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Common psychiatric disorders in primary care

The primary care setting is a critical area for addressing common psychiatric disorders.

Most prevalent conditions encountered in primary care settings:

Depression: Affecting 23.8% of mental health encounters, itis one of the most comm
on mental health disorders seen in primary care.

Anxiety: Presenting 14.1% of encounters, anxiety disorders are frequently treated in pri
mary care.

Sleep Disturbances: Affecting 12.1% of encounters, sleep issues are a significant con
cern in primary care.

Substance Abuse: With 8.3% of encounters, substance abuse disorders are also com
mon in primary care.

Psychosis: Affecting 6.9% of encounters, psychosis is another prevalent psychiatric di
sorder in primary care.

These disorders highlight the importance of primary care in the early detection and ma
nagement of mental health conditions.

Regular screening and access to mental health resources are essential for improving p
atient outcomes and reducing the burden on specialty care.
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Mental health Care Model ( MHCM)
PCI: Patient Centered Interaction

o g e

Source: R.C. Smith, G.G. Osbom, F.C. Dwamena, D. D'Mello, L. Freilich,
H.S. Laird-Fick: Essentials of Psychiatry in Primary Care: Behavioral Health in
the Medical Setting: Copyright © McGraw-Hill Education. All rights reserved. J.
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Patient centered interaction
Educate the Patient
Commitment to Treatment
Goals of Treatment
Negotiate a Treatment Plan
a.

Medications

Treating medical disorders
Increased Physical activity
Increased Social Activity
Sleep Hygiene

Relaxation Techniques
Dietary, Tobacco and Alcohol
Counselling

Visit with Significant other
Identify Community Resources
Set Specific Follow — Up Visit
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Common psychiatric disorders in primary care

Primary care is supposed to achieve:
Effectiveness — services should improve health and wellbeing

Efficiency- Limited resources should be distributed to
maximize health gains to society

Access- Service provision should meet the need for services in
the community

Equity- Resources should be distributed according to need
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Depression: Affecting 23.8% of mental health encounters, itis one of the most com
mon mental health disorders seen in primary care.

DSM-5 Diagnostic Criteria for Major Depressive Disorder
A.Five (or more) of the following symptoms have been present in the same 2 weeks, and

represent a change from previous functioning, at least 1 of the symptoms is either (1)
depressed mood or (2) loss of interest or pleasure.

1. Depressed mood most of the day, nearly every day, as indicated by either subjective

report or observation made by others

2. Markedly diminished interest or pleasure in all, or almost all activities most of the
day, nearly every day
Significant weight loss when not dieting or weight gain
Insomnia or hypersomnia
Psychomotor agitation or retardation
Fatigue or loss of energy
Feelings of worthlessness or excessive or inappropriate guilt
Diminished ability to think or concentrate, or indecisiveness
Recurrent thoughts of death, recurrent suicidal ideation without a specific plan, or a
suicide attempt or a specific plan for committing suicide
B.The symptoms cause clinically significant distress or impairment in social, occupational,
or other important areas of functioning.
C.The episode is not attributable to the physiological effects of a substance or to another
medical condition.
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Depression: screening
Over the last 2 weeks, how often have you been bothered by any of the following problems?
Little interest or pleasure in doing things

Feeling down, depressed, or hopeless

Trouble falling or staying asleep, or sleeping too much

Feeling tired or having little energy

Poor appetite or overeating

CO

Feeling bad about yourself — or that you are a failure or have let yourself or your family down

8. Moving or speaking so slowly that other people could have noticed? Or the opposite — being so
fidgety or restless that you have been moving around a lot more than usual

Not all = 0 Several Day =1 More than half the days =2 Nearly every day =3
Score 0-4 = No treatment
5-9 Mild Clinical judgement

10-14 Moderate: Clinical judgement based on patient’s duration of symptoms and
functional impairment

15-19 : Moderately severe : Treat with antidepressant, psychotherapy or combination
20-27: Severe treat using antidepressants with or without psychotherapy
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The Spectrum of Depressive disorder

ePersistent depressive disorder (dysthymia)
eAdjustment disorder with depressed mood
*Bereavement

eFemale-specific disorders

ePremenstrual dysphoric disorder
ePerimenstrual depressive disorder
ePostpartum depression

e\Winter depression or seasonal affective disorder
e|_ate age onset and vascular depression
eDepression related to a medical illness
eSubstance/medication-induced depression
eDisruptive mood dysregulation disorder

eBipolar disorder, depressed, depression with mixed feature
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Commonly prescribed Antidepressants

FDA Indication other than Major Depressive
Disorders

SSRI
GAD
OCD, PD, PTSD, PMDD, SAD
OCD, BN
OCD, PD, PTSD, SAD,GAD, PMDD
SNRI

GAD, SAD, PD

DNP, FM, GAD, CMP

Other new antidepressant

GAD: BN:

PD: PMDD:
SAD:
WD:

DHP: FM:

CMP:
, OCD:
PTSD:
SC: SNRI:
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Dose dose gain

100-200 Medium +/- T ++ - + - 2D6 inhibitor+/-
at high dose only

20-60 Long - +/- ++ - + - 2D6 inhibitor+/-
at high dose only
increase
Flecainide and

Betablockers

0

0
Citalopram 0 20-60 Short +/- + ++ QTc - - Increase
0
0

Paroxetine 2

increasing flecainide level
10-20 Short - i ++ QTc - - Increase

increasing Flecainide level
20-40 Short + ++ +++ - + - 2D6 inhibitor+/-

at high dose only
increase

5
2
2
1

Flecainide and

Betablockers

QTc >470 in Men and >450 in Women increases the risk of Arrhythmias, more than 500,
medication need to be discontinued.
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Initial Therapeuti Cardiac Antichol Drug interaction
Dose c dose inergic

Venlafexine 37.5 75-225 Short - +/- +++ Increase BP - - Decrease
and HR Indinavir
level
Duloxetine 30 30-60 Short - +/- +++ +/- - - 2D6
inhibitor+/-
Mitrazepine 15 15-45 SR +++  + - - -
Buproprion 75- 300-450 - - - + increasing +++ +++  2D6
150 BP inhibitor1+
Buproprion [REe[ORREC{o[0E + - - +increasing +++  +++
SR (50 400 BP
BID) (used
BID)
G gl 150 300- - - - +increasing +++  +++

XL 450 BP
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Medication side effects |

Side effects Alternative therapy

Mirtazapine Weight Gain
Paroxetine Sexual dysfunction Buspirone, Bupropion
SNRI- enhanced Treatment emergent activation

noradrenergic activity syndrome

Serotonin syndrome hyperthermia, seizures, loss of consciousness, arrhythmias, and

MAOQOI+ SSRI or SNRI, hypertension following myriad symptoms: nausea/vomiting, altered

more prone with mental status with irritability and confusion, myoclonus and

Fluoxetine hyperreflexia, and ataxia.

Discontinuation/with  Depressed and anxious mood, nausea, vomiting, diarrhea,

drawal syndrome: paresthesia, insomnia, headaches, vertigo, tremor, ataxia, and
sweating.
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Switching From

SSRI or SNRI
SNRI

Tricyclic

Different SSRI

SSRI
To Different SNRI

Mirtazapine Other drugs

Other drugs Mirtazapine

Bupropion Other Drugs

Other Drugs Bupropion
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e _

Taper over 5-7 days and start new drug 2-3 days later

Taper over 2-5 d, then start SNRI; use lower dose if switch from fluoxetine; longer taper if
high doses fluoxetine; monitor serotonin syndrome

Taper over 2-5 d, then start SSRI; use lower dose if switch from fluoxetine; longer taper if
high doses fluoxetine; monitor serotonin syndrome

Taper over 2-5 d; then start SSRI

Taper over 2-5 d; then start new

Taper over 2-5 d; then start new
Taper over 2-5 d; then start new

Taper over 1 wk; start new drug as usual the same time starting taper

Taper over 1-2 wk. (2-3 for SNRI); gradually increase dose of bupropion during this time

Indications for Referral to Psychiatry Psychiatrist consult can help you

Treatment-resistance
Suicidal ideation

1.
2
3
4. Substance use disorder
5
6

Patient’s request

1. Pharmacologic testing
2. Addressing comorbid addiction

. ' : : : problems
Psychotic symptoms, including Bipolar Disorder-| 3. Neuromodulation

. ‘ a) ECT
Neuromodulation, such as electroconvulsive therapy b) Vagal Nerve Stimulation

c) Transcranialdirect current
stimulation
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Bipolar disorder:

Bipolar disorder is an episodic and recurrent disorder,
characterized by manic or hypomanic episodes in addition to
depression.

Subdivided into 2 categories,

Bipolar | disorder -lifetime prevalence of 1.0% at least 1 manic
episode.

Bipolar Il disorder-lifetime prevalence of 0.8% at
least1 hypomanic episode.

The depressive phase of either type of bipolar disorder is
indistinguishable from that of major depression and typically
precedes the first hypomanic or manic episode.
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Mania is characterized by

(1) inflated self-esteem or grandiosity,

(2) decreased need for sleep,

(3) pressured speech or more talkative than usual,

(4) racing thoughts (flight of ideas),

(5) distractibility,

(6) hyperactivity with increased goal-directed actions (social, work, school, sexual) or
agitation with purposeless non-goal directed actions, and

(7) excessive involvement in activities with painful consequences such as extravagant
spending, sexual indiscretion, or ill-advised business investments.

A DSM-5 diagnosis requires three or more of these behaviors.

Hypomanic episode

Duration of symptoms need only be 4 days, and it is less severe, does not cause the
marked impairment in occupational and social functioning of a manic episode, and
does not require hospitalization or have psychotic features.
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Euphoria Stem Question:

Some people have periods lasting
several days when they feel much
more excited and full of energy
than usual. Their minds go too fast.
They talk a lot. They are very
restless or unable to sit still and
they sometimes do things that are
unusual for them, such as driving
too fast or spending too much
money. Have you ever had a
period like this lasting several
days or longer?

Criterion B Screening Question: people who have
episodes like this often have changes in their
thinking and behavior at the same time, like being
more talkative, needing very little sleep, being very
restless, going on buying sprees, and behaving in
many ways they would normally think inappropriate.
Did you ever have any of these changes during your
episodes of being excited and full of energy or very
irritable or grouchy?

Yes

No

Y

Irritability Stem Question: Have
you ever had a period lasting
several days or longer when
most of the time you were so
irritable or grouchy that you
either started arguments,
shouted at people or hit people?

Criterion B Symptom Questions: Think of an
episode when you had the largest number of
changes like these at the same time. During
that episode, which of the following changes
did you experience?

+ Were you so irritable that you either started
arguments, shouted at people, or hit people?

You became so restless or fidgety that you
paced up and down or couldn’t stand still?

Did you do anything else that wasn't usual for
you-like talking about things you would normally
keep private, or acting in ways that you would
usually find embarrassing?

Did you try to do things that were impossible to
do, like taking on large amounts of work?

Did you constantly keep changing your plans
or activities?

Did you find it hard to keep your mind on what
you were doing?

Did your thoughts seem to jump from one thing
to another or race through your head so fast
you couldn't keep track of them?

Did you sleep far less than usual and still not get
tired or sleepy?

Did you spend so much more money than usual
that is caused you to have financial trouble?

Scoring:

9 Yes: Very High Risk
(80% or more)

7-8 Yes: High Risk
(50%-79

6 Yes: Mod
(2

0-4 Yes: Very Low
Risk (<5%)]

Source: R.C. Smith, G.G. Osbom, F.C. Dwamena, D. D'Mello, L. Freilich,
H.S. Laird-Fick: Essentials of Psychiatry in Primary Care: Behavioral Health in
the Medical Setting: Copyright © McGraw-Hill Education. All rights reserved.
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Differential Diaghosis

1. Major depression — unipolar depression

2. Mood swings and irritability
1. Substance use disorder
2. Other psychiatric disorders
a) Borderline personality disorder
b) Adult attention-deficit hyperactivity disorder
c) Schizophrenia and schizoaffective disorder
d) Major depression with psychotic features

3. Medical Conditions- hyperthyroidism

Treatment must address three overarching dimensions: (1) hypomania, (2)
depression, and (3) maintaining a symptom-free state once achieved.

Atypical Antipsychotics: Quetiapine
Mood stabilizer: lamotrigine
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Starting Schedule of | Target dose Orthostatic Metabolic Sedation
dose up titration Hypotension Effect

mg/dl

OICUETILHED. G Mania/hypomania 100 Increase 300-800 +/- +++ a +++

depression bedtime Every 2-3 day (300-600 for
maintenance as BP depression)
tolerates
Risperidone Mania/hypomania 2 at Increaseby 1 4-6 ++ ++ ++ ++
bedtime mg/day as
tolerated
Aripiprazole Mania/hypomania 10in AM Increaseby 10-30 + + + +
5-10 every 2
day as
tolerated
Ziprasidone Mania/hypomania 20twicea Increaseby 160 + + + ++
day with 20 mg every
food 2 day as
tolerated
Olanzapine Mania/hypomania 5at Increaseby 5 10-20 + +/- +++ ++
bedtime mg/wk as

Maintenance
tolerated

Elderly patients and those with comorbid renal or hepatic disease should be stated at one-half the above dose recommendation
When Quetiapine is used to augment unipolar depression, the target dose is 150- 300 mg/day

Ziprasidone: may prolong QR interval, on baseline ECG, if rises above >500ms discontinue medication
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Generalized Anxiety and Related disorder
1. Generalized anxiety disorder

Panic disorder

Post traumatic Stress disorder

Social Anxiety Disorder and phobias

S &

Obsessive Compulsive Disorder
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Diagnostic Criteria for Generalized Anxiety Disorders:

1. Excessive anxiety and worry (apprehensive expectation), occurring more days than not for
a least 6 months (such as work or school performance).

2. Theindividual finds it difficult to control the worry.

3. The anxiety and worry are associated with 3 (or more) of the following 6 symptoms (with at
least some symptoms having been present for more days than not for the past 6 mo.)
4. Note: Only 1 itemis required in children.
1. Restless or feeling keyed up or on edge
2 Being easily fatigued
3. Difficulty concentrating or mind going blank
4. lrritability
5 Muscle tension
6. Sleep disturbance (difficulty falling or staying asleep or restless, unsatisfying sleep)

5. The anxiety, worry, or physical symptoms cause clinically significant distress or
impairment in social, occupational, or other important areas of functioning.

6. Thedisturbance is not attributable to the physiological effects of a substance (e.g., a drug
of abuse, a medication) or another medical condition (e.g., hyperthyroidism).

7. Thedisturbance is not better explained by another mental disorder

Source: Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, (Copyright ©2013). American Psychiatric Association. All Rights Reserved
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creening for Generalized Anxiety Disorder—The GAD-7 Scale

GAD-7

Over the last 2 weeks, how often have you been bothered by the following problems?

Not at all
(0)

Several days
(1)

More than half the days
2)

Feeling nervous, anxious, or on edge

Not being able to stop or control worrying

Worrying too much about different things

Trouble relaxing

Being so restless that it is hard to sit still

Becoming easily annoyed or irritable

Feeling afraid as if something awful might happen

Add the score from each column

Add column scores =




‘ Mind in the Maintenance: Managing Mental Health in Primary Care ‘

Antidepressant Medications Antidepressant side Effects

Class Initial Therapeutic Half- life Sedation Weight Gain Sexual Cardiac Anticholiner Seizures Drug Interaction
dose dose gic

SSRI

Sertraline 25 100-200 Medium +/- + ++ - + - 2D6
inhibitors+/-
higher dose

Fluoxetine 10 20-60 Long - +/- it - A - 2D6 inhibitors
4+inc

flecainide and
beta blocker

level
Citalopram 10 20-60 Short +/- + ++ QTc - - inc flecainide
Increased level
Escitalopram 5 10-20 Short - + ++ QTc _ - inc flecainide
Increased level
Paroxetine 10 20-40 Short + ++ +++ - + - 2D6 inhibitors
4+inc

flecainide and
beta blocker

level
Venlafaxine XR 37.5 75-225 Short - +/- +++ Increased - - Decrease
BP and Indinavir Level

heart rate

Duloxetine 20 30-60 Short - +/- +++ +/- - - 2D6 inhibitors
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Second line Pharmacologic Treatment of GAD includes

Benzodiazepine and buspirone.
Major advantage: rapid onset of action,

Risks: oversedation, impairment of learning/memory, and long-term
dependence/abuse

Alprazolam —starting dose: 0.25 mg bid-tid—maximum dose: 4 mg/d in
divided doses

Clonazepam —starting dose: 0.5 mg g12h—maximum dose: 4 mg/d in
divided doses

Lorazepam —starting dose: 0.5 mg bid-tid—maximum dose: 10 mg/d in
divided doses

Buspirone — FDA approved for GAD, low potential for abuse
Calcium channel blockers and anticonvulsants (gabapentin and pregabalin)

Psychotherapy :CBT and reflective mindfulness and other relaxation
techniques
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Panic Disorder:

Panic disorder is common with a lifetime prevalence of 4.7% Most often, it
occurs in adolescence and young adulthood and more often in females,
declining with advancing age.

Definition:

Recurrent, unexpected panic attacks: sudden episodes of intense fear or
discomfort that reach a peak within minutes, with symptoms such as
palpitations, sweating, trembling, shortness of breath, chest pain, nausea,
dizziness, chills or heat sensations, numbness/tingling, feelings of unreality
(derealization), or fear of losing control or dying.

Persistent concern or behavior change after attacks: for at least 1 month,
the person has:

Ongoing worry about having more attacks or their consequences (e.g., “going
crazy,” having a heart attack), and/or

Significant maladaptive changes in behavior related to the attacks (e.g.,
aﬂ?.idirl\ exercise, unfamiliar places, or situations where escape might be
ifficult).

These symptoms are not due to substances, medical conditions, or
another mental disorder, and they cause significant distress or impairment
in social, occupational, or other important areas of functioning.
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Recurrent unexpected panic attacks.

A panic attack is an abrupt surge of intense fear or intense discomfort that

reaches a peak within minutes, and during which time 4 (or more) of the following

symptoms occur:

Note: The abrupt surge can occur from a calm state or an anxious state.

1. Palpitations, pounding heart, or accelerated heart rate

2. Sweating

3. Trembling or shaking

4. Sensations of shortness of breath or smothering

5. Feelings of choking

6. Chest pain or discomfort

7. Nausea or abdominal distress

8. Feeling dizzy, unsteady, light-headed, or faint

9. Chills or heat sensations

10.Paresthesias (hnumbness or tingling sensations)

11.Derealization (feelings of unreality) or depersonalization (being detached from
one-self)

12.Fear of losing control or “going crazy”

13.Fear of dying
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At least 1 of the attacks has been followed by 1 month (or more)
of 1 or both of the following:

1. Persistent concern or worry about additional panic attacks
or their consequences (e.g., losing control, having a heart
attack, or “going crazy”)

2. Asignificant maladaptive change in behavior related to the
attacks (e.g., behaviors designed to avoid having panic
attacks, such as avoidance of exercise or unfamiliar
situations)

3. The disturbance is not attributable to the physiological
effects of a substance is not better explained by another
mental disorder
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PANIC DISORDER SCREENING

A sudden feeling of anxiety, fear, discomfort, or uneasiness may indicate a panic episode. A panic episode occurs

unexpectedly, peaks within 10 min, and includes 4 or more of the following sensations at the same time.

(1) Skipping, racing, or pounding heart; (2) sweating or clammy hands; (3) trembling or shaking; (4) shortness of
breath of difficulty breathing; (5) choking feeling or lump in your throat; (6) chest pain or discomfort; (7)
nausea or stomach problems; (8) feeling dizzy, unsteady, light-headed, or faint; (9) feeling strange, unreal,
detached, or unfamiliar; (10) fear that you are losing control or going crazy; (11) fear that you are dying; (12)
feeling of numbness or tingling; (13) hot flushes or chills

(1) Based on this description, about how many panic episodes have you experienced in the past month?
None One 2-5 6-10 11 ormore_____

Note: Respondents who respond “None” to the 1st item, skip all remaining items and score 0.

(1) Inthe past month, how often have you been worried about having another panic attack?

Never__ Occasionally__ Often___ Allthetime___
(5) Inthe past month, how often have you been worried about the consequences of having another panic
episode?
Never___ Occasionally__ Often____ Allthetime___

(5) Inthe past month, how often did you avoid places, situations or activities because you were afraid of having
or triggering a panic attack? (For example, avoiding physical exertion or avoiding stressful activities.)
Never___ Occasionally___ Often_____ Allthetime

(6) The 1stitem s rated on a 5-point

(7) Likertscale scored 0-4, while remaining items are rated on a 4-point Likert scale score 0-3.

(8) Severity scores are obtained by summing responses to all items, with scores ranging from 0t013. Using a
cutoff score of 4 or higher, to indicate criteria for panic disorder, the Panic disorder Screener had a 77%
sensitivity and 84% specificity: higher sensitivity but lower specificity compared to the PHQ-Panic Scale
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Treatment- Panic Disorder

Clinicians can effectively counsel patients by educating them about panic disorder
and, providing the panic attacks and inter-panic anxiety are not aggravating another
medical condition, reassure them that, albeit distressing, the attacks are not
dangerous.

Pharmacologic treatment

Benzodiazepines (typically by 6-8 weeks). The clinician then tapers and discontinues
the benzodiazepines gradually over 1 to 2 weeks.

alprazolam and clonazepam.

SSRIs (fluoxetine, paroxetine, and sertraline)

SNRI (venlafaxine). benzodiazepine taper

Psychotherapy: Patients who continue to struggle with anticipatory anxiety and/or
avoidant behavior benefit greatly from referral to mental health professionals skilled
in relaxation training (including breathing-control exercises), CBT, and progressive
desensitization.

Prime Healthcare



Mind in the Maintenance : Managing Mental Health in Primary Care

Panic Disorder treatment

Pharmacologic treatment:

Benzodiazepines are used to bring prompt relief, and we start antidepressant
medications at the same time to provide long-term control. antidepressant medications
adequate time to take effect (typically by 6-8 weeks). The clinician then tapers and
discontinues the benzodiazepines gradually over 1 to 2 weeks.

Benzodiazepines with FDA approval for panic disorder: alprazolam and clonazepam.
SSRIs (fluoxetine, paroxetine, and sertraline) have FDA approval

SNRI (venlafaxine).

m Starting dose Titrate up to

Duloxetine SNRI 20 mg Q daily 30-6- mg /day
Escitalopram SSRI 5 mg Q daily 10-12mg /day
Paroxetine SSRI 10mg Q daily 20-40 mg/day

Venlafaxine SNRI 37.5 mg Q daily 75-225 mg/day

Psychotherapy: relaxation training (including breathing-control exercises), CBT, and
progressive desensitization.
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Post Traumatic Stress Disorder

The lifetime prevalence for PTSD is 6.8%.' PTSD is a common and
disabling condition that follows a triggering event(s) of significant
trauma.

War experiences historically have been most extensively
researched, especially the emotional and physical sequelae of
combat often referred to in the past as “soldier’s heart,” “shell
shock,” or “combat fatigue.”

More recently, PTSD has been recognized as arising from any
common traumatic event such as motor vehicle accidents,

physical and sexual assault, and other accidents causing serious
injury

Prime Healthcare
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Post Traumatic Stress Disorder (PTSD)
The lifetime prevalence for PTSD is 6.8%

The triggering event

Combat: Soldier’s heart, Shell shock, Combat fatigue

MVA, Physical and sexual assault

Dose related: severity of the harm and perceived threat of harm
Salient diagnostic features are

(1) involuntary, intrusive memories of the event

(2) distressing and recurring dreams/nightmares of the event

(3) sudden dissociative episodes of reexperiencing the trauma

Prime Healthcare
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Not atall=0 A little bit=1 Moderately=2 Quite a bit=3 Extremely=4

1. Repeated disturbing and unwanted memories of the stressful experience?

2.Repeated disturbing dreams of the stressful experience?

3.Suddenly feeling or acting as if the stressful experience were happening again (as if you were actually
back there and reliving it)?

4. Feeling very upset when something reminds you of the stressful experience?

5. Having strong physical reactions when something reminded you of the stressful experience (eg, heart
pounding, trouble breathing, sweating)?

6. Avoiding memories, thoughts, or feelings related to stressful experience?

7. Avoiding external reminders of stressful experiences (eg, people, places conversations, activities,
objects, or situations)?

8. Trouble remembering important parts of the stressful experience?

9. Having strong negative beliefs about yourself, other people, or the world (eg, having thoughts such as |
am bad, there is something seriously wrong with me, no one can be trusted, the world is completely
dangerous)?

10. Blaming yourself or someone else for the stressful experience or what happened after it?

11. Having strong negative feelings such as fear, horror, anger, guilt, or shame?

12. Loss of interest in activities that you use to enjoy?

13. Feeling distant or cutoff from other people?

14. Trouble experiencing positive feelings (eg, being unable to feel happiness or having loving feelings for
people close to you?)

15. Irritable behavior, angry outbursts, or acting aggressively?

16. Taking too many risks or doing things that could cause you harm?

17. Being “super alert” or watchful or on guard?

18. Feeling jumpy or easily startled?

19. Having difficulty concentrating?

20. Trouble falling or staying asleep?

Preliminary validation work suggests a cut-point score of 33 to be reasonable until further psychometric
work is available.




Mind in the Maintenance: Managing Mental Health in Primary Care

PTSD Checklist for DSM-5

Instructions: This questionnaire asks about problems you may have had after a very stressful experience involving actual or
threatened death, serious injury, or sexual violence. It could be something that happened to you directly, something you
witnessed, or something you learned happened to a close family member or close friend.

First, please answer of few questions about your worst event, which for this questionnaire means the event that currently
bothers you the most.

Briefly identify the worst event (if you feel comfortable doing so):

How long ago did it happen? (please estimate if you are not sure)

Did it involve actual or threatened death, serious injury, or sexual violence? Yes_  No___

How did you experience it?

_____ithappened to me directly

_lwitnessed it

___ llearned about it happening to a close family member or close friend

___ lwasrepeatedly exposed to details about it as part of my job (eg, paramedic, police, military, or other first responder)

Other,

please describe

If the event involved the death of a close family member or close friend, was it due to some kind of accident or violence, or was
it due to natural causes?

Accident or violence
Natural causes
Not applicable (the event did not involve the death of a close family member or close friend)

Second, keeping this in mind, read each of the problems on the next page and then circle 1 of the numbers to the right to
indicate how much you have been bothered by that problem in the past month
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PTSD - Treatment

Psychotherapy :providing a safe forum to process the traumatizing experience and
subsequent struggles to cope, encouragement toward improvement in self-care,
techniques for reflection and relaxation, and graded exposure for avoidant
behaviors.

Pharmacologic Treatment
B-Blockers Propranolol is most used in divided doses up to 40 mg/d

a-blocker Prazosin starting dose is usually 1 mg at bedtime with gradual titration to 4
mg.

Antidepressants:

SSRIs (fluoxetine, paroxetine, and sertraline)
SNRI (venlafaxine) are most used for PTSD..
Benzodiazepines:

The short-onset-of-action medications alprazolam and lorazepam are indicated for
acute control of crisis situations

For longer, but still limited periods of time, clonazepam represents a safer choice
because of its slower onset of action and longer half-life.
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Treatment

General considerations for primary care treatment of PTSD are consistent with the nature of
any other chronic progressive illness: prevention is paramount and the longer the illness goes
undiagnosed and untreated, the worse it gets—and the more difficult it becomes to stabilize
and reverse.

Psychotherapy : encouragement toward improvement in self-care, techniques for reflection and
relaxation, and graded exposure for avoidant behaviors.
Many PTSD treatment programs include psychotherapy and group counseling

Pharmacologic Treatment

B-Blockers: Propranolol divided doses up to 40 mg/d., if you are using B-blockers (for any purpose),
avoid paroxetine, fluoxetine, and, perhaps, duloxetine because they can dangerously elevate the
drugs levels by their inhibition of the P450 2D6 pathway.

Prazosin: an a-blocker, is effective to attenuate nightmares in patients with PTSD. The starting dose
is usually 1 mg at bedtime with gradual titration to 4 mg.

Antidepressants: The SSRIs (fluoxetine, paroxetine, and sertraline) and the SNRI (venlafaxine) are
most used for PTSD.

Benzodiazepines: alprazolam and lorazepam, Avoid chronic use. For longer, but still limited periods
of time, clonazepam represents a safer choice because of its slower onset of action and longer
half-life.
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Social phobia involves circumstances where the patient feels
subject to the scrutiny and critical assessment by others.
Patients have intense anxiety when anticipating job interviews,
interviews for advancement, or entrance interviews for college
or professional school.

Fear of humiliation, embarrassment, and failure is very
common.

The most common social phobia is the fear of public speaking
and resultant overcautious avoidance of employment,
educational, or social circumstances requiring this.

Prime Healthcare
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Treatment Use the propranolol in low doses to be taken 30 to
60 minutes prior to the speaking engagement or other social
event;

use antidepressants other than fluoxetine and paroxetine
because they can elevate levels of B-blockers.

If not effective, referral to a mental health care professional for
behavioral desensitization often is quite helpful.

Specific phobias (e.g., of heights or of animals) are best
referred to mental health professionals for treatment with
desensitization procedures.

Patients with life-long fears are very commonly surprised and
pleased with the expeditious results. Many comment they only
wish they had come for treatment earlier.
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Classification of Substance — Related and Addictive Disorders

The substance-related disorders are classified into two
categories:

(1) substance-use disorders
(2) substance-induced disorders

Clinical presentation to support the diagnhosis of substance-use
disorder:

(1) Loss of control (i.e., the substance is taken in larger amounts or
over a longer period than intended, or there are unsuccessful efforts
to reduce use)

(2) Salience to the behavioral repertoire (i.e., a great deal of time is
spent in substance-related activities at the expense of important
social, occupational, or recreational activities that are reduced or
iven up, or there is continued substance use despite knowledge of
aving a persistent or recurrent physical or psychological problem
likely to have been caused or exacerbated by the substance)

(3) Neuroadaptation (i.e., the presence of tolerance or withdrawal or
craving manifested by a strong desire or urge to use a specific
substance).

Prime Healthcare




Prevalence of Substance Use in Last (Per 100
Persons Aged 12 Years or Older)

Drug  |Prevalence
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Tobacco

An illicit drug
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e Cocaine
e Methamphetamine
e Hallucinogens
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Nonmedical use of
psychotherapeutic
drugs

e Painrelievers

¢ Tranquillizers
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e Sedatives
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Signs and Symptoms of CNS Depressant

Intoxication and Withdrawal
Withdrawal
Anxiolysis Anxiety or
psychomotor

Disinhibition (e.g., gitati
agitation

inappropriate sexual or
aggressive behavior,
impaired judgment, mood
liability)

Tremor
Insomnia

Autonomic
hyperactivity (e.g.,
tachycardia,
hypertension,
sweating,
hyperthermia,
arrhythmia)

Somnolence, stupor, or coma

Impaired attention or
memory

Slurred speech

Incoordination

Unsteady gait

Craving

Nystagmus Sensory distortions
or hallucinations
(e.g., transient
visual, tactile, or

auditory)
Nausea or vomiting
Seizures

Delirium
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Signs and Symptoms of Intoxication and Withdrawal
Intoxication ___ Withdrawal |

timulation (euphoria, hypervigilance, Depression (dysphoria)

anxiety, tension, anger, impaired judgment) Psychomotor retardation

Psychomotor agitation (stereotyped Fatigue (increased needfor sleep)

behaviors, dyskinesias, dystonias)

Increased appetite
Energy (decreased need for sleep)

Craving
Anorexia (nausea or vomiting, weight loss)
Autonomic arousal (tachycardia,

hypertension, pupillary dilation,

perspiration, or chills)

hest pain, cardiac arrhythmias,
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Signs and Symptoms of

Intoxication

Activation or “rush” (early or with low
dosages) and sedation/apathy or “nod”
(late or with high dosages)

Euphoria or dysphoria

Feelings of warmth, facial flushing, or
itching

Impaired judgment, attention, or
memory

Analgesia

Constipation

Pupillary constriction

Drowsiness

Respiratory depression, areflexia,
hypotension, tachycardia

Apnea, cyanosis, coma

Prime Healthcare

Intoxication and Withdrawal

Withdrawal

Depressed mood and anxiety
Dysphoria

Craving

Piloerection (“goose flesh”)
Lacrimation or rhinorrhea
Hyperalgesia, joint and muscle aches
Diarrhea and gastrointestinal cramping,
nausea, or vomiting

Pupillary dilation and photophobia
Insomnia

Autonomic hyperactivity (e.g.,
tachypnea, hyperreflexia, tachycardia,
hypertension, sweating, hyperthermia)
Yawning
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Nonpharmacologic Modalities of Substance-Use Disorder Treatment

12-Step support program facilitation (e.g., Alcoholics Anonymous, Narcotics
Anonymous, Cocaine Anonymous)

1. Enhancement of coping strategies

2. Relaxation training

3. Family therapy

4, Lifestyle change (avoiding drug use trigger situations)

5. Psychotherapy (usually cognitive, relational, or supportive, in a group or individual
setting)

6. Vocational and physical rehabilitation
7. Recreational therapy

8. Exercise

9. Sexual education

10. Health and nutritional counseling
11. Spiritual growth

12. Aftercare

Prime Healthcare



Mind in the Maintenance : Managing Mental Health in Primary Care

Pharmacological Treatment of Withdrawal Syndromes from Substances of Abuse

Alcohol

Other CNS depressants

Stimulants

Nicotine and tobacco

Cannabinoids

Hallucinogens

Diazepam, 10-20 mg/1-2 hours (typical
dosage required, 60 mg)

Phenobarbital, 120 mg/hour (typical dosage,
900-1500 mg)

Not usually needed

Nicotine patch started at 7-21 mg per day
based on addiction severity with slow taper
over 3 months

Nicotine gum started at 2-4 mg every 1-3
hours based on addiction severity with
slow taper over 3 months

Varenicline by mouth at 1 mg twice per day
for 3 months

Not usually needed

Not usually needed

Prime Healthcare

Thiamine, 100 mg intramuscularly or 50 mg
twice daily by mouth, and multivitamin
tablets for 3 days

Anxiolytics or neuroleptics acutely for
agitation or toxic psychosis

Clonidine acutely can minimize withdrawal
discomfort

Anxiolytics or neuroleptics acutely for
agitation or severe anxiety

Anxiolytics or neuroleptics acutely for toxic
psychosis
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Opioids Currently, the goal is to treat withdrawal by initiating Ibuprofen for muscle cramps,
maintenance doses of either loperamide for loose stools, and
buprenorphine (16-24 mg daily) or promethazine for nausea or

methadone (eventually 60-140 mg daily, slowly titrated) vomiting

Alternatively, if patient does not want maintenance,
detoxification can be accomplished: 3-5 days of
clonidine 0.1-0.3 mg every 4-6 hours (check BP prior to
each dose, hold for BP = 90/60);

methadone dosed at 10-20 mg by mouth every 12
hours initially, or
buprenorphine dosed at 4-12 mg under tongue daily

Initially, both taper over a 5- to 10-day period to reduce
withdrawal symptoms (1 mg buprenorphine is
equivalent to 5 mg methadone, 5 mg of heroin, 15 mg
of morphine, 100 mg of meperidine)
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Sleep Disorders

1.Detailed history and review of the sleep complaint, as well as predisposing, precipitating, and
perpetuating factors

2.Review of the difficulties falling asleep, maintaining sleep, and awakening early

3.Timing of sleep and wakefulness over the 24-h day

4.Evidence of excessive daytime sleepiness and fatigue

5.Bedtime routines, sleep setting, preoccupations, anxiety, beliefs about sleep and sleep loss,
fears about consequences of sleep loss, nightmares, enuresis, and sleepwalking

6.Medical and neurologic history and examination and routine laboratory examinations
7.Review of use of prescription and nonprescription medications, hypnotics, alcohol, and
stimulants

8.Evidence of sleep-related breathing disorders: snoring; orthopnea, dyspnea; headaches; falling
out of bed; nocturia; obesity; short, fat neck; enlarged tonsils; narrow upper oral airway; and
foreshortened jaw (retrognathia)

9.Abnormal movements during sleep; “jerky legs,” leg movements, myoclonus, “restless legs,” leg
cramps, and cold feet

10.Psychiatric history and examination

11.Social and occupational history, marital status, living conditions, financial and security
concerns, and physical activity

12.Sleep environment—ambient noise, light, and temperature

13.Sleep-wake diary for 2 weeks

14.Typical exposure to light (sunlight and artificial) and darkness across a 24-h day
15.Interview with bed partners or persons who observe the patient during sleep

16.Recording of respiratory sounds during sleep to screen for sleep apnea
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Patients’ sleep complaints will usually fall into four general categories: Insomnia:
complaints of difficulty initiating sleep or staying asleep (insomnia)

Hypersomnia: difficulty staying awake during the day (hypersomnia)
Parasomnia: abnormal movements or behavior during sleep (parasomnia)

Circadian Rhythm Disorder: timing of the sleep—wake cycle at undesired or
inappropriate times over a 24-hour day (circadian rhythm disorder);

or a combination of the above.

Sleep apnea, PLMs during sleep, narcolepsy, parasomnias with potential for serious
injury, or intractable insomnia, referral to a sleep disorder center should be
considered.

Nocturnal polysomnography :(PSG)

1. electroencephalogram(EEG),

2. Dbilateral eye movement activity or electrooculogram (EOG),
3. and chin muscle tonus or electromyogram (EMG).
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Sleep Stages & Architecture
Normal sleep involves two states: REM sleep and non-REM sleep.
REM sleep is often associated with dreaming.

Non-REM sleep is a period of decreased physiologic and psychological activity and is further divided into
Stages 1, 2, 3, and 4 based on visually scored EEG patterns.

Sleep normally begins with non-REM stage 1, before progressing successively into non-REM stages 2
through 4, during which the EEG generally declines in frequency and increases in amplitude.

Stages 3 and 4 of sleep, also called slow-wave sleep (SWS), are typically most intense early in the sleep
period. The amount of SWS declines across the night.

REM sleep is characterized by high-frequency, low-amplitude EEG; loss of muscle tone in the major
antigravity muscles

Total sleep time
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Insomnia: Insomnia is the complaint of difficulty initiating or maintaining sleep or of
nonrestorative sleep (not feeling well rested after sleep that is adequate in amount).
Insomnia is more common in women than in men; more common with age;
Transient insomnia is much more common than chronic (>1 month) insomnia.

Treatment — Nonpharmacological — Stimulus controlled Treatment

1. Keep bedtimes and awakening constant, even on the weekends.

2. Do notuse the bed for watching television, reading a book, or working. If sleep does
not begin within a period, say, 30 minutes, leave the bed and do not return until
drowsy.

3. Avoid napping.

4. Exercise regularly (3—4 times per week) but try to avoid exercising in the early
evening if this tends to interfere with sleep.

5. Discontinue or reduce alcohol, caffeine, cigarettes, and other substances that may

interfere with sleep.

“Wind down” before bed with quiet or relaxing activities.

Maintain a cool, comfortable, and quiet sleeping environment.

8. SLEEP RESTRICTION THERAPY

o

Prime Healthcare
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Psychopharmacologic Interventions:

1. Benzodiazepines (BZDs):They generally reduce sleep latency, minutes awake after
sleep onset, SWS, and REM while increasing stage 2
2. Non-BZD hypnotics include zolpidem, zaleplon, eszopiclone (the S-isomer of

zopiclone), ramelteon, and suvorexant

Generic | Hatrte |onset | Doss (mg) | Mechanism

Zolpidem 1.5-2 Fast
Zaleplon 1 Fast
Eszopicione 5-7 Medium
Ramelteon 1-2.6 Fast
Suvorexant 8 Medium

5-10 GABAa Agonist

5-10 GABAa agonist

2-3 GABAa agonist

8 Melatonin agonist

5,10,15,20 Inhibitor of Orexin A and
B

Restless leg syndrome

1. Begin or worsen during rest or inactivity

2. Are partially or totally relieved by
movement

3. Are worse in the evening or at night

Periodic Limb Movements in Sleep

1. Involve brief dorsiflexion of the ankle,
flexion of knee/hip

2. Occurevery 20-40 seconds

3. Are detected on polysomnography
(sleep study)
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Restless leg syndrome

Periodic Limb Movements in Sleep

Treatment: Treatment generally involves one of three drug categories:
1. Dopaminergic agents: ropinirole, pramipexole

2. GABAergic agents (e.g., baclofen, gabapentin)

3. Anticonvulsants
4

BZDs and opiates are effective, they are simply not prudent given the current
war on drugs situation.

BREATHING-RELATED SLEEP DISORDER

Sleep Apnea, Central Alveolar hypoventilation Obstructive Sleep apnea 1-2% of
population

Excessive daytime sleepiness

Treatment focuses on achieving and maintaining airway patency.

continuous positive airway pressure

Prime Healthcare
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NARCOLEPSY - Clinical Findings

Narcolepsy is associated with uncontrollable sleep attacks in inappropriate, embarrassing, and even
dangerous situations (e.g., while driving).

Four major symptoms

1. sleep attacks have been described as brief (e.g., lasting 15-20 minutes) and refreshing, this is
not always true. Most narcoleptics experience related symptoms,

2. cataplexy (a sudden loss of muscle tone),
3. hypnagogic hallucinations (dreamlike experiences while falling asleep),
4. sleep paralysis (brief paralysis associated with the onset of sleep or wakefulness).

Only 10-15% of narcoleptic patients have all four major symptoms. Many narcoleptic patients report
haV|rl1lg performed complex behavior (such as walking from one place to another or writing) without
recalling it.

Treatment:

Modafinilis the treatment of choice for EDS
Other Medication used

1. sedating antipsychotics such as clozapine,

2. “scheduled” stimulants, e.g., methylphenidate, amphetamines 3. Sodium oxybate (gamma-
hydroxybutyrate LGHB]), an endogenous GABA metabolite, is the only medication for cataplexy
approved by the FDA

3. Pitolisantis a histamine 3 inverse agonist effective against EDS in narcolepsy and idiopathic and
symptomatic hypersomnia.

4. Solriamfetol, a DA and norepinephrine reuptake inhibitor, is used for EDS in narcolepsy and OSA,
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Psychotic Disorder

Schizophrenia is one of the most complex of psychiatric disorders
which is ranked among the top 10 illnesses contributing to the global
burden of disease, per the World Health Organization (WHO).

Two (or more) of the following, each present for a significant portion
of time during a 1-month period (or less if successfully treated). At
least one of these must be delusions, hallucinations, or
disorganized speech, Grossly disorganized or catatonic behavior,
Negative symptoms (i.e., diminished emotional expression or
avolition)

Continuous signs of the disturbance persist for at least 6 months.
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The modern treatment of schizophrenia has as its broad goals the
reduction of symptoms and the maximization of functioning. To

achieve this, several treatment targets have been identified,
including

(1) Positive symptoms such as hallucinations and delusions, as
well as disorganized speech and behavior and
psychotic agitation

(2) Negative symptoms such as anhedonia, affective flattening,
alogia, avolition, and social withdrawal are far more difficult to
treat pharmacologlcally

(3) conceptual disorganization, impairments in executive skills,
working memory, verbal skills, and learning and memory

(4) neurocognitive deficits, capacity for work, social functioning, and
independent living.

(5) anxious/depressive symptoms and suicidality.

Prime Healthcare
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First Generation: Typical
Chlorpromazine-

Loxapine-

Perphenazine-

Thiothixene-

Trifluoperazine-
Fluphenazine-

Haloperidol-

Pimozide-

Second Generation- Atypical

Quetiapine -
Ziprasidone-
Lurasidone-
Olanzapine-
Aripiprazole-
Brexpiprazole -
Lloperidone -
Carlprazine -
Palliperidone -
Asenapine -
Risperidone-
Clozapine-

Some side Effects Common to Many of the drugs

Blockade of D2 Dopamine receptors

Motor side effects: Dystonia, akathisia, tremor, Rigidity, bradykinesia, Akinesia, tardive dyskinesia
Endocrinopathy: Gynecomastia, galactorrhea, amenorrhea, sexual dysfunction, Decreased libido

Neuroleptic malignant syndrome

Blockade of H1 histaminic receptors: sedation, weight gain
Blockade of muscarinic receptor: dry mouth, constipation, blurred vision, urinary retention, sinus tachycardia,

amnesia

Blockade of Alpha 1 Adrenergic receptors: hypotension, dizziness, syncope, reflex tachycardia, priapism
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Adult treatment panel Ill (ATP Ill)- presence of 3 or more of the following, Recommended Intervals
International Diabetes Federation(IDF): Central obesity + 2 of the following

Waist Circumference  Male >102 cm, Female>88cm(ATP IlI) Baseline and then annually
Male >94, Female >80 cm (IDF)

BP SBP >130 or DBP >85 or on drug treatment for Baseline, at 12 weeks and then
elevated Blood pressure annually

HDL-C Male<40, Female <50 Fasting lipid profile at baseline, then 12
Or on drug treatment for reduced HDL-C weeks and then annually

TGL >150 or on drug treatment for raised TGL Fasting lipid profile at baseline, then 12

weeks and then annually

Glucose Fasting plasma gluconse.100 or on drug Baseline, at 12 weeks and then

treatment for elevated blood glucose annually
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Side effects Better outcome

Extrapyramidal side Antichlonergics: Benztropine, trihexyphenidyl
effects- tremors and

stiffness

Acute dystonia Diphenhydramine

Akathisia Propranolol, mirtazapine

Tardive dyskinesia Valbenazine, deutetrabenazine, Botulinum toxin
Weight gain , metabolic Metformin, Topiramate, GLP-1 agonist, SGLT-2
syndrome inhibitors

Clozapine induced Lithium, filgrastim

agranulocytosis

Clozapine- induce Atropine, glycopyrrolate

sialorrhea

Clozapine - induced Senna, polyethylene glycol, lactulose

Constipation,

Prime Healthcare



Mind in the Maintenance : Managing Mental Health in Primary Care

Common psychiatric disorders in primary care

The primary care setting is a critical area for addressing common psychiatric disorders.
Most prevalent conditions encountered in primary care settings:

Depression: Affecting 23.8% of mental health encounters, itis one of the most
common mental health disorders seen in primary care.

Anxiety: Presenting 14.1% of encounters, anxiety disorders are frequently treated in
primary care.

Sleep Disturbances: Affecting 12.1% of encounters, sleep issues are a significant
concern in primary care.

Substance Abuse: With 8.3% of encounters, substance abuse disorders are also
common in primary care.

Psychosis: Affecting 6.9% of encounters, psychosis is another prevalent psychiatric
disorder in primary care.

These disorders highlight the importance of primary care in the early detection and
management of mental health conditions.

Regular screening and access to mental health resources are essential for improving
patient outcomes and reducing the burden on specialty care.
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Peter R. Martin, Molly McVoy, Robert J. Ronis, Sidney H. Weissman
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