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Corrections
In the June Treatment in Psychiatry “The Importance of Routine for Preventing Recurrence in Bipolar Dis-

order” (Am J Psychiatry 2006; 163:981–985), attribution text was inadvertently left off the two figures. Both the
Social Zeitgeber Hypothesis and Social Rhythm Metric were adapted from “Treating Bipolar Disorder: A Clini-
cian's Guide to Interpersonal and Social Rhythm Therapy” (Copyright © 2005 The Guilford Press) and re-
printed with permission.

In the “Practice Guideline for the Psychiatric Evaluation of Adults, Second Edition” (June supplement), the
following questions should have appeared in the “Developmental, Psychosocial, and Sociocultural History”
domain, instead of the “Legal History” domain:

• What are the patient’s cultural, religious, and spiritual beliefs, and how have these developed or changed
over time?

• Is there a history of parental loss or divorce; physical, emotional, or sexual abuse; or exposure to other
traumatic experiences?

• What strategies for coping has the patient used successfully during times of stress or adversity?
• During childhood or adolescence, did the patient have risk factors for any mental disorders?
• What has been the patient’s capacity to maintain interpersonal relationships, and what is the patient’s his-

tory of marital and other significant relationships?
• What is the patient’s sexual history, including sexual orientation, beliefs, and practices?
• Does the patient have children?
• What past or current psychosocial stressors have affected the patient (including primary support group,

social environment, education, occupation, housing, economic status, and access to health care)?
• What is the patient’s capacity for self-care?
• What are the patient’s sociocultural supports (e.g., family, friends, work, and religious and other commu-

nity groups)?
• What are the patient’s own interests, preferences, and values with respect to health care?

In the guideline versions available in print format from American Psychiatric Publishing and online
through the APA website, the table appears as intended.

In the article “What Happened to Lithium? Antidepressant Augmentation in Clinical Settings” (Am J Psy-
chiatry 2006; 163:1219–1225), Table 1 (p.1221) contained errors in the presentation and prevalences of antide-
pressant-antidepressant augmentation strategies. A revised table with an alternate title to more clearly reflect
the denominators used for calculating percentages appears below.

Also, in the third paragraph of the Results section, the second and third sentences should read as follows:
“Bupropion and sertraline were the most frequently appearing antidepressants in combined antidepressant
augmentation strategies. Bupropion appeared in 10,279 (38%) of all antidepressant-antidepressant combina-
tions and sertraline appeared in 6,727 (25%).”

TABLE 1. Preferred Augmentation Strategies for Patients Receiving Antidepressant-Antide-
pressant Augmentation (N=26,739) and for Patients Receiving Antidepressant-Antipsychotic 
Augmentation (N=17,797)

Antidepressant Augmentation Strategy N %
Preferred antidepressant-antidepressant augmentation 

strategies (N=26,739)
Bupropion-sertraline 2,010 7.5
Bupropion-citalopram 1,927 7.2
Bupropion-fluoxetine 1,704 6.4
Bupropion-paroxetine 1,283 4.8
Sertraline-mirtazapine 935 3.5
Citalopram-mirtazapine 852 3.2
Bupropion-mirtazapine 804 3.0
Sertraline-trazodone 793 2.9
Venlafaxine-bupropion 758 2.8

Preferred antidepressant-antipsychotic augmentation 
strategies (N=17,797)
Sertraline-risperidone 1,465 8.2
Sertraline-olanzapine 1,119 6.3
Citalopram-risperidone 1,060 6.0
Citalopram-quetiapine 929 5.2
Sertraline-quetiapine 907 5.1
Citalopram-olanzapine 852 4.8
Paroxetine-risperidone 765 4.3
Fluoxetine-olanzapine 762 4.3
Fluoxetine-risperidone 738 4.2
Bupropion-risperidone 699 3.9


