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1. Exhibit A - Opinions of Laura M. Juliano, Ph.D.

2. Exhibit B - Testimony of Laura M. Juliano in CERT v. Starbucks trial, September 9,
2017 p.m.

3. Exhibit C - Curriculum Vitae of Laura M. Juliano, Ph.D.
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proceeding.
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EXHIBIT “A”



CERT vs Starbucks
List of opinions
Laura M. Juliano, Ph.D.

Problematic Caffeine Use

Caffeine use can result in a cluster of problematic symptoms that characterize a substance use
disorder (Addicott, 2014; Bernstein et al., 2002; Budney et al., 2015; Jones & Lejuez, 2005;
Juliano et al., 2012a; Meredith et al., 2013; Oberstar et al. 2002; Ogawa & Ukei, 2007; Strain et
al. 1994, Striley et al., 2011; Svikis et al., 2005).

Problematic caffeine use is characterized by symptoms including but not limited to unsuccessful
attempts to quit or cut down, withdrawal symptoms upon acute abstinence, and continued use
despite physical or psychological harm (APA, 2013; Budney et al., 2015).

A wide range of daily doses of caffeine have been found to be associated with problematic
caffeine use (Bernstein et al., 2002; Juliano et al., 2012a; Strain et al., 1994)

A population of individuals who are interested in or who are seeking professional treatment for
problematic caffeine use have been identified (Evatt et al., 2016; Juliano et al., 2012a).

The DSM-5 includes caffeine use disorder as a condition for further study (APA, 2013)
The ICD-10 includes a diagnosis of caffeine dependence syndrome (WHO, 1992).
Caffeine Intoxication

Caffeine can cause a caffeine intoxication syndrome that consists of symptoms including
restlessness, nervousness, excitement, insomnia, flushed face, diuresis, gastrointestinal
disturbance, muscle twitching, rambling flow of thought and speech, tachycardia or cardiac
arrhythmia, inexhaustibility, and psychomotor agitation (APA, 2013).

The DSM-5 includes a diagnosis of caffeine intoxication syndrome (APA, 2013)
The ICD-10 includes a diagnosis of acute caffeine intoxication (WHO, 1992)
Caffeine Withdrawal

Caffeine produces physical dependence in habitual consumers, which manifests as a
characteristic withdrawal syndrome upon acute abstinence (Juliano & Griffiths, 2004)

Caffeine withdrawal is characterized by symptoms including but not limited to headache, fatigue
or drowsiness, difficulty concentrating, dysphoric mood, depressed mood or irritability, flu-like
symptoms, nausea, vomiting, muscle pain or stiffness (Juliano & Griffiths, 2004; Juliano et al.,
2012b; APA, 2013)

Daily doses of caffeine as low as 100mg have been shown to produce physical dependence in
humans (Evans et al, 1999; Griffiths et al., 1990)



Caffeine withdrawal syndrome can persist for 2 to 9 days (Griffiths et al. 1990; Juliano &
Griffiths, 2004; van Dusseldorp and Katan 1990; Hofer and Béttig 1994)

Caffeine withdrawal syndrome is a clinically important phenomenon that can cause significant
distress and impairment in completing one’s normal daily activities (Juliano et al., 2012a; Strain
etal., 1994)

Caffeine withdrawal headache has been described as diffuse, throbbing, severe, and sensitive to
movement (Juliano & Griffiths, 2004)

Caffeine consumers who abstain from caffeine for medical procedures are at high risk of
experiencing caffeine withdrawal including post-operative headache (Fennelly et al., 1991,
Hampl et al., 1995; Weber et al., 1993)

The DSM-5 includes a diagnosis of caffeine withdrawal syndrome (APA, 2013)
The IDC-10 includes a diagnosis of caffeine withdrawal syndrome (WHO, 1992)
Anxiety

Caffeine increases anxiety in humans (Alsene et al., 2003; Boulenger et al., 1986; Charney et al.,
1984; Orlikov & Ryzov, 1991; Shanahan & Hughes, 1986; Veleber & Templer, 1984)

Caffeine can trigger panic attacks, especially among individuals prone to anxiety (Klein et al.,
1991; Masdrakis et al., 2008; Nardi et al., 2007; Nardi et al., 2009; Vilarim et al., 2011)

The DSM-5 includes a diagnosis of caffeine induced anxiety disorder (APA, 2013)
Sleep

Caffeine disrupts planned sleep (Clark & Landolt, 2017; Cousins et al., 2015; Roehrs & Roth,
2008)

Caffeine increases the latency to sleep, decreases total sleep time, and increases nighttime
awakenings, and decreases the perceived quality of sleep (Btezinova, 1974; Clark & Landolt,
2017; Cousins et al., 2015; Drapeau et al., 2006; Hindmarch et al., 2000; LaJambe et al., 2005;
Shilo et al., 2002; Smith et al., 1994)

Coffee consumption and caffeine use is associated with higher risk of insomnia and sleep
problems (Chaudhary et al., 2016; Cousins et al., 2015; Fabsitz et al., 1997; Shirlow & Mathers,
1985; Singareddy et al., 2012).

Caffeine abstinence increases sleep time and improves sleep quality (Juliano & Griffiths, 2004;
Sin et al., 2008)

The DSM-5 includes a diagnosis of caffeine induced sleep disorder (APA, 2013)
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CASE NUMBER BG411192/ BCA35759
CASE NAME CERT CASES
LGS ANGELES, CALI FCRN A TUESDAY, SEPTEMBER 19, 2017
DEPARTMENT 323 ELIHU M BERLE, JUDCE
REPCRTER MARK SCHME TZER, CSR 10514
TI ME 1:.44 P.M

- 000-

THE GOURT: Al right. Back on the record in CERT
versus Star bucks.

Counsel ?

MR METZGER  Your Honor, one qui ck housekeepi ng
matter. M staff has brought the joint statenents of
deposition testinony of PMKs to be | odged, and | think your
staff is looking for direction that they nay stanp those
recei ved.

THE QOURT:  Yes.

MR METZGER So that we can proceed with this
and --

THE CORT: Ckay.

M. Schurz?

MR SCHURZ | think it's prenature. VW received
many of these on Sunday. W have provided themw th some
objections, sone errors in the joint statenents. So they can
| odge them but we're going to be -- they are going to have to
resubmt.

THE CORT: Al right. WlI, that will be
determned later, but if they want to | odge them they can

| odge them And if not appropriate, they will be w thdraw or

Coalition Court Reporters | 213.471.2966 | www.ccrola.com
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"1l return them but in the neantine, let's clean up
everything and get them | odged.
MR METZGER  Thank you, your Honor.
THE COURT: kay. Please hand themto the clerk.
Al right. D. Scrafford has resuned the stand.
And, Dr. Scrafford, do you understand you are still
under oat h?

THE WTNESS: | do.

CARCLYN SCRAFFCRD, PREMI QUSLY SWIRN

THE COURT: M. Schurz was inquiring on redirect
exam nat i on.

MR SCHURZ: Thank you, your Honor.

REDI RECT EXAM NATI ON
BY MR SCHURZ

Q If I could direct you to DX 73540, Side No. 2.

And | would like to bring the foll ow ng questions in
the context of the discussion you had with the Court and
M. Metzger relating to the food codes that you chose to
i ncl ude in your exposure cal cul ati on.

Wth that orientation, can you remnd us what val ue
you used for the amount of the average anount of coffee
consurmed or the anount of coffee people drink each tine they
drink coffee for purposes of your exposure assessnent?

MR METZGER (pjection. Qunulative, beyond the

scope.

Coalition Court Reporters | 213.471.2966 | www.ccrola.com
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THE CORT: COverrul ed.

THE WTNESS: So that was the 344 grans. And that's
equi val ent to approxi mately 12 ounces.

Q BY R SCHRZ Al right. There was sone
di scussion that with respect to that 12-ounce val ue that
you're including as the average anount of coffee that people
drink on the occasions when they drink coffee, that that woul d
be inconsistent with the amount of coffee that is present in
espr esso- based drinks, whether an espresso, a cappuccino, or a
latte.

Do you recall that discussion?

A | do.

Q And the di scussion was that there is sonething
| ess than that value, |less than 12 ounces woul d be present in
a espresso, cappuccino, or caffe latte.

Do you recall that discussion?

A Yes.

Q So what inpact, if any, does that have,

Dr. Scrafford, in terns of your ultimate cal cul ati ons of the
average daily exposure to acryl am de?

A So if we were to include those, it woul d
actually bring the | evel down.

Q I nstead of 12 ounces, you' d have sonething | ess
because i n these espresso-based coffee drinks, presunably
cappucci no, unless it's enornous, does not have 12 ounces of
espresso, correct?

A That's correct.

Q Ckay. And then at the sane tine, when you were

Coalition Court Reporters | 213.471.2966 | www.ccrola.com
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cal culating the frequency w th which people drink coffee,
t hose espresso-based drinks woul d be included, correct?

A Yes, and any type of coffee woul d be included
t here.

Q Ckay. So whatever the type of coffee, it would
be given a value of 12 ounces?

A Correct.

Q Thank you. Al right. Nowlet's turn, then,
to the discussion you were having with respect to the NHANES
data set that you used for your consunption data referenced
here, DX 73540.

Now, Dr. Scrafford, is it your opinion that the
NHANES data that you have relied onin this case is
uni versal |y accepted within the exposure assessment community
for purposes of preparing exposure cal cul ati ons?

MR METZGER (bjection. Beyond the scope of cross,
and this is cunulative and calling for specul ati on.

THE COURT: Overruled. But let's not dwell on it
and repeat testinony that's been had, M. Schurz. Ask any
further questions in response to cross-examnation. And
Dr. Scrafford may answer this question.

THE WTNESS: So the NHANES data is universally
accepted. It is designed exactly for that purpose. The data
it collects is designed for that purpose.

Q BY MR SCHURZ: Now, in your discussion with
M. Mtzger, he raised the National Coffee Association's
Cof fee Drinking Trends report.

Do you recall that discussion?
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A | do.

Q Are you aware, Dr. Scrafford, of any federal
publ i ¢ agency ever using the NCA's coffee drinking trends for
pur poses of preparing an exposure assessnent ?

A No, not to ny know edge.

Q Are you aware of any state agency, public
heal th agency or otherw se, ever using the NCA s nati onal
coffee drinking trends as the basis of performng exposure
assessnent ?

A Not to ny know edge.

Q Al right. Now there was sone further
di scussion wth M. Mtzger in which there was di scussion
between the difference between a survey that seeks to capture
t hose who consune coffee yesterday and their average
consunption versus the broader popul ation of coffee consumers
who nay drink coffee but drink it less frequently. Drank it
two days ago or a week ago or even a nonth ago.

Do you recall that discussion?

A | do.

Q And you indicated that we were not conparing
appl es to appl es.

Do you recall that?

A | do.

Q Coul d you expand upon that explanation wth
respect to the different data sets that you were addressi ng?

A Rght. So the NHANES data where we see, for
exanpl e, where we're | ooking at the frequency of consunption,

that data set is designed to capture all coffee consuners, and
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it's framed over the past year. So you're getting those
consuners who consuned it yesterday, the day of the survey,
the last week, the last nonth, the last year. And that is the
data set we use. The NCA trends, while it certainly |ooks at
trends, the way they coll ect that frequency data and the
estimate that was referenced in ny cross-examnation, the
three cups per day, that is based on just |ooking at consuners
who consuned the cof fee yesterday.

So ny data shows that you are m ssing al nost
30 percent of the consuners, you are mssing themwhen you
just ask that question.

MR SCHURZ  Thank you, Dr. Scrafford. | have
not hi ng further.

THE GORT: Al right. Thank you.

M. Metzger, any recross?

MR METZGER  Yes.

RECRCSES- EXAM NATI QN
BY MR MTZGER

Q Dr. Scrafford, do you consider a person who
consumnes one cup of coffee within the |ast year to be an
average coffee drinker?

A No. So the average coffee consuner in ny
assessnent i s sonebody who drinks 0.68 cups per day, or that
woul d be the five cups per week.

Q Do you consi der a person who drank one cup of
coffee in the past year to be a consuner to be included in an

exposur e assessnent ?
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A V¢ included all peopl e who responded consum ng
cof fee within the NHANES survey.

MR METZGER Al right. Thank you.

THE QOURT: Thank you. My Dr. Scrafford be

excused?

MR SCHURZ: Yes, your Honor.

Thank you, Dr. Scrafford.

THE GORT: Dr. Scrafford, you may step down. Thank
you.

Next wi tness.

MR SCHURZ: Your Honor, that concludes the
W t nesses that defendants have for the ASRL portion of this
pr oceedi ng.

V¢ do have sone additional natters to take up with
the Court relating to the presentation of evidence for this,
but you' ve now heard our sixth and final witness as it relates
to the ASRL.

THE QOURT: Al right. Thank you.

Paintiffs?

MR METZGER | need clarification, your Honor. |
understand that this is the last expert that the defense is
calling in support of their ASRL defense. 1'd |ike
clarification as to whether this is their [ast wtness that
they are calling for the ASRL defense and whet her they are
resting their case on the ASRL defense or not so | can bring
ny notion for judgnent.

THE CORT: M. Schurz?

MR SCHURZ: V¢ have no nore w tnesses, your Honor.
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V¢ have filed with the Court a request for judicial notice
that identifies a range of docunents that we would ask to be
consi dered and taken judicial notice of in the context of the
ASRL.. There were sone objections that were filed by

M. Mtzger. V¢ have responded and filed further responses to
t hat .

So your Honor has before you a set of briefs with
respect to the individual requests for judicial notice. In
the final analysis, we're really focusing on a group of six
docurents that are disputed. VW would note there are anot her
six that are undisputed. And we are prepared to submt those
on the papers, or we are prepared to have di scussion with the
Court wth respect to those at this tinme if it would be
hel pf ul .

THE QOURT: Al right. Thank you.

Maintiff.

MR KENNEDY: Your Honor, Keurig at least is
resting, subject to resolution of the proceedi ngs before
Judge H ghberger next door. And | think that's true of the
ot her defendants as well.

MR SCHURZ: It is, and | was getting there next.

THE CORT: Well, is anything happening in front of
Judge H ghberger that anyone thinks woul d affect the
pr oceedi ngs here?

MR SCHURZ: Since we don't know the content of the
letter, we don't know

MR METZGER  Your Honor, this is their ASRL

defense. | don't see howthey could be relying on an expert
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that | have withdrawn for their ASRL defense.

THE GORT: Al right. So as | hear, the defendants
have rested subject to the Gourt ruling on judicial notice
I ssues, and plaintiff wshes to make a notion for judgnent?

MR METZGER Yes. | have the notion for judgment.
VW can file it and serve it, but | do have an expert who has
flown out fromthe East Coast who 1'd like to get started
wi t h.

THE CORT: Well, you can file it, and we'll proceed
wth the testinony subject to your notion.

MR METZGER  Thank you, your Honor.

MR SCHRZ: Your Honor, while we are on the subject
of the notion that is in the process of being filed, we have
not discussed a briefing schedule for that, and havi ng not
seen the notion, I'mreluctant to conmt to a date. But we
are prepared to have a discussion with respect to that.

THE COURT: Veéll, well, we'll do that at the end of
the day. Let's go forward with the testinony. Let's have an
opportunity to look at it for a fewmnutes, | guess. You're
going to serve the papers, right?

MR METZGER They are being -- have they been
served now? Let's get themserved, please, and nove it al ong.

THE CORT: Al right. Look at it and weigh it and
deci de how rmuch per pound, how many hours per pound you need
for response. And we'll discuss it later at the end of the
day.

MR SCHRZ  Thank you, your Honor. And the final

pi ece of business, | wll introduce M. A ejandro Bras, who
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wll be handling the cross-examnation of Dr. Juliano, and |
wll give himny seat.

THE QOURT: Al right. &od afternoon, M. Bras.

Al right. The defendant has rested, and the
plaintiff has filed their nmotion for judgnent. It wll be
deferred, and the plaintiff wll now start presenting
W t nesses subject to its notion.

MR METZGER  Thank you, your Honor.

THE GOURT: Counsel nay proceed.

MR METZGER Yes, the plaintiff wll call D. Laura
Jul i ano.

THE CLERK Pl ease rai se your right hand.

LAURA JULI ANO SWIRN

THE QLERK  Can you pl ease state and spel | your name
for the record.

THE WTNESS: Laura Juliano, L-A-URA
J-UL-I-ANQ

THE QOURT: @ood afternoon, Dr. Juliano.

THE WTNESS: (Good af t er noon.

THE CGOURT: Counsel may proceed.

MR METZGER  Thank you, your Honor.

D RECT EXAM NATI ON
BY MR METZCER
Q Good afternoon, Dr. Juliano.

A (Good af t er noon.
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Q Is this your first tinme testifying in court?
A Yes, it is.

Q Véll, welcone. Let ne first provide you,

Dr. Juliano, a copy of Trial Exhibit 60074 and ask you is this

your current QurriculumVitae?

A Yes, it is.

Q And does it contain a summary of your education

and prof essional experience and publications?

A Yes.

MR METZGER  Thank you.

Your Honor, we would offer into evidence
Exhi bit 60074.

THE GOURT: Any obj ection?

MR BRAS. No objection, your Honor.

THE OCOURT: Admitted.

(Joint Exhibit 60074 received.)

Q BY MR METZGER Dr. Juliano, what do you
consider to be your field of expertise?

A " man expert in drug addiction.

Q How did you first become interested in drug
addi cti on?

A I n graduat e school | studied specifically
t obacco dependence, and then throughout ny career, |'ve
studi ed just about every drug of dependence, i ncluding
caf f ei ne.

Q Bef ore you went to graduate school, earlier

than that, did you have any experience in the tobacco industry

or the coffee industry?
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A M/ first job, actually, as a teenager, when |
was 16, | worked selling tobacco for a whol esal e tobacco
conpany. And also, interestingly enough, | worked at a coffee
house and sold coffee. So those were ny jobs prior to
engagi ng i n research.

Q Ckay. And how did you first becone interested
in drug addiction as a field?

A | was specifically interested in health, health
behavi ors, and behavi or change. Someone interested in
clinical psychol ogy and the nodification of behavior.
worked in the nental health field for a nunber of years prior
to going to graduate school, and when | was | ooking for
graduate prograns, | specifically was interested in studying
heal t h behavi ors, health-rel ated behavi ors, and began doi ng
research in the fields of HV prevention, breast cancer
prevention, and tobacco dependence.

Q Ckay. Wien did you begin doing that type of
resear ch?

A 1990. 19809.

Q And coul d you expl ain what type of research you
were doing at that tineinalittle nore detail?

A Vel |, as an undergraduate, | did research in
| aboratories |ooking at the effects of cocai ne use, and |
began working al so with human popul ati ons, and then in
graduat e school, | began studying various questions relating
to heal th behavi ors and wor ki ng and doi ng t obacco cessati on
prograns and clinical trials and so forth.

Q You nmentioned clinical trials. Tell us about
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your experience in running -- well, first of all, what is a
clinical trial?

A Ckay. Well, it's acontrolled trial to | ook at
the effect of, in ny case, different treatnents to treat drug
dependence. So testing the efficacy of various types of
treat nents.

Q And how do clinical trials differ from
observati onal epi dem ol ogy?

A Vll, a controlled clinical trial has no
treatnent control groups, and a lot of effort is put into
controlling the study in a way to |l ook at the direct effects
of treatnent on the outcones.

Q Wiat is your experience in running clinical
trials?

A In terns of the trials that |I've been invol ved
I n?

Q Yeah, over the years.

A So a nunber of studies, first with tobacco
dependence, looking at the effects of different types of
treatnments, either cognitive behavioral treatments in sone
trials. In other trials, nedication trials wth placebo
controls. And then I've al so done clinical outcone studies
relating to caffei ne dependence as wel |.

Q Wiat type of studies regarding caffeine
dependence?

A Random zed clinical trials where people are
randomy signed to receive treatnent and so forth and | ooki ng

at the outcones.
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Ckay. D dyou wite a Master's thesis?
| did.
And what was that about?

O > O

A M/ Master's thesis was specifically |ooking at
the effects of a drug being available in the environnent or
avai | able to a person and how t hat know edge i nfl uences their
craving and notivation to use the drug. And the drug | used
In that case was tobacco.

Q And in doing your Master's thesis, that
research, did that end up as a publication in a peer-revi ewed
j ournal ?

A Yes, it did.

Q And can you | ook at your QurriculumVitae and
tell us when that was?

A That woul d have been in, | believe, 1998. Yes.
So reactivity to instructed snoking avail ability environnent al
cues with evidence with urge and reaction tine.

Q After you conpleted your -- let's see, your
Bachel or' s degree was in psychol ogy, correct?

A Yes.

Q In 1990, from SUNY at B nghanton?

A The State University of New York at Bi nghant on,
correct.

Q And your Master's degree was in clinical
psychol ogy at the sane university?

A Correct.

Q And after you obtai ned your Master's degree,

did you do an internship?

Coalition Court Reporters | 213.471.2966 | www.ccrola.com




© 00 N O O b~ wWw N PP

N DN NN N N NN R R P B R P R R R
0o N o o b~ 0N P O O 00 N o oA W DN P O

165

A Vell, first | did ny dissertation.

Q Ckay. And tell us what your dissertation was
about .

A M/ dissertation was evaluating the rol e of
stress and stress reduction in notivating people to snoke.

Q And regarding your dissertation, did that wn
an awar d?

A Yeah, it won a dissertation of the year award
fromthe Anerican Psychol ogi cal Association's division of
subst ance abuse and phar nacol ogy.

Q And did the research that you did for your
dissertation also end up in a peer-reviewed article in the
literature?

A Yes, it did.

Q And woul d you identify that for us, please.

A That woul d be Juliano and Brandon, Effects of
N cotine Dose, Instructional Set and Qut cone Expectancies on
the Subjective Effects of Svking in the Presence of a
Stressor. And that is the Journal of Abnornal Psychol ogy.

Q Ckay. And then you did your internship; is
that correct?

A Correct.

Q And what type of internship was that?

A M/ internship was at the Medical University of
South Carolina in Charleston, South Carolina, and | went there
specifically to do research on an in-patient drug substance
abuse ward. And | also did outpatient work and treat ment

there as wel | .
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Q And fromthe research and work that you did for
your internship, post doctoral, did that end up as a
publication in the peer-reviewed |iterature?

A | presented sone of ny work at conferences from
ny tinme there.

Q Ckay. Are any of those listed on your
QurriculumVitae?

A They woul d be in the section on conference
present ati ons.

Q Is that on Page 11, Juliano, Santa Ana, and
Roi t zsch?

A Yes.

Q Coul d you tell the Court what the title is of
t hat ?

A DCevel oping Treatnent Strategies for N cotine
Dependent Subst ance Abusers in Recovery.

Q Al right. Dd you al so do post-doct oral
research at Johns Hopki ns?

A Yes.

Q Coul d you tell us what that was about ?

A | did two lines of research at Johns Hopki ns
for ny post doc. | did tobacco research, where | ran clinical
trials to test newtreatnments for tobacco dependence, and |
also did caffeine research while I was there, including a
random zed clinical trial of a treatment for caffeine
dependence that | devel oped.

Q Ckay. So what types of substances have you

studied for addictive or dependent effects?
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A Caffeine and nicotine primarily. |'ve done
treatment for individuals with various substance dependence
probl ens, but ny research is focused on tobacco and caff ei ne.

Q Ckay. And why those two?

A Vell, they have a lot of simlarities. They
are both legal, widely available drugs, integrated i nto our
society and our culture, and they are used by much | arger
nunbers of individuals than other -- many other drugs of
dependence.

Q Do those two drugs have any effects in common?

A They are both stimulant drugs, yes. And they
both woul d affect brain areas that woul d i nfl uence reward and

notivation to use those drugs again.

Q What is your -- are you currently in academ a?
A Yes.

Q And what is your current position?

A |'ma professor in the psychol ogy departnent at

Anerican University.

Q And are you a full professor?

A Yes, I'ma full professor.

Q And at Anerican University, what does that nean
to be a full professor?

A Vell, if you re asking what the requirenents to
get that type of pronotion are, it would be for your research
to be internationally recogni zed, for it to have a high
i npact, and to have received a | arge amount of grant funding.

Q Ckay. And could you tell his Honor generally

what you do in your current research?
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A M/ current research is a | aborat ory-based
research. So | design studies concerning tobacco and caffei ne
where we can isolate the effects of the drug and control
experinental designs. So I'mparticularly interested in the
behavi oral pharnacol ogy of drugs, neaning exactly what they do
toone's -- the effects that they have on individual s.

Q Ckay.

THE COURT: M. Metzger, what is the rel evance of
Dr. Juliano's testinmony to this case?

MR METZGER (h, well, let ne ask.

Q Dxr. Juliano, what is the major source of
caffeine in the adult popul ati on?

A The maj or source of caffeine is coffee.

Q C(kay. And is caffeine a drug?

A Yes.

Q Ckay.

THE QOURT:  You still haven't answered the question.

MR METZGER The relevance? kay. So the
relevance is Dr. Juliano will be testifying about nedi ca
adverse effects of coffee which, at least inthe plaintiff's
view, need to be considered as part of the calculus as to
whet her sound consi derations of public health support a high
l evel of acrylamde in coffee, nanely, that one has to take
into account not just the supposed benefits of coffee
consunption, but al so the docunented wel | - known and
est abl i shed adverse effects of coffee consunption.

THE CGORT: Al right. Soit's not directly related

to the issue of acrylamde and whet her acrylamde presents a
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risk of cancer. But what | hear you saying is that the
evi dence i s supposed to counter defendants' evidence that
there's supposed to be sonme health benefit in drinking coffee.

MR METZGER There is that, and it goes directly to
their defense, their ASRL defense exactly.

THE CORT: Ckay.

Gounsel ?

MR BRAS. Just a point of clarification, your
Honor. Dr. Juliano has no testinony about coffee. She's
testifying only about caffeine.

THE GORT: Al right.

M. Metzger, you may proceed.

MR METZGER Al right. Thank you, your Honor.

Q Dr. Juliano, do you al so teach?

A Yes, | do.

Q Can you tell us a little about your teaching
activities?

A | teach a wide variety of courses. | teach
drugs and behavior. | teach psychol ogy of addictive
behaviors. Instruction to psychol ogy, abnornal psychol ogy,
various courses related to psychol ogy.

Q Are you a journal reviewer?

A Yes.

Q And tell us about that, please.

A | reviewarticles, peer-reviewarticles for
peer-revi ened journal s when they are seeking expert opinion on
whet her those articles should be published or not.

Q And have you served as an associate editor of
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any journal s?

A Yes, |'massoci ate editor of the Journal of
Caf f ei ne Resear ch.

Q (kay. And the journals for which you have
reviewaed articles and have been an associ ate editor, are those
all peer-reviewed journal s?

A Yes.

Q Are they highly regarded journal s?

A Yes.

Q How do you det erm ne whether -- how do you
concl ude that these journals are highly regarded journal s?

A There are various netrics, but in general, they
have high rejection rates and hi gh submssion rates, and they
nake a large inpact on the field in that the articles in them
are well cited and stimulate further research in a field.

Q Does that relate to inpact factor?

A Yes.

Q And what is an inpact factor?

A The inpact factor is a calcul ation of how many
times an article is cited, a neasure of its inportance.

Q Ckay. And have you provi ded prof essi ona
servi ces?

MR BRAS. (pjection. Vague.

THE WTNESS: Can you clarify the gquestion?

Q BY MR METZGER Wéll, are you a nenber of
pr of essi onal associ ati ons?

A Yes, |'ma nenber of the Society of Research on

N cotine and Tobacco and the Anerican Psychol ogi cal
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Associ ation D vision 28.

Q Al right. D. Juliano, would you tell the
Court what you did to pursue your interest in caffeine?

A | sought out a post-doctoral fellowship at
Johns Hopkins University to work with Dr. Roman Giffiths, one
of the leaders in the field who did nost of the basic contro
| aboratory research | ooking at caffeine and its paraneters and
its effects on individuals.

Q And did you expand that into the clinical
real n?

A Yes. Dr. Qiffiths is not a clinical
psychol ogi st. So he was al so interested in having ne work
with himso that | could devel op treatnent programto assi st
i ndividual s with problematic caffeine use.

Q Can you think of an exanple as to a treatnent
programthat you devel oped to treat people with problenatic
caf f ei ne use?

A Yes, | was also at the sane time devel opi ng
prograns for tobacco dependence. | had done that for many
years prior to ny post doc. |'ve done a |lot of treatnent on
tobacco dependence. So | utilized the effective treatnent
strategi es for tobacco dependence and nodified it for
caf f ei ne.

Q And what kind of problens did you address in
thi s research?

A Can you be nore specific?

Q | could try. Wat kinds of problens that

patients were having did you address in this research?
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A (h, | see. Yes, we had peopl e contacting us
who self-identified as having problematic caffeine use. V¢
al so did thorough assessnents and clinical interviews to
identify those with the nost serious issues. They cane in
with a variety of conplaints, but nmost were interested in
giving up caffeine for a health-related i ssue and had been
advi sed by a physician to give up caffeine but were unable to
do so repeatedly when they tried on their own.

Q Ckay. And did these patients who self-reported
to you with problematic caffeine use, did that include people
who were coffee drinkers?

A Yes. 50 percent of the individuals we treated,
they were prinarily coffee drinkers. A |arger percentage
drank coffee, but 50 percent drank only coffee.

Q For their source of caffeine?

A Yes.

THE CQOURT: Are these individuals who voluntarily
cane in to see you, or were they -- all voluntary, | assune.
But were they self-initiated visits, or were they referred
from ot her physicians or scientists?

THE WTNESS: The way they were recruited was
through a notification that a treatnent was avail abl e, and
people called to find out about the treatnent. V¢ purposely
kept any sort of incentives or paynent |ow so as to only
attract people who were interested in receiving treatnent.

THE COURT: Was this a notice to the general
popul ation, or were they university students?

THE WTNESS. Nb, the general popul ati on.
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THE QOURT: Al right. Thank you.

THE WTNESS: There were no students in the study.

Q BY MR METZGER Al right. So what kinds of
probl ens regarding caffei ne use did you address in these
st udi es?

A Vel |, the goal is when individuals stop using
caf fei ne, then the associ ated probl ens woul d cease. So sone
were comng in because of anxiety issues. Sone were comng in
because of sleep issues. Sone were comng in because of
heal th-rel ated i ssues and physi ci ans' advi ce.

But we encountered difficulties in assisting people
in that they are physically dependent on the drug and they had
difficulty giving it up. So we used a fading programto try
to help with that issue of dependence.

Q Can you give us an exanpl e of a patient who you
assi sted wth a caffei ne-use probl en?

A Sure. They were very diverse in terns of the
patients, but we had individual s who canme i n because they were
advi sed -- for exanpl e, one woman was advi sed by her physician
to give up coffee for heart-related i ssues, and she was havi ng
difficulty. She was arguing with her spouse over it. S0 we
attenpted to help her get off coffee so that she coul d stop
havi ng these interpersonal problens as well as to followthe
advi ce of the physician. Unfortunately, she was one of the
peopl e who did not quit.

Q Ckay. D d you design studies to determne how
best to treat people wth caffei ne dependence?

A Yes.
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Q And tell us about that, please.

A So the study we tested was a study where
individual s tapered their caffeine use over a period of weeks
because one of the biggest issues in stopping caffeine is
withdranal. So we tried to mnimze the distress and sort of
suffering for nany that cones fromw thdrawal. So we had them
in a structured fadi ng program

But that al one we expected woul dn't work because
prior studies, case reports had tried that. So we al so
incorporated it with a treatnent-based manual that had a | ot
of strategies that have been known to hel p ot her peopl e stop
usi ng drugs, including cognitive behavioral coping skills and
i nformation about caffeine, information about w thdrawal, and
ways to reward yourself and so forth for quitting, reducing.

Q Al right. And what type of studies were these
that you desi gned?

MR BRAS. (bjection, your Honor. The scope of this
testi nony has gone beyond what was di scussed in deposition.
There was no di scussion of the devel opnent of the treatnent
program treating individuals, et cetera.

THE CGORT: COverrul ed.

Q BY MR METZGER You can go ahead and answer
when the judge overrul es the objection.

A Yes, | just don't renenber the question.

Q I'msorry. Wat were the types of studies that
you desi gned and conducted to assist these patients?

A In this case we did a wait |ist control design

because we wanted a control. W wanted to know t hat
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individual s didn't just stop using caffeine because we had
called them you know, that we had allowed themto be
intervienwed. They cane in. So we treated half of the
patients imediately and hal f of the patients six weeks later.
And we found that those who were treated six weeks later did
not spontaneously stop using caffeine. And then they were
given the treatnment as well.

Q Is this a random zed control --

A Yes, wth a wait list control condition as
opposed to a no control condition. Ve didn't want to do that.
V¢ didn't want to have half of our participants not receive
any treatnent.

Q Understood. Al right. And did that study
that you are referring to, that randomzed control trial,
result in a publication?

A Yes, it did.

Q And coul d you identify that on your Qurricul um
Vitae?

A It resulted in two publications. The first
woul d be Evadt, Juliano, and Qiffiths, 2016, a Bri ef
Manual i zed Intervention for Problenatic Caffeine Use, a
Random zed Gontrol Trial in the Journal of Consulting and
dinical Psychol ogy.

Q And the other publication?

A Juliano, Evadt, Rchards, and Qiffiths,
Characterization of Individuals Seeking Treatnent for Caffeine
Dependence i n Psychol ogy of Addictive Behavi ors.

Q Is there a study that you currently or recently
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submtted?

A | have a nunber of studies that | conpleted
recently and sonme under reviewregarding caffeine and its
effects on individual s.

Q Coul d you tell us about those.

A Sure. | just conpleted a study where we give
peopl e either caffeine or a placebo, and it's called an ABA
design. So they received pl acebo for a week, caffeine for
t hree weeks, and then placebo for another week. And this way
we can causally test the effects of caffeine on the outcormes.

V¢ were particularly interested in sleep and
negative subjective effects. Subjective effects in general.
So that's one study recently conpleted that we're witing now
for publication.

| have anot her study under review at a journal right
now where we were | ooking at caffeine wthdranwal. Sone had
suggest ed caffeine wi thdrawal perhaps is an expectancy effect,
neaning it's caused by one's beliefs that it nmay happen. So
we -- in that study, | tested whether sonebody's expectations
or their beliefs influenced wthdrawal synptonatol ogy and
found that expectation nade no difference. By the second day,
if someone didn't receive caffeine, they reported headache and
ot her w thdrawal synptons.

Q Al right. Anmtong your research, did you
conduct a conprehensi ve review of all published studies
regardi ng caffeine wthdrawal ?

A Yes.

Q Coul d you tell us what that invol ved?
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A Yes. So | didthat in collaboration wth Roman
Qiffiths at Johns Hopkins University, and we eval uated all
research that had tested or potentially could answer questions
about caffeine withdrawal in order to validate the phenonenon
in that what exactly is it when soneone abstains from
caffeine. Wat happens to them

Q R ght. About approximately how nany studies in
the literature did you reviewcritically in preparing that
wor k?

A Mbst studies in that review were doubl e-blind
pl acebo control studies. | believe there were about 47. V¢
al so included single-blind studies, 9 of those, | believe.

And then a few survey studies. So | would say -- | don't
remenber the exact nunber. About 60 studies or so.

Q And these were all controlled studies?

A Mbst of themwere controlled studies. But
actual ly, those controlled studies nay actual |y underesti mate
t he phenonenon in the real world. So this was a very
conservative evaluation of caffeine withdrawal. W wanted to
know what the pharnacol ogi cal effects of abstinence from
caffeine were to enpirically evaluate a potential diagnosis,
but it could be different when peopl e actually know they are
not getting their coffee. Research shows they nay actually
devel op synptons sooner and nore intensely.

Q And coul d you identify that conprehensive
review of caffeine wthdranwal on your QurriculumVitae?

A Page 4, Juliano and Qiffiths, 2004, A Qitical
Revi ew of Caffeine Wthdrawal, Enpirical Validation of
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Synptons and Signs, Incidents, Severity, and Associ ated
Features. And that was in Psychophar nacol ogy.

Q And what was your concl usion regardi ng caffeine
wi t hdrawal regarding -- based upon that critical reviewthat
you prepar ed?

A V¢ were very careful to |ook at the
net hodol ogi es in those studies. Qher drug w thdrawal
syndrones have not done this sort of analysis. But anytinme
you' re conparing a drug to pl acebo, you have to be able to
know whet her the effect you' re looking at is a drug effect or
a w thdrawal effect.

So we were careful to | ook at net hodol ogi es t hat
would isolate it as a withdrawal effect and not sinply that
peopl e do better on the drug and then worse off the drug and
worse, but that actually is a dysfunction or is a decrenent in
per f or mance.

So we concl uded that the evidence was overwhel m ng
for a wthdrawal syndronme, and at the end of the review we
nade recomrendati ons for what that syndronme woul d | ook like if
it was based on science and enpirically validat ed.

Q Have any of your papers in your view nade a
naj or inpact in your field?

A Vll, if you look at the citation rates, a
nunber of ny papers have been well cited. This paper, the
wthdrawal review, is the nost cited paper of mne. It has
hundreds of citations. But | believe this paper had the
| argest inpact because the enpirical analysis that we did

resulted in the actual diagnosis in the DSM5 that is
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currently accepted and used in this version, yes.

Q I's that this book?

A Yes.

Q Al right. Andits title is D agnostic and
Statistical Manual of Mental D sorders, 5th Edition, correct?

A Correct.

Q Is that the current edition?

A The current edition.

Q And this is published by the Arerican
Psychi atric Associ ati on?

A Correct.

Q Are there any nental heal th di agnoses in the
DSMfor caffeine-rel ated probl ens?

A Yes.

Q Coul d you tell us about those? Wat are they?

A The official diagnoses are caffeine
intoxication, caffeine withdrawal. Then there's
subst ance-i nduced anxi ety di sorder due to caffeine, substance
i nduced sl eep disorder due to caffeine. And then, as | --
research, working diagnosis, there's caffeine use disorder.

Q What was your role in those di agnoses and their
di agnostic criteria for themin the DSM5?

A | was an official advisor to the DSM5
subst ance use di sorders work group. | was asked to advi se on
natters related to caffeine; so |l was involved in the witing
and the scientific reviewof all the caffeine-rel ated
di agnoses in the DSM

Q And what was your role in the witing of that?
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A | was a prinmary | ead author on sone of the
di agnoses, and others | col |l aborated on the witing. UWsually
the ones that we're rewiting fromDSM4-TR
Q (kay. So for which of the caffeine-rel ated
di sorders were you the primary for?
A Caf fei ne withdrawal and caffei ne use disorder.
Q Has your research been funded by the National

Institutes of Heal th?

A Yes.
Q And are you the recipient of an ROl grant?
A Yes.
Q And will you explain to the Court what that is.
A It's a grant given that supports original
| aboratory -- well, in ny case, original |aboratory research.

And this was in the area of tobacco dependence.

Q Ckay.

A But they are highly conpetitive grants. They
are very difficult to get.

Q Ckay. Dr. Juliano, have you al so received a
hurani t ari an awar d?

A Yes, | received a hunanitarian award during ny
clinical internship.

Q Tell us about that, please.

A That was an award given to an intern who was
bel i eved to be a good col | eague, collegial, helpful.

Q Ckay.

A It wasn't a sci ence award.

Q Al right. So, D. Juliano, when was it that |
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contacted you regardi ng this case?
A Summer of 2013, | believe.

Q That's already four years ago. Mre than four

years ago.
A Yes.
Q Do you happen to recall what | asked you to do?
A | do.
Q Wat was that?
A So you called nme and asked if | woul d be

willing to discuss ny expertise and ny research on caffeine.

Q And what was your response?

A Vell, | was interested because | was attracted
to that idea of discussing ny research and tal ki ng about
caffeine. | enjoy educating the public and speaking with the
nedi a about caffeine. So | found the invitation appealing.

Q And were you surprised that | was not asking
you to testify on behal f of someone who had a caffeine-rel ated
pr obl en?

A Yeah. That's actually the only reason | said
yes, because | have been asked before to testify in cases, and
| ve al ways sai d no.

Q Al right. Wuld you tell the Court the
different topics --

Vell, at this point, your Honor, | would offer
Dr. Juliano as an expert in drug addiction and caffeine and
the effects of caffeine and coffee.

THE GOURT: Any obj ection?

MR BRAS. No objections other than the coffee
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pi ece. She's an expert on caffeine.

THE QOURT: Al right. Thank you. The Court
accepts Dr. Juliano as an expert. Counsel nay proceed.

MR METZGER  Thank you, your Honor.

Q Dxr. Juliano, did | ask you what topics
regardi ng coffee and caffeine you would like to address in
this case?

A | just picked the topics that | felt I was an
expert in and wanted to di scuss, yes.

Q And did | agree with what you chose?

A Absolutely. | sent you ny |ist of opinions,
and you said they | ooked great, and that was it. | was
happi | y surprised by the process.

Q Ckay. Wuld you just identify those five
topics for Judge Berle, please.

A Probl emati c caf fei ne use, caffeine
I ntoxication, caffeine withdrawal, anxiety, and sl eep.

Q Ckay. |'d like to start, with your perm ssion,
on caffeine withdrawal. First, could you give us a definition
of what caffeine wthdrawal is?

A Caf fei ne withdrawal is psychol ogi cal behavi or al
and cognitive disruptions that occur as a direct result of
absti nence from caffei ne anong habi tual users.

Q And does caffei ne produce a physical dependence
I n habi tual users?

A Yes. So by definition, physical dependence is
t he observati on that soneone experiences these disruptions

upon acute abstinence from caffei ne.
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Q And is there a particular syndrone that these
peopl e who are habitual caffeine users -- well, let nme ask you
about that.

Habi tual caffeine user. Does that include people
who drink coffee daily?

A Yes.

Q Ckay.

A And the wi thdrawal syndrone is dose dependent.
So the nore soneone uses, the nore likely they will have
withdrawal, and the nore severely they will have w thdrawal .
And the largest users of caffeine are coffee drinkers. So
when we're studying wthdrawal, we are studying coffee
drinkers primarily.

Q Al right. And could you describe for us the
synptons, if that's the right term of the physical dependence
that peopl e who are habitual coffee drinkers experience?

A The prinmary characteristic synptomof caffeine
wi thdrawal is a headache. The headache has been described as
throbbi ng, diffuse, sensitive to novenent. And often we hear
it's the worst headache anybody as ever experienced. So that
was the prinary synptom

Al so, very commonly we see fatigue, sleepiness,
difficulty concentrating, nood disturbances. So peopl e report
irritability, depression. And we al so see in sone cases
flu-like synptons. So people wll report nmuscle stiffness,
nausea, and in sone cases even vomting. And sonetimes peopl e
think they have the flu when they are experiencing caffei ne

wi t hdr awnal .
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Q Al right. And these various synptons which
you' ve just described, are those all synptons that you have
reported on in your publications, including your 2004 revi ew?

A Yeah. The 2004 review, we were very
conservative. So we only identified for the diagnosis
synptons that were reliably seen over and over and over in
many studies, that they were valid and that the right
net hodol ogi es were used to identify them

But ot her synptons were noted as well. But those
were the ones we felt were truly likely to occur over and over
when i ndi vidual s gi ve up caffeine.

Q And what were those?

A The ones that | listed: Headache, fatigue,
difficulty concentrating, nood disturbances, and flu-Iike
synptons. And that conprises the diagnosis for caffeine
W t hdr awal .

Q Wien you say that conprises the diagnosis --

A Along with functional inpairnent. So you can't
just have those. There has to be al so sone sort of
dysfunction or inpairnent in one's normal daily functioning.

Q Ckay. Says who?

A Al diagnoses in the DSMrequire dysfunction.
Gherwise, it would be very easy to neet a | ot of the nental
heal th di agnoses. And | think people forget that sometines.
They say oh, you know, | can't believe you woul d di agnose
this, let say, because of the synptons. And it's never | ust
the synptons. |It's the synptons along with some sort of

inpairment in daily normal functioning.
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Q So DSM says that with respect to caffeine,
what's the termnology that they give for caffeine wthdrawal
I n DSVP
Caf fei ne wi t hdr aval .

Ckay.
Syndr orre.
Q Al right. And the diagnostic criteria that

> O >

you just nentioned are in the DSW

A Yes. In order to neet the diagnosis, one has
to show synptons in at |east three of those categori es.

Again, it is the nost conservative diagnosis for drug
wthdrawal in the DSM Sometines you just have to neet 2 of
11 synptons, let's say. And also there has to be dysfuncti on.

Q And that categorization of the mni numof these
three plus dysfunction, is that what you have proposed?

A Yes.

Q Ckay. And you've indicated that that's nore
criteria than for any other drug w thdrawal synpton?

A Yes, it's the nost conservative. And we do
that on purpose because caffeine is used by 85 to 90 percent
of the population. And we want to nmake sure we restrict any
sort of nental health diagnosis to the nost severe cases
because of the |large nunbers of people who are exposed to
caffeine. W don't want to trivialize the diagnosis. | guess
that's one way to put it.

Q Al right. Now you ve nentioned doses. Let
ne ask you about that in your research. Have you ascertai ned

the range of doses of caffeine that peopl e experience or
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consune that can result in wthdrawal ?

A Yes. That paranetric research has been done.
Very well controlled. So we knowthat there is a
dose-response rel ationship. So as the dose goes up, the
probability of w thdrawal goes up, and the severity of
wi thdrawal goes up. But we al so know that a daily dose of
about 100 mlligrans per day is sufficient to cause w t hdrawal
upon abstinence fromthat dose.

Q And how nmany cups of coffee is a hundred
mlligrans of caffeine per day?

A The anmount of caffeine in coffee is quite
variable. But that would be | ess than one standard cup of
cof f ee.

Q Ckay. Al right. And can you informthe Court
of sone articles either by you or by others that have reported
that | ow dose of caffeine as being sufficient to trigger
wi t hdrawal syndrone upon absti nence.

A Yeah. The BEvans, et al., 1999, and Qiffiths,
et al., 1990, papers have shown that a hundred mlligrans of
caffeine is sufficient.

The study we just conpl eted showed that three weeks
of 200 mlligrans daily was sufficient to cause withdrawal in
the fourth week, and that was anong i ndi vidual s who don't
nornal |y use caffei ne.

Q And which study is that?

A That's a study that we are currently witing
for publication.

Q Al right. And have studi es shown or reported
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how | ong w t hdrawal synptons for caffeine wthdrawal, how | ong
they |l ast?

A Yes. That information is well established. So
caffeine wthdrawal generally begins within 12 to 24 hours of
the last dose of caffeine. It usually peaks in the second or
third day, and it lasts for up to nine days.

Q And could you informthe Court of sone studies
that actually showthat? Any of yours?

A Yeah, the studies listed here on ny |ist of
opinions. Qiffiths, et al., the review, Juliano and
Qiffiths, we summari ze that data. Van Dussel dorf and Katen
and Hofer and Battig.

Q Ckay. Dr. Juliano, is caffeine wthdrawal
syndrone in your opinion a clinically inportant phenonenon?

A Yes.

Q How so?

A Wien we were doing the review we were

particularly interested in would there be distress or
dysfunction, not just a change on a scale, let's say, but did
it actually interfere with soneone's life. And we identified
that about 13 percent of the tinme, the synptons were severe
enough to cause sone sort of dysfunction in soneone's day.
S0 -- and we've al so recei ved provo reports of the sort of
activities and sort of ways in which caffeine wthdrawal has
di srupted peopl es' |ives.

Q Can you give us sone exanpl es of those reports?

A | have many, many exanples. And sone of the

exanpl es | can give you are actually published reports.
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So peopl e unable to care for children, canceling a
son's birthday party, leaving a canping trip with the whol e
famly after the first day, not being able to attend religi ous
services, not being able to work. Many peopl e just describing
bei ng horme with the covers over their head, feeling as though
they had the flu.

Q Ckay. Al right. kay. Let's see, you
nentioned, | think, either the strongest or nost common
synptom) | don't recall exactly, as bei ng headache.

A It's a hallnark feature. So thereis a
caf fei ne wi thdrawal headache that has a specific sort of feel,
let's say, toit. But fatigue is also a very common synpt om
And sl eepi ness.

Q And can you descri be that headache?

A Yes. It's a diffuse, throbbing, all over the
head, sensitive to novenent. People don't |like to nove their
head because of the cerebral dilation that's going on. The
vascul ar systemis dilated. And, like | said, sone people
describe it as the worst headache they have ever experienced.
And there are case reports of people going to the energency
roomthinking that they had a brain aneurism

Q And have you published about the caffeine
wi t hdrawal headache?

A In terns of the clinical -- the reports, yes.

Q Are there any types of caffei ne consuners who
nost abstain in certain circunstances from caffei ne and
experi ence w t hdrawal ?

MR BRAS. (bjection. Vague.
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THE QOURT: Well, it is sonmewhat anbi guous. | don't
know what you nean by nost.

MR METZGER I'll try to rephrase it.

Q Are there circunstances that arise for various
reasons for various people where they have to stop drinking
cof fee or otherw se ingesting caffeine?

A Yeah, there are a nunber of different reasons.

Q Coul d you tell the Court sone of those.

A So sone peopl e choose to give up caffeine for
religious observances. You see a |lot of cases of w thdrawal
around Lent and other religious holidays. Pregnancy. Vomen
wll attenpt to not use caffeine. And al so nedical tests and
procedures, surgeries.

So there's actual ly sonething call ed post-operative
headache that, when tested, turned out to be prinarily
caffeine w thdrawal headache. And often we hear peopl e
cancel i ng medi cal tests because they had not been able to
abstain for the anount of time required prior to the test.

Q Ckay.

A Now, not everybody knows they are dependent on
caffeine, and that's a probl em because soneti nes peopl e don't
know why they are sick.

Q Al right. Now regarding this caffeine
w t hdrawal di agnosis or syndrome, we've tal ked about that
being within DSM5, correct?

A Correct.

Q Is it in any other generally accepted

publ i cati ons regardi ng nmedi cal di agnoses?
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A Yes. Caffeine wthdrawal is a diagnosis in the
International dassification of D seases, Version 10,
publ i shed by the Wrld Heal th O gani zati on.

Q (kay. And what is that, and what's it used
for?

A It's used for the same purposes of DSM and
that is to have a common | anguage to descri be di sorders and
di seases. It's used for treatnent, research, and in sone
cases billing.

Q Billing, for insurance purposes?

A Yes.

Q So in your opinion, is caffeine wthdrawal
synpt om a recogni zed and wel | -accept ed nedi cal diagnosis in
t he medi cal community?

A Yes.

Q Ckay. | realize this has been a | arge area of
your research. Have we covered this, or is there sonething
el se that you feel you consider inportant that you woul d Iike
to share with us?

MR BRAS. (bjection. Overbroad, relevance.

THE GORT: First of all, is there any questions
you' d like to be asked? O any questions you would like to
ask M. Metzger?

Q BY MR METZGER Vell, M. Juliano, what have |
forgotten to ask you?

THE CGORT: Al right. | take it you have conpl eted
your exam nati on.

MR METZ&ER Al right.
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THE QOURT: Like Jeopardy. Just give the answer,
and we' Il figure out a question.

MR METZGER | think his Honor is telling me
that -- | think we'll nove on fromcaffeine wthdrawal right
now.

Q Wiy don't we tal k about anot her
caffei ne-rel ated di sorder that you have mentioned, which is
caffeine intoxication. Ckay? Wat is that?

A Caffeine intoxication is synptons that result
fromconsumng too much caffeine. So they include synptons
l'i ke restl essness, nervousness, anxiety, @ disturbances.
It's a very unconfortable feeling for individuals.

Q Is there a long list of synptons of caffeine
I nt oxi cation?

A Yes. There are a nunber of synptons, and in
order to neet the diagnosis, one has to be experiencing at
| east five of those synptons.

Q Ckay. And when you say to neet that diagnosis,
what diagnosis are you referring to by what organi zati on?

A Caffeine intoxication is included both in the
DSM5 and in the | D 10.

Q Incidental ly, you' ve nentioned the 1CD, and the
10th is the 10th version of that?

A Yes.

Q Wen was that published?

A 1992.

Q Ckay. So whatever you're referring to

caffeine-related diagnosis being in the I1CD, you' re
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indicating, aml correct, that those di agnoses have been
accepted and included in the International dassification of
D seases for at |east 25 years; is that right?

A Yes.

Q Al right. So do people who -- do coffee
drinkers somnetinmes experience caffei ne intoxication?

A Yes.

Q What is your assessnent of caffeine
i ntoxication as a di sorder?

MR BRAS. (pjection. Vague.

THE CORT: H ease rephrase the questi on.

Q BY MR METZGER In your view, what is the
public health inpact of caffeine intoxication?

A | think it's an inportant public health issue.
V¢ hear a nunber of reports of caffeine overdose, caffeine
intoxication. And we see a trenendous anount of variability
inindividual s' response to caffeine. So that's where peopl e
need to be educated about the caffeine' s stinmulant properties
as a drug.

THE COURT: What effect in your opinion does
caf f ei ne have in the workpl ace?

MR METZGER Caffeine intoxication or caffeine?

THE GOURT: Bot h.

MR METZGER  (Kay.

THE WTNESS. Wl |, caffeine in terns of -- you
know, ny research is on withdrawal. So, of course, |'ve been
interested in the effects of caffeine wthdrawal and work

productivity. But people al so use caffeine to perform but
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research has shown that when peopl e who commonly use caffei ne
to perform to enhance the cognitive perfornance or to
alleviate sleepiness, that actually they are just restoring

t he decrenents caused by the dependence on caffeine. It's not
a net benefit. So it's sort of a vicious cycle.

V¢ believe we're using caffeine to enhance our
performance at work. You know, we go to get that cup of
coffee so we can get through the day. But it only sort of
hel ps for peopl e who have becone dependent and who are then
just trying to get thensel ves back to nornal.

Peopl e who don't consune caffeine are no | ess
producti ve than individual s who consune caffeine. In fact,
one coul d argue there are probably nore because they are not
goi ng through these phases of w thdrawal and use.

THE COURT: Well, that's what | was getting at in
terns of caffeine withdranal. Assune fromwhat you descri bed,
there are occasions where individuals mss work because of the
synptons of caffeine withdranal. So there's a | oss of
productivity.

O the other hand, there's been a suggestion that
caffeine helps alertness in job performance. So how do you
bal ance those two?

THE WTNESS. That's what | was getting at. So the
alertness -- so you only see alertness effects in caffeine
users at work substantial when soneone doesn't chronically use
caffeine. So caffeine, if used -- for someone who doesn't
nornmal ly use it, it can be an effective perfornance enhancer.

It may nake you less tired. |t may inprove your
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concentration, especially on vigilance-like tasks. Not so
much nenory or conplicated tasks, but kind of boring tasks
that you have to do over and over.

But the problemis nost people don't use caffeine
that way. They use it daily or regularly. So once their
bodi es becone tol erant, then wi thout the drug, they perform
worse. So what people are doing is they are using the drug to
increase alertness, but it's just to get themback to where
t hey woul d have been had they never been dependent on
caf f ei ne.

Q BY MR METZGER To basel i ne.

A To baseline. There's no evidence that caffeine
enhances perfornmance above and beyond basel i ne when used in a
chroni c manner like that. And people tend to use it in a
chroni c manner. So people every day at 4:00 o' clock will go
and get that second cup of coffee or third cup of coffee.
There's no evidence that that is actually hel pful.

Q Speaki ng of people who use it, I'll confess.
Wiat about you?

A | do consune coffee, yes, every day.

Q Wiy ?

A Likely to get nyself back to baseline and not

experienci ng caffei ne wthdrawal .

Q Al right.
THE QOURT: Well, | think that's a good pl ace to
pause and have an afternoon recess. |'mnot commenting on

what beverages people are going to take during the recess.

V'Il be inrecess for 15 mnutes. And then we'll resune the
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trial.

(Recess taken.)

THE CGOURT: Back on the record.

Dr. Juliano, let nme ask you this question. Your
testinony about caffeine and the effects of caffeine, was your
study limted to caffeine in coffee beverages, or does it
extend to caffeine's presence in other beverages such as soft
drinks, Coke or Mountain Dew or exposure to energy drinks
recently?

THE WTNESS: Can | ask what you're referring to in
terns of the research? Are you asking if we only use coffee
consurrers in the research, or when we nani pul ate caffeine, do
we do it using a vehicle of coffee or energy drinks?

THE QOURT: Bot h.

THE WTNESS: Ckay. So in our research, we recruit
i ndi vi dual s who consurne all sources of caffeine for sone
studies. QGher studies we |imt to only coffee drinkers.

In terns of the mani pulation of caffeine, often we
adm ni stered decaffei nated coffee, and then we add caffeine to
it so we can control for the dose of caffeine in the coffee.

In other studies |I've done, | have used -- in two
ot her studies, |'ve used energy drinks as a vehicle. But
again, we're formulating those, and we're adding caffeine in
speci fi ¢ dosages.

THE COURT: And for the work you' ve done in this
case, is it limted to coffee? Have you focused only on
cof fee? Because nost of your testinony has been on caffei ne.

V' ve been in general listening to testinony about the effects
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of caffeine. So for the work you' ve done on this case, is it
limted to caffeine present in coffee or in other beverages as
wel | .

THE WTNESS: It's not |limted to coffee, but
because coffee is the largest source of caffeine, in order to
under st and caf f ei ne exposure, one needs to understand coffee
consunption. And also being that caffeine is a prinary
reinforcing ingredient in coffee, people consune coffee
because of the caffeine. |It's a reinforcer.

Mbst peopl e consunme caffeinated coffee. So to fully
under st and cof f ee consunption, one needs to understand the
primary reinforcing ingredient in coffee, which is caffeine.

THE GORT: Ckay. Thank you.

M. Metzger.

MR METZGER  Thank you, your Honor

Q Dr. Juliano, | think we' ve covered caffei ne
I nt oxi cati on.

So let's nowtal k about anxiety. That's been
anot her area of your research, correct?

A Yes.

Q And by the way, regarding Judge Berle's
questions about your work in this case, is it correct that you
have not done any experinments or specific work for this case
ot her than devel opi ng your opinions in this case based upon
your own research?

A Yeah, | have not done any specific sort of
anal ysi s separating any type of caffeinated vehicle for this

case, no. |'mjust speaking about ny research in caffeine and
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cof f ee.

Q Ckay. Al right. So now anxiety. | guess
definitionally, what is anxiety?

A Anxiety is a negative subjective state. It can
al so be neasured physi ol ogi cal |y because it has physi ol ogi cal
correlations. Increased heart rate, skin sweating, blood
pressure, general feelings of uneasiness.

Q And is anxiety a recogni zed di agnosi s?

A There are a nunber of different anxiety-rel ated
di sorders in the DSM

Q (kay. And what has your own research been
regardi ng the consunpti on of coffee, caffeine, on anxiety?

A Caffeine is a known anxi ogeni ¢ agent.

Q Wat does that nean?

A It means it causes anxiety. So there's clearly
phar macol ogi cal evidence that caffeine causes anxiety. This
rel ationship is dose dependent again. So |arger doses of
caffeine are nore likely to cause anxi ety and cause for severe
anxi ety; however, there's a trenendous amount of variability
anong i ndividual s and effects of caffeine.

So sone peopl e experi ence anxi ety even at nornal
dietary doses of caffeine, while others experience anxiety
fromcaffeine froml arger doses.

Q Wien you say nornal dietary doses of caffeine
that sone peopl e experience anxiety from can you quantify
that for us?

A Yeah, a nornal dietary dose coul d be sonething

like 200 mlligrans of caffeine.
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Q Whi ch woul d be how many cups of coffee?

A It could be | ess than a 12-ounce cup of coffee.

Q Ckay. And could you informthe Court of sone
of the studies that informyour opinion that caffeine causes
anxi ety in hurmans?

A Yes, there's been a nunber of controlled
research studi es that have admni stered caffeine to
participants and then evaluated their anxiety. Sonetines it's
general anxiety, ratings of anxiety. Sometines -- some
studi es have actual |y i nduced panic attacks w th caffeine.

Q And what exactly is a panic attack?

A A panic attack is a specific diagnosis, and it
i nvol ves somati c synptons, sweating, heart rate increases.
Peopl e report feeling that the world is closing in on them
Feelings of doom And this is an isolated event where people
are panicking. They often think they are having a stroke or a
heart attack.

Q | want to go back to sonething you said. You
said that caffeine is an anxiogenic drug; is that right?

A Correct.

Q And you expl ai ned that anxi ogeni ¢ neans t hat
caf f ei ne causes anxiety. Wat are the types of studies that
you are relying on that enabl e you to nake a causa
concl usi on, as you have, for caffei ne causing anxiety?

A Vel |, the causal effects can be denonstrated
through control | ed studies, experinental studies, where
caffeine or a control, in nost cases a placebo, is

admni stered to individual s doubl e-blind, and then the effects
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of the -- what we call the independent variable are eval uated
on the neasures.

So there are a nunber of controlled studi es where
caffeine is admnistered to individuals in a doubl e-blind
f ashi on.

Q (kay. So regarding these caffeine-rel ated
di sorders that you have been testifying about, in your opinion
are these disorders recogni zed as bei ng caused by caffei ne
based upon control | ed studi es?

A Yeah, absolutely. The goal of the DSV any
di agnostic systemis for those diagnosed to be enpirically
validated. So it's not anecdotal or based on clinical
observations necessarily. It's also based on controlled
research denonstrating the rel ati onshi p between the drug and
t he out cone.

Q And these types of what you' ve referred to as
control | ed and experinental studies, are those different types
of studies than observational epi dem ol ogi c di sease?

A They are very different types of studies. |
teach research net hodol ogy, and | actually just taught this
| ast week. So yes, when you control an independent vari abl e,
when you control the causal factor, and you nanipulate it and
you control for a host of other potential extraneous
vari abl es, then you can establish causality with the dependent
outcone. In this case it would be anxiety. So great efforts
are made to be able to isolate the causal factor.

Q Ckay. Thank you.

A The issue with observational studies is the
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chronic third variabl e i ssues, where --

Q The what ?

A Third vari abl e probl emwhere any
relationship -- one, we don't know the direction of causality
in many cases. And second, we don't know if there are other
variables that are truly responsible for the relationship
between the vari abl es under investigation.

Q Conf ounder s?

A Yes, confounders. And other explanations.

Q Ckay. Thank you. Now, regarding anxiety, is
caffeine-related anxi ety a diagnosis in the DSM5?

A Yes. A substance-induced anxi ety di sorder due
to caffeine. They changed the name, actually. In the |ast
edition it was called caffeine-induced anxi ety disorder. To
be consistent with ICD 10, they were all changed. Al drugs
wer e changed to substance-i nduced anxi ety di sorder, and then
the qualifier is the drug caffeine.

Q Ckay. So |'magathering, fromwhat you just
said, that this caffeine-induced anxi ety disorder is also a
diagnosis in the International dassification of D seases?

A Yes, that is correct.

S nce at | east 19927

Q

A Correct.

Q Al right. 9 eep?

A Yes, | likeit.

Q So how woul d you characterize the rel ati onship
bet ween caffeine and sl eep?

A VWl |, caffeine is a known substance that has
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effects on sleep. It disrupts sleep. It's a sleep inhibitor.

Q And how is that known?

A Véll, it's known in a nunber of ways. The ways
in which | investigated have to do w th behavi ora
observations. So through controlled studies that have shown
that when caffeine is admnistered, it disrupts the -- it
increases the anount of tinme that it takes to fall asleep. It
reduces the total anount of tine that one sleeps. It reduces
the perceived quality of sleep. It increases the nunber of
ni ghtti me anakenings. So generally, people sleep nore poorly
after they have consuned caff ei ne.

Q And this has been shown by your own research
and ot her researchers in the field?

A Yes, there are many research studi es show ng
this effect, and ny own research has al so shown when we give
peopl e caffeine, they sleep nore poorly, and they sleep for
| ess amount of tine than the weeks that they are gi ven pl acebo
or basel i ne.

Q So what you're again describing is controlled
studi es that you' ve done regardi ng caffeine and sl eep?

A Control | ed doubl e-blind studies.

Q You' ve nentioned doubl e-blind before. | don't
know that | asked you to define that. Can you tell us what a
doubl e-bl i nd study is?

A A doubl e-blind study is when neither the
partici pant nor the experinenter know which drug is being
admni stered, and that is to control for potential confounds

or placebo effects.
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Q And what is a placebo effect, very briefly?

A Vll, it's a non-drug effect. So it can be a
host of other factors, but it's sonmething that we attribute
not to the active conponent of a drug.

Q So in doing these controlled studies, is the
gol d standard that they be doubl e-blinded to mnimze or
elimnate any possibility of other confoundi ng?

A Yes. A double-blind study is the gold
standard, but as | said before, double-blind studies nay
actual ly underestinate the clinical outcomes in a naturalistic
envi ronnent .

Q Wiy is that?

A Because when peopl e take a drug in the real
world, it's not only the drug they are getting, but it's the
full context of what they expect, and that coul d exacerbate or
change what they experience.

Q And in the doubl e-blind studies, you don't have
t hat ?

A You subtract out expectation. $So you are
| ooki ng only at drug effects.

Q Ckay. Al right. Now let's get back to
specifically coffee. What does your research indicate
specifically regardi ng coffee consunpti on and sl eepi ng
ef fect s?

A Because coffee is the | argest source of
caffeine, coffee tends to cause the nost disruption to sleep.
And that's a product of having nore caffei ne exposure.

Q I n the popul ati on, you nean?
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A More caffei ne exposure in the popul ation. So
peopl e consune coffee, and then they -- it contains caffeine,
and then they have troubl e sl eeping.

Q And has your research specifically addressed
cof fee and anxi ety?

A |"'msorry. S eep?

Q |'msorry. Coffee and sl eep, yes.

A Yes. V¢ nanipul ated the caffeine dose in
cof f ee.

Q In coffee as the vehicle

A Both coffee and energy drinks, yes.

Q And does DSM5 have a diagnosis related to
caf f ei ne and sl eep?

A Yes, it has a substance-induced sl eep disorder
di agnosis. The nost common sl eep di sorder one sees with
caffeine is insommia due to caffeine. It used to be called
caf f ei ne-i nduced sl eep di sorder.

Q And did you have a hand in witing that
di agnosi s?

A | had a hand in co-witing, yes, and editing
the prior diagnosis that was in the DSM4, but that was an
est abl i shed di agnosi s since 1994 wi th DSV 4s.

Q And did you al so have a hand in witing the
diagnosis in -- or the diagnostic criteria in the DSM5 for
t he caffei ne-i nduced anxi ety di sorder?

A | co-wote, edited nostly.

Q Ckay. And going back to sleep, is there a

di sorder regarding caffeine and sleep in the |1 CD?
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A Yes.

Q And what can you tell us about that?

A For consi stency purposes, DSM5 nade attenpts
to be nore consistent; so you'll see the (D rel ated di agnoses
listed in the DSM5 with simlar termnol ogy,
subst ance-i nduced sl eep di sorder.

Q Sois it correct that within the international
classification of diseases, there has been a caffeine-rel ated
sl eep di sorder since at |east 19927?

A Correct.

Q Ckay. So | think that | eaves one nore topic
that you selected to talk about. And that is problematic
caffeine use. Can you tell us what that is?

A So problematic caffeine use is simlar in terns
of -- or the sane, really, in nature as probl emati c use of any
drug. So when one consunes a drug, at tines there are effects
of that drug consunption that are problematic for an
individual. So individuals -- sone individual s have been
identified who caffeine is causing these host of synptons
associ ated with drug addiction or drug dependence, and al so
it's interfering with their lives. And that's what | refer to
as probl ematic caffei ne use.

So not just being physically dependent, not just
having to have it every day to avoid withdrawal or to be abl e
to function at work. That's a separate issue. Sonetimes
peopl e confuse the two. The physical dependence on the drug
and the problematic use of a drug.

Bei ng physically dependent on a drug in and of
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itself is not deened to be probl ematic. Because soneone can
sinply obtain the drug every day and use it every day. It's
their choice to be addicted and their choice to have to
procure it on a regul ar basis.

Probl ematic caffeine use is nore than that. It's
havi ng problens in one's |ife because of the consunption of
t he drug.

Q Ckay. And does problenatic caffeine use -- are
there synptons associated with that?

A Yes.

Q Can you tell us about those?

A So there are a nunber of synptons that have
been identified along with the general feature of problematic
caffei ne use. There are nine synptons recogni zed by DSM at
this tine. In order to neet the working diagnosis or the
research diagnosis for caffeine use disorder, which is the
name of problematic caffeine use in the DSM one needs to neet
all three of the following criteria: They have to be using
the drug despite sone sort of physical or psychol ogi cal
negative effects or harm They have to have tried to quit
usi ng the drug unsuccessfully or taper their use
unsuccessfully. And they nust be physically dependent on the
drug. Meaning that they will experience wthdrawal if they
attenpt to cease using the drug.

So right nowthat is the operational definition of
caffei ne use disorder in the DSM

(e al so has to have dysfunction along with those

synptons in their life in some way. But there are al so six
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other features that we tend to observe nore or |less to
di fferent degrees when peopl e have these clusters of synptons.

Q Al right. And is there a range of caffeine
doses that have been associated wi th problematic caffeine use?

A Yes. So there's wide variability. For no drug
of addiction is the amount someone uses a criteria for
di agnosi s drug addiction. And that's for all drugs, including
caf f ei ne.

Heavy use, of course, of any drug nmay be associ at ed
with negative health problens and so forth. But what we see
with caffeine is a large, a wde range of use. So we've
identified problenatic caffeine use anong i ndividuals using as
little as 200 mlligrans a day upwards of 2,200 mlligrans a
day.

Q And tell us about your research, if you woul d,
regardi ng probl enati c caffei ne use?

A So ny research has focused on identifying the
characteristics of individuals who feel that their caffeine
use i s problemati c and who are seeking treatnent for caffeine,
probl emati c caf f ei ne use.

Q And what publications have you aut hored
regardi ng that?

A So there are two publications. e is a study
of the characteristics, and that is a |arger sanpl e of
individual, | believe. 275 people called in response to
adverti senments seeking people who felt that they were having
problens with caffeine use, and we collected infornation from

those 275 individuals. The other publication is the
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random zed clinical trial we tal ked about, testing the

efficacy of a brief nanualized treatnent for caffeine use

di sorder.

Q The BEvadt study 2016, of which you are a
co- aut hor ?

A | was the corresponding author. | was the |ead
author. | mean, I'mnot the lead author, but | designed the

study, and yeah, that was a study that | designed as a post
doc when | was at Johns Hopkins. Evadt is ny student.

Q Ckay. So you were -- | guess they call it t
seni or aut hor ?

A | was the correspondi ng author. And yeah, i
Qiffiths was the senior author | wll defer to.

Q Got it. Ckay. Al right.

A There is hierarchy.

he

t's

Q And regarding the di sorder known as probl ematic

caf fei ne use or caffeine use disorder, | guess you said --

A In the DSM vyes, it's caffeine use disorder.

Q I's that characterized in the DSM5 in a
particul ar way?

A It is a diagnosis worthy of further study.
refer to it as a research di agnosi s.

Q And what does that mean exactly?

A It means that there was enough evi dence and
enough studies that had denonstrated these cl usters of
synptons in individuals deemed it to be clinically
significant. But not enough information at this tine to

warrant inclusion as a fornal recogni zed di agnosi s.

V¢
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Q And regarding formal recogni zed di agnoses of
caffeine-rel ated disorders, would that include the caffeine
I ntoxication, caffeine wthdrawal, caffeine-induced anxiety,
and caffei ne-i nduced sl eep di sorders?

A Yes, those are all fully recognized
caffeine-related disorders in the DSM

Q Al right. And is caffeine use disorder or a
simlarly named syndrone al so recogni zed not just in the DSM5
but also in the International dassification of D seases?

A Yes, the International O assification of
D seases has | ong recogni zed caff ei ne dependence syndrone.

Q Wen you say long --

A S nce 1992 at |east.

Q Al right. So let me ask you, then, what is
your concl usion regarding the effect of caffeine from
consunption of coffee in psychol ogi cal heal th?

A | think caffeine -- and again, the prinary
vehi cl e being coffee -- has very inportant psychol ogi cal
effects and that they need to be recognized in terns of the
effects on sleep, the effects on anxiety, and the dependence
syndrone that devel ops when one chronically uses caffeine.

Caffeine intoxication is also an inportant public
heal t h i ssue because peopl e are exposed to caffeine in | arge
doses and have negative effects, often present at energency
roons, call poison control, and as well as probl enatic
caf f ei ne use.

There is a popul ation of individuals who would Iike

assi stance stopping using caffeine for various reasons. In
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our study 47 percent of our subjects had been directly advi sed
by nedical professionals to quit using caffeine but w thout
any advi ce on how to do so.

So | think there is a need and a desire for
assi stance in the sane way that peopl e desired assistance
getting off tobacco years ago when they were told oh, just
quit. It's a habit. It's easy. And | think that's how
caf fei ne users feel now when people say it's just caffeine.
Quit. And they try over and over, and they can't. So | think
that these are areas |1'd like to continue to address in terns
of public education, health, and treatnent.

Q Does caf fei ne cause coffee drinkers to fee
conpel | ed to drink coffee daily and throughout the day?

MR BRAS. (bjection. Lacks foundation.

THE GOURT: COverruled. You nay answer.

THE WTNESS. Yes. So a good anal ogy is nicotine.
Wien you take nicotine out of cigarettes, snokers don't |ike
themanynore. They won't snoke themfor very long. |In the
sane way, caffeine has been through controlled research, been
identified as a prinmary reinforcing ingredient.

So when you take caffeine out of coffee, coffee
users don't like it -- sorry. QConsuners don't like it as
much. They won't drink as much. They won't pay as nuch for
it. And this is in double-blind testing. So nost coffee that
Is consunmed is caffeinated coffee. And caffeine, because it's
a reinforcer, because it can have direct pleasurable effects,
and also it's a negative reinforcer in that when one is

dependent and they don't get it, they feel bad.
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So that conbi nation of positive effects and avoi di ng
negative effects nakes a drug reinforcing and i s repeat ed.
It's been denonstrated that it is responsible for chronic use,
as we put it, the nmai ntenance of drug taking.

Q And does that, that maintenance that you' ve
just described that conpel s people to continue drinking coffee
for -- | think you called it the pharnacol ogi cal effect --
does that cause peopl e who are coffee drinkers to be
continual |y exposed to the constituents of coffee and any
addi tives in coffee?

MR BRAS. (bjection. Lacks foundation. The
W tness has stated she doesn't have any opi ni ons about
anyt hi ng other than caffeine in coffee.

THE COURT: (pjection sustained. Pl ease rephrase
t he questi on.

MR MTZGER  kay.

Q In your opinion, Dr. Juliano, does the
addi ctive or dependent effects of caffeine conpel coffee
drinkers to consune coffee regularly with any of the
constituents and the additives that nay be in the coffee?

MR BRAS. (pjection. It's the sane question and
t he sane obj ecti on.

THE QOURT: The witness may answer the question.

THE WTNESS. Yes. So areinforcer is by definition
sonet hi ng that soneone does repeatedly because of its effects,
and therefore woul d be exposed to anything el se. This issue
comes up with other substances that contain caffeine as well

interns of exposure to the agents in their product.
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MR METZGER Thank you, Dr. Juliano. | appreciate
your testinony.
THE QOURT: Al right. Thank you.

O oss.

CROSS- EXAM NATI N
BY MR BRAS:

Q Good afternoon, Dr. Juliano.

A Good af t er noon.

Q You' re not offering any opinions regardi ng any
conponent of coffee other than caffeine, correct?

A Correct.

Q You' re not offering any opinions regarding
decaf f ei nated coffee, correct?

MR METZGER (bjection. She's testified about
decaffei nated coffee in her testinony so far.

THE GOURT: COverruled. You nay answer.

THE WTNESS. | am-- ny research does investigate
decaffei nated coffee as wel|l because of the | ow doses of
caffeine that it contains that coul d be pharmacol ogi cal | y
active. And this is an inportant issue in ny research that we
try to control for. So ny research does have an interest in
decaf f ei nat ed cof f ee.

Q BY MR BRAS. So your research does have an
interest in decaffeinated coffee, but ny question was do you
have any opinions offered at this stage regarding the
consunption of decaffei nated cof fee?

A No.
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Q | believe you stated on direct testinony today
that the normal dietary dose of caffeine is 200 mlligrans; is
that correct?

A | didn't say it was the nornal dietary dose.

It was in the range of a nornal dietary dose.

Q | see.

A Peopl e don't nornally want to consune anounts
hi gher than that in general. Sone people, if they are highly
tolerant, would. But that's the upper range of a nornal
acceptabl e dietary dose.

Q The nean daily caffeine consunption anong adul t
caffei ne consuners inthe US is about 280 mlligrans per
day, equivalent to about two cups of coffee; is that correct?

A | amfamliar with that data. 280 mlligram
value. | can't speak to how nuch that translates in terns of
cof fee because of the wide variability you see in dose of
coffee. But according to -- when | speak to nmanufacturers,
you know, |'mgiven values that there are 300 mlligrans of
caffeine in a 12-ounce cup of coffee, 400 in a 16-ounce cup
cof fee, and 500 in a 20-ounce cup of coffee, and those val ues
are different, let's say, than the val ues you' re giving ne.

So | can only go by what the manufacturers give ne
or independent testing that |I've done on decaffei nated cof fee.

Q | see. 1'd like to show you Exhibit 60116.
The title of this article is Characterization of Individuals
Seeki ng Treatnent for Caffei ne Dependence, correct?

A Correct.

Q And you're an author of this paper?
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A Yes.

Q If you ook on the first page, you wite:
“Mean daily caffei ne consunption anmong adult caffeine
consuners in the United States has been estimated to be
280 mlligrans per day, the equival ent of about two cups of
coffee, or seven 12-ounce cans of caffeinated soft drinks,"
correct?

A Correct.

MR METZCER Wéll, with a citation.

THE WTNESS: That's Barone and Roberts, 1996. And
that was a direct query by the publisher, who asked us to add
that information. You know, there's so much variability, it's
very hard to give equival ents other than the products that
caffeine is added to. W can do that with soft drinks, but
with coffee we were asked to do that.

Q BY MR BRAS. That's what you wote here?

A Yeah.

Q You agree that the typical dietary doses of
caffeine up to 300 mlligrans per day are generally consumed
wi thout incident, correct?

A Correct.

Q Wien you speak of acute doses, you nean a dose
consuned all at one tine; is that right?

A An acute dose is a dose consuned at one tine.
Yes.

Sorry, | didn't have ny glasses on, and we went
through that quickly. Can you tell ne what you were referring
towth the 300 mlligrans a day?
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THE GQOURT: It's not your opportunity to ask
quest i ons.

Next questi on.

THE WTNESS: Al right. Sorry. Because | don't
know where that is in here. But okay.

Q BY MR BRAS. You woul d agree that individual
doses of caffeine between O to 200 mlligrans generally

produce rewardi ng subj ective effects, correct?

A Correct.

Q You' re a psychol ogi st, correct, Dr. Juliano?
A I'"ma clinical psychol ogist, yes.

Q And you have no degree in epi dem ol ogy,

correct?

>

No.

Q And you becane a full professor of psychol ogy
i n 20157

A Yes.

Q So you are famliar with the Arerican
Psychi atric Associ ati on?

A Yes.

Q And you discussed with M. Metzger today DSM
is that right?

A Yes.

Q And you are relying on DSMfor your opi ni ons?

A Vell, | was asked to formopi ni ons about
di agnoses in the DSM and | would say DSMrelied on ny
opi ni ons i n sone cases.

Q DSM does not recogni ze caffeine use di sorder as
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a fornmal disorder, correct?

A Correct.

Q Caffeine use disorder is what's called a
condition for further study, correct?

A Correct.

Q And you agree that nore research is needed to
determne the reliability, validity, and preval ence of
caf fei ne use di sorder, correct?

A Correct.

Q | think you stated you are a contributing
author to the DSMon caffeine use disorder; is that right?

A | was an appoi nted advi sor to the substance use
di sorders work group on matters rel ated to caffeine.

Q | see. So you agree with the American
Psychi atric Association that there's a high rate of
non-probl ematic daily caffeine use in the general popul ation,
correct?

A Yes. So as long as people can procure a daily
dose.

Q |'d like to show you what's been nmarked as

Exhibit 59474. You' re an author of this paper, correct?

A Correct.

Q And this was published in 20167

A Correct.

Q Looking at the first page in the introduction,

you state: "The w despread popularity of caffeine is likely
due to its mld positive stimulating effects, presence in a

wi de variety of products, and integration into cultural
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custons and routines," correct?

A Correct.

Q You also state that: "In general, when
consuned at lowto noderate daily doses, e.g., less than
400 mlligrans, caffeine is a relatively safe drug that offers
sone functional, e.g., staying awake during a long drive, and
perhaps health protective effects, e.g., Parkinson s disease,"”
correct?

A Correct.

THE QOURT: Are you asking the w tness whet her you
read it correctly or something about the substance?

Q BY MR BRAS. You wote this article?
Yes.
And you wote that statenent?
Yes.
And that's your opinion?

Yes.

O > O » O >

You have a citation to another of your papers
at the end of that statenent, correct? To Juliano, Ferre, and
qiffith, 20147

A Yes.

Q If we could take a look at that, | believe it's
Exhi bit 55422. This is a chapter out of a book entitled
Phar macol ogy of Caffeine, correct?

A Correct.

Q And you're an author of this particul ar chapter
in the book?

A Correct.
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Q And the first paragraph in that first page, you
wite: "Caffeine is not highly associated wth any
life-threatening illnesses. Typical daily dietary doses can

be consuned under nany circunstances w thout incident,"

correct?
A Correct.
Q Is that's still your opinion?
A Yes.
Q Turning to Page 184 --

THE GOURT: Al right. |Is there sonething
substantive you want to ask the witness, or is it just to
recite passages fromher witings?

MR BRAS. The substantive questionis if that's
still her opinion, that daily dietary doses have --

THE COURT: Weéll, she wote it. Be |l assune that's
her opinion. | nean, where is it goi ng?

MR BRAS. It's to establish that norrmal daily
dietary doses of caffeine have no negative --

THE CQOURT: Wiy don't you ask the w tness a direct
question, then.

Q BY MR BRAS. Caffeine is widely used to
i ncrease energy and prevent sl eepi ness, right?

A Yes.

Q And you consider that a benefit, correct?

A | don't consider it a net benefit. | consider
it a benefit in that when peopl e consune caffeine, they feel
better than when they don't. But it doesn't nean that it's a

net benefit, putting someone above and beyond their nornal
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state, their normal quality state. There's very little

evi dence that peopl e who use caffeine have nore energy than
peopl e who don't. |It's that they -- people who use caffeine
use it daily, and therefore, they need it. They cone bel ow
their baseline, and then they use caffeine to restore to a
normal baseline. That's what nost of the research shows.

It's negative reinforcenent. It's not positive
reinforcement over tine. Initially, the drug is a stimlant
that has those effects for sure. Qherw se, you woul dn't see
tol erance and then the offset to them

Q So a truck driver, for instance, who may be on
a long drive, consunes coffee for the benefit of staying
awake, correct?

A Yes. But if that truck driver did that every
day all the tine, that woul dn't be the best use of the drug.
You should use it only when you feel sleepy so that the drug
can stop that sleep-pronoting factor, the tendency.

Q If we could take a | ook at Exhibit 59855. This
Is DSMregardi ng caffeine intoxication, correct?

A Yes.

Q And one of the diagnostic criteria is that
recent consunption of caffeine, typically at a high dose well
in excess of 250 mlligrans, correct?

A Correct.

Q So that means the typical diagnostic criteria
for caffeine intoxication is a high dose of caffeine, above
250 mlligrans, correct?

A In general, but you can see it at |ower doses.
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Q You can see it at |ower doses, but in general
it's a rmuch higher dose?

A Rght, in general. But caffeine has amazi ng
variability fromone person to the next.

Q And nornal caffeine consuners typically devel op
atolerance to caffeine; is that right?

A Correct.

Q So over tine, they nay consune nore caffeine.
They devel op a tolerance to the effects of caffeine.

A Yeah, but one thing about tol erance is you
don't develop tolerance to all the pharmnacol ogi cal effects
concurrently. | call it the Mirphy's Law of tolerance. Cten
you devel op tol erance to the positive effects but not the
negative effects to the drug.

Q And we' re speaki ng about caffei ne intoxication.
That's referring to acute consunption, correct? As opposed to
over a day.

A No, over a day can definitely be inportant
because you -- you know, you don't have i medi ate cl earance of
caffeine. It's 4to 6 hour in general half life, but that can
range you up to 10 hours, 14 hours for sone individuals. So
there's still caffeine in the body when soneone consunes
addi tional caffeine, and caffeine toxicity can build over a
day.

Q So the half life of caffeine is generally 4 to
6 hours?

A Cenerally. Again, large variability. |If you

add oral contraceptives to the mx, then you can doubl e that
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Q And the synptons of caffeine intoxication,
shoul d they occur, are tenporary, correct?

A They usual ly resolve within a day or two.

Q And there are no long-Ilasting consequences of
caf fei ne i ntoxication, correct?

A Yes, when taken at a non-|ethal dose, yes.
There's no docunented | ong-1asting effects other than the
nenories of the bad experience.

Q I'dlike to turn to the topic of anxiety. You
cited to a nunber of studies in support of your opinion that
cof fee i ncreases anxi ety, correct?

A Can you state the question agai n?

Q Sure. You cited in your list of opinions to
sone studies in support of your opinion that coffee increases
anxiety; is that right?

A Yes.

Q Al of those studies involve providi ng hunman
subjects wth large acute doses of caffeine in order to induce
anxiety; is that right?

A Can you define | arge?

Q V¢l |, they are varying anounts, correct?

A Yeah, sone use doses as |low as 150 ml|igrans.
Sone as high as 710 mlligrans, let's say.

Q Sone as high as two grans, correct?

A 2,000 mlligrans of caffeine in an acute dose?
| would have to be refamliarized wth that study. That's

not -- that's not nice.
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Q Let's take a | ook at some of those studies. |If
we could go to Exhibit 51176. This is one of the studies you
relied on for your opinions, correct?

A Correct.

Q It's titled Pl asna Adenosi ne Level s,
Measurerent in Hunmans and Rel ationship to the Anxiogenic
Effects of Caffeine, correct?

A Correct.

Q If we look at the abstract, we can see that
it's a study of eight volunteers, correct?

A Correct.

Q dven three different doses of caffeine,
correct?

A Correct.

Q That's 240 mlligrans, 480 mlligrans, and
720 mlligrans of caffeine, correct?

A Correct.

Q If you woul d go to Page 253 of this docunent.

The line is although there is a positive |inear
rel ati onshi p between Zung anxi ety and plasnma caffeine | evel s
I n each subject, only the 720 ml|igramdose of caffeine
resulted in statistically significant increases in anxiety for
the group, correct?

A Correct.

Q So these authors are saying that only the
hi ghest dose of 720 mlligrans was statistically significant
to increase anxiety, correct?

A Correct. But nowadays, statistical
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significance is not given as much weight as effect size
because the subj ect nunber has too nuch of an influence on it.
So | would just offer that just because sonething isn't
statistically significant doesn't nean that it's not having a
clinically inportant effect. And vice versa. Very often we
see statistical significance, but we don't care because the
clinical significance is so weak.

Q And in this study we only have ei ght subjects,
right?

A Yeah.

Q So if we look at the next exhibit, 59487. By
the way, 720 mlligrans, you consider that a | arge dose of
caffeine, correct?

A Yes.

Q And that's given to humans in a study, correct?

A Yes, these were nornal caffeine consuners in
that study you' re referring to.

Q So in order to conduct a study on humans, you
have to be sure that the dose of caffeine you re giving i s not
goi ng to be dangerous, correct?

A Correct.

Q So 720 mlligrans in this instance was
consi dered not to be dangerous.

A Correct.

Q And that's above the average daily dose of
caffeine that a typi cal consuner consunes; is that right?

A Yes, so typically in the | arge body of

research, anything acute above 400 mlligrans tends to be
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associ ated wth negative subjective effects. So we tried to
avoid that just for human protection reasons. These studies
were done a long tinme ago. They took sone nore liberties that

are done usual |y today.

Q | think | just handed you 59487. Do you see
t hat ?

A Yes.

Q This is another study you relied on, correct?

A Correct.

Q And this study, in the abstract, investigated
the effects of giving test subjects 10 mlligrans of caffeine
per kil ogramof body wei ght, correct?

A Yeah.

Q This is going to involve a little math, but
70 kil ogranms is about 155 pounds; is that about right?

A The average human is about 70 kil ograns, right.

Q So the average kil ogramis about 70 kil ograns?

A Yeah.

Q So in this study, they are providi ng dosing
hunan subjects with 10 mlligrans of caffeine per kil ogram
correct?

A Correct.

Q Meani ng that an average hunman woul d recei ve

about 700 mlligrans of caffeine?

A Correct.

Q Anot her hi gh dose of caffeine, correct?

A Yes.

Q You al so discussed a little about panic attacks
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In conjunction with your opi nions about anxiety; is that
correct?

A Correct.

Q You agree the research on panic attacks is
focused on peopl e who are prone to anxi ety as opposed to the
general popul ation, correct?

A | don't understand the questi on.

Q Sure. The research on panic attacks wth
caffeine is focused on people who are prone to anxiety; is
that correct?

A Yes. Because that is a vul nerabl e popul ation
when it cones to caffeine. So the resources really go towards
understandi ng the effects of caffeine on individuals with
anxi ety because it takes nmuch | ower doses to trigger anxiety.
These studies were done with nornal healthy volunteers. So
| arger doses were accept abl e.

But when using a pani c di sordered popul ati on and
conparing that to healthy controls, it's nuch easier to
trigger panic in a panic disordered or anxiety-prone
popul ation or even individual s who report higher anxiety
sensitivity. But we have a very |arge popul ati on of people
who suffer fromanxiety disorders.

Q And | think you nmentioned healthy controls are
part of these studies; is that right?

A Better phrasing woul d be non-anxi ous
i ndi vi dual s.

Q So only two of the studies that you cited in

support of your opinion actually include non-anxi ous peopl e;
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Is that correct?

A The ot her studies include non-anxi ous peopl e
but nornmally as controls. There are fewer studies with
non- anxi ous i ndi vi dual s where they deliver doses of caffeine.

Q And in your opinions, you only cited to two of
those, correct?

A Yes.

Q Let's take a look at 51187. Dr. Juliano, do
you recogni ze this paper as one of the papers you relied upon
for your opini ons?

A Yes.

Q This study actual ly invol ves conpari ng those
with panic disorder and those with major depression wth panic
attacks as well as those with nmaj or depression w thout panic
attacks to healthy volunteers; is that right?

A Correct.

Q In this study subjects were given doses of
480 mlligrans of caffeine, correct?

A Correct.

Q I ncrease in anxi ety anongst the healthy
volunteers was not statistically significant, correct?

A Correct.

Q Look at the other paper you nentioned. 51188.
Dr. Juliano, this was anot her paper that you reviewed for your
opi ni ons, correct?

A Correct.

Q And this is the other study that conpares those

with panic and social anxiety disorders to healthy individuals
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who do not have those di sorders, correct?

A Correct.

Q And again, in this study they are providing
subjects with a high acute dose of 480 mlligrans of caffeine,
correct?

A Yes, 480 mlligrans of caffeine.

Q And in this particular study, none of the
control l ed subjects had a panic attack after that dose of
caffeine, correct?

A Correct.

Q Caf f ei ne-i nduced anxi ety di sorder has a
preval ence -- a 12-nonth preval ence of approxinately
. 002 percent, correct?

A |'mnot aware of that data.

Q Pull up 59853. This is DSMon
subst ance-i nduced anxi ety di sorder, correct?

A Correct.

Q And one of those substances, as you nentioned,
Is caffeine, correct?

A Yes, correct.

Q If you' d turn to Page 229. There's a section
on preval ence, correct?

A Correct.

Q DSM states: "General popul ation data suggests
that it may be rare with a 12-nonth preval ence of

approxi nately . 002 percent," correct?
A Yes, that's what it says.

MR METZGER Wéll, conplete it, please. You're
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| eavi ng out the next sentence.

THE GOURT: |s there an objection?

MR METZGER (bjection. |It's inconplete.

THE QOURT: Al right. COverruled.

Q BY MR BRAS. So the .002 percent referenced
here is inclusive of all the substances included in the DSM
correct?

A As it's witten, yes.

Q So that includes al cohol, correct?

A The preval ence of substance nedi cati on-i nduced
anxi ety disorder is not clear. Really, there's al nost no good
data on the prevalence. This value you're referring to, |
assune the way it's witten would include all the
substance-induced. But this is a bona fide anxiety di sorder
caused by the substance, not a negative -- not just anxiety.
There's a difference. But yes.

Q So sone of those other substances that this
figure includes are halluci nogens, opioids, and cocai ne,
correct?

A | can only assune so because | don't know the
source of the data. It's possible it was based only on what
they had for one of those drugs or -- | really don't know

Q Ckay. $So you --

A The | ast version of the DSM the data was not
avai l able. What happened was they conbi ned the drugs for this
version. So | don't know where this cane from In the |ast
version of the DSM there was a separate caffei ne-i nduced

anxi ety di sorder.
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Q And the preval ence was unknown?

A Was unknown.

Q Caffeine is used intentionally to prevent
sl eep, correct?

A Yes.

Q And you recogni ze that preventing unwant ed
sl eep such as when driving long distances is a benefit of the
effects of caffeine, correct?

A Correct.

Q You al so recogni ze that | ow to noderate doses
of caffeine typically produce a profile of positive subjective
effects, including increased energy, arousal, alertness, and
soci ability, correct?

A Yes, except for those effects are denonstrated
anong chroni c users who have been deprived of caffeine or
peopl e who don't use caffei ne.

Q Do you al so agree that caffeine reliably
I ncreases perfornmance on task perfornmance that has been
degraded by fatigue, correct?

A Can you repeat the question?

Q Sure. Do you also agree that caffeine reliably
i ncreases perfornance on task performance that has been
degraded by fatigue, correct?

A Agai n, those effects are shown anong chronic
caffeine users who are in a state of abstinence or non-users.
So the caveat is yes, you do see those effects reliably, but
you have to first tell chronic users to not use caffeine for

12, 24 hours. And then they are in fatigue, or they are

Coalition Court Reporters | 213.471.2966 | www.ccrola.com




© 00 N O O b~ wWw N PP

N DN NN N N NN R R P B R P R R R
0o N o o b~ 0N P O O 00 N o oA W DN P O

229

decrenmented, and then they feel great when you give them
caffeine, and they performbetter.

Q Do you observe those effects in users who are
non-users of caffei ne?

A You do, but the problemis they are harder to
see because sonetines you i nduce anxiety. So the benefits in
a non-user of caffeine, which is only about 10 percent of the
popul ation, the problemis when you try to use themin
research, you start seeing all these negative subjective
effects at |ow doses; so it's hard to even show the benefits.
And then you have the popul ation issue.

But in sone individuals in | ow dosage you can see
i ncreased tal kativeness, sociability. Typical profile of
stimilant effects at | ow doses.

Q And you al so agree that caffeine at nornal
di etary doses increases tappi ng speed, reaction tine,
sustained attention or vigilance, and perhaps al so focused
attention, correct?

A Correct, with the sane caveat in place. You
need to have chroni c caffeine users abstain, and you can
reliably show these effects.

Q Let's talk for a nonent about caffeine
wthdrawal . Caffeine withdranwal results fromabrupt cessation
of caffeine after daily prolonged use, correct?

A Correct.

Q | think you nentioned earlier that the effects
are tenporary, correct?

A Caffeine withdrawal usually lasts fromtwo to
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nine days. It actually lasts for a shorter anount of tine
because nost peopl e consune caffeine. So you don't usually
see peopl e goi ng out ni ne days.

Q Rght. And that's because if you have a cup of
coffee or a cup of tea that contains caffeine as well, the
systens di sappear, correct?

A The synptons, within 30 to 60 m nutes.

Q So the synptons of caffei ne wthdrawal
di sappear within 30 to 60 mnutes after having a snall anount
of caffeine, correct?

A Yes. You' d have to define small, but after
having a dose of caffeine, in ny research, we admnister, you
know, a 280 mlligramdose of caffeine, and withdranwal remts
wi thin about 60 m nutes.

Q It could be a cup of coffee, correct?

A A cup of coffee.

Q It's your recommendation that in order to avoid
any potential serious wthdrawal synptons, people should Iimt
their daily caffeine consunption to 400 mlligrans of
caffeine, roughly two to three eight-ounce cups of coffee,
correct?

A Can you repeat the question?

Q Sure. It is your recommendation that in order
to avoid any potentially serious wthdrawal synptons, people
should limt their daily caffeine consunption to 400
mlligrans of caffeine, roughly two to three ei ght-ounce cups
of coffee, right?

A No, absolutely not. That's nuch nore caffeine
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than i s necessary to produce physical dependence and

wi t hdrawal upon abstinence. So 400 mlligrans, that val ue

cones froma different anal ysis of caffeine, but one thing

that needs to be considered is that at | ower doses, people

wi || experience caffeine withdranal but only if they mss a
dose.

Q Do you recall having an interviewwth an
Eric Pfeiffer of Yahoo News?

A ND.

Q You published peer-reviewed articles in which
you state that caffeine, when consuned at |ess than
400 mlligrans per day, is a relatively safe drug that offers
sone functional and perhaps health protective effects,
correct?

A | agree with that statenment so | ong as you can
procure a daily dose. That statenent does not say therefore,
you can use it and not be subject to caffeine wthdrawal.
Because, as | said before, being physically dependent on a
drug is not in and of itself considered problematic unless you
cannot procure a dose, and the thing about caffeine in our
society is that you can get a dose of caffeine every day.

Now, you know, | talked to soldiers and so forth.
They don't always have the same |uxury. But for the nost
part, unless you are having surgery or sonething, you can
avoid withdrawal. Now, the story would be a different one if
all of a sudden we couldn't procure those doses. So that
statenent | agree with so long as you can nai ntai n your

addi cti on and daily dose.
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Q You' d agree that as long as you can naintain
your coffee consunption, it's a relatively safe drug?

A The safe refers to no long-1asting chronic
health effects as we see with, let's say, tobacco. M area of
research, | study psychol ogical effects. W don't usually
call anxi ety dangerous. Ve don't call insommi a dangerous.

But those are effects that disrupt people's quality of life
and are unwanted, and psychol ogi sts such as nyself are to help
peopl e avoi d those if possible.

Q So you' re not speaking of long-termhealth
ef fect s?

A No, that is not ny expertise or research.

MR BRAS: Your Honor, | think that's all | have.

THE GOURT: Al right. Thank you. Any redirect?

REDI RECT EXAM NATI ON

BY MR METZGER

Q Dr. Juliano, there's a nonitor in front of you.
Do you see that?

A Yes.

Q In giving your testinony, did you need to | ook
at or read any Power Point slides?

A No.

MR METZGER  Thank you.

THE GORT: Al right. My D. Juliano be excused?

Al right. Thank you, you nay step down, and you'll
be excused. Before you do that, just a nonent to take care of

sone procedural matters.
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Let's line up the schedul e for tonorrow

MR METZGER Tonorrow we have, | believe, notions
and lots of rulings to be nmade by you on the deposition
testinony excerpts of defendants' persons nost know edgeabl e
regardi ng reduction of acrylamde in coffee. No |live wtness
tonorrow. The next live witness will be -- Mnday, | believe,
IS our next session.

THE CORT: Ckay. Al right. So we'll see everyone
tomorrow norning at 9:00 o' cl ock. Thank you.

MR MARGLIES: Your Honor, one nmatter briefly
before we nove on. Wth regard to what happens after this
phase, we wanted to raise the issue of timng and order of
proof. dven that we have so nany conpani es, sO nany
witnesses and trying to get a sense of timng, if the Gourt
will recall inthe briefs filed before the case, we have a
very strong di vergence of opinion as to what happens next.

M. Mtzger's position is that he puts on a mninal
pi ece of evidence. The burden shifts to the defendants. Qur
position is that the case shoul d proceed according to the
nornmal order of proof. Paintiff puts on all of its evidence
on whatever is left. Ve put on our response.

V¢'ve net and conferred on this at | ength many
times. | don't think further neeting and conferring i s goi ng
to be productive.

The Court's going to have to rule. [|'mnot
suggesting it's today, but the sooner the better in terns of
us and the logistics of all the awers and the 75 conpani es

that have to be here.
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THE QOURT: Al right. Vell, we'll discuss that
tonorrow norni ng since we don't have w tnesses here.

MR MARALIES. Thank you.

THE QOURT: Al right. Thank you. The w tness nay

step down. The court will be in recess.

(Proceedi ngs concl uded at 4:30 P.M)
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Smithsonian Exhibit: Genome Unlocking Life’s Code.

Juliano, L.M. (April, 2012). Placebo effects in smoking and relapse processes. National
Center for Complementary and Integrated Health. Bethesda, MD.

Juliano, L.M. (January, 2008). Women in science. Women’s Initiative. American
University, Washington D.C.

Juliano, L.M. (November, 2007). Caffeine. Department of Defense Dietary Supplement
Committee. Uniformed Services University of the Health Sciences, Bethesda, MD.

Juliano, L.M. (July, 2006). Non-pharmacological motives for tobacco use. World
Conference on Tobacco or Health. Plenary session. Washington D.C.

Juliano, L.M. (April, 2006). Disentangling pharmacological and non-pharmacological
motives for smoking. Department of Psychology. George Mason University, Fairfax, VA.

Juliano, L.M. (October, 2004). Conditioning and extinction in nicotine and tobacco
addiction. Duke Nicotine Research Conference. Durham, NC.

Juliano, L.M. (July, 2004). Reactions to cigarettes with and without nicotine. Paper presented
at the meeting of the American Psychological Association, Honolulu, HI.

Juliano, L.M. (May, 2004). Disentangling pharmacological and non-pharmacological
motives for smoking. University of Pennsylvania. Philadelphia, PA.

Juliano, L.M. (August, 2002). Anxiolytic effects of smoking: Partitioning nicotine
and expectancies. American Psychological Association. Chicago, IL. (Invited Awards
Presentation)

Juliano, L.M. (May, 2002). Effective smoking cessation: Special considerations for women.
GMBC Women’s Health Conference. Greater Baltimore Medical Center. Baltimore, MD.



CONFERENCE POSTERS/PAPERS

*Burgower, R.R., *Murani, K., *Huntley, E.D., Gunthert, K.C. & Juliano, L.M. (October
2016). The effects of caffeinated energy drink use on sleep and mood among young adults. Poster
presented at the Annual Meeting of the Association for Behavioral and Cognitive Therapies. New
York, New York.

*Lotfalian, S., *Wiseblatt, A., Spears, C. & Juliano, L.M. (October 2016). A laboratory
study of the effects of brief mindful breathing on cravings, affect, withdrawal and smoking behavior.
Poster presented at the Annual Meeting of the Association for Behavioral and Cognitive Therapies.
New York, New York.

*Anderson, B.L., *Raglan, G.B. & Juliano, L.M. (February 2015). Risk Perceptions, Smoking
Status, and Numeracy. Presented at the annual meeting of the Society for Research on Nicotine and
Tobacco, Philadelphia, PA.

*Papakonstantinou, M, *Muench, C. & Juliano, L.M. (February 2015). Smoking Outcome
Expectancies among Menthol and Non-menthol Smokers. Presented at the annual meeting of the
Society for Research on Nicotine and Tobacco, Philadelphia, PA.

Rojewski, A.M., Juliano, L.M. & Fucito, L.M. (February 2015). Smoking behavior in
response to a mood induction: A comparison of menthol and non-menthol smokers. Presented at the
annual meeting of the Society for Research on Nicotine and Tobacco, Philadelphia, PA.

*Muench, C. & Juliano, L.M. (February 2015). Negative affect and menthol status predict
smoking lapse during a brief laboratory-based quit attempt. Presented at the annual meeting of the
Society for Research on Nicotine and Tobacco, Philadelphia, PA.

*Das, B., *Ratner, T., & Juliano, L.M. (February 2015). A test of the role of motivation in
smokers’ subjective responses to placebo cigarettes. Presented at the annual meeting of the Society
for Research on Nicotine and Tobacco, Philadelphia, PA.

*Ross, K., *Burgower, R., *Ratner, T., *Brugh, C., & Juliano, L.M. (February, 2014).
Smoking through a topography device influences some aspects of smoking behavior and reward.
Presented at the annual meeting of the Society for Research on Nicotine and Tobacco, Seattle, WA.

*Raglan, G.B., *Anderson, B.L., & Juliano, L.M. (March, 2013). Distress tolerance and
smoking status: Difference between smokers, former smokers and never smokers. Presented at the
annual meeting of the Society for Research on Nicotine and Tobacco, Boston, MA.

*Das, B. & Juliano, L.M. (March, 2012). Roles of nicotine and non-nicotine sensory
stimuli in attentional bias and subjective effects of smoking. Presented at the annual meeting of
the Society for Research on Nicotine and Tobacco, Houston, TX.



*Edwards, K. *Carlson, A., & Juliano, L.M. (August, 2011). The effects of smoking
availability on urge, mood, and reaction time. Presented at the meeting of the American
Psychological Association. Washington D.C.

*Anderson, B.L. & Juliano, L.M. (May, 2010). Caffeine consumption in a college population:
A survey study about adolescent caffeine consumption, caffeine withdrawal, and behavior. Presented
at the 22nd annual meeting of the Association for Psychological Science, Boston, MA.

*Harrell, P.T., *Zweber, Z, & Juliano, L.M. (March, 2010). Expectancy processes in the
cognitive and subjective effects of nicotine. Paper presented at the annual Eastern Psychological
Association conference. New York , NY.

*Notes L.D. & Juliano, L.M. (March, 2010) Examining the relationship among caffeine
consumption, anxiety, anxiety sensitivity and caffeine expectancies. Presented at the 30st Annual
Anxiety Disorders Association of America Conference, Baltimore, MD.

*Fucito, L. M., Juliano, L. M., & Toll, B. A. (February, 2010). Emotion regulation strategies
and cigarette smoking. Presented at the 16™ annual meeting of the Society for Research on Nicotine
and Tobacco, Baltimore, MD.

*Harrell, P.T., *Zweber, Z., & Juliano, L.M. (February, 2010). Expectancy processes
in the cognitive and subjective effects of nicotine. Presented at the 16th annual meeting of the
Society for Research on Nicotine and Tobacco, Baltimore, MD.

*Ali, K., Juliano, L.M., & Robinson, L.A. (April, 2009). Gender differences in subjective
reactions to cigarette smoke. Presented at the 15th annual meeting of the Society for Research on
Nicotine and Tobacco. Dublin, Ireland.

*Harrell, P. T. & Juliano, L. M. (March, 2009). The impact of drug beliefs on drug outcomes
using caffeine as a model. Presented at 80th Annual Meeting of the Eastern Psychological Association
Pittsburg, PA.

*Anderson, B.A., Juliano, L.M., & Schulkin, J. (May, 2008). Review of decision making
patterns of obstetricians and gynecologists. Presented at the 20th meeting of the Association for
Psychological Science. Chicago, IL.

*Harrell, P.T. & Juliano, L.M. (May, 2008). Disentangling and pharmacological and
expectancy effects of caffeine performance. Presented at the 20th meeting of the Association for
Psychological Science. Chicago, IL.

*Moore, S. & Juliano, L.M. (May, 2008). Attentional bias to caffeine-related cues: The role
of caffeine abstinence. Presented at the 20th meeting of the Association for Psychological Science.
Chicago, IL.



*Anderson, B.A., Juliano, L.M., & Schulkin, J. (March 2008). Patient safety: A more
difficult decision than we thought? Presented at the annual conference of the Eastern
Psychological Association. Boston, MA.

*Fucito, L. M. & Juliano, L. M. (February, 2008). Smoking motivation in response to a
negative mood induction. The roles of attentional bias, depression, and gender. Presented at the 14th
annual meeting of the Society for Research on Nicotine and Tobacco, Portland, OR.

*Fucito, L.M., *Kardel, P.G., & Juliano, L.M. (November, 2007). Disentangling
pharmacological and expectancy effects of nicotine. Presented at the 41st annual meeting of the
Association for Cognitive and Behavior Therapies. Philadelphia, PA.

*Kardel, P.G., *Notes, L.D., & Juliano, L.M. (November, 2007). Disentangling
pharmacological and expectancy effects of caffeine withdrawal: A work in progress. Presented at
the 41st annual meeting of the Association for Cognitive and Behavior Therapies. Philadelphia, PA.

*Huntley, E.D. & Juliano, L.M. (May, 2007). Caffeine expectancy questionnaire
construction: psychometric properties and predictive validity. Presented at the 19th annual meeting
of the Association for Psychological Science, Washington D.C.

*Anderson, B.L. & Juliano, L.M. (May, 2007). Caffeine use and sleep habits of a college
population. Presented at the 19th annual meeting of the Association for Psychological Science,
Washington D.C.

*Fucito, L.M. & Juliano, L.M. (November, 2004). Do expectancies influence subjective and
behavioral outcomes of nicotine patch use? A Work in progress. Presented at the 38th meeting of the
Association for the Advancement of Behavior Therapy, New Orleans, LA.

Juliano, L.M. & Griffiths, R.R. (November, 2004). Empirical validation and clinical
significance of caffeine withdrawal symptoms. Presented at the 38th meeting of the Association for the
Advancement of Behavior Therapy, New Orleans, LA.

Brandon, T. H., Herzog, T. A., Juliano, L.M., Irvin, J. E., Lazev, A., & Simmons, V. N,
(July, 2004). Task-persistence as a predictor of smoking cessation outcome. In M. L. Stitzer (chair),
Smoking relapse: Predictors, mechanisms and treatment. Symposium presented at the meeting of the
American Psychological Association, Honolulu. HI.

Juliano, L.M., Donny, E.C., & Stitzer, M.L. (July, 2004). Prospective examination of the
lapse- relapse association in smoking cessation. In M. L. Stitzer (chair), Smoking relapse:
Predictors, mechanisms and treatment. Symposium presented at the meeting of the American
Psychological Association, Honolulu. HI.

*Richards, B.D., Juliano, L.M., & Griffiths, R.R. (June, 2004). Characterization of individuals
seeking treatment for caffeine dependence. Presented at the 2004 Meeting of the College of Problems
on Drug Dependence. San Juan, PR.
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Griffiths, R.R. & Juliano, L.M. (June, 2004). Empirical validation and clinical significance
of caffeine withdrawal symptoms. Presented at the 2004 Meeting of the College of Problems on
Drug Dependence. San Juan, PR.

*Cohn, J., *Cobb, C., *Ali, K., & Juliano, L.M. (April, 2004). Reactions to cigarettes with and
without nicotine. Presented at the 2004 meeting of the Western Psychological Association. Phoenix,
AZ.

Houtsmuller, E., Juliano, L.M., & Stitzer, M.L. (February, 2004). A novel lapse-
responsive approach for smoking cessation. Presented at the 10th annual convention of the
Society for Research on Nicotine and Tobacco. Scottsdale, AZ.

Richards, B.D., Houtsmuller, E.J., Juliano, L.M., & Stitzer, M.L. (June, 2003). Withdrawal
symptoms and smoking lapse: Relationship during the first two weeks after smoking cessation.
Presented at the 2003 Meeting of the College of Problems on Drug Dependence. Bal Harbour, FL.

Klein, A.P., Juliano, L.M., Brune, K.A., Maitra, A. Lowenfels, A.B., & Hruban, R.H.
(March, 2003). Comprehending high-risk individuals’ perception of the risk for developing
pancreatic cancer and the impact of cigarette smoking. Presented at the annual symposium of The
Lustgarten Foundation for Pancreatic Cancer Research.

Juliano, L.M., Donny, E.C., & Stitzer, M.L. (February, 2003). Subjective and physiological
reactions to smoking a nicotine or de-nicotinized cigarette after a brief period of abstinence.
Presented at the 9th annual convention of the Society for Research on Nicotine and Tobacco. New
Orleans, LA.

Juliano, L.M. & Stitzer, M.L. (June, 2002). Can smoking relapse be prevented after a
lapse? Testing rapid smoking plus counseling as a novel lapse intervention strategy. Presented
at the 2002 Meeting of the College of Problems on Drug Dependence. Quebec, Canada.

Juliano, L.M. & Stitzer, M.L. (February, 2002). An incentive based model of smoking
cessation and relapse. Presented at the 8th annual convention of the Society for Research on Nicotine
and Tobacco, Savannah, GA.

Juliano, L.M., Santa Ana, E., & Roitzsch, J.R. (March, 2001). Developing treatment
strategies for nicotine dependent substance abusers in recovery. Presented at the 7th annual
convention of the Society for Research on Nicotine and Tobacco, Seattle, WA.

Nath, V., Juliano, L.M., Lazev, A.B., Irvin, J.E., Stavros, R.A., Herzog, T.A., & Brandon,
T.H.(November, 2000). Task persistence predicts success at smoking cessation. Presented at
meeting of the Association for the Advancement of Behavior Therapy, New Orleans, LA.

Drobes, D.J., Myers, C.D., Juliano, L.M., Saladin, M.E., & Myrick, H. (February, 2000).

Impact of divalproex on reactivity to smoking and affective picture cues. Presented at the 6th annual
convention of the Society for Research on Nicotine and Tobacco, Arlington, VA.
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Juliano, L.M. & Brandon, T.H. (November, 1999). An investigation of smoking’s anxiolytic
effects using the balanced placebo design. Presented at meeting of the Association for the
Advancement of Behavior Therapy, Toronto, Canada.

Juliano, L.M., Rodriguez, A.M., & Brandon, T.B. (March, 1999). Smokers' expectancies for
smoking and nicotine replacement products. Presented at the 5th annual convention of the Society for
Research on Nicotine and Tobacco, San Diego, CA.

Brandon, T.H., Lazev, A.B., & Juliano, L.M. (August, 1998). Treating smokers prone to
negative affect: Evidence across studies. Presented at the meeting of the American Psychological
Association, San Francisco, CA.

Brandon, T.H., Collins, B.N., Juliano, L.M., & Lazev, A.B. (July, 1998). Preventing cancer
by targeting smoking relapse. Presented at the 17th UICC International Cancer Congress, Rio de
Janeiro, Brazil.

Herzog, T.A., Lazev, A.B., Irvin, J.E., Juliano, L.M., Stavros, R.A., & Brandon, T.H. (March,
1998). Does one bad apple spoil the bunch? An examination of group effects in smoking cessation
treatment. Presented at the 4th annual convention of the Society for Research on Nicotine and
Tobacco, New Orleans, LA.

Brandon, T.H., Collins, B.N., Juliano, L.M., & Lazev, A.B. (March, 1998). Reducing
smoking relapse by mail. Presented at the 4th annual convention of the Society for Research on
Nicotine and Tobacco, New Orleans, LA.

Brandon, T.H., Juliano, L.M., & Lazev, A.B. (March, 1998). Negative affectivity as a
matching variable for smoking interventions. Presented at the Meeting of the Fifth International
Congress of Behavioral Medicine, Copenhagen, Denmark.

Lazev, A.B., Juliano, L.M., & Brandon, T.H. (November, 1997). Effort training for
therapeutic gain: A work in progress. Presented at the meeting of the Association for the
Advancement of Behavior Therapy, Miami Beach, FL.

Brandon, T.H., Collins, B.N., Juliano, L.M., & Lazev, A.B. (November, 1997). Relapse
prevention for ex-smokers: The Stay Quit Program. Presented at the meeting of the Association for
Advancement of Behavior Therapy, Miami Beach, FL.

Brandon, T.B., Juliano, L.M., Copeland, A.M., Collins, B.N., Quinn, E.P., & Lazev, A.B.
(March, 1997). Matching smokers to treatment based on negative affectivity. Presented at the
Society for Behavioral Medicine's 1997 conference, San Francisco, CA.

Brandon, T.B., Collins, B.N., Copeland, A.L., Quinn, E.P., Juliano, L.M., & Lazev, A.B.

(March, 1997). Negative affect induction enhances smoking urge and behavior. Presented at the
Society for Behavioral Medicine's 1997 conference, San Francisco, CA.
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Juliano, L.M., Copeland, A.B., Lazev, A.B., Collins, B.N., Quinn, E.P., & Brandon,
T.B. (September, 1996). Smoking cessation for the negative affect prone: a treatment
matching study. Presented at Addictions conference. Hilton Head, SC.

Juliano, L.M. & Brandon, T.H. (November, 1995). Cue reactivity to smoking availability and
environmental stimuli in heavy smokers. Presented at the meeting of the Association for the
Advancement of Behavior Therapy, Washington, D.C.

Matthews, A.K., Campos, P.E., & Juliano, L.M. (November, 1993). Development of
standardized measures of breast cancer knowledge and attitudes. Presented at the meeting of the
Association for Advancement of Behavior Therapy, Atlanta, GA.

*denotes student author

TEACHING

Undergraduate Courses

Psychology as a Natural Science/Introduction to
Psychology as a Natural Science Laboratory
Understanding Human Behavior/Introduction to
Psychology Drugs and Behavior

Abnormal Psychology and Society/Behavior Disorders
Psychology of Drug Dependence/Psychology of
Addictions Introduction to Clinical Psychology
Research Methods/Statistics/Behavioral Statistics
Health Psychology

Various Independent Study/Independent Reading Projects

Graduate Courses

Master’s Thesis

Seminar

Psychological

Research Drug

Dependence Seminar

Greenberg Ph.D. Seminars for Effective Teaching
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UNIVERSITY SERVICE

Departmental Service/Committees

Graduate Curriculum Committee (chair, member)

Clinical Advisory Committee (member)

Undergraduate Curriculum Committee (chair, member)

Merit Committee (member)

Human Subjects Committee (co-chair, member)

Career Night (organizer and presenter)

Graduate School Information Session (organizer and presenter)
Psychology Department Annual Open House Meet and Greet (organizer)
Ethics Comprehensive Exam (organizer)

Clinical Research Comp (organizer)

APA Reaccreditation Committee

Faculty Search Committee

Committee member for students’ theses, dissertations and comprehensive exams
Undergraduate Psychology Major Advisor

University Service/Committees

Ad hoc faculty search committee, Public Health (AY 2015-2016)

Committee on Faculty Actions (AY 2015-2016)

Faculty Senate: Committee on Graduate Curriculum (AY 2013-2014; 2014-2015)

The Greenberg Ph.D. Seminars for Effective Teaching, Faculty Advisor (2011-2015)
Institutional Review Board, Backup Member (Spring 2010 — July 2013)

Committee on Learning Assessment, Member (Fall 2006-Fall 2010)

Family and Medical Leave Ad Hoc Committee, Member (Fall 2006-Spring 2009)
Pre-Medical Program Advisor (2006-2011)

Faculty Senate Committee on Information Services, Member (Spring 2004-Spring 2006)

PROFESSIONAL SERVICE

Appointed Advisor, DSM-5 Substance Use Disorders Workgroup (2011-2013)

Program Committee, Annual conference of the Society for Research on Nicotine and Tobacco (2005)
Program Committee, Annual conference of the Society for Research on Nicotine and Tobacco (2004)
Reviewer, National Cancer Institute Ad Hoc Scientific Review Committee (November, 2003)

Editorial Service
Associate Editor
Journal of Caffeine Research (forthcoming)

Editorial Board Member
Journal of Caffeine Research (2011-present)
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Ad hoc Reviewer
Journal of Caffeine Research
Nicotine and Tobacco Research
Psychology of Addictive Behaviors
Psychopharmacology
Journal of Consulting and Clinical Psychology
Experimental and Clinical Psychopharmacology
Pharmacology, Biochemistry, & Behavior
Journal of Abnormal Psychology
Addiction
Physiology and Behavior
Health Psychology
Drug and Alcohol Dependence
Canadian Medical Association Journal
Journal of Psychopharmacology
Journal on Studies on Alcohol and Drugs

PROFESSIONAL ASSOCIATIONS

Society for Research on Nicotine and Tobacco
Association for Behavioral and Cognitive Therapies
American Psychological Association (Division 28)
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MENTORING

Students
Former

Lisa M. Fucito
Paul T. Harrell
Britta L. Anderson
Edward D. Huntley
Kathryn C. Ross
Babita Das
Christine Muench

Greta B. Raglan

Khatidja Ali
Sarah Moore
Peter G. Kardel

Lisa D. Notes

Ashley T. Westerman

Rachel Burgower

Sadaf Lotfalian

Current

Naomi Stahl
Tommy Gunawan
Kristina Murani

Degree

Ph.D. (Clinical)
Ph.D. (BCAN)
Ph.D. (BCAN)
Ph.D. (Clinical)
Ph.D. (BCAN)
Ph.D. (BCAN)
Ph.D. (BCAN)

Ph.D. (Clinical)

M.A. (Psychology)
M.A. (Psychology)
M.A. (Psychology)
M.A. (Psychology)
M.A. (Psychology)
M.A. (Psychology)

M.A. (Psychology)

Ph.D. (Clinical)
Ph.D. (BCAN)
Ph.D. (Clinical)

Graduation Date

2008

2010

2011

2012

2014

2014

2015

2016

2007

2007

2010

2010

2010

2014

2015

Current Position

Assistant Professor, Yale University School of
Medicine
Assistant Professor, Eastern Virginia Medical School

Research Scientist, NORC at the University of
Chicago, Washington, D.C.
Post-doctoral fellow, University of Michigan

Post-doctoral fellow, University of California San
Francisco
Post-doctoral fellow, University of Maryland

Post-doctoral fellow, National Institute on Alcohol
Abuse and Alcoholism, Bethesda MD
Post-doctoral fellow, University of Michigan, Ann
Arbor, Ml

Veteran’s Administration, Memphis Tennessee

Crisis Counselor, Cornerstone Montgomery,
Bethesda, MD

Senior Associate, The Moran Company, Arlington
VA

Towson University Counseling Center, Towson MD

Adjunct Instructor
Research Assistant, Mountain Manor Treatment

Centers
Clinical Doctoral Student, Catholic University

BCAN = Behavior, Cognition, and Neuroscience Doctoral Program
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STUDENT COMMITTEE WORK

Student Program | Advisor Role M.A. Ph.D. Defense
Defense
Doctoral Students under my Supervision
Naomi Stahl Clinical Juliano Chair TBD TBD
Tommy Gunawan BCAN Juliano Chair TBD TBD
Kristina Murani Clinical Juliano Chair TBD TBD
Greta Bielaczyz Raglan | Clinical Juliano Chair Spring 2013 Fall 2016
Christine Muench BCAN Juliano Chair Spring 2014 Spring 2015
Babita Das BCAN Juliano Chair Fall 2011 Spring 2014
Kathryn Ross BCAN Juliano Chair Spring 2012 Spring 2014
Edward Huntley Clinical Juliano Chair Fall 2005 Fall 2011
Britta Anderson BCAN Juliano Chair Spring 2009 Spring 2011
Paul Harrell BCAN Juliano Chair Spring 2008 Spring 2010
Lisa Fucito Clinical Juliano Chair Summer 2005 | Spring 2007
Master’s Students under my Supervision
Sadaf Lotfalian M.A. Juliano Chair Spring 2015
Rachael Burgower M.A. Juliano Chair Fall 2014
Peter Kardel M.A. Juliano Chair Spring 2010
Lisa Notes M.A. Juliano Chair Spring 2010
Ashley Westerman M.A. Juliano Chair Spring 2009
Sarah Moore M.A. Juliano Chair Fall 2007
Khatidja Ali M.A. Juliano Chair Spring 2007
Other Graduate Students
Carly Clayman BCAN Connaughton | Member Ongoing
Samantha Schiavon M.A. Tubman Member Spring 2016
Aria Ruggerio M.A. Gunthert Member Spring 2016
Tim Regan M.A. Tubman Member Summer 2016
Nora Stinley BCAN Norris Chair Fall 2014
Sarah Hornack Clinical Yates Member Summer 2014
Heather Whitney Price | Clinical Gray Member Fall 2008 Fall 2011
Maria Thestrup Clinical Gunthert Member Summer 2011
Danyelle Mannix BCAN Yates Member Fall 2010
David McDonald Clinical Haaga Member Summer 2009
Sam Huza M.A. Parker Member Summer 2008
Kirsten McNelis Clinical Gunthert Member Summer 2008
Jermaine Jones BCAN Riley Member Spring 2008
Nicolas Forand Clinical Gunthert Member Fall 2006
Richard Carley Clinical Carter Member Summer 2006
Adrienne Elliott Clinical Gray Member Summer 2005
David Kearns BCAN Riley Member Spring 2005
Victoria Coleman Clinical Carter Member Fall 2004
Greg Busse BCAN Riley Member Summer 2004
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Karen Pescatore BCAN Riley Member Summer 2004

Grace Fong Clinical Fantie Member Summer 2004

Ivana Grakalic BCAN Riley Member Spring 2004

Maria Gomez BCAN Riley Member Spring 2004

Gregory Simpson BCAN Riley Member Summer 2003

Meredith Fox BCAN Riley Member Summer 2003

Doctoral Students at Other Universities

Hera Schlagintweit Dalhousie | Sean Member Spring 2017
University | Barrett

John Lammers USUHS Andrew | Member Fall 2016
Clinical Waters

Chantel Meloscia USUHS Andrew | Member Fall 2014 Fall 2016
Clinical Waters

Nicole Kang USUHS Andrew | Member Spring 2016
Clinical Waters

Hoa Vo University | Barry Member Spring 2008
of Smith
Maryland
Clinical
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