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Objectives:

1. List and understand community services and ways to access support 
for mental health and psychiatric patient care.

2. Discuss common and unusual mental health and psychiatric diagnoses 
across the lifespan.



The Diagnostic and Statistical Manual of 
Mental Disorders, Fifth Edition (DSM-V)
• Published by the American Psychiatric Association, the DSM-5, was 

updated in May of 2013

• It is the principal authority for mental health and psychiatric diagnosis.  

• Diagnosing mental health and psychiatric disorders always R/O medical 
problems or substance related issues first and foremost!  

• Screenings are self reported so verify with with the patient positive 
reports



Suicide



■ Internists, pediatricians, and family physicians write 62% of 
antidepressant prescriptions in the US.

■ Suicide patients visit primary care physicians more than twice as often as 
mental health clinicians

■ Hepner (2007), reports suicidal ideation was only assessed in 24% of 
patients and when identified  typically neither treated it nor referred out

■ ASK !
■ Practice asking about suicide:
■ “People going through something like this often feel like the only way out 

is committing suicide.”  “Have you thought about suicide or have you 
ever tried to commit suicide?”

Suicide is a permanent solution to a temporary problem!



Risk Factors for Suicide
■ No such thing as “no risk” for suicide
■ Bipolar disorder are at higher risk and those that have had a 
■ Previous history of suicide attempt are at higher risk
■ Older age and male sex
■ Major depression diagnosis, especially with agitation or distress
■ Burden of medical disease and the presence of a current serious medical 

condition (although this risk may be mediated by a diagnosis of depression)
■ Recent stressful life events
■ Being widowed or divorced
■ The presence of a gun in the home
■ Unexplained weight loss
■ High levels of anxiety
■ Native Americans and Alaskan Natives between ages 15 and 34 years are almost 

twice the national average



High Risk

CONTACT 911 with Crisis Intervention Team (CIT)

Specifically ask for CIT

■ Officers who volunteer to respond to crisis calls 
from citizens in their communities



Florida Mental Health Act 
(Florida Statute Chapter 394, Part I)
Baker Act
■ Process for an involuntary and emergency psychiatric examination of 

a person with a mental illness at a Florida hospital or crisis unit
■ A court 
■ A police officer
■ A physician, clinical psychologist, psychiatric nurse, physician 

assistant, mental health counselor, marriage and family therapist, or 
clinical social worker 

■ The healthcare provider must provide supporting reasons



Baker Act Receiving Facilities 
Palm Beach County
■ Department of Veteran Affairs Medical Center

Admissions (561) 422-9277

■ Fair Oaks Hospital 
Admissions (561) 495-1000

■ Glades Crisis Unit at Jerome Golden- Belle Glade
Admissions (561) 992-1336

■ Jerome Golden Center- WPB
Emergency Services Unit (561) 383-5882 (561) 383-8000



Baker Act Receiving Facilities 
Palm Beach County (cont.)
■ JFK Medical Center

Admissions (561) 548-7492

■ JFK Medical Center North
Admissions (561) 842-6141

■ Children's Receiving Facility

■ St Mary’s Institute for Mental Health
Admissions (561) 840-6040 

■ South County Mental Health Center
■ Intake and Evaluation:

South (561) 637-2102
North (561) 737-8400 ext-102 



Mobile Crisis Unit  (24hrs/7days)
■ Immediate (assess, intervene, recommendations, referral to appropriate

resources)

■ Available to all regardless of ability to pay
■ Excellent at connecting clients to mental health services 

■ Jerome Golden Center  
West Palm Beach (561) 383-5777 Belle Glade        (561) 992-8707

■ South County Mental Health Center Delray Beach        (561) 637-2105
(877) 858-7474 



Depression, Mania and Suicidal Thinking
■ Depression: 
■ Common drugs: beta blockers, steroids, Chantix, Singular

■ Common medical disease: hypothyroidism, obstructive sleep apnea, vitamin deficiencies

■ Common environmental situation: grief or any loss

■ Mania:
■ Medications: steroids, antidepressants 
■ Medical: thyroid disorders, obstructive sleep apnea, 

■ Suicidal Thinking:
■ Medications: Singular, Steroids
■ Medical: Restless Legs Syndrome (independent of depression)



Cobalamin (B12) and Folate

■ Vitamin B12 deficiency is common, affecting between 1.5% and 15% of 
the general population

■ Needed for physical and mental energy and emotional well-being, B12,  
and folate play an important role in the production of neurotransmitters.   
Deficiency of serotonin, dopamine and norepinephrine can lead to 
depression, confusion and even dementia.

■ Taking Metformin for 4 years or more have increased risk of B12 
deficiency. The vitamin B12 levels can be reduced by 19%.  Compared 
with placebo, Metformin can increase the risk of vitamin B12 deficiency 
by 7.2%.

■ Pernicious anemia and PPIs set patients up for B12 deficiency



Glucocorticoids
■ Those taking glucocorticoids vs those with same underlying condition were:
■ Almost 7 times more likely to commit or attempt suicide, 
■ More than 5 times more likely to develop delirium, more than 
■ Four times more likely to develop mania 
■ Almost twice as likely to develop depression than those with the same underlying 

conditions who did not receive the medications
■ Women treated with the drug class were at a significantly higher risk for 

depression than the men who were treated, but that the 
■ Men were at a higher risk for mania and delirium/confusion/disorientation.
■ Elderly were at higher risk for mania, depression, and delirium
■ There was higher risk for suicidal behaviors between the ages of 18 and 30 years 



Diagnosis of Major Depressive Disorder 
(MDD)  DSM-V 

■ Five (or more) symptoms present during the same 2-week period with at least one of the 
highlighted red symptoms:

– Depressed mood most of the day, nearly every day (kids can show up as irritable)
– Diminished interest or pleasure in all, or almost all, activities most of the day
– Unintentional significant weight loss (kids can show as failure to meet expected weight) or 

weight gain or change in appetite 
– Insomnia or hypersomnia nearly every day. 
– Psychomotor agitation or retardation nearly every day (
– Fatigue or loss of energy nearly every day. 
– Feelings of worthlessness or excessive or inappropriate 
– Diminished ability to think or concentrate, or indecisiveness
– Recurrent thoughts of death, recurrent suicidal ideation



Differential Diagnosis Screening
Rule Out Grief

■ Did recent period of sadness or depression begin after a loss?

■ If so, did the loss occur more than 2 months ago? 

■ If “YES” to both questions, treat for depression. 



Differential Diagnosis Screening
Rule Out Mania

■ “distinct period of abnormally and persistently elevated, expansive, or 
irritable mood.” 

■ The episode lasts at least a week with at least three of the following 
symptoms:

■ high self-esteem
■ little need for sleep
■ talking fast
■ flight of ideas
■ getting easily distracted
■ an increased interest in goals or activities
■ psychomotor agitation
■ increased pursuit of activities with a high risk of danger



Major Depressive Disorder vs 
BPD (Bipolar Disorder) 

• High Risk for Bipolar Disorder

1.Family/Genetic history
2.Presence or history of manic/hypomanic symptoms
3.Adolescent misadventures
4.Rule of C’s: comorbidity, cyclical, complicated course
5.Early onset 1st MDE less than 25

■ Bipolar disorder has an increase risk of suicide 



“Treatment Cascade in Primary Care”
Brian Pence PhD MPH (2006) identified gaps in ”the cascade” found in 
primary care. 
The severity of MDD symptoms in patients in primary care vs. psychiatric is 
equivalent.

1. Must access care 12.5% of pts. had MDD in the past year 
2. Must recognize MDD       12.5% only 47% are recognized 

clinically, 
3. Start treatment 24% receive any treatment, 
4. Provide adequate treatment 9% receive adequate treatment, and 
5. Remit 6% achieve remission



Anti-depressant
Medications



Medscape Table Summary of SSRIs
■ EXAMPLE:  Fluoxetine (Prozac)

■ Fluoxetine is a commonly used SSRI and was the first of the SSRIs to become 
available in the United States. It selectively inhibits presynaptic serotonin 
reuptake with minimal or no effect on reuptake of norepinephrine or dopamine. 

■ “It is commonly prescribed for many indications that are not FDA approved, 
including fibromyalgia, posttraumatic stress disorder, Raynaud phenomenon, 
social anxiety disorder, and selective mutism. ”

■ Metabolism is via hepatic P450 enzyme CYP2D6 
■ Enzymes inhibited: CYP2C19, CYP2D6 (STRONG), CYP3A4 

■ Accessible at https://emedicine.medscape.com/article/286759-
medication#2



Flockhart Table
■ Table created by David A. Flockhart, MD, PhD, in the Division of Clinical 

Pharmacology at Indiana University School of Medicine
■ Lists the substrates, inducers and inhibitors drug interactions that are the result of 

competition for, or effects on the human cytochrome P450 system.
■ Inhibitors cause a greater than 5 –fold increase in the plasma AUC values or 

more than 80% decrease in clearance
■ Common anti-depressants fluoxetine, bupropion and paroxetine are strong 2D6
– Common 2D6 substrates are metoprolol, carvedilol, oxycodone

■ Examples:  
■ Metoprolol + fluoxetine combo may increase levels, risk of hypotension, 

bradycardia, AV block 
■ Fluoxetine + bupropion can increase risk of serotonin syndrome



Primary Care vs. Psychiatry Treatment in 
MDD

■ Always ask about family history.   Effective response to 
antidepressants used by a family member is probably a better choice 
for patient. 

■ Adequate trial is a reasonable dose and duration for the treatment
■ At an adequate dose for at least 6-8 weeks

(dose at therapeutic range or level the patient can tolerate.  If 
can’t tolerate therapeutic dose and not responding switch) 

■ After two strong medication trials, remission decreases so refer out
■ Psychotherapeutic treatments generally require at least 8 sessions



Continue medications and/or counseling for: 

■ 1st episode – 9 to 12 months of continuous pharmacotherapy

■ 2nd episode – 1 to 2 years OR lifetime with complicating 
factors

■ 3rd episode – lifetime therapy if all 3 episodes occur within 
one 5 year period 



Complementary
and

Alternative Medicine



Cognitive Therapy (CT) 

■ Is as efficacious treatment for acute mild to moderate MDD and  as 
safe as antidepressant medications at treating depression

■ Reduces risk of relapse even after discontinuation better than 
medication

■ Includes interpersonal therapy



Mindfulness

■ Paying attention to one's experience in the present moment

■ Connect experiences



Mindfulness-Based Cognitive Therapy (MBCT)

■ Developed by Zindel Segal, PhD, J. Mark G. Williams, DPhil, and John 
Teasdale, PhD

■ Describe depression as a habit of thinking negatively
■ Teaches one to be more aware of negative thoughts and “observe them allow 

them to pass through” the mind
■ "Disengage” from the dysfunctional thoughts that are common with depression
■ MBCT was more effective in preventing relapse among people with three or 

more episodes depression

“ Why worry about the future and ruminate about the past?  
Live for the here and now. 
It's the joyful experience of being alive."



Resources in Palm Beach County
Access the Mental Health Association of Palm Beach County (MHA)

■ Has 9 different mental health screening tools

■ Search for practicing psychologists, social workers, Licensed Mental 
Health Counselors, Mental Health Centers and other service providers.  
According to areas of specialization, zip code location, insurance 
accepted, languages spoken, and much more. 

■ Helpline  561-801-HELP (4357).

Accessible at http://www.mhapbc.org



Community Care of North Carolina’s Adult 
Depression Toolkit for Primary Care

■ Great tools for Primary Care

■ Accessible at 
https://www.communitycarenc.org/media/related-
downloads/ccnc-depression-toolkit.pdf



Pediatric Autoimmune Neuropsychiatric Disorders 
Associated with Streptococcal Infections 
(PANDAS)
• Obsessive compulsive disorder (OCD) and/or tic disorders 

SUDDENLY! “overnight and out of the blue” in pre-pubertal patients

• Common mental health changes were moodiness or irritability, 
anxiety, enuresis, changes in school performance, phobias

• Common tics were vocal, stereotyped limb movements, 
trichotillomania, blinking, whistling

• Associated with + throat culture for group A Beta-hemolytic strep 
infection or history of scarlet fever. Once treated the symptoms usually 
will subside. If resistant, treatment with IVIG showed a reduction or 
disappearance of the symptomatology.



PANDAS-cont.

■ If suspected, get an anti-strep titer to identify if developed antibodies 
to a recent strep infection.

■ OCD can be serious especially if related to obsession with suicide 

• If the child acquires another strep infection the symptoms can 
suddenly worsen again and last from weeks to months. 
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