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Objectives

 Describe common psychiatric disorders in primary care 
practice

 Discuss FDA approved medications for  depression, anxiety 
disorders, and ADHD

 Describe strategies for switching and tapering medications 
between classes

 Discuss pharmacological and non-pharmacological 
interventions to manage side effects of medications

Overview: Clinical Significance of Psychiatric 
Disorders

 75% of all mental health care is delivered in the primary 
care setting

 Full exploration and workup of mental illness limited due 
to time constraints and inexperience

 Stigma of psychiatric conditions lead to reluctance to ask 
or reveal problems or need for treatment
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Overview: Clinical Significance of Psychiatric 
Disorders

 Multiple somatic symptoms that are common in primary 
care result in:

 Unnecessary/invasive investigations

 Psychological factors insufficiently explored

 Unrecognized depression in 50% of patients

Overview: Clinical Significance of Psychiatric 
Disorders

 Chronic medical conditions + psychiatric illness =  poor 
self care and adherence to medical treatment

 Psychiatric disorders can co-occur with other psychiatric 
disorders

 Large number of c/o’s are associated with childhood 
abuse, education, unmarried or widowed status, severity 
of illness

Rhode Island Data : America’s Health Ranking 
(2018)

Strengths

 Low percentage of uninsured 
population

 Low prevalence of diabetes

 High rate of mental health 
providers

Challenges

 High drug death rate

 High incidence of pertussis

 High prevalence of frequent 
mental distress

Highlights

 Drug deaths increased 70% (16.2 to 
27.5 per 100,000)

 Obesity increased 13% (26.6% to 
30.0%)

 Children in poverty decreased 14%

 PCP providers increased 3%

 Frequent Mental Distress 
increased 34%

 Premature death increased 8% lost 
before age 75 per 100,000
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Background on Psychiatric Disorders

 Depression and Anxiety disorders common and affect health 
of people worldwide

 Mental illness is associated with other chronic diseases, 
morbidity and mortality, especially suicide

 WHO indicates that major depression carries the heaviest 
burden of disability

 “Unwanted Co-Traveler”

 “Turns up the Volume”

Depression among Adults

 Prevalence of Major Depressive Episode Among Adults 
aged 18 or older in 2017

An estimated 17.3 million adults in the United States had at 
least one major depressive episode

 The prevalence of major depressive episode was higher 
among adult females (8.7%) compared to males (5.3%)

The prevalence of adults with a major depressive episode was 
highest among individuals aged 18-25 (13.1%)

11 million U.S. adults had at least one major depressive 
episode with severe impairment

Depression among Adolescents

 Prevalence among Adolescents (12-17 years)
 An estimated 3.2 million adolescents had at least one major 

depressive episode

 The prevalence of major depressive episode was higher among 
adolescent females (20.0%) compared to males (6.8%)

 The prevalence of major depressive episode was highest among 
adolescents reporting two or more races (16.9%)

 2.3 million adolescents had at least one major depressive episode 
with severe impairment
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Anxiety

 Prevalence of any anxiety disorder among U.S. adults aged 
18 or older

 An estimated 19.1% of U.S. adults had any anxiety disorder 
in the past year

 Past year prevalence of any anxiety disorder was higher for 
females (23.4%) than for males (14.3%)

 An estimated 31.1% of U.S. adults experience any anxiety 
disorder at some time in their lives

 An estimated 31.9% of adolescents had any anxiety 
disorder

Anxiety

 Estimated 22.8% had serious impairment, and 33.7% had 
moderate impairment

 A majority of people with any anxiety disorder experienced 
mild impairment (43.5%)

 An estimated 31.9% of adolescents had any anxiety disorder.

 Of adolescents with any anxiety disorder, an estimated 8.3% 
had severe impairment

 The prevalence of any anxiety disorder among adolescents was 
higher for females (38.0%) than for males (26.1%)

Anxiety

 High degree of interference in life activities

 Increased office visits with somatic symptoms and 
decreased functional status

 Presentation generally with “medically unexplained 
symptoms”

 Anxiety and depression co-occur 50% of the time

 Increased rate of Substance Abuse,  PTSD and OCD
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Role of Primary Care

 According to Mental Health Care Services by Family 
Physicians’ Position Paper:

Majority of patients with mental health issues will access the 
health care system through PCP

Patient Centered Medical Home model have PCP’s locating 
mental health clinicians in their offices to better access 
psychiatric services

 Most patients with MH issues will rely solely on PCP for 
treatment

Screening Patients for Psychiatric Conditions

 Conceptual Framework for Disease Screening

 1.  Condition causes significant burden in the population

 2.  An easy to administer effective screening test exists

 3.  Early treatment is more effective than later treatment

 4.  Benefits of screening tests and subsequent treatment 
outweigh potential harms at an acceptable cost

Major Depression

 Total of 5 symptoms for at least 2 weeks and one of them must 
be depressed mood or loss of interest

 Change in appetite or change in weight (>5% body weight)

 Insomnia/hypersomnia

 Psychomotor agitation or retardation

 Fatigue or loss of energy

 Worthlessness or inappropriate guilt

 Decreased concentration

 Recurrent thoughts of death or suicide
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“Minor” Depression

 Two to four of the following symptoms have been present 
during the same two week period

 Fewer symptoms than MDD, shorter episodes, less 
comorbidity, less psychosocial and physical impairment, 
and fewer recurrences 

 High rates in patients with general medical disorders

Screening for Depression

 PHQ-9 evolved from Primary Care Evaluation of Mental 
Disorders
 Developed in 90s to diagnose depression, anxiety, somatoform 

disorder, alcohol and eating disorders

 Scores of 5, 10, 15, 20 represent mild, moderate, moderately 
severe and severe depression

 The diagnosis of major depression is based on a score of >2 in at 
least one of the first two questions

 Score > 10 indicates depression

Screening for Depression

 Beck Depression Inventory for Primary Care 

 7 item scale that requires license fee for use

 World Health Organization - 5

 Mental Health Inventory

 Geriatric  Depression Scale

 Center for Epidemiological Studies Depression Scale

 Zung Self Rating Depression Scale

 Edinburgh Postnatal Depression Scale

 Hamilton Rate Scale for Depression

 Montgomery-Asberg Depression Scale



11/15/2019

7

High Risk Populations

 Postpartum Women

 Personal or Family History of Depression

 Advanced Age

 Neurologic Disorders

 Co-morbid Systemic Physical Illnesses: DM, HIV, MI, 
obesity, CA, thyroid disease, rheumatologic, HIV

Selected tools for depression screening 
Population Tools Description

General Population
Primary care

PHQ-9
PHQ-2

PHQ-9 and PHQ-2 freely available
Screening recommended by USPSTF if treatment resources available

Veterans PHQ-9
PHQ-2

The Veterans Affairs administration recommends yearly screening of 
veterans for depression using the PHQ-2 with follow-up as needed with 
PHQ-9 and a full assessment; and those at higher risk of developing 
depression (patients with hepatitis C beginning interferon  treatment or 
patients post-MI) be giving the PHQ-9 when depression is suspected.
Use caution in screening patients older than 75 y because instruments 
may not perform as well as between all ages of 65 and 75 y.  

Medical co-morbidities Various, including PHQ-9, 
PHQ-2, HADS, BDI, 
Montgomery and Asberg
Depression Rating Scale, 
others

Increased rates of depression in patients with central nervous system 
disease, and malignancy.
Up to 20% of patients with myocardial infarction meet DSM-IV criteria 
for major depression. The American Heart Association advocates for 
screening for depression after MI. Approximately half of post-MI 
depression resolves without treatment. Some evidence of treatment 
efficacy in patients poststroke, post-MI.

Elderly
PHQ-9
PHQ-2
GDS

GDS score >5: sensitivity 0.92, specificity 0.81 for major depression.

Addiction PHQ-9, others Consider screening in patients with substance use disorders

Psychiatric co-morbidities PHQ-9, others
Consider screening in patients with other psychiatric conditions, 
including anxiety disorders and PTSD.

Differential Diagnoses

 Severity scales do not provide a diagnosis

 Clinical interview to clarify which depressive disorder is 
present and to address the differential diagnosis

 Bipolar spectrum disorders ( noted to be on a spectrum)

 Psychosis

 Anxiety and trauma related disorders

 Eating disorders

 Substance induced mood disorders (abuse or withdrawal)

 Cognitive impairment



11/15/2019

8

Suicide Risk

 Assess Suicidal ideation and behavior; pursue a “positive” 
response 

 Specific nature of the ideation, intent, plans, available means 
( firearms), and actions

 Risk factors for suicide ( prior history of attempts, comorbid 
psychiatric and general medical illnesses, family history of 
suicidal behavior)

 Develop a safety plan for further evaluation and treatment 

 Assess risk for violence towards others (ideation and 
behavior)

Differential Diagnoses for Depression

 Rule out Medical causes  

 Grief /Stressors

 Primary sleep disorders

 Peri-menstrual symptoms

 Medications: initiated, changed or discontinued

 Side effect profile

 Check BEERS list in older adults

Laboratory Evaluation

 Complete blood cell count with differential

 Complete blood chemistries (including electrolytes, 
glucose, calcium, and magnesium and test of hepatic and 
renal function)

 Thyroid function test

 Vitamin D, vitamin B12, folate

 Rapid plasma reagent (RPR) ,VDRL test (screening)

 Urinalysis; 24 hour urinary cortisol

 ANA/ HIV antibody

 Urine toxicology screen

 ECG
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When to refer to psychiatry

 Uncertain of diagnosis or not comfortable with treatment plan

 Suboptimal response to adequate dose and duration of commonly 
prescribed antidepressants

 Intolerable and recurrent or persistent adverse effects

 Atypical symptoms

 Psychotic or manic symptoms

 Comorbid anxiety disorder

 Suicidal or homicidal ideation

 Inability to care for self or dependents

 Need for alcohol or illicit drug detoxification

Anxiety Disorders

 Generalized anxiety disorder (GAD) is considered to be a 
chronic illness, fluctuating in symptom severity over time 
(“waxing and waning blanket”)

 Evaluation for symptoms of GAD

 Plus co-occurring medical conditions

 Plus other psychiatric disorders

 Anxiety with late-onset, weight loss, or with cognitive 
impairment should receive laboratory studies

Anxiety: Differential Diagnoses

 Work-up for new onset anxiety symptoms in previously 
healthy patient 

 Cardiovascular: ECG/Holter monitor

 Pulmonary: PFT/ CXR

 Endocrine: TSH/complete metabolic panel

 Hematologic: CBC

 Neurologic: EEG, brain MRI

 Substance use: Urine toxicology
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Assessment

 Substance abuse history that includes alcohol, 
prescription drugs, caffeine, nicotine, illicits

 Medical history with concurrent medication side effects

 Family psychiatric history

 Social history that screens for stressful life events and 
past sexual, physical and emotional abuse, or emotional 
neglect

Instruments

 Seven-item (GAD-7) scale can be used to screen for GAD in 
primary care

 The Hospital Anxiety and Depression Scale (HADS)  used  to 
assess and monitor the severity of symptoms of anxiety and 
depression in OP hospital medical clinic

 The Penn State Worry Questionnaire  useful in assessing 
excessive worrying

Selected tools for Anxiety Screening

Population Tools Description

General population/
primary care

GAD-7
GAD-2

GAD-7 and GAD-2 freely available

Medical co-morbidities GAD-7, others

Consider assessment for chronic somatic symptoms 
such as headache syndromes, chronic pain, 
gastrointestinal disorders.

Somatic symptoms such as gastrointestinal symptoms 
have been found  to have a high prevalence of anxiety 
disorders in primary care.

Addiction
GAD-7
GAD-2

Perform better as general screens for anxiety disorders 
than for GAD specifically.

Elderly

GAD-7
Geriatric Anxiety
Inventory Short
Form (GAI-SF)

Consider using a lower cutoff score of 5-7 if using the 
GAD-7.
GAI-SF: sensitivity 0.75, specificity 0.84

Psychiatric co-
morbidities

GAD-7, others
Consider screening for those with depressive disorders,
other anxiety spectrum disorders, PTSD
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Diagnostic Features of Anxiety disorders
Diagnosis Key Features Including Signs/ Symptoms

Generalized anxiety disorder 

Excessive, uncontrolled anxiety/worry about several things that 
interfere with ability to function. In addition, worry accompanied by 
other symptoms, such as fatigue, muscle tension, irritability, 
restlessness, and sleep disturbance.

Social Anxiety disorder
Marked anxiety or fear in social settings where there is risk of scrutiny 
or judgment for <6 months. Results in avoidance of situation or enduring 
situation with marked distress (out of proportion to threat).

Panic disorder

Recurrent panic attacks described as unexpected waves of anxiety 
associated with multiple physical and cognitive symptoms.  Common 
symptoms include elevated heart rate, shortness of breath, trembling, 
abdominal distress, dizziness, and fear of death or loosing control.

Posttraumatic stress disorder
After trauma exposure person experiences symptoms that can include 
intrusive thoughts of trauma, negative mood, dissociation, avoiding 
thinking about the trauma or external reminders of it, and hyperarousal.

Obsessive-compulsive disorder
(Reclassified based on core symptoms)

Presence of unwanted recurrent intrusive thoughts or images and/or 
repetitive behaviors or mental acts, such as counting or checking 
performed to reduce anxiety. These thoughts/acts impair function or 
are significantly time-consuming.

When to refer to Psychiatry

 Diagnostic uncertainty

 Significant comorbid psychiatric illness

 Marked soci0-occupational disability

 Prior treatment failure with multiple medications and 
therapy

 Patient prefers initial trail of psychotherapy

 Close follow-up not feasible

 Severe agitation or suicidal ideation

Substance Use Disorders

 Unhealthy alcohol and other drug use are among the 
most common causes of preventable death

 USPSTF recommends screening all adult primary care 
patients 

 Identify individuals with unhealthy use

 Use a brief counseling intervention
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Risky Drinking

 Men under age 65: > 14 standard drinks per week on 
average  or > 4 drinks per day 

 Women and adults 65 years and older: >7 standard 
drinks per week on average or  > 3 drinks on any day 

 “Standard drink” = 5 ounces of wine, 12 ounces of 
beer, or 1.5 ounces of 80 proof spirits. 

Screening Tools

 Single-item screening 

 Do you sometimes drink beer, wine or other alcoholic 
beverages?”

 How many times in the past year have you had five 
(four for women) or more drinks in a day?

 AUDIT-C  is a screening test comprised of three items 
on excess consumption 

 AUDIT — The AUDIT is the most widely validated 
instrument

Screening Tools

 CAGE:  4 alcohol screening questions

 Have you ever felt you should Cut down on your 
drinking?

 Have people Annoyed you by criticizing your drinking?

 Have you ever felt bad or Guilty about your drinking?

 Have you ever taken a drink first thing in the morning 
(Eye-opener) to steady your nerves or get rid of a 
hangover?
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Screening in Special Populations

 Older adults

 The geriatric version of the Michigan Alcoholism 
Screening Test (G-MAST) 

 Monitor for excessive daytime sleepiness, decline in 
personal hygiene, withdrawal from people and usual 
activities

Screening in Special Populations

 Pregnancy
 The T-ACE  (Tolerance, Annoyed, Cut down, Eye opener)

 AUDIT-C 

 Adolescents
 “In the past year, on how many days have you had more than 

a few sips of beer, wine, or any drink containing alcohol” 

 “If your friends drink, how many drinks do they usually drink 
on an occasion?” 

 “How many times in the past year have you used an illegal 
drug or used a prescription medication for non-medical 
reasons?” 

Cognitive Impairment

 The USPSTF concluded that the evidence on screening for 
cognitive impairment is lacking and that the balance of 
benefits and harms cannot be determined

 Although evidence on “routine screening” is insufficient, 
there may be important reasons to identify early cognitive 
impairment in primary care setting
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ADHD

 Child and Adolescent

 8% prevalence rate in US

 54 million age < 18

 4.3 million diagnosed with ADHD

 60% (2.5 million are treated)

ADHD

 Adulthood

 30-60% cases will persist

 4.4 % prevalence rate in US (11 million with ADHD)

 10-15% or 1.6 million are treated

 Investigate history of ADHD in the presence of cognitive 
complaints

DSM-5 Inattention Symptoms

 5 of the following:
 Easily distracted

 Careless mistakes

 Poor listening

 Difficulty sustaining attention

 Unfinished tasks

 Avoiding tasks that require sustained attention

 Loses things

 Forgetful

 Difficulty organizing
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DSM-5 Hyperactivity/Impulsivity

 5 of the following
 Fidgeting

 Inability to stay seated

 Moving excessively

 Difficulty doing quiet activities

 “On the go”

 Talks excessively

 Blurts out answers

 Difficulty waiting turn

 Interrupting/intruding

Untreated ADHD

ADHD and Substance Use

 ADHD frequently co-occurs with substance use disorders, and it 
is important to assess and treat both disorders

 Non-stimulant and long-acting stimulant medications options 
for ADHD co-occurring with substance use disorders; non-
stimulants may be preferred as the first-line approach

 If a stimulant is prescribed to a patient in early sobriety from 
substance use and/or continued low-level substance use 
monitor closely for misuse of the prescribed medication

 Maintenance of some period of sobriety is generally 
recommended before implementing treatment for ADHD 

 For heavy substance use or dependence, an evidence-based 
therapy or medication should be implemented
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Screening

 ADHD Rating Scale- IV with Adult Prompts

 Collateral information: spouse, significant other, 
sibling, co-worker

 Priority of screening and treatment

Alcohol and Substance abuse

Mood disorder (Bipolar and MDD)

Anxiety (OCD, GAD, panic)

ADHD

General Treatment Recommendations

 Determine accurate psychiatric diagnosis and exclude 
“mimics”

 Goal of treatment is symptom remission and 
restoration of baseline functioning
 Use same tool for evaluation of improvement

 Combination of pharmacotherapy and psychotherapy 
was more effective than either alone
 Psychotherapy efficacious for initial treatment with benefits 

that persist following an acute course of treatment
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General Treatment Recommendations

 Consider patients’ experience with specific medications as 
well as family member’s history

 Review risk for common and severe side effects

 Identify medication interactions (CYP450)

 Identify comorbid medical conditions

 Consider cost and frequency of dosing

 Solicit patient preference and concerns as well as risk for 
nonadherence

 Minimize polypharmacy and maximize approved indications 
of medication to target several symptoms

Antidepressant Pharmacotherapy

 First generation antidepressants
 Tricyclic antidepressants

 Monoamine oxidase inhibitors

 Second Generation Antidepressants
 SSRIs

 SNRIs

 Atypical antidepressants

 Serotonin Modulators (multimodal action specific to one or 
more serotonin receptors)

Antidepressant Pharmacotherapy

 Start at low dose to reduce side effects (older adults and 
persons with anxiety symptoms)

 Genetic factors influence pharmacokinetics

 Improvement during initial treatment may predict 
eventual remission

 Duration of treatment 6-12 weeks before deciding next 
steps

 May need to augment with anxiolytics (comorbid anxiety)
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Antidepressants: SSRI

 SSRIs are the most widely prescribed class of 
antidepressants

 FDA approved for MDD, GAD, PD, OCD, PTSD, PMDD, 
social anxiety disorder, and bulimia

 Used “off-label” for premature ejaculation, urinary 
incontinence, migraine prophylaxis and fibromyalgia

 Particular med within the class can differ in efficacy

 Sertraline and Escitalopram found to have best efficacy 
and acceptability profile

SSRI side effects

 Diarrhea (more common with sertraline)

 Nausea and vomiting (venlafaxine)

 Sexual dysfunction and infertility

 Less with bupropion than escitalopram, fluoxetine, Paroxetine,  
and sertraline

 Weight gain (Mirtazapine and paroxetine)

 Somnolence (trazodone)

 Arrhythmia (QTC prolongation and TdP)

SSRI side effects: Serotonin Syndrome

 Characterized by hyperthermia, altered mental status, 
tremor, clonus, diarrhea, vomiting

 Risk associated with an SSRI + another serotonergic 
mediated medication (SNRI, TCA, trazodone, mirtazapine, 
“triptans”, lithium, buspirone, antiemetics, ecstasy and 
opiates)

 Interaction can occur after medications have been 
discontinued
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SSRI side effect: Serotonin Discontinuation 
Syndrome

 Flu –like symptoms, insomnia, nausea, imbalance, sensory 
disturbances, hyperarousal (FINISH mnemonic)

 Likely with a long duration of treatment and a shorter half 
life of treatment drug

 Educate patient against abruptly stopping medication

 Supervised tapering of medication is prudent

SNRI (Serotonin Norepinephrine Reuptake 
Inhibitors)

 Approved for depression, GAD, PD, social anxiety

 FDA approved for modulation of pain by affecting the 
descending inhibitory pathway

 Neuropathic pain/ DPN : Duloxetine

 Fibromyalgia: Duloxetine and Milnacipran (Savella)

 Chronic musculoskeletal pain: Duloxetine

 Off Label Use: Migraine prophylaxis and hot flashes

 SNRIs: Desvenlafaxine, Duloxetine, Levomilnacipran, 
Milnacipran, Venlafaxine

SNRI Pharmacologic Differences

 Block 5 HT and NE transporters = “Dual Actions”

 Desvenlafaxine, Duloxetine and Venlafaxine potent inhibitors 
of 5 HT versus Levomilnacipran (potent inhibitor of NE)

 Duloxetine highly protein bound, clearance is primarily 
hepatic, inhibitor of CYP450 2 D6

 Other SNRIs, not protein bound, renally excreted, no 
CYP450 concerns

 Increase blood pressure (exception is Duloxetine)

 Administering food may reduce nausea
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SNRIs

 Similar side effects as SSRI; modest sexual s/e 

 Caution in hypertension, CHF and recent MI

 Associated with Discontinuation Syndrome (Venlafaxine)

 * Caution: Duloxetine can cause toxic levels of 
antidepressants, antipsychotics and beta blockers

 “Pseudo-anticholinergic” side effects ( constipation, dry 
mouth, and urinary retention)

 Higher response and remission rates in severe depression

Bupropion

 FDA approved for depression

 XL formulation approved for SAD and smoking cessation

 Off label for augmentation of treatment resistant depression; 
2nd line for ADHD, bipolar depression

 Activating side effects (insomnia, tremor, anorexia, 
diaphoresis, agitation)

 Lowers seizure threshold

 No sexual side effects

 Potent 2D6 Inhibitor with toxic effects of meds similar to 
Duloxetine

Mirtazapine: Noradrenaline and Specific 
Serotonergic agent (NaSSA)

 Approved for depression (“Not sleeping, not eating” type)

 Blocks histamine receptors at low doses to help with 
insomnia

 Selectively blocks 2C serotonin receptors which avoids 
sexual dysfunction

 Actions on insomnia and anxiety can start soon after dosing

 Serotonin receptor blockage decreases GI side effects and 
may reverse drug induced N/V and stomach cramps

 Caution with use in renal, hepatic and cardiac impairment
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Tricyclic Antidepressants

 Second line therapy for depression due to high side effect 
burden and concern for fatality in overdose

 Side effects similar to SSRIs + antihistamine and 
anticholinergic symptoms

 Imipramine useful for GAD and PD

 Clomipramine first line for OCD

 Off label for treatment resistant depression, neuropathic 
pain, insomnia, enuresis, headache

 Desipramine and nortriptyline better tolerated

Newer Antidepressants

 Vilazodone (Viibryd) approved by the FDA in 2011

 Increases serotonin bioavailability in synapses
• Block serotonin reuptake 
• Partial agonism of the 5-HT1A presynaptic receptor

 FDA approved for depression; may help with co-morbid 
anxiety

May help in regulation of IBS

Adverse effects: GI, Headache

No sexual side effects or weight gain

 Must be taken with food; empty stomach reduces absorption 
by 50%

Newer Antidepressants

 Levomilnacipran (Fetzima) is an NSRI

 Improves cognitive function through the action of 
norepinephrine

 FDA approved for treating functional impairment in 
depression.

 Adverse effects: increases in heart rate and blood 
pressure, dose-dependent urinary hesitancy and erectile 
dysfunction

 No significant effect on weight in depressed patients

 Helpful in fibromyalgia/neuropathic pain
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New Antidepressants

 Vortioxetine (Trintellix)
 Multimodal mechanism of action  as an SSRI
 5-HT1A full agonist and 5-HT3 receptor antagonist 

 Inhibitory effect on 5-HT7 and 5-HT1D receptors and 
partial agonism of 5-HT1B receptors. 

 Increase in DA, NE, and acetylcholine activity in the 
prefrontal cortex restores cognitive deficits associated 
with depression

 Only med studied separately in geriatric patients
 Adverse effects; Mild to moderate GI, limited weight gain 

and sexual side effects
 Caution with CYP450 2D6

Benzodiazepines

 Used for short term treatment of anxiety; not effective for 
depression

 Considered 2nd line treatment for alleviating S/S

 Can confer a risk for dependence

 Medications with shorter half-lives and more rapid onset can 
lead to rebound anxiety and increased use

 Longer acting benzodiazepines can be used with 
antidepressants until overall anxiety is decreased

Benzodiazepines

 Physiologic dependence develops so misuse is a problem

 Tapering BZD must be gradual as withdrawal is similar to 
ETOH withdrawal

 BZD are contraindicated in co-occurring substance use 
disorder

 Buspirone approved for GAD

 Alternatives include hydroxyzine, propranolol, and 
gabapentin
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Approved Indications of Antidepressants
Drug MDD Bulimia OCD PMDD Panic PTSD Social 

Anxiety
GAD Vasomotor

Citalopram X

Escitalopram X X

Fluoxetine X X X X (Safafem) X

Fluvoxamine X Fluvoxamine
CR

Paroxetine X X X X X X X X

Brisdelle (Paxil) Paxil CR
Pexeva

Paxil
Pexeva

Paxil CR Paxil, Paxil 
CR, Pexeva

Paxil Paxil, Paxil CR Paxil,
Pexeva

Brisdelle

Sertraline X X X X X X

Venlafaxine X X X X

Duloxetine X X

Desvenlafaxine X

Vortioxetine X

Vilazodone X

Levomilnacipran X

Management of Side Effects

Management of Side Effects

 Sweating
 Terazosin 1 mg at bedtime

 Glycopyrolate 1 mg bid up to 6 mg

 Mirtazapine reduced diaphoresis within 2 weeks of 
initiation at 15 mg/d. 

 Benztropine/Ditropan at low doses

 Avoidance of excessive heat, spicy foods, stress, 
alcohol, caffeine, tobacco, monosodium glutamate 
(occurring naturally in foods such as tomatoes and 
cheese), exercise before bedtime
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Management of Side effects

Nausea
Start at lower doses or divide the dose

Give more of the dose at bedtime

Give with high fat content to decrease nausea

Ginger root 550mg, 1 capsules tid

Anti-nausea med; Zofran or low dose Mirtazapine

 Constipation

 Increase fluid and fiber intake, activity

Laxatives

Management of Side Effects

 Sexual Side Effects 

 Initial treatment

 Watchful waiting for persistence of sexual impairment

 Decrease the dose of the SSRI if patient stable (>50% 
improvement) or if dose is relatively high

 If symptoms stable, drug holiday /decrease dose for 1-2 days 
before anticipated intimacy

Management of Side Effects

 Switch antidepressant

 Patients who respond partially (reduction of baseline 
depressive symptoms <50 percent) or not at all

 Improved depression but severe sexual dysfunction 

 Augmentation for improved depression with mild to 
moderate sexual dysfunction

Small dose of Wellbutrin or Mirtazapine for low libido

Consider small dose of Tadalafil or Sildenafil for males 
and females 

 Transdermal testosterone for females

 Avoid Flibaserin (Addyi) in SSRI induced low libido
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Management of Side Effects

 Orthostasis
 Orthostatic Vital Signs

 If symptomatic, decrease dose of med

 Ted stockings; addition of Florinef

 Weight Gain
 Mirtazapine, amitriptyline and paroxetine

 At risk patients:  Abdominal obesity, hyperlipidemia, 
elevated BMI, HTN, DM or impaired glucose tolerance

 HX CVA or CVD or family history of risk factors

Management of Side Effects

 Restrict high fat and high calorie foods

 Eat smaller portions

 Exercise

 CBT and behavior modification

 Low calorie diets for patients with BMI >35kg/m2

 Consider anti-obesity drugs with BMI>30kg/m2 or 
>27kg/m2 in DM, hyperlipidemia or HD

 Switch antidepressant

Discontinuation of Medications

 Onset of symptoms can occur within 1-4 days of abruptly 
stopping antidepressants or tapering them rapidly (1-7 days)

 Discontinuation symptoms occur in 20-33% or people

 Relapse or recurrence of depression

 Factors associated with frequent/severe symptoms

 Shorter elimination half life (<24 hr)

 Anxiety symptoms at the onset of treatment

 Higher antidepressant doses

 Longer duration of treatment at therapeutic doses (>5-8 wks)

 Prior history of discontinuation symptoms
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Management of Discontinuation Symptoms

 Mild symptoms: reassurance and watchful waiting

 Moderate to severe during 2-4 week taper; decrease pace 
and taper over 6-12 weeks

 Moderate to severe after drug is stopped; restart at the 
dose where no symptoms were present and commence 
with slower taper

 Fluoxetine can be added to help with taper with Paxil, 
Venlafaxine or Desvenlafaxine

General Approach to Tapering

 Treatment for 3-5 weeks: reduce dose by fixed amount or 
percent for 2-4 weeks

 Treatment for 1-3 weeks, reduce dose over 1-2 weeks

 Treatment for <7 days, may stop

 Drugs with half-life of >24 hours can be tapered over 3 
weeks

 Drugs with half live <24 hours, taper over 4 + weeks

General Approach to Tapering 

 Tricyclic antidepressant: Gradually, up to three months

 Selective serotonin reuptake inhibitor: 2-4 weeks

 Fluoxetine (Prozac): Taper generally unnecessary

 Paroxetine (Paxil): Decrease 10 mg per day every 5-7 days with a 
final dosage of 5 to 10 mg per day before discontinuation

 Sertraline (Zoloft): Decrease 50 mg per day every five to seven 
days with a final dosage of 25 to 50 mg per day before 
discontinuation

 SNRIs: taper over 2-4 weeks; may need to add Prozac 
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General Approach to Tapering 

 Venlafaxine (Effexor IR)
 Reduction of 25 mg day every five to seven days 

 Final dosage of 25 to 50 mg per day before discontinuation

 Venlafaxine XR (Effexor XR) 
 Reduction of 37.5 to 75 mg per day every week 

 Final dosage of 37.5 mg per day before discontinuation

 May need to switch to IR formulation to taper more slowly

General Approach to Tapering

 Bupropion: discontinuation symptoms not common; taper 
over 2 weeks

 Mirtazapine: taper 2-4 weeks

 Vortioxetine: taper for doses of 15-20mg to 10mg x 1 week

 Trazodone: taper over 2-4 weeks

 Vilazodone: taper suggested at 20-40 mg per day to 10 mg 
over 1-2 weeks

Switching Antidepressants

 Done when patients fail to respond to a medication or 
exhibit intolerable side effects

 Can directly switch or cross taper

 SSRI to SSRI Switch straightforward

 Substitute the new med at the relative equivalent dose of 
the current medication ( Ex. Celexa 20mg = Lexapro 10 mg)

 Watch for side effects; decrease dose of the newer 
medication
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Switching Antidepressants

 SSRI to SNRI

 Switch to equivalent dose as SNRIs have serotonergic 
action

 Cross taper if SSRI dose is high

 Start SNRI at low dose if switching from a potent CYP 
2D6 inhibitor

 SSRI to TCA

 Cross taper with low dose TCA

 Monitor for elevated TCA levels due to 2D6

Switching Antidepressants

 Between SNRIs

 Low doses can be directly switched ( eg. Venlafaxine XR 
150mg to comparable dose of other SNRI)

 Higher doses should be cross tapered

 SNRI to other antidepressants

 Cross taper with new med over 1-4 weeks

 Careful with 2D6 inhibition of duloxetine/venlafaxine

Switching Antidepressants

 Bupropion switch from SSRIs or SNRIs
 Cross taper over 1-3 weeks especially with drugs that have 

discontinuation syndromes

 Bupropion switch to SSRIs or SNRIs
 Cross taper over 1-3 weeks; not associated with withdrawal 

symptoms

 Bupropion inhibits CYP2D6 and may increase serum 
concentration of  new med

 Medication switches other than MAOIs can be cross-
tapered over 1-2 weeks
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Non-Pharmacologic Strategies

 Guided self help via Workbooks, tapes, internet, apps

 Relaxation and positive activities (PMR, imagery, tapping)

 Yoga 

 Exercise

 Psychotherapy

Putting it Together

 Mr. Smith is a 58 y/o male with a PMH of back pain, 
depression, anxiety, and diabetes with neuropathy. He  
went to the ED 2 days ago for a fall with c/o’s of 
increased discomfort in his lower back. He was prescribed 
Tramadol 50mg every 6 hours for pain which he has been 
taking as ordered

 His current meds are Sertraline 200 mg daily, lorazepam 
0.5 mg bid, glipizide, ASA, gabapentin 300 mg daily and 
amitriptyline 25 mg at bedtime

 He tells you he is feeling nauseous, more irritable and 
anxious over the last few days. He wonders if his 
medications should be increased.

Questions ???

Thank you!


