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Huda	
  

•  Huda	
  is	
  a	
  25	
  yr-­‐old	
  single	
  female	
  teacher.	
  She	
  
had	
  an	
  episode	
  -­‐of	
  at	
  least	
  2	
  weeks	
  dura<on-­‐	
  
of	
  low	
  mood	
  associated	
  with	
  loss	
  of	
  interest,	
  
isola<on,	
  crying	
  spells,	
  excessive	
  guilt	
  feelings,	
  
death	
  wishes,	
  suicidal	
  idea<on	
  and	
  reduc<on	
  
in	
  libido.	
  Her	
  mother	
  has	
  history	
  of	
  bipolar	
  
disorder	
  and	
  one	
  of	
  her	
  sisters	
  had	
  post-­‐
partum	
  psychosis.	
  



Case	
  Development	
  1:	
  

•  When	
  she	
  was	
  20	
  years,	
  she	
  had	
  an	
  episode	
  of	
  
irritable	
  mood,	
  talka<veness,	
  hyperac<vi<es,	
  
decrease	
  need	
  for	
  sleep,	
  taking	
  off	
  her	
  clothes	
  
in	
  front	
  of	
  her	
  adult	
  brother.	
  It	
  lasted	
  for	
  3	
  
week.	
  



Case	
  Development	
  2:	
  

•  Premorbidly,	
  she	
  described	
  herself	
  with	
  
chronic	
  sense	
  of	
  boredom,	
  and	
  having	
  
difficul<es	
  to	
  keep	
  friends.	
  



Case	
  Development	
  3:	
  

•  Her	
  mother	
  reported	
  that	
  her	
  daughter	
  was	
  
complaining	
  of	
  fever	
  and	
  headache	
  few	
  days	
  
prior	
  the	
  episodes	
  when	
  she	
  was	
  20.	
  She	
  also	
  
reported	
  that	
  her	
  daughter	
  had	
  new	
  
problema<c	
  friends	
  few	
  months	
  prior	
  that	
  
episode	
  and	
  she	
  is	
  suspec<ng	
  the	
  use	
  of	
  illicit	
  
drugs.	
  



Case	
  Management	
  Discussion	
  
including	
  ECT:	
  

1.  Discuss	
  the	
  types	
  of	
  an<depressants,	
  indica<on,	
  side	
  
effects,	
  etc	
  

2.  Discuss	
  the	
  types	
  of	
  mood	
  stabilizers,	
  indica<on,	
  side	
  
effects,	
  etc	
  

3.  Discuss	
  the	
  use	
  of	
  an<psycho<cs	
  and	
  benzodiazepine	
  	
  

4.  Discuss	
  the	
  role	
  of	
  psychotherapy	
  	
  

5.  Discuss	
  about	
  ECT,	
  descrip<on,	
  indica<on,	
  side	
  
effects,	
  etc	
  



Management	
  plan	
  

1.  Hx and MSE, Physical Exam 
2.  More Investigations 
3.  Admission or not? 
4.  Education and Reassurance. 
5.  BioPsychoSocial approach. 



Indica;ons	
  for	
  admission	
  

1.  Danger	
  to	
  self	
  
2.  Danger	
  to	
  others	
  
3.  Total	
  inability	
  to	
  func<on	
  
4.  Medical	
  condi<ons	
  that	
  warrant	
  medica<on	
  

monitoring	
  
5.  Observa<on	
  and	
  clarify	
  Diagnosis	
  



Indica;ons	
  of	
  Inpa;ent	
  Treatment	
  

1.  Danger	
  to	
  self	
  
– A	
  depressed	
  pa<ent	
  may	
  have	
  suicidal	
  idea<on,	
  
aRempts	
  or	
  plans.	
  	
  

– A	
  person	
  who	
  is	
  depressed	
  enough	
  to	
  not	
  eat	
  
might	
  be	
  at	
  risk	
  of	
  death.	
  	
  

– A	
  person	
  in	
  extreme	
  mania	
  who	
  foregoes	
  sleep	
  or	
  
food	
  may	
  be	
  in	
  a	
  state	
  of	
  serious	
  exhaus<on.	
  



Indica;ons	
  of	
  Inpa;ent	
  Treatment	
  

2.  Danger	
  to	
  others	
  
– A	
  pa<ent	
  experiencing	
  a	
  severe	
  depression	
  may	
  
believe	
  the	
  world	
  was	
  so	
  bleak	
  that	
  he	
  plans	
  to	
  kill	
  
his	
  children	
  to	
  spare	
  them	
  from	
  the	
  world’s	
  
misery.	
  

– A	
  delusional	
  pa<ent	
  having	
  a	
  manic	
  episode	
  may	
  
believes	
  everyone	
  was	
  against	
  him;	
  he	
  searches	
  
for	
  a	
  rifle	
  in	
  order	
  to	
  defend	
  himself	
  and	
  to	
  get	
  
them	
  before	
  they	
  got	
  him.	
  



Indica;ons	
  of	
  Inpa;ent	
  Treatment	
  

3.  Total	
  inability	
  to	
  func<on	
  
– Leaving	
  such	
  a	
  person	
  alone	
  would	
  be	
  dangerous	
  
and	
  not	
  therapeu<c.	
  

	
  

4.  Total	
  loss	
  of	
  control	
  
1.  The	
  pa<ent’s	
  behaviors	
  may	
  go	
  totally	
  out	
  of	
  

control	
  to	
  harm	
  themselves	
  &	
  others	
  and	
  may	
  
destroy	
  their	
  career	
  &	
  social	
  posi<on.	
  



Indica;ons	
  of	
  Inpa;ent	
  Treatment	
  

5.  Medical	
  condi<ons	
  that	
  warrant	
  medica<on	
  
monitoring	
  
– Such	
  as	
  cardiac	
  and	
  renal	
  condi<ons	
  where	
  the	
  
effects	
  of	
  the	
  psychotropic	
  medica<ons	
  can	
  be	
  
monitored	
  and	
  observed	
  closely.	
  



Outpa;ent	
  Treatment	
  Goals	
  1	
  

1.   Look	
  at	
  areas	
  of	
  stress	
  and	
  find	
  ways	
  to	
  handle	
  
them:	
  The	
  stresses	
  can	
  stem	
  from	
  family	
  or	
  work,	
  
This	
  is	
  a	
  form	
  of	
  psychotherapy.	
  

2.   Monitor	
  and	
  support	
  the	
  medica;on:	
  Pa<ents	
  are	
  
ambivalent	
  about	
  their	
  medica<ons	
  	
  and	
  	
  they	
  
resent	
  that	
  they	
  need	
  them.	
  The	
  job	
  is	
  to	
  address	
  
their	
  feelings	
  and	
  allow	
  them	
  to	
  con<nue	
  with	
  the	
  
medica<ons.	
  



Outpa;ent	
  Treatment	
  Goals	
  2	
  

3.   Develop	
  and	
  maintain	
  the	
  therapeu;c	
  alliance:	
  
Over	
  <me,	
  the	
  strength	
  of	
  the	
  alliance	
  helps	
  
keep	
  the	
  pa<ent’s	
  symptoms	
  at	
  a	
  minimum	
  and	
  
helps	
  the	
  pa<ent	
  remain	
  in	
  the	
  community.	
  

4.   Provide	
  educa;on	
  (see	
  Pa;ent	
  Educa;on):	
  Both	
  
the	
  pa<ent	
  and	
  the	
  family	
  need	
  to	
  be	
  aware	
  of	
  
the	
  dangers	
  of	
  substance	
  abuse,	
  the	
  situa<ons	
  
that	
  would	
  lead	
  to	
  relapse,	
  and	
  the	
  essen<al	
  
role	
  of	
  medica<ons.	
  	
  

	
  



Pharmacologic	
  Therapy	
  1	
  

•  Appropriate	
  medica<on	
  depends	
  on	
  the	
  stage	
  
the	
  pa<ent	
  is	
  experiencing.	
  	
  

•  A	
  number	
  of	
  drugs	
  are	
  indicated	
  for	
  an	
  acute	
  
manic	
  episode,	
  primarily	
  the	
  an<psycho<cs,	
  
valproate,	
  and.	
  	
  

•  The	
  choice	
  of	
  agent	
  depends	
  on	
  the	
  presence	
  
of	
  symptoms	
  such	
  as	
  psycho<c	
  symptoms,	
  
agita<on,	
  aggression,	
  and	
  sleep	
  disturbance.	
  



Management	
  

Bio	
  

Medica;ons	
  
ECT	
  
rTMS	
  
DBS	
  

Psycho	
  

Psychotherapy:	
  
CBT	
  
IPT	
  

Psychodynamic	
  

Social	
  

Sick	
  leave	
  
Financial	
  Support	
  
Social	
  support	
  



Summary	
  of	
  Medica;ons	
  Role	
  in	
  Psychiatry	
  

•  They	
  are	
  part	
  of	
  a	
  comprehensive	
  treatment	
  
plan.	
  

•  Basic	
  knowledge	
  of	
  medica<ons	
  is	
  important	
  
in	
  daily	
  clinical	
  prac<ce.	
  

•  Their	
  prescrip<on	
  by	
  the	
  psychiatrist	
  follows	
  a	
  
systema<c	
  approach	
  	
  

	
  
	
  

	
  



General	
  principles	
  about	
  adverse	
  effects	
  

•  Psychopharmacological	
  agents	
  affect	
  the	
  
whole	
  body.	
  

•  Remember	
  the	
  common	
  and	
  dangerous	
  side	
  
effects.	
  

•  They	
  indicate	
  the	
  drug	
  is	
  working.	
  	
  



Prescribing	
  a	
  Psychotropic	
  Agent	
  
ASer	
  Diagnos;c	
  Assessment	
  	
  

	
  
•  Choose	
  a	
  medica<on	
  based	
  on	
  FDA	
  approval	
  
•  Family	
  or	
  personal	
  hx	
  of	
  response	
  
•  Adverse	
  effects	
  vs.	
  key	
  symptoms	
  
•  Star<ng	
  dose	
  
• Monitor	
  side	
  effects	
  &	
  clinical	
  response	
  
•  Adjust	
  dose	
  if	
  needed	
  



Psychopharmacologic Drugs 
Work over A Spectrum 

	
  
	
  
	
  
	
  
	
  
	
  

Antipsychotics 

         Mood stabilizing agents 

Others Anxiolytics/sedatives 

Antidepressants 



An<depressant	
  

TCA	
  

Amitriptyline	
  
Clomipramine	
  
Imipramine	
  

SSRI	
  

Fluoxe<ne	
  
Paroxe<ne	
  
Citalopram	
  
Escitalopram	
  
Fluvoxamine	
  
Sertraline	
  

	
  

SNRI	
  

Venlafaxine	
  
Desvenlafaxine	
  
Duloxe<ne	
  



Antidepressants 

•  Used	
  in	
  many	
  psychiatric	
  disorders	
  other	
  than	
  
Depression.	
  

•  Full	
  clinical	
  response	
  in	
  6-­‐8	
  weeks	
  in	
  major	
  depression,	
  
up	
  to	
  6/12	
  in	
  obsessive	
  compulsive	
  disorder.	
  

	
  
Examples:	
  	
  
Fluoxe<ne	
  (20-­‐80	
  mg/d)	
  
Paroxe<ne	
  (20-­‐50	
  mg/d)	
  
Fluvoxamine	
  &	
  Sertraline	
  (50-­‐200	
  mg/d)	
  
Imipramine(75-­‐300	
  mg/d)	
  
	
  
	
  



THREE	
  PHASES	
  OF	
  TREATMENT	
  	
  
Time 

Sy
m

pt
om

  S
ev

er
ity

 

Normal 
 
 
 
 
 
 
 
 

Acute 
Phase (3 months+) 

Continuation 
Phase (6-12 months) 

Maintenance 
Phase (years) 

Response 

Remission 

Relapse 

Relapse Recurrence 

> 50%  
STOP 
   Rx 

65 to 70% 
   STOP 
     Rx 

Recovery 



Poten;al	
  Adverse	
  Effects	
  of	
  
An;depressant	
  Therapy	
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Cardiac 
Orthostasis 
hypertension 
heart block, 
tachycardia 

Urogenital 
Erectile dysfunction, 
ejaculation disorder, 
anorgasmia, 
priapism 

Central Nervous System 
Dizziness, cognitive impairment, 
sedation, light-headedness, 
somnolence, nervousness, 
insomnia, headache, tremor, 
changes in satiety and appetite 

Gastrointestinal 
Nausea, constipation, 
vomiting, dyspepsia, 
diarrhea 

Autonomic Nervous System 
Dry mouth, urinary retention, 
blurred vision, sweating 





An;depressants	
  and	
  the	
  Cytochrome	
  P450	
  
System	
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An;depressants	
  and	
  the	
  Cytochrome	
  P450	
  
System	
  

•  An<depressants	
  and	
  mood	
  stabilizers	
  may	
  be	
  inhibitors,	
  
inducers	
  or	
  substrates	
  of	
  one	
  or	
  more	
  cytochrome	
  P450	
  
isoenzymes	
  

•  Knowledge	
  of	
  their	
  P450	
  profile	
  is	
  useful	
  in	
  predic<ng	
  drug-­‐
drug	
  interac<ons	
  

•  When	
  some	
  isoenzymes	
  are	
  absent	
  or	
  inhibited,	
  others	
  
may	
  offer	
  a	
  secondary	
  metabolic	
  pathway	
  

•  P450	
  1A2,	
  2C	
  (subfamily),	
  2D6	
  and	
  3A4	
  are	
  especially	
  
important	
  to	
  an<depressant	
  metabolism	
  and	
  drug-­‐drug	
  
interac<ons	
  

12/17/13 27 



SSRI	
  S/E	
  

•  Headache	
  
•  Nausea	
  
•  Stomach	
  ache	
  
•  Decrease	
  libido	
  
•  Wt	
  gain	
  
•  Seda<on	
  
•  Drug	
  Drug	
  interac<on	
  



TCA	
  

•  Headache	
  
•  Nausea	
  /	
  vomi<ng	
  
•  Dry	
  mouth	
  
•  Cons<pa<on	
  
•  Cardiac	
  problems	
  
•  Decrease	
  libido	
  
•  seda<on	
  



Mood Stabilizers 

	
  
•  Lithium,	
  Valproic	
  acid,	
  Carbamazepine,	
  Lamotrigine,	
  

Gabapen<ne,	
  Topiramate.	
  

•  Used	
  in	
  the	
  treatment	
  of	
  Bipolar	
  disorder	
  and	
  similar	
  
condi<ons	
  associated	
  with	
  impulsivity.	
  

•  Drug	
  level	
  measurements	
  are	
  available	
  for	
  many	
  of	
  them.	
  

•  Mechanism	
  of	
  ac<on	
  is	
  not	
  clearly	
  understood.	
  
	
  
	
  



Common Mood Stabilizers 

Carbamazepine Valproic Acid Lithium 

Therapeutic Level 4-12 mg/ml 40-100 mg/ml 0.5-1.2 mEq/L 

Common S/E 

Dizziness, sedation, 
ataxia, leukopenia, 

rash,  
 

nausea, diarrhea, 
ataxia, dysarthria, 
weight gain, slight 

elevation of hepatic 
transaminases 

nausea, 
hypothyroidism, 

tremors, dysarthria, 
ataxia 

 

Dangerous S/E 

Agranulocytosis, 
teratogenicity (neural 
tube defect), induction 
of hepatic metabolism 

 

teratogenic (neural 
tube defects) 

sinus node 
dysfunction, T-wave 

changes,  
teratogenic (cardiac 

anomalies) 

 



Antipsychotics 

•  Treat	
  psycho<c	
  symptoms	
  +	
  mood	
  stabilizers	
  
•  Divided	
  into:	
  
Typical/1st	
  genera<on	
  =	
  D2	
  receptor	
  antagonist	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Effec<ve	
  against	
  +ve	
  >	
  -­‐ve	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
Atypicals/2nd	
  genera<on	
  =	
  Serotonin-­‐dopamine	
  antagonists	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Effec<ve	
  against	
  both	
  +ve	
  &	
  -­‐ve	
  sx	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
•  Requires	
  ~	
  one	
  month	
  for	
  significant	
  an<psycho<c	
  effect	
  



Antipsychotics 
Average Daily Doses in mg 

Typicals	
  
	
  

Haloperidol	
  (5-­‐15)	
  
Thioridazine(100-­‐300)	
  	
  

Chlorpromazine	
  (50-­‐400)	
  

Atypicals	
  
	
  

Risperidone	
  (4-­‐8)	
  	
  
Olanzapine	
  (10-­‐20)	
  	
  

Que;apine	
  (600-­‐1200)	
  	
  
	
  	
  Clozapine	
  (100-­‐600)	
  

Lower numbers indicate higher potency 



Comparison	
  between	
  Different	
  Atypical	
  An<psycho<cs	
  



Anxioly;cs/seda;ves	
  

	
  

•  Benzodiazepines,	
  Trazodone,	
  Zolpidem	
  and	
  others	
  

•  Alprazolam,	
  clonazepam,	
  lorazepam,	
  diazepam.	
  

•  Risk	
  of	
  dependence	
  &	
  withdrawal.	
  
	
  



Other pharmacological agents 

	
  
Cholinesterase	
  inhibitors:	
  
Donepezil,	
  Rivas<gmine,	
  Galantamine,	
  (Tacrine	
  has	
  been	
  

withdrawn)	
  
	
  
Sympathomime<cs:	
  
Methylphenidate,	
  Dextroamphetamine.	
  
	
  
An<cholinergic	
  agents:	
  
Procyclidine,	
  Benztropine	
  



Dangerous Side Effects 

Hypertensive	
  crisis	
  
Associated	
  with	
  MAOIs.	
  
	
  
Neurolep<c	
  malignant	
  syndrome	
  
Autonomic	
  instability,	
  severe	
  EPS,	
  delirium,	
  ↑CK,	
  ARF,	
  
myoglobulinuria	
  
	
  
Serotonin	
  syndrome	
  
Restlessness,	
  myoclonus,	
  ↑reflexes,	
  tremors,	
  confusion.	
  
Due	
  to	
  combina<on	
  of	
  serotonergic	
  agents	
  
	
  
Agranulocytosis	
  	
  
(	
  Clozapine,	
  carbamazepine).	
  



Failure of Response 
What to do? 

•  Check	
  Compliance	
  &	
  availability	
  

•  Review	
  the	
  diagnosis	
  

•  Is	
  the	
  dose	
  appropriate?	
  

•  Is	
  the	
  dura<on	
  of	
  treatment	
  long	
  enough?	
  

•  Any	
  ongoing	
  substance	
  abuse?	
  

•  Other	
  drugs/prepara<on	
  causing	
  drug-­‐drug	
  Interac<on?	
  

•  Individual	
  Varia<on?	
  
	
  
	
  



ممججممووععةة أأووثثقق 
	
  

hRp://www.facebook.com/awthq.sa	
  
@awthq	
  

	
  
	
  
	
  



Electro	
  Convulsive	
  Therapy	
  -­‐	
  ECT	
  
ECT	
  is	
  used	
  to	
  treat:	
  	
  
•  Severe	
  depression	
  
•  Treatment-­‐resistant	
  depression	
  
•  Severe	
  mania	
  
•  Catatonia	
  
•  Agita<on	
  and	
  aggression	
  in	
  people	
  with	
  demen<a	
  
•  During	
  pregnancy	
  
•  In	
  older	
  adults	
  who	
  can't	
  tolerate	
  drug	
  side	
  effects	
  
•  In	
  people	
  who	
  prefer	
  ECT	
  treatments	
  over	
  taking	
  
medica<ons	
  

•  When	
  ECT	
  has	
  been	
  successful	
  in	
  the	
  past	
  



Electro	
  Convulsive	
  Therapy	
  -­‐	
  ECT	
  
Although	
  ECT	
  is	
  generally	
  safe,	
  risks	
  and	
  side	
  effects	
  may	
  include:	
  	
  

•  Confusion.	
  	
  

•  Memory	
  loss.	
  	
  

•  Physical	
  side	
  effects:	
  nausea,	
  vomi<ng,	
  headache,	
  jaw	
  pain,	
  muscle	
  
ache	
  or	
  muscle	
  spasms.	
  	
  

•  Medical	
  complica9ons.	
  As	
  with	
  any	
  type	
  of	
  medical	
  procedure,	
  
especially	
  one	
  that	
  involves	
  anesthesia,	
  there	
  are	
  risks	
  of	
  medical	
  
complica<ons.	
  During	
  ECT,	
  heart	
  rate	
  and	
  blood	
  pressure	
  increase,	
  
and	
  in	
  rare	
  cases,	
  that	
  can	
  lead	
  to	
  serious	
  heart	
  problems.	
  If	
  you	
  
have	
  heart	
  problems,	
  ECT	
  may	
  be	
  more	
  risky.	
  



ECT	
  video	
  



Tx	
  Guidelines	
  



Pharmacologic	
  Therapy	
  2	
  

•  Depressed	
  Pa<ent	
  
1.  In	
  a	
  pa<ent	
  with	
  bipolar	
  depression	
  who	
  is	
  not	
  on	
  a	
  

mood-­‐stabilizing	
  agent,	
  op<ons	
  include	
  que<apine	
  
or	
  olanzapine,	
  with	
  carbamazepine	
  and	
  lamotrigine	
  
as	
  alterna<ves.	
  However,	
  most	
  clinicians	
  use	
  
an<depressants	
  and	
  an	
  an<manic	
  agent	
  in	
  
combina<on.	
  

	
  	
  
2.  If	
  the	
  pa<ent	
  is	
  already	
  op<mally	
  treated	
  with	
  a	
  

mood-­‐stabilizing	
  agent	
  such	
  as	
  lithium,	
  an	
  op<on	
  
would	
  be	
  lamotrigine.	
  	
  



APA	
  Rx	
  Guidelines,	
  Nov	
  2010	
  

•  Acute	
  Treatment:	
  Assessment	
  of	
  Treatment	
  
Adequacy	
  and	
  Response,	
  Ini;a;on	
  of	
  
Treatment:	
  
–  	
  4	
  to	
  8	
  weeks	
  of	
  treatment	
  are	
  required	
  
– é	
  Dose	
  if	
  no	
  S/E	
  <ll	
  max.	
  dose	
  
–  	
  SWITCH	
  
– Augment	
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•  Acute	
  Treatment:	
  Assessment	
  of	
  Treatment	
  
Adequacy	
  and	
  Response,	
  Ini;a;on	
  of	
  
Treatment:	
  
– Psychotherapy:	
  	
  
– as	
  a	
  first	
  step	
  as	
  monotherapy	
  for	
  mild-­‐to-­‐
moderate	
  depression	
  

– or	
  as	
  part	
  of	
  a	
  combina<on	
  therapy	
  for	
  more	
  
severe	
  MDD.	
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•  Con;nua;on	
  Phase:	
  
–  	
  Con<nua<on	
  of	
  medica<on	
  for	
  4	
  to	
  9	
  months	
  
with	
  the	
  same	
  agent	
  and	
  dose.	
  

– 	
  Psychotherapy	
  focused	
  on	
  depression	
  
management	
  is	
  encouraged.	
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•  Maintenance	
  Phase:	
  
–  for	
  pa<ents	
  with	
  recurrent	
  and/or	
  chronic	
  
depression,	
  	
  

– or	
  with	
  other	
  risk	
  factors	
  for	
  recurrence	
  (eg,	
  
presence	
  of	
  residual	
  symptoms,	
  earlier	
  age	
  of	
  
MDD	
  onset,	
  ongoing	
  psychosocial	
  stressors,	
  family	
  
history	
  of	
  mood	
  disorders,	
  presence	
  of	
  chronic	
  
medical	
  disorder,	
  nega<ve	
  cogni<ve	
  style,	
  
persistent	
  sleep	
  disturbances,	
  and	
  the	
  severity	
  of	
  
prior	
  episodes).	
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•  Maintenance	
  Phase:	
  
–  for	
  pa<ents	
  with	
  recurrent	
  and/or	
  chronic	
  depression	
  

–  or	
  with	
  other	
  risk	
  factors	
  for	
  recurrence	
  (eg,	
  presence	
  of	
  
residual	
  symptoms,	
  earlier	
  age	
  of	
  MDD	
  onset,	
  ongoing	
  
psychosocial	
  stressors,	
  family	
  history	
  of	
  mood	
  disorders,	
  
presence	
  of	
  chronic	
  medical	
  disorder,	
  nega<ve	
  cogni<ve	
  
style,	
  persistent	
  sleep	
  disturbances,	
  and	
  the	
  severity	
  of	
  
prior	
  episodes).	
  	
  

–  The	
  dura<on	
  of	
  the	
  maintenance	
  phase	
  ??!!	
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•  Use	
  of	
  Standardized	
  Measurements:	
  
–  BDI	
  
–  PHQ-­‐9	
  	
  
–  HAMD	
  
–  HAMD-­‐7	
  

–  MassachuseRs	
  General	
  Hospital	
  An<depressant	
  Treatment	
  Resistance	
  
Ques<onnaire	
  (ATRQ)	
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•  Switching	
  Strategies:	
  
–  	
  fail	
  adequate	
  dose	
  and	
  dura<on	
  
– Switch	
  to:	
  SSRI,	
  SNRI,	
  TCA	
  or	
  bupropion.	
  
– ?	
  MAOI	
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•  Combina;on:	
  
–  	
  combine	
  Psychotherapy	
  

•  Augmenta;on:	
  
– another	
  an<depressant	
  
– atypical	
  an<psycho<cs:	
  que<apine	
  extended	
  
release,	
  aripiprazole	
  and	
  	
  

– Olanzapine	
  +	
  fluoxe<ne	
  
– off-­‐label	
  :	
  lithium,	
  triiodothyronine,	
  s<mulants,	
  
and	
  modafinil	
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•  Soma;c	
  Treatments:	
  
•  ECT:	
  

– severe	
  depression	
  and	
  for	
  	
  
–  treatment-­‐resistant	
  depression	
  	
  
– psycho<c	
  depression	
  

•  TMS:	
  awer	
  one	
  medica<on	
  trial	
  failure	
  
•  VNS:	
  at	
  least	
  4	
  adequate	
  an<depressant	
  trials	
  
and/or	
  ECT	
  treatment	
  	
  





•  Canadian	
  Network	
  for	
  Mood	
  and	
  Anxiety	
  
Treatments	
  	
  

































Prognosis	
  

•  Depends on: 

– Dx 
– Severity 
– Duration 
– Support 
– Compliance 



THANK	
  YOU	
  


