosomatic Medicine 
Phoenix, Arizona 
November, I990 

Malone DA: T h e  ~ ~ a t m e ~ t  Q f Anabolic Steroid ~ thd rawa l  Depression" 
Annual ~ee t ing  of the Cleveland Con~ultation-Liaison Society 
Cleveland, Ohio 
April, 1991 

Malone DA, Dimeff RJ, Lombardo J: "The Psychiatric Eifects of Anabolic Steroids" 
Annual Meeting of the American Psychiatric Association 
New Orleans, Louisiana 
~ a y *  1991 

Varley JD, Malone DA, Goodkin DE, Fischer J: "The Incidence of Psychiatric Disorders 
in Patients with Multiple Sclerosis" 

-Annual Meeting of the American PqychVsomiWc -Society 
New York, New York 
April, 1992 

Malone DA, Dimeff RJ: "Anabolic Steroids: Dosage and Psychiatric Effects" 
Annual Meeting of the American Psychiatric Association 
Washington, DC 
May, 1992 

Varley JD, Malone DA, Goodkin DE, Fischer J: "Comparison of SCID-Derived 
Psychiatric Diagnoses and Cranial MRI Data in Paiients with Chronic Progressive 
 le Sc!erosW 
Annual Mee fhg of the C/sve/md Cansu:fation-Liaison Society 
Cleveland, Ohio 
April, 1993 

- - - .  - 



onald A. Malone, Jr., 
Page 10 

~ a l o ~ e  DA, Dimeff RJ: n ~ s y c ~ i a t ~ c  ~ymptomat~logy Associated with Anabolic Steroid 
Use“ 
First International Congress on Hormones, Brain, and Neuropsychopharmacology 
Rhodes, Greece 
September, 1993 

IO. 

I I .  

12. 

f3. 

Goodkin DE, Varley JD, Malone DA, et ai: “Cranial MRI Lesion Area in Chronic 
Progressive Multiple Sclerosis (CPMS) Patients are Unrelated to Structured Clinical 
Interview for DSM-IIIR (SCID) Derived Diagnoses“ 
Annual Meeting of the American Neurological Association 
Boston, ~assachusetts 
October, 1993 

Adan F, Ivan TM, Malone DA: “Mood States, Perceived StEssors and Residency 
Training: A Comparison Study of Different Resident Groups“ 
AnnkalMeeting of ?he American Psychiatric Associa fion 
Philadelphia~ Pennsylvania 
May? 1994 

Malone DA, Berliner S, BlaornfdeM E, et @I: “The Effect of Hypnotic Agents on ECT- 
induced Seizure Duration, I‘ Neuropsychopharmacolgy, 1994; IO (3s): 132s 

Malone DA, Pomelo LJ, Gash JM, et ai: “Psychiatric symptoms for breast implant and 
chronic fatigue patients,” 10th Annual Meeting of the World Congress of Psychiatry, 
Madrid, Spain, August, 1996 

Baracskay DJ, Malone DA, Paganini EP: “The use of psychotropics in hemodialysis, 
Annual Meeting of the Academy of Psychosomatic Medicine, San Antonio, Texas, 
November, 1996 

PRESENTATlONS: 

Selected Presentations: 

“Cocaine: The Problem of Abuse and its Treatment” 
Psychosomatics Conference 
M~tssachusetts General Hospital 
Boston, Massachusetts 
October, 1987 

“Acquired Tourettism” 
Psychosomatics Conference 
Mgssmhusetts G m e d  ,Nespita/ 
Borfon, Massachusetts 
Movembe< 1987 



The Effects of Psychotropics on the Eye and Ear" 

Massachusetts General Hospital 
Boston, Massachusetts 
November, 1987 

*'-) Psychosomatics Conference 
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"Fsychiatic Trauma " 
Beverly Hospital fmuma Day 
Beverly Hospital 
Beverly, Massachusetts 
November, 1988 

"The Psychiatric Aspects of Anabolic Stemid Use ' I  
Deparfment of Psychiatry Grand Rounds 

Cleveland, Ohio 
May, 7990 

"The ~ecog~ i t i on  and Treatment of Depression in the ~ ~ d i c a l l y  lip 
V i s i t i ~ ~  Professor 
Department of Internal Medicine Grand Rounds 
Akron City Hospital 
Akron, Ohio 
November, 1990 

"The Use of Antidepressants in the Medically Ill Patient" 
Visiting Professor 
Department of Psychiatry Grand Rounds 
Timken Mercy Medical Center 
Canton, Ohio 
December, 1990 

Cleveland Clinic Foundation ._ . - -  - 

_- 

- _ _  - II - -- -- -- - - __  - - ._ - - - - - . - 
l l p s ~ ~ ~ - i a ~ t ~ c - E ~ ~ ~ t ~ - ~ f - A ~ ~ ~ ~ ~ ~ ~ i c  StgFoid - . .  

Deparfment of Psychiatry Grand Rounds 
Metro Health Medical Center 
Cleveland, Ohio 
February, I99 I 

"Fsychiatric Effects af Anabolic Steroids in WeightliiTers" 
Annual Medical Scientific Conference of the American Society of Addiction Medicine 
Boston, Massachusetts 
April, I99 I 

"Psychiatric Aspects of Anabolic Steroid Abuse: Dependence and Demographics 
American Society for Pharmacology and fiperimental Therapeutics 

June, 199 I 

,; 
I. - 
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,/.-, 
' 1  "Electroconvulsive Therapy in the 1990%" 

Medical Division Grand Rounds 
St. Vincent Health Center 
Erie, Pennsylvania 

- ~ a ~ h  1992 __ -_-I____ _ _  - ~ ~ _ _ _ _ ~ ~ ~ . ~ . ~ _ _ I _ _ _ _ _ _ _ _ ~ ~ ~ ~ ~ - -  *-- - - __ - 

"Group Therapy in Patients ~ t h  8orde~ine Personality Disordef 
~ ~ ~ r n e ~ t  of Psychiatry Grand Rounds 
Cleveland Clinic Foundation 
Cleveland, Ohio 
April, 1992 

"Panic Disorder and Other Related Diagnoses" 
Ohio Permanente Medical Group, Inc. 
Cleveland, Ohio 
July, 1992 

- 

"Medical Topics Relevant to Psychiatry" 
Laurelwood Hospital 
Willoughby, Ohio 
November, 1992 

"The Psychiatric Effects of Anabolic Steroids" 
Visiting Professor, Department of Psychiatry Grand Rounds 
West Virginia School of Medicine 
Momantown, West Virginia 
April, 1993 

"The Psychological Effects of Anabolic Steroids" 
Third International Congmss of Therapeutic Drug Monitoring and Clinical Toxicology 
Philadelphia, Pennsylvania 

. ._ . . __ . - _ _  - I -. . . . . - -- - May--.l993 -. - - _ _  .__ - - -  -- - 
I 

"Panic and Depression in the Elderly" 
The Cutting Edge: Depression and Panic Disorder 
Cleveland, Ohio 
September, 1993 

"Training and Accreditation in ECT" 
Annual Meeting of the AADPRT 
New Orleans, Louisiana 
January, 1994 

T - ~ .  I I &Difig and Cmdentiding t f Rssidents in €CT" 
Annual ~ e e ~ n g  of the Associ~tion for Academic Psychiatry 
Tucson, Arizona 
March, 7994 
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"Treatment of Depression - Indications and Outcomes, Shod- and Long-term - Where Am We?" 

Pittsburgh, Pennsylvania 
September, 1994 

/- 1 Pittsburgh Psychiatric Society 

-_-_-_"blew De~elopmenfs in-the T~atment-of-Depression-"---.-------- - - - --- ---- - 
Clinton Walky Center Psychiatric ~ospital  
Bloom~eld Hills, Michigan 
September, 1994 

"The Treatment of Depression in the ~edical ly IIP 
St. ~ ~ ~ o n s ~ s  Regional Medical Center Grand Rounds 
Boise, Idaho 
February, " f95 

"An 
Rockford Memorial Hospitals Annual Psychiatric Update Day 
Rockford, Illinois 
March, 7995 

"The Anxious Afhlete e" 

2nd Annual Ohio Sports Medicine Conference 
Cleveland Clinic Foundation 
Cleveland, Ohio 
May, 1995 

"Psychopharmacology Update on Anxiety Disorders" 
Anxiety and Somatiform Disorders in Children and Adults 
Cleveland Clinic Foundation 
Cleveland, Ohio 
September, 1995 

.- - - - - . - - -  _. 

"Psychotropic Drug Use in-the Medically Ill" - - -  - - -  - -  

5th District Academy of Osteopathic Physicians Meeting 
Sandusky, Ohio 
October, f995 

"An Update on the Tmatmmt of OCD" 
Milwaukee V.A. Hospital Grand Rounds 
Milwaukee, Wisconsin 
December, 1995 

- _ _  

 anabolic Steroid Use in Adolescenfs" 
Annual Meeting of the American Osteopathic Association 
Las Vegas, Nevada 0&ber, 7 1-a-  yyii 
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Y---\ “The ECT Workup“ 
1 Workshop Director and Presenter 

Annual Meeting of the American Academy of Psychosomatic Medicine 
San Antonio, Texas 
Novembec f996 

“ O W  and the Spectrum Diso/rfers” 
Texas School of Qsteopathic Medicine Grand Rounds 
Forf W o ~ h ,  Texas 
December, f996 

____ ~ __ __ __ - ____ -- - - --- -- -- - - -- - 

“Diagnosiic and Treatment Options for Anxiety Disorders” 
Kalamazoo Psychiatric Institute Grand Rounds 
Kalamazoo, Michigan 
June, ._ 1997 . _ _  

“An Update on Atypical Neuroleptics” 
Columbia MeJcy Medical Center Conference on Clinical Issues in Schizophrenia 
Canton, Ohid 
November, 1997 

“The Spectrym of Obsessive-compulsive Disorders” 
International Latino Psychiatric Aqsociation Meeting 
Chicago, lllinois 
May, 1998 

“An Update on Panic Disorder“ 
The Menninger Clinic Course on New Developments in the Treatment of Anxiety Disoders 
St. Louis, Missouri 
June, I9 98 

“An Update on Social Anxiety Disordef’ 
Wright State University College of Medicine Grand Rounds 
Dayton, Ohio 
February, 1999 

- -  . - .  - .. - . . . . . - 

“An Overview of Obsessive-compulsive DisordeF 
Obsessive-compulsive Disorder Conference, sponsored by NAMl 
Cleveland, Ohio 
MayJ 1999 

“The Diagnosis and Treatment of Social Phobia” 
St. Joseph Hospital Grand Rounds 

June, ?399 
\I ; Q.&igs=Qvrp7, oh;e 
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. 

-- “An Overview of Social Phobia” 
Forum Hospitals sf” Annual Behavioral Medicine Conference 
Youngstown, Ohio 
September, 1999 

1 

n - ~he~_T~~tment-of Ib%od-5iso~e~---  __- .- l_l_ - ~ - - __- -I __ I_ __ __ - _._______ ~- ___ __ - 
~ e ~ t i n ~  of the No~heast Ohio Academy of Pha~ma~ists 
Clevela~d, Ohio 
Octobez; f999 

“The Diagnosis and Treatment of Panic Disorder” 
Fairview Hospital Family Medicine Grand Rounds 
Fairwiew, Ohio 
October, 1999 

“Obsessive-ca~pulj.ive Disoaer in the wb?kplace” - 
Northern Ohio Chapter of the International Employee Assistance Professionals Association 
Cleveland, Ohio 
November, 1999 
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I ~ E ~ T ~ ~ ~ G  DATA: Mary Zimrnerman is a 58year old rnanied white female from KanEias, who 
is self-referred for evaluation for possible cingulatamy. l ~ f a ~ ~ t i o n  was taken from extensive 
mcords tram her psychiatrist; -thsMenninger Institute, as-well-as-the history-of ber.h_lls_band. - _ _  

---- -- --__ --_ _. - 
_ _ _  

HISTORY OF PRESENT ILLNESS: This is one of many famal psychiatric evsluartlons for this 
58 year old married white female who has had a history of obsessiv~ompulsive symptom5 sin- 
around the age of 28. This was during her pregnancy with her third child. She states It began 
on an occasion where she cut her leg shaving, and then began to feel "dirty," She began to then 
clean her legs exr=essively, and this spread to other areas of her body. She was always a clean 
and neat person prior to that, but never excessively so. Symptoms then worsened after the 
ddivery of her dild. This was very problematic in thet she bad gmat difficulty in changing diapers, 
and would never bs able to return to anyplace in the home when? the baby had thrown up or B 
diaper had been changed. She began to clean the house extensively, and would find herself 
washing laundry many hours a day. Emntuelly it progressed to the point where she could not be 
touched by others, and in fact W M  not shake my hand priarto this appointment The symptoms 

LA 

- 
' j  ._ ./ 

\.cJ 

have i m p b e d  at times over the years, but have always been present, and essentially have. 
womened over the past 30 years. They are at fhe point now where she is no longer able to work. 

She does feel depressed much of the time, though the depression itself: is not severe. She has 
difficulty concentrating,-and her motivation is significantly impaired. I There is a significant 
decrease in her energy level versus what it should be. She denies-ever ha\iinQ any 
hallucinations, paranoia, or manic symptoms. OR occasion she Win be abla to go aut of the house 
and do fhings; however, Zt is quite dimcult for her, For example, 'if the Gar would run mer 
something dirty in the street, the car would then be contaminated, and she would require a great 
deal af time before riding in it again. She denies any other symptoms of OCD, including checking 
behaviors, fear of harm to others, or other compuisive behaviors. 

PAST PSYCHIATRIC HISTORY: She has an extensive psychiatric history over the past 3Cl yeas. 
~ She - - has __ __ - been sesini; Dr. Dandfy in Kansas for the past 10 yeas. During that period she has . 

also been30 th3i ~ e ~ n i n ~ ~ ~  Institute -far -sehremi inpatient ~ o ~ ~ i ~ ~ ~ ~ o n s .  - She has been- 
- . ~ ~ s ~ i ~ l ~ 2 ~ d  many 'rimes-over thq-years, a 5 ~ ~ r a i - ~ u ~ ~  period 

aRsr the birth of her third chifd. She has been on m u ~ p ~ e  medic;ation kgimkts %&id? ar@+iPrell 
documented in her d d  records. There am essentially na medications which may be effectivus fur 
OCD, or ~ r n b j ~ ~ t i o n ~  of medications which have not been tried. In addltion to the medications 
she has had extensive cagnitive behavioral, as well as supportive psychotherapy over the years. 
iippg~ei-iiii *e cag%thw $e:?ad~s;.,1 %%eszl,py has beet? m y  frsrstmting to both she and the Sherapist 

.-. 

--.!3hc!z~s-kaefi~n disabjlitv for the past three years. This has been very upsetting to her. 
-_ ______._ 

~ 

. 5 .* 

er-mit bo~P~tai~at.ion was 
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-. bsause ai her ~ n ~ ~ i ~ i ~  to ccmfmnt her fears. She states that the bast rne$ic&on overall was 

Anafranil. though it provided rather limited bensfit. She also had s~mal dysfunction and some 
__Ld ~ ~ ~ ~ = ~ ~ ~ ~ ~ ~ n ~ ~ ~  with Anairmil which iimited its use. 

She denies drinking aicohol or using illicit drugs, She does not smoke tobacco. She uses 
caffeine oniy rnoderateiy. 

PAST M E ~ ~ C A l  HISTORY: This is significant for h ~ e ~ ~ n s i a ~ ,  byp6rChOle~r~lRmia, a tubal 
ligation, ahd a diagnosis of grand mal epilepsy, Apparently she has had two sBizures over the 
years, and currently is on Tegretcrl for this. 

MEDICATIONS: Kionopin, 03 mg. p.a. g. day Neuron~n, 300 mg. p.0. q.i,d.; P w t ,  80 mg. p.0. 
q:day;-AtenaJol;-l O@-mg,p;o;--q;-day; -Zyprexa,-5-rng,- pa .  -q.h.s.;-Tffgretol,. 20OJmg,-p_.o, 
Prinivil, 40 mg. p.0. q. day; and Premann, 0.625 mg. p.0. q, day 

- 

- -- - _-I_.______I__ 
. ____ 

. -  '' ALLERGIES! No Rniiiwfi-dnrg allergies -- - 

FAMILY PSYCHIATRIC HISTORY: This is significant for depression in Beth hsr father and sister. 
She also has a brother who suffered from alcoholism. 

SOCIAL HISTORY: The patient has been married fur the past 40 years to her first and only 
husband, Togetherthey have three children. She has a daughter who still Iives in town, and b o  
other children who live out of town. 

She is the youngest of four siblings. She had one'sister who died, 

The patient worked up until approximately three years ago, She was an accountant end 
apparently was very pmud of the work that she was able to do. Her obsessive-compulsive 
symptoms began to interfere substantiqlly with. her work over the years, and according to her 
husband "they kept her an much longer then they really should Rave,' $he became most tearful 
when she was discussing her need to be on diS$3blil'ty;-- 

$ 
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MENTAL STATUSE€AM~NATIQN: The pa!ient is a-plesant white female who was casually 
dressed and groornrard. She was able to provide an adequ&-fii&o@ for most things;though-did 
count on her husband to help out on occasion. Her affect throughout much of the interview 
appeared sad, and she was tearful at various times. Her speech was of a nand rate and tone. 
Her mood was described as "dawn and frustrated." Cognition was grossfy intact. She was 
oriented to person, ptace, and time. She was able to recall three objects immediately, but only 
ane out of three after five minutes time. She did not have the motivation to calculate serial 7's 
or to ~sr fun  spelling tasks. There was no current evidence of any delusions, hallucinations, or 
paran6ia. She denied all suicidal or homicidal ideation, although she has had same suicidal 
ideation in the past. -Her-insigbt and judge-ment overall were fait. , 

. IMPRESSION: .?his is-a 58 year old marfled ~ ~ ~ ~ ~ f 6 . ~ ~ ~ e  with a long history if obsessive- 
~rnpff~s~ve disorder which is severe. She was ~ d m i ~ ~ ~ f f r e ~ - a  YBUCS;'ana SEOted 38 out of 40. 
She has been treated with essentially all known therapeutic intewentions for obsessive- 

compulsive disorder With regard to psychotherapy and medication managem~~t Her records 
from the M ~ n n ~ n g e ~  InstMe, as well as her current p ~ c ~ ~ a ~ s t ,  are extensive and inclusive. It is 
Z Q ~  oplr,jsa, &'hat it Is ban!!ke!y t~ be any mrnbfnation of medications or single medication that w u t d  
be effective for her that hasn't aimady been tied. It is the opinion of her psydliatrist, ana f wQ&l 

- -- - -- - - ------- - -_ - - __ - _ _ _ _ _  ._ _ _ _  _ _  - - 
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H. Thornas €3 allantine, Jr . , Anthony J , Bouckoms , 
Elizabeth K. Thomas, and Ida E. Giriunas 

The treatment 5f 198 p ~ c ~ i a ~ i c a l l y  disabled patients with stereotactic cingulotomy was 
evaluated prospectively for a mean follow-up of 8.6 years. Patients with major aflective 
disorders and anxiety disorders fared the best, with a return to normal functioning in 
the majority. Patients with obsessive-compulsive disorders, schizophrenia, and person- 
ality disorders improved less predictably, with an uneven improvement in firnctioning 
that required active ongoing psychiatric treament. Low mortalizy and morbidity, a re- 
duction of violent behavior, a possible reduction of suicidal risk, and a lessening ofthe 
intractable suffering of chronic psychiatric illness all indicate that cingulotomy can be 
an effective, safe treatment for patients with affective disorders that are unresponsive to 
all other form?; of therapy. 

Introduction 
On April 4, 1962, we began a study of the safety, efficacy, and appropriateness of bilateral 
anterior stereotactic cingulotomy for the treatment of patients whose psychiatric illnesses 
or chronic pain had been refractory to all other treaments. As of .kmuary 1, 1986, 465 
patients had been operated on, and 696 separate bilateral cingulate interruptions had been 
performed. 

Respite this extensive experience (Ballantine et al. 1967, 1972, 1977, 1985), a detailed, 
descriptive analysis of this group of patients had not been previously reported, nor were ' 
predictors of outcome satisfactorily identified in previous publications. To overcome this 
deficiency, we have undertaken a detailed analysis of a cohort of 198 psychiatric patients 
operated OR during the first 20 years of this study. 

In this article we report oh the relative safety of the procedure, the diagnostic profile 
of the operated patients, and the relationship of the type of psychiatric illness to status 
postcingulotomy . The relationships of postcingulotomy status to the sex of the patient, 
number of ouerations, and duration of follow-up will be presented in a subsequent paper. 

.. 
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Methods I 

i 

Subjects 
This report is Iimited to a study sample of 198 psychiatric - __ ___ - patients - . --_ drawn - . -_ from - --- a population - ___ ___ __ 
of 3~7-individuals who had one or more cingulate interruptions for the treatment of 
psychiatric illness or chronic pain during the years 1962 to 1982. All were 2-22 years 
postoperative at the time of evaluation. Psychiatric patients comprised 70% of this group 
(n = 273), whereas 21% carried diagnoses of “chronic pain syndrome” and 9% suffered 
from the intractable pain of terminal cancer. The pain patients will be reported separately. 
The psychiatric patients were referred by their treating psychiatrists because psychother- 
apy, pharmacotherapy, and electroconvulsive therapy (ECT), when indicated, had failed. 
A three-person Institutional Review Board m), consisting of the operating neurosur- 
geon, a psychiatrist, and a neurologist appointed by the General Executive Committee 
of the MZssacfius~ttS -General Hospital ,- assessed the suitability of each-individual for 
inclusion in this series, based on diagnosis and prior treatment. Cingulotomy was rec- 
ommended only if the IRB concluded u n ~ ~ o u s l y  that all reasonable nonoperative 
treatments had failed, that informed consent for surgery had been obtained, and that the 
patient might benefit from the operation. 

- . _. - - - - ___ _. - - . _  

Psychiatric Diagnosis 
The formal criteria for psychiatric diagnoses have changed over the years from the 

, introducrion of the Diagnostic and Statistical Manual for Mental Disorders (DSM-I) in 
1951 to DSM-II (1968) and now DSM-ILT: (1979). The patients seen during the early 
years of the study were therefore diagnosed by different criteria from those seen since 
1979. Fortunately, the criteria for the major psychiatric diagnoses of depression and 
schizophrenia have changed little over the years, allowing the older DSM-I and DSM-II 
diagnoses to be classified according to DSM-LII. Consequently, all patients in this study 
had their principal diagnoses designated by modem DSM-IPI criteria. 

_ _  .. I _  _ _  
Operative Technique 
Through bilateral burr holes, 1.2 cm in diameter, 9.5 cm posterior to the nasion, and 
1.5 cm to either side of the midline, electrically insulated thermistor electrodes are 
positioned in each cingulate bundle under fluoroscopic control following ventriculography. 
The targets are located 0.66 cm lateral to the midline bilaterally. Anteroposteriorly, the 
targets vary symmetrically from 0 cm to 4 cm posterior to the anterior horns of the lateral 
cerebral ventricles. 

The uninsulated 1.0-cm tips of the electrodes are heated to 80435°C for 100 sec by a 
radiofrequency current. The lesions are calculated to be 1.0 cm in diameter and 2.0 cm 
in vertical length. The lower limits are 1 .O mm above the roof of the ventricles, as seen 
r a ~ o l o g i c ~ ~ y .  

Data Collection and Analysis 
Adequate follow-up data were available on 198 of 273 psychiatric patients (73%). These 
included questionnaires, a detailed review of the clinical histories, and long-term out- 
patient contacts with many of the study group. On the basis of this cumulative information, 
a DSM-HI classification was confirmed, and each subject’s level of social finctioning 
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and wellness was determined according to the rating scale described below. Demographic 
variables of sex, age at time of first operation, number of years ill, referring and consulting 
diagnoses, number of procedures, course following procedures, and complications were 
recorded for simple and multivariate analyses relative to each patient’s postoperative 
status. 

Earlier reports of our experience with stereotactic cingulotomy employed a 0-5 cat- 
egorical- rating scale to-designate a patient’s current, global, psychiatric-social.status. To . - - 
maintain continuity and comparability to those studies, this scale was maintained as the 
central classifying criterion: 

Status 5. Patient is essentially well, functioning normally without treatment of any 
kind. 

Status 4. Patient is functionally normal on maintenance medication andor psycho- 
therapy. 

Status 3. Patient is considerably improved over preoperative state, no longer critically 
ill or institutionalized, usually working to some extent, but still displays 
many Serious problkms or suffers periodic recurrence of disabling symptoms, 
requiring continuing psychiatric supervision. 

Status 2. Patient shows slight improvement and better response to treatment, but still 
requires intensive care and is unabie to work. 

Status 1. Patient shows no change-neither improvement nor decompensation. 
Status 0. Patient’s illness has progressed; symptoms are worse; he is unable to function 

Status S. Suicide, which may occur @ any of the above statuses. 

All patients accepted for cingulotomy were completely disabled or severely handi- 
capped and were unresponsive to all reasonable and generally accepted nonoperative 
therapy. The determination of postoperative status required the concurrence of all inves- 
tigators. 

- 

as well as before cingulotomy. 

I 

Re§UltS 
- -  - -_ _.. - __ . -  - . _ _ _  Safety 

There have been no deaths in this series of 696 cingulotomies. Two hemiplegias were 
the result of intracerebral hematomas provoked by insertion of the ventricular needles: 
an incidence of 0.03 9%. Postoperative seizures, well controlled by phenytoin, occurred 
in ‘1% of the patients. 

An ongoing independent study of a cohort of our patients is being performed for the 
federal government by the Department of Psychology, Massachusetts Institute of Tech- 
nology. The preliminary reports state: (1) there is currently no evidence of lasting neu- 
rological or behavioral deficits after surgery; (2) a comparison of preoperative and post- 
operative scores reveals significant gains in the Wechsler IQ ratings; and (3) when the 
total group of patients was subdivided according to diagnosis, the incidence-of improve- 
ment was high in patients with persistent pain and also in those with depression, but low 
in those with a diagnosis of schizophrenia or obsessive-compulsive neurosis. The only 
decrement identified by these investigators was an irreversible decrease in performance 
of the Taylor Complex Figure Test in patients over the age of 40 (Corkin et ai. 1979; 
Corkin and Hebben 1981) {Figure 1). 

. C  



810 BIOL PSYCHIATRY H.T. Bailantine et al. 
1987;22: 807-8 19 

t .  

Patient Characteristics 
There are 111 women (56%) and 87 (44%) men in the study population of 198. The 
mean age at the time of first cingulate interruption is 39.3 years (range 10-75 years). 
The mean postoperative follow-up time is 8.6 years, ranging from 2 years to 22 years 
following the first cingulate procedure. Distribution by primary diagnosis is shown in 
Table 1. 

Changes in Psychiatric Statecs afcr Ctngulotomy 
The preoperative seventy of the 198 patients’ illnesses and disability was extreme. A 
marked depressive component was universally present, and 43% (n = 86) were suicidal, 
with 26% (n = 52) attempts and 17% (n = 34) ideation. The postoperative follow-up 
status is shown in the distribution chart, with the best at the left (Figure 2). Twenty-six 
patients (13%) are fully recovered and stable (status 5 )  witlznnt recnllre tr? or?gnizg 

I 
I 
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Table 1. Diagnostic Distribution of 198 Psychiatric Patients --. 
I 

n 

Affective disorders 120 (61%) 
Unipolar 83 

23 
. - 14 

Bipolar 
SciiizoaffZtiVe - - ___ ___ - _._____.. - _ _ _  __ - - - I___ - - -. ___ - I _. . - . _. - - 

Obsessive-compulsive 32 (1 6%) 
Anxiety 14 (07%) 
Schizophrenia I i  (06%) 

Miscellaneous I2 (06%) 
Personality disorders 9 (04%) 

Atypical psychosis 3 
Uncertain diagnosis 2 
Organic brain syndrome 2 
Violent autisticlMR 2 
Anorexia nervosa 3 

.. 

psychiatric treatments. Another 46 patients (23%) continue to need psychiatric supervision 
and medication, but otherwise are functioning normally (status 4). An additional 51 
patients (26%) have varying degrees of psychiatric disability, requiring ongoing super- 
vision and treatment (status 3). Nevertheless, they are markedly improved over their 
preoperative status. Two illustrative case histories follow. 
J.S. is a 34-year-old man who is currently employed as an investigator in the office 

of a county district attorney. He received the first of two cingulotomies on May 1 ,  1978 
at the age of 26. His illness began - with paranoid thoughts at the age of 18. Six months 

Figure 2. Postoperative status of 198 psychiatric patients. 
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after the onset of these symptoms, he assaulted his mother and began psychiabic treatment. 
The patient was hospitalized at this time, treated with thorazine, and went into remission. 
One year later, he suffered a second psychotic break, with bizarre and assaultive behavior. 
ECT and neuroleptic medications brought about another remission, but serious suicidal 
t h o u ~ h ~ - a t  age-20 required hospitalization, li~ium~-neuro~eptics, and ECT,-which pro-. . ._ ._ _. _. 

vided only temporary benefit. Multiple suicids% arrd h ~ d ~ i d d  thxeats contbmd in spite 
of long-term hospitalization and therapy. At the time of his first stereotactic cingulotomy, 
he was labled “schizophrenic” and was not employable. 

Postoperatively, J.S. felt more relaxed and better able to concentrate. He enjoyed 
family life and home projects and was able to complete one college course with a good 
grade. Ten weeks after cingulotomy, he had another psychotic break that progressed in 
severity despite massive doses of neuroleptics and lithium. 

Repeat cingulotomy was performed in December 1978. This was followed by continual 
improvement. The patient-was able to return to work and take-two more college courses 
during the following 10 months. At this point, his father became seriously ill, which 
disturbed the patient to the point where he admitted himself to a hospital. After 1 week 
of hospitalization, he was able to go back to school and back to work, 

Gradual improvement continued, althoug~ the patient required significant psychiatric 
outpatient supervision. At the age of 33, 7 years after the last cingulotomy, J . S .  had 
graduated from college, was holding a responsible job, and was coaching hockey in his 
hometown school. A year later, he had progressed to living in his own apartment and 
had continued to work regularly. However, in an anempt to become independent of his 
psychiatrist, the patient reduced his medication and suffered a hypomanic attack. This 
episode was short-lived, and at this writing, J.S. remains gainfully employed. 

Because of the need for frequent psychiatric treatment, J.S. is currently considered to 
be in status 3. 

N.A. is a 53-year-old housewife and businesswoman who had a cingulotorny’perford 
when she was 45. She had suffered from a chronic recurrent affective disorder for 
a p p r o ~ m ~ t e ~ y  20 years. Her symptoms included multiple episodes of depression, som- 
nolence, ataxia, dysarthria, and suspected manic episodes. She had nor responded to 
ECT, neuroleptics ,- tricyclic antidepressants, lif&iurn carbonate, monoamine oxidase @UOj 
inhibitors, individual milieu, or group or couple therapy. She had made three suicide 
attempts-two by drug overdoses and one by wrist cutting. The last suicide attempt led 
to psychiatric hospitalization from March 17 to May 23, 1979, at the end of which time 
she was referred for cingulotomy. 

Over the next 3 months after surgery, there were short bouts of depression without 
suicidal ideation. Three years after the operation, the patient wrote as follows: “It is hard 
to believe that yesterday was my third re-birthday-three years since your cingulotomy 
operation on me. It has been three beautiful years-three years of being able to enjoy 
life-three years of being able to function as a human being again-being able to be a 
loving wife, mother, grandmother and friend.’’ 
On November 16, 1986, 7.5 years after her ~ ~ g u l o ~ o r n y ,  the patient wrote in part: 

On June 29, 1979, a very important day in my life, I was one of the priviledged few to have 
the cingulotomy operation. I celebrate this date yearly as my re-birthday. 

For many, many years before this day, I was plagued with severe depression and was in 
and out of mental wards and hospitals many, many times. There was no apparent reason for 
my being depressed. I had taken many different kinds of medication, therapy and shock 

- 



She is classified as status 4, in that she is leading a “norrnaly’ life, but is still in need of 
medication. 

The remaining 75 patients have had an unsatisfactory outcome: 34 (17%) are oniy 
slightly improved (status 2); 12 (06%) are unchanged (status 1); 11 (06%) have deteriorated 
(status 0) due to progression af the psyc~ar ic  illness or a neurosurgical complication (2 
patients), and 18 (9%) were suicides. 

- -  ._ ~ - -  - - . _ _ _  -~ ._ 

Psychiatric Diagnoses and Response to Cinguiotomy 
The question of primary concern is which psychiatric illnesses respond favorably to 
bilateral stereotactic cingulotomy . To this end, we made a distributional comparison of 
the postoperative response of subjects in the following diagnostic ciassifications. 

Aflective Disorders and Major Depression. Sixty-one percent of the study population 
carry diagnoses of major affective disorders (n = 120), including unipolar (n = 83), 
bipolar (n = 23), and schizoaffective (n = 14). There is no significant difference be- 
tween the subtypes in response to cingulotomy. 

The higher degree of favorable response to cingulotomy arnong the 120 subjects with 
affective disorders is shown in Figure 3. Ln comparison to the population as a whole, 
there is a higher percentage in categories 5 and 4 and a lower percentage in all other 
categories. However, it is also true that the majority of suicides in the study population 
(14 of IS) are from this diagnostic group, 

Amlefv - d _ _ _ _  Disorders. Forty-siSi patients, 23% of the study group, suffered from anxiety 
disorders. Thirty-bo had an-obsessive-compulsive illness, and because of the panicuiar . 
interest in the postoperative status of this diagnostic group (KeIIy 1980), we considered 
them separately and in contrast to 14 subjects with nonobsessive anxiety disorders, e.g., 
phobic anxiety and generalized anxiety. A clinically noteworthy difference exists between 
obsessive and nonobsessive anxiety disorders following cingulotorny. 

Table 2. Medical Expenses before Operation and for the First 8 Months of 1986 
1 1/1/78-6/28/79 1/1/86-8/3 1/86 

Hospital 11.697.80 0.00 

Other physicians 639.00 52.00 
Medications 424.00 408.00 
Lab 981.00 63.00 
Total 3 18.494.80 $588.00 

-- Ps yc hiamsts 4,753.00 65.00 
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I Figure 3. Postoperative status of 120 patients with affective disorders. 

Eleven of the 14 anxiety patients have achieved stable marked improvement or func- 
tional wellness: 50% (n = 7) are in status 5 or 4 and 29% (n = 4) are in status 3 (Figure 
4). In contrast, patients with obsessive-compulsive disorders show a more even distribution 
across postoperative statuses: 25% (n = 8) are functionally well (status 5 and 4), 31% 
(n = 10) show marked improvement (status 3), and 41% (n = 14) show slight or no 
improvement (status 2, 1,O). Figure 4 contrasts the subtype distributions. The pe, Tcehatages 
for the combined anxiety disorders are shown in each status for comparison wit!! &s rntd . 
population. 

In this study, we find that subjects with obsessive-compulsive disorders do not appear 
to respond to cingulotomy as dramatically as do those with generalized anxiety or affective 
disorders. 

. _ _  

Schizophrenia. Schizophrenics constitute only 5% of the psychiatric study population 
(n = 11, 3 women and 8 men). Three of the 1 1 patients demonstrated negligible or no 
remission in the course of their disease. Four others, however, experienced considerable 
improvement. Two of the four are functionally well in status 4 and are employed full 
time; the other two are in status 3. Another four were violent or self-mutilating, and the 
alleviation of this behavior is notable. The postoperative status of this small diagnostic 
group is shown in Figure 5 ,  together with the small sample of personality disorders. 

. . . . . .. 

Personality Disorders. A principal diagnosis of personaIity disorder, unspecified for 
type in this study, occurs in only nine subjects, and all have additional complex com- 
binations of severe affective and medical problems as well. Primary personality disorders 
are only 4.5% of the study population. The postoperative status for this diagnostic group 

... .. . . 
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Anxiety 
(n = 14) 

Status 

Figure 4. Stasus ~stc ing~Io tomy:  anxiety versus obsessive-compulsive disorders. 

is shown in Figure 5 .  Axis If personality disorders, in addition to the principal Axis I 
diagnosis, are a complicating factor in 13% of our 198 cases. 

Miscellaneous Psychiatric Disorders. Twelve subjects with a variety of uncertain, 
atypical, and unrelated psychiatric disorders were part of this series (see Table I). Three 
women with severe depression and a principal diagnosis of anorexia nervosa are, after 
much instability postoperatively, now in status 5 (n = I)  and status 4 (n = 2). Two of 
three subjects with atypical psychosis are status 4; the other is status 0. Two women with 
organic brain syndrome are status 0. Two subjects, one man and one woman, with 
uncertain diagnoses are in status 3 and status 1, respectively. Two retarded, autistic 

-teenage Boys are in status 3 and 2; but in both cases, their i m p i r d  beha~icr has a!!ow~d 
them to remain at home and attend a special school. 

Lack of cohesiveness among these individuals makes it impossible to generalize about 
outcome versus diagnosis. 

Discussion 

Relative Safety of Stereotactic Cingulotomy 
The absence of operative mortality and the low incidence Q€ serious complications (0.03% 
hemiplegias and 1% controllable seizure disordexs) in a series of 696 bilateral cingulo- 
tomies represent firm evidence of the safety of this procedure. Although intracerebral 
hematomas cannot always be prevenced, the sequelae can be readily contrded, provided 
that recognition and treatment are instituted in a timely fashion. There is also no evidence 
of diminution in intellectual function, “emotional tone,” or “social control.” These fa- 



’ O r  

zophrenia 
=Id)  

Personality Disorders 
~ ..................... 0 ..__ ... .:___ .... .- 

....... ............ .. . .......... -. - ...... .- ......... - 

1 
I ’  

iliiil I/ 5 4 3 2 1 0 S 

/I 

-1 

Sfatus 

Figure 5 .  Postoperative statu of 11 schizophrenic patients and 9 personality disorder patients. 

vorable findings contrast sharply with the complications reported for other types of surgery 
for psychiatric illness (Tooth and Newton 1961; Tucker 1961; Strom-Olsen and Carlisle 
1971; Scoville and Bettis 1977). 

Although 45% of our patients needed repeat cingulate intemptions, we have been 
reluctant to perform two of our standard cingulotomies at the first operation for two 
reasons. First, a significant number of our patients have required only one operation. 
Second, “staging” the procedures when more than one is necessary is, in OUT opinion, 
one of the most important factors responsible for the absence of undesirable side effects 
from in te~pt ing  the cingulat~-bundles. 

Problems in Assessing the EJScacy of Cingulotomy 
Any protocol for assessing the results of surgical interventions for psychiatric illness must 
perforce be influenced by the social and economic environment in which such interventions 
take place. The research design used in this long-term study of cingulotorny patients was 
an open, prospective one. Those clinicians most familiar with the patients assessed their 
overall adaptation with a categorical rating between 0 and 5. This global categorization 
was the most dinically valid manner to assess the postoperative functioning of the patients 
psychiatrically, socially, and medicalIy. These observations by clinicians who knew the 
patient best were mast sensitive to change over time. 

We cannot conclusively state that rater bias was efiminated, nor that the nonrandom 
treatment of patients with cingulotomy, or variations in follow-up treatment, might not 
have affected the postoperative assessment to a degree. The theoretical ideal of a ran- 
domized double-blind trial might have solved these problems; however, the feasibility of 
such a study and the loss of sensitivity in nonglobal ratings would have been potential 
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instruments used over the 20 years of this study, and the financial burden placed on the 
randomized unoperated patients also precluded a controlled trial. 

There is another critical obstacle to an ideal scientific design when treating severely 
ill patients: a blinded, randomized trial of chgulotomy would be next to impossible for 
ethical reasons alone. Patients are only considered for operation after all other treatment 
modalities have failed, suffering is overwheiming, and the potential mortality consider- 

under the aforementioned conditions. This opinion is supported by the statement in the 
Position Paper on Psychosurgery issued by the Canadian Psychiatric Association that, “It 
is difficult to see how experimental procedures involving the use of ‘placebo operations’ 
could be ethically and acceptably undertaken. We therefore have to rely on a more 
traditional method of evaluation by objectively reviewing the responses of patients who 
have already received these [non-surgical] treatments” (Earp 1979, p. 359). 

In 1975, the Research Committee of the Royal College of Psychiatrists proposed an 
experimental design for a prospective control trial to remove potential bias in assessment; 
however, - -  dge to societal -- - pressures, . their protocol - __ has ._ never been activated (Research 
Committee, Royal College of Psychiatrists 1977). 

The Department of Psychology at the Massachusetts Institute of Technology has the 
only prospective study of psychosurgery wherein ratings are being done by completely 
independent agents, and cingulotomy, subcaudate tractotomy, and nonsurgical treatments 
are being compared. Provisional reports on 22 cingulotomy patients treated for severe 
pain have been published (Corkin and Hebben 198 1). Outcome was compared from 1 to 
12 years after the procedure in cingulotomy, subcaudate leukotomy, and pain unit be- 
havioral treatment. In this comparative trial, cingulotomy was significantly more effective 
than either of the two other treatments. 

Ballantine et al. (1972) have also reported on a series of patients in whom the first 
cingulate lesion was placed superior to the roof of the ventricle in its lateral radiological 
projection, thus sparing the inferior fibers. Only 33% of these patients improved. When 
those patients were reoperated upon and the lesions placed deeper in the cingulum and 
superior fibers of the corpus callosum, the percentage of useful improvement rose to 80%. 
This is not double-blind, but suggests that the improvement is not nonspecific. 

In sumary ,  vile believe that what has been obscured by lack of finesse in objective 
blind ratings has-bee:: compensated fer hy!h rrmlficlirnensignd gssessment pf the quakty 
of these patients’ lives over the years. The completion of the MIT study (Corkin et al. 
1979) of a consecutive group of 187 of our psychiatric patients assessed neuropsychiatr- 
ically in detail will be the necessary supplement to our global clinical assessment. 

Suicide 
The death by suicide of 18 patients over a mean foilow-up period of 8.6 years results in 
a suicide rate of 1% per year. Given the overall postoperative improvement in our 
population, this suicide rate stands out as a major postcingulotomy problem. Is there a 
relationship between suicide and the procedure? Are these suicides a reflection of the 
persondities of the patients, of their psychiatric illnesses, or are they a side effect of 
c ~ ~ l ~ t o m y ?  

SuicidaI ideation with major affective illness is present in 83% of our patients pre- 
operatively. All 18 of our suicide patients had preoperative suicidal ideation, and 13 
(72%) had made suicide attempts before cingulotomy. Compared to Pokomy’s report 

--- _ _  _ __  
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(1983) of a 1% per year suicide rate in a male population hospitalized because of afYective 
disorders and 1.7% in those who had previously attempted suicide, and the study by 
Kessel and McCulloch (1966) showing suicide attempters with a successful suicide rate 
of 2% per year, the number of suicides in our patient population is less than expected. 

-- ---Studies- of suicide indicate-tha~ suicide attempters will eVentFally complete a suicidal 
act in 10% ~f case$. This figure increases to 15% in the case of psychotic depressives. 
The c i n ~ ~ o t o m y  patients' suicide rate of 9% is therefore consistent with this overall 
mortality. The psychiatric Iiterature indicates that the risk of death for someone with a 
history of a suicide attempt is between 1% and 5% per year, which is similar to the 4% 
per year rate in the depressed population (Kessef and McCulIoch 1966). 

The relief of the seventy of psychiatric iIlness folfowing cingulotomy suggests that it 
is not the illness (usually depression) that leads to suicide. Rather, it is previous suicidal 
behavior, at times exacerbated by inadequately treated depression, that leads to the suicidal 
act. _I - -  

- __ - - ----  - - 

__ _ - -  _ -  - . -  

Conclusion 
Twenty-four years ago we asked two questions about stereotactic bilateral anterior cin- 
guiotomy: Is it safe, and if so, is it effective? The answer to the first is clearly affirmative. 
As to the second, until a method of analysis is discovered or invented that can substitute 
for a double-blind study, there will always be debate. Nevefiheless, our rigid adherence 
to operating only on patients with major psychiatric illnesses previously refractory to all 
treatments, coupled with our length of follow-up, leads us to conclude that this procedure 
is a valuable adjunct in the treatment of intractable disorders of affect. Of our 198 patients, 
123 (62%) experienced improvement in the quality of their lives, relief of depression, 
improvement in cognition, and reduction in drug abuse. 
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