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Psychiatry

1. Learning and Behavior Change
Objectives
»

Describe the different developmental milestones (motor, social, and verbal) and at which ages
they generally occur in childhood development.

»

Describe the physical changes that occur in older adults.

»

Describe the different types of conditioning.

»

Deﬁne and give an example of each of the immature and mature defense mechanisms.

»

Deﬁne the 6 stages in the transtheoretical model of behavior change.

»

Describe 5 different types of psychotherapy and give an example of what each can be used to
treat.

i. This section reviews the standard or typical developmental stages, how behaviors are

developed, and several different types of therapy used in mental health practices. The

second section reviews what happens when these processes are disrupted: the mental
health disorders.

From birth until death people develop and change, and while each person is unique, there

are some general milestones that occur at similar time frames for most people (see below).
The developmental milestones for children can help to track their development and, while

not diagnostic of a problem, can be one sign of a possible developmental delay that should
be tracked or in some cases, the child should receive additional testing (for example, not
meeting speaking milestones may indicate a hearing problem, and the child’s hearing

should be tested). Also, if a child is not meeting certain milestones, it may not indicate a

life-long problem, but may be a sign that a child needs short-term additional help in one

area (for example, many children require speech therapy while they are young to help them

pronounce certain words and sounds). The developmental milestones for young children are
below:
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Age

Motor

Social

Verbal

0-6
months

Primitive reflexes are present at birth and
all except the babinski reflex should
disappear by 6 months (Moro, rooting,
palmar; disappear in that order)
1 month: a baby should be able to briefly
hold their head up
6 months: a baby should be able to sit
without assistance, roll, bring their arms
to midline, and transfer objects between
hands

2 months: a baby
should smile
6 months: Stranger
anxiety may begin

4 months: turns head
towards a sound or
voice

7-12
months

10 months: Stands, developing a pincer
grasp
12 months: Beginning to walk, points at
objects

9 months: separation
anxiety

9 months: Turns head
to name and
gestures, object
permanence
10 months: beginning
to say words

12-36
months

15 months: stack 2 blocks
18 months: climbs stairs, stack 4 blocks
20 months: able to eat using utensils
24 months: runs, able to kick a ball
36 months: stack 6 blocks, walks up and
down stairs with alternating feet

24 months: Parallel
play (children play
next to, but not with
other children),
moves away and
returns to familiar
people (parent).
36 months: core
gender identity is
formed.

24 months: speaking
in 2 word sentences,
vocabulary of about
200 words
36 months: speaking
in 3 word sentences.

3-5
Years

3 years: ride a tricycle, copy a circle
4 years: hops on one foot, able to copy a
square
5 years: able to dress oneself, able to
copy a triangle

3 years: comfortable
spending some time
away from
parents/caregivers
4 years: plays
cooperatively with
other children,
develops imaginative
play

4 years: speaks in
complete sentences,
able to tell stories.

02

Psychiatry

While children differ in when they achieve different developmental milestones, the general

time frames presented above are good for guiding assessment of developmental growth in

children. Many pediatricians have parents complete Ages and Stages questionnaires to help
guide their assessment of a child’s development. It is important to remember that these

questionnaires may include asking parents to answer if a child can complete a task that they
have never been asked to complete (for example, a child may not have blocks at home to

stack). Asking follow-up questions and completing additional testing, if indicated, is important
when assessing developmental milestones.

In addition to the generalizations made above about childhood development, certain

generalizations can be made about the changes that occur in older adults. These changes do
not occur at a certain age, but if they are noted in an older adult, they are likely to be normal
changes associated with aging (rather than a pathologic process). Changes in older adults
include:

• Sexual changes: men take longer to develop erections and have slower ejaculation and
longer recovery time between ejaculations. Women often develop vaginal dryness,
thinning of the vaginal epithelium, and vaginal shortening.

• Sleep patterns: Decreased REM and slow-wave sleep, increased sleep onset latency,
increased early awakenings.

• Decreases in function of: vision, hearing, immunity, renal, pulmonary, GI. Note, while organ
system function may decline slightly, the decline with normal aging is not enough to

warrant intervention (for example, dialysis from ESRD is not a change expected with age,
but a slightly increasing trend of creatinine, over years, is expected with age).

• Decreased muscle mass, increased fat; redistribution of fat to more central areas.

• Memory: Changes with memory are a common reason for doctors visits. With age some

memory changes are normal (e.g. missing one monthly payment, forgetting the day of the
week and remembering it later, sometimes forgetting a word, losing things occasionally).
Memory changes are a medical concern when they impact a person’s function or

instrumental activities of daily living (e.g. forgetting many bills, getting lost, inability to
manage ﬁnances if they were the ﬁnancial manager of their household).
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As humans grow and reach developmental milestones, they also learn different behaviors

(both beneﬁcial and harmful). Understanding how behaviors are developed and reinforced is

helpful when considering behavior change with the goal of decreasing or eliminating harmful
behaviors. A behavior is a response or reaction to an object or event. Behaviors can be

voluntary or involuntary. Behaviors can be learned (and re-learned) through a process called
conditioning, a psychological theory in which responses to events can be learned. There are
two main types of conditioning:

• Classical conditioning: A natural (usually involuntary) response (behavior) is elicited by
using a neutral stimulus. The classic example is Pavlov’s dogs: he conditioned them to

salivate at the sound of a bell by ringing the bell each time he fed them. They learned to
associate the bell with food.

• Operant Conditioning: A voluntary response (behavior) is either promoted or not promoted
through reinforcement or punishment.

» Reinforcement: Can be positive or negative, but both promote a behavior.

Positive: A desired behavior is promoted by rewarding the behavior when it occurs.
Example: Giving a child candy for completing a chore.

Negative: A desired behavior is promoted by removing an unpleasant stimulus when the
behavior is completed. Example: A teacher decreases or eliminates a homework
assignment when children work hard and behave in class.

» Extinction: When a behavior that has been learned is not reinforced, it will slowly decrease
(sometimes to the point of not occurring at all).

» Punishment: Can be positive or negative, but both act to decrease an undesired
behavior.

Positive: An undesired behavior is discouraged by adding an aversive stimulus. Example: A
child has to wash their mouth with soap after using foul language.

Negative: An undesired behavior is discouraged by removing a reinforcing stimulus.
Example: A teen is not allowed to drive the family car after missing curfew.

Reinforcement vs Punishment

Positive
(add stimulus)
Negative
(remove stimulus)

Figure 1

Reinforcement

Punishment

Add pleasant stimulus
to increase/maintain behavior

Add aversive stimulus
to decrease behavior

Remove aversive stimulus
to increase/maintain behavior

Remove pleasant stimulus
to decrease behavior

A comparison of positive and negative reinforcement with positive and negative
punishment; all are methods used to promote behavior change.
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Depending on what occurs after a behavior is performed, a person may also learn habituation
or sensitization.

• Habituation: A non-associative learning process in which a person learns not to respond to a
stimulus (or has a decreased response to a stimulus), as it is not associated with reward or
punishment. Example: Not responding to loud background music.

• Sensitization: A non-associative learning process in which a person learns to be more

responsive to a stimulus. Often seen in chronic pain (central sensitization) and trauma. In

chronic pain, even after the painful stimulus is removed, the patient may still perceive pain.
There are common behaviors/mental processes that people display in response to various

emotions, primarily stress and anxiety. These were ﬁrst described by Freud, and are called the
ego defense mechanisms (or just defense mechanisms).

• Defense mechanisms: Conscious or unconscious thought processes or psychological

strategies that are used to resolve conﬂict and prevent adverse feelings (stress and anxiety).

Defense mechanisms are commonly divided into immature defenses and mature defenses.
People who are over-reliant on immature defense mechanisms typically have a poor

understanding of reality and often are not well equipped to cope with reality. Mature defense
mechanisms integrate conﬂicting thoughts and emotions to help a person have an effective
emotional response; people who rely on mature defense mechanisms often have a strong

understanding of reality and good ability to cope. Note: the defense mechanisms are divided
differently in different classiﬁcation schemes, here they are simply divided into mature and
immature.

Immature defense mechanisms:

• Acting out: Expressing an unconscious wish or impulse in an action without conscious

awareness of the emotion that drives the expressive behavior. Example: Inﬂicting self-injury
rather than processing and managing emotions.

• Denial: Refusing to accept or acknowledge external reality because it is perceived as too
threatening.

Example: An alcoholic refuses to admit they have a drinking problem when confronted by
their friends and family about missing important obligations due to alcohol consumption.

• Displacement: Transferring inappropriate urges or behaviors onto a more acceptable or less
threatening target.

Example: A man is angry at his brother, but instead of talking with his brother he yells at a
waiter at a restaurant.

• Projection: Attributing unacceptable feelings, thoughts, or impulses to an external source or
person.

Example: A person dislikes their neighbor, but accuses the neighbor of disliking them.
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• Dissociation: A temporary alteration in consciousness or identity to avoid emotional distress.
Example: An adult has no recollection of childhood abuse.

• Fixation: Failure of certain aspects of emotional development to advance past a certain point.
Example: An adult with an oral ﬁxation may continue to suck their thumb, or smoke cigarettes.

• Regression: Involuntarily returning to a behavior pattern and maturational state that is
characteristic of an earlier stage of development.

Example: A child who was previously toilet-trained returns to bedwetting and not using the

toilet after a stressful event or stressful period (e.g. parental disagreements, new sibling is born,
etc.).

• Idealization: Attributing exaggerated positive qualities to self or others and ignoring negative
qualities.

Example: A woman gloats about how good looking and funny her boyfriend is, but ignores the
fact that he is ﬁnancially dependent on her because he is unable to get a job.

• Identiﬁcation: The unconscious modeling of one’s self upon another person’s character, traits,
and behavior.

Example: A simple example is a person starting to wear bowties because their idol wears

bowties. A deleterious example is Stockholm syndrome: when hostages develop an emotional
bond with their captors and may display the behaviors of their captors (e.g. a hostage
denouncing their previous life and joining their captor in negative behaviors).

• Intellectualization: Avoiding the emotions of a situation or event by focusing on facts and
logic.

Example: A rape victim researches the statistics of where and when rape is most likely to occur
and which self-defense classes are most effective.

• Isolation: Also called “isolation of affect”. Separating emotions from ideas and events.
Example: A medical student dissects a cadaver without thinking about death.

• Passive aggression: Indirectly expressing aggression or demonstrating hostile feelings toward
another.

Example: An employee gets passed over for a promotion at work and rather than stating their

displeasure, shows up 5 minutes late to every meeting.

• Rationalization: Explaining an unacceptable feeling or behavior using logical reasons to avoid
self-blame.

Example: A medical student is not offered an interview at a residency program they were

interested in, but then says they thought the program would not have been a good ﬁt for them
anyways.

• Reaction formation: Acting the opposite of an unacceptable impulse or feeling.

Example: A medical student acts overly friendly to an attending physician they dislike.

• Repression: The involuntary blocking of thoughts, feelings, or impulses from consciousness.

Example: A child is physically abused; later in life they cannot recall the details of the abuse and
have difﬁculty forming interpersonal relationships.

06

Psychiatry

• Splitting: Viewing oneself or others as entirely good or bad at different times without
considering any possibilities within the spectrum from good to bad.

Example: Commonly seen in borderline personality disorder. A patient says that all the

receptionists are the worst, but believes the nurses take the greatest care of the patient.
Mature defense mechanisms:

• Altruism: Managing stressful emotions by dedicating oneself to meeting the needs of others;
by being generous the person experiences gratiﬁcation. Contrast with reaction formation.
Example: A major executive with a trust fund establishes a scholarship program for
underprivileged youth.

• Humor: Managing emotional stressors by recognizing the amusing or ironic aspects of the
stressor.

Example: A medical student jokes about how to give good patient presentations on the wards.

• Sublimation: Transforming an unacceptable impulse into a socially acceptable action that is
also a more productive or effective way of managing the stressor. Compare with reaction
formation.

Example: A musician uses a recent breakup as an opportunity to spur creativity in writing
music; a person with anger issues starts kickboxing to release energy.

• Suppression: Intentionally blocking unpleasant feelings and experiences from conscious
awareness until there is a better time to manage them.

Example: An employee avoids thinking about the disagreement he had with his spouse before
work while he is at work.
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ii. Changing behavior, whether further developing a beneﬁcial behavior or stopping a deleterious
behavior, is an important topic in medicine and psychiatry. Unfortunately, it is not something
that medical and mental health providers are particularly good at, although it is widely
studied. Many models of behavior change exist, one that is commonly used is the

Transtheoretical model of behavior change. This model is especially highly referred to when
discussing addiction.

• Transtheoretical model of behavior change: Behavior change is based on the

decision-making of the individual who may make the change (if they are ready) and is a

cyclical process. The process includes 6 possible stages, in each a different intervention will
be most effective.

1. Precontemplation: In this stage the person is not ready to change. They are unaware that
their behavior is a problem, do not understand or recognize the pros and cons of stopping
the behavior, and are unlikely to make changes in the immediate future (6 months). In this
stage it is not beneﬁcial to strongly counsel a person about change because they will be
resistant; recognizing the behavior as a problem for the person, stating that the

therapist/medical provider can help them change when they are ready, and then moving
on is the best technique.

2. Contemplation: The person recognizes the pros and cons of a behavior and begins to
develop an intention to change the behavior, acknowledging that the behavior is a
problem. However, they still may be ambivalent towards behavior change.

3. Preparation/Determination: The person is ready to make an effort to change behaviors
within the next 30 days.

4. Action/willpower: The person has recently made a behavior change and intends to
continue with the behavior change.

5. Maintenance: The person has sustained the behavior change for at least 6 months and
intends to maintain the behavior change moving forward.

6. Relapse: This does not always occur, but can if the person returns to old behaviors and
gives up on any changes they have made.

08

Psychiatry

Stages of Change

Figure 2

The 6 stages of the transtheoretical model of behavioral change.

To assist with behavior change, manage issues related to mental health disorders, and help
people relieve or heal emotional or mental stress, a person may seek out therapy. There are

many different kinds of therapy, several of the commonly used modes of psychotherapy are

listed below with a note to particular disorders they have been shown to be effective at treating.
• Behavioral therapy: Employs a range of techniques based on learning theory to help
patients learn to identify and change maladaptive thoughts, behaviors, and feelings.

Uses: One type, desensitization, is commonly used to treat fears and phobias. Another type,
aversion, is commonly used to treat sexual deviations and alcoholism.

• Cognitive behavioral therapy: A psycho-social intervention aimed at helping patients to

identify, challenge, and change unhelpful behaviors, emotions, and coping strategies with
the goal of improving emotional control/regulation and developing coping strategies.
Uses: Commonly used in treatment of anxiety disorders, OCD, eating disorders, and
depression.

• Dialectical behavioral therapy: Helps patients learn to recognize triggers that lead to

reactive states and then identify and implement appropriate coping strategies to avoid
undesirable actions.

Uses: First developed to treat borderline personality disorder; also used to treat mood
disorders and suicidal ideation/severe depression.
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• Interpersonal therapy: A highly structured, time-limited (12-16 weeks) approach that is based
on the idea that moods affect relationships and then those relationships in turn further affect
moods. Aimed at improving interpersonal relationships by identifying distorted thinking and
moods or emotions that are affecting relationships.

Uses: Primarily used in treating depression; sometimes used to treat substance use disorders,
bipolar, and eating disorders.

• Supportive therapy: Used as an initial treatment approach that employs supportive

psychotherapy (encouragement, positive emotions, etc.) to reduce or relieve the intensity of
distress or disability. This approach helps to develop a therapeutic alliance that can be built
on as additional therapy modes are used.
Uses: Bulimia nervosa, stress.

Another type of therapy that is not a type of psychotherapy, but one that is often used in
treatment of psychological disorders is electroconvulsive therapy.

• Electroconvulsive Therapy: Primarily used for treatment-resistant depression, depression

with psychotic symptoms, depression with catatonia, and acute suicidality. The procedure is
done under general anesthesia, then electrical currents are applied to the brain to produce
a grand mal seizure. This seizure is believed to change brain chemistry and improve the
patient’s mental status. Often multiple (6-12) treatments are completed. Some adverse

effects include temporary disorientation, headache, amnesia. ECT is safe during pregnancy.
There is some stigma associated with ECT, as historically it was completed without
anesthesia. Current protocols are widely regarded as both safe and effective.

Between every patient and provider, there is a provider-patient relationship. For these to be

healthy, each person should feel supported, heard, and the patient should feel comfortable

sharing what is often intimate information about themselves. Because people have different
personalities, not every patient-provider relationship is a good match. In mental health
relationships between patients and therapists it is important that the patient feels a

connection with their provider, as therapeutic trust is critical for successful therapy. Sometimes
patients may have to meet with several different therapists before they ﬁnd one they like and
trust; this is not a repudiation of the providers they choose not to continue with, but a simple
reﬂection of different personalities and styles.

Relationships between patients and providers also may be inﬂuenced by either person’s

feelings about other people they know; this phenomenon is deﬁned as transference and
countertransference.

• Transference: A patient redirects their feelings about another person onto their provider
(e.g. therapist, physician, psychiatrist).

• Countertransference: A provider redirects feelings about another person onto the patient.
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Client-Therapist relationship

Figure 3

Countertransference

The Therapist’s strong
emotional reactions to a Client

Transference

CLIENT

A Client’s carryover of feelings
from past relationships into
the Client-Therapist relationship

THERAPIST

The relationship and differences between countertransference and transference.

Transference and countertransference are not necessarily problematic; people do not live in

vacuums, so it is expected that patient-provider relationships are inﬂuenced to a small degree
by the relationships and feelings the patient or provider has with other people. However,
transference and countertransference can become problematic when they affect the

therapeutic relationship. For example, if the patient was deﬁant and reminded the therapist of
their child so that the therapist became more controlling, this could harm the therapeutic
relationship.
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2. Behavioral and Mental Health Disorders
Objectives
»

Describe the different groups of mental health disorders.

»

Differentiate disorders based on onset in childhood or adulthood.

»

Describe the characteristic signs and symptoms required for diagnosis of the key mental
health disorders in each group of disorders.

a. Early childhood experiences with lifelong consequences

The original Adverse Childhood Events (ACE) study was completed from 1995-1997 and was

designed to study the experience of certain adverse events in childhood (for example, abuse,

neglect, household problems such as hunger or substance abuse by a parent) and later in life

negative outcomes in health and well-being. The study (and many additional studies since the
original) found a strong association between childhood adverse events and negative health
outcomes. Because childhood development is so important for lifelong success and health,
and because physicians are mandatory reporters (of abuse or neglect) it is important for
medical providers to recognize signs of possible mistreatment.

• Infant deprivation: An infant is not given proper food, warmth, affection or emotional

support. Infants can develop lifelong problems secondary to deprivation including failure to
thrive, lack of trust, poor language and socialization skills that can lead to disinhibited social
engagement or reactive attachment disorder. In severe cases death may result.

Deprivation for over 6 months can lead to irreversible changes in cognition and coping skills.

• Disinhibited attachment disorder: Also referred to as disinhibited social engagement. A
disorder in which children will approach, interact, and be overly familiar with unfamiliar
adults without hesitation.

• Reactive attachment disorder (RAD): Occurs when infants or children do not form a secure
and healthy emotional bond with their primary caregivers. Children with RAD often show a

limited range of emotions, avoid eye contact, have poor anger management skills, and have
trouble with interpersonal relationships.
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• Child abuse: Abuse can be physical, sexual, or emotional. Among children who are physically
abused, it is most deadly in children under 1 year of age; the majority of deaths from physical
child abuse occur in this age group. Sexual abuse most frequently occurs in 9-12-year-old

children. Signs of each type of abuse are included below and should be considered in context
with other factors by medical providers to determine if abuse is a concern.

» Physical: Subdural hemorrhage, retinal hemorrhage, injuries that are inconsistent with the
stated mechanism of injury or developmental stage (e.g., fell from the bed but has a

subdural hemorrhage, or fell from a bed when they are not yet able to roll over), injuries in
different stages of healing, forced immersion burn pattern that spares ﬂexural areas.

» Sexual: Trauma of the mouth or genitals, infections (including sexually transmitted and
urinary tract), sexual knowledge or play that is more advanced than the child’s age.

» Emotional: Children may develop disinhibited attachment disorder or reactive attachment
disorder, poor emotional control (overly aggressive, sad, anxious), poor interpersonal skills,
distancing from others, vague somatic symptoms without apparent cause.

• Child neglect: A child is not given adequate food, shelter, supervision, access to education,
and emotional support. The child may have signs of malnutrition, poor hygiene, unusual

behaviors of hoarding items that they can procure (e.g., hiding food), and poor interpersonal
skills.

• Vulnerable child syndrome: A child is perceived by their caregivers to be at higher risk for

medical, behavioral, or developmental problems than is warranted by their actual state of
health. Most commonly occurs in children who have survived a serious or life-threatening
event or who have a chronic medical condition. These children often have excessive
interactions with the medical system and may miss school frequently.
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b. Disorders with Childhood Onset

Although presented below as separate, easily distinguishable disorders, these disorders (and
many psychological disorders) have a fair amount of overlap and many co-occur (for

example ADHD and oppositional deﬁant disorder). This can be frustrating for patients and

families who may receive many different diagnoses; offering reassurance and explanation
that disorders share many characteristics and it sometimes takes time for the full array of
symptoms to develop is important in building therapeutic trust.

Additionally, many people without a mental health disorder may have some characteristics

consistent with a disorder; in general, in order to have a mental health disorder, the symptoms
must be severe enough to interfere with a person’s daily functioning (exceptions are noted).
• Attention-deﬁcit Hyperactivity Disorder (ADHD): Children have a persistent pattern of
inattention, hyperactivity, and/or impulsivity that interferes with their functioning or

development. Must have 6 or more symptoms of inattention and 6 or more symptoms of
hyperactivity/impulsivity (e.g., fails to pay close attention to details in work, has difﬁculty

sustaining attention, does not listen when spoken to directly, easily distractible, ﬁdgets (to a
point it interferes in functioning), runs/climbs at inappropriate times, unable to be quiet,

cannot wait for their turn). Symptoms must interfere with functioning and be present before
age 12 in two or more settings (for example, home and school). Children have normal
intelligence.

Treatment: stimulants (methylphenidate), non-stimulants (atomoxetine, guanfacine,
clonidine), behavioral therapy.

• Autism Spectrum Disorder (ASD): Children have persistent deﬁcits in social

communication and interaction and restricted or repetitive patterns of behavior; common
manifestations include: limited range of emotions, poor eye contact, limited response or

exhibition of body language, inﬂexible to changes in routine, repetitive hand ﬂapping, toe
walking, and hyper- or hypo- reactivity to sensory input. 4:1 prevalence in boys:girls,
associated with increased cerebral volume (and therefore head size).

• Speciﬁc Learning Disorder: Problem grasping concepts in one or more different subjects
(math, reading, writing) for at least 6 months despite focused intervention. Intelligence is
normal. For example, dyslexia.

Treatment: academic support (e.g., from a speech language pathologist).

• Intellectual Disability: A neurodevelopmental disorder with childhood onset characterized
by intellectual difﬁculties in conceptual, social, and practical areas of living including

problem solving, reasoning, planning, abstract thinking, judgement, and academic and

experiential learning. There are four levels of severity, from mild to profound; people with

profound disability cannot live independently and need help with activities of daily living.
Clinical evaluation and IQ testing must be completed.

15

Psychiatry

• Conduct Disorder: A repetitive and persistent pattern of behavior in which a child violates
societal norms or the basic rights of others. Children with conduct disorder may be

aggressive towards people and animals, destroy property, lie, steal, break laws. After age 18

children with conduct disorder are reclassiﬁed to antisocial personality disorder. Risk factors
include child abuse, neglect, and trauma.
Treatment: CBT.

• Oppositional Deﬁant Disorder: Children display a pattern of angry/irritable mood and

argumentative/deﬁant behavior or vindictiveness. Symptoms must last at least 6 months.

Behavior can be directed towards anyone (often towards authority ﬁgures) and must include
at least one person who is not a sibling. Risk factors include lower-than-average intelligence,
neglect, and abuse.
Treatment: CBT.

• Separation Anxiety Disorder (SAD): Fear or anxiety due to separation from parent/guardian

or home that lasts over 4 weeks and is not consistent with developmental stages (separation
anxiety is normal from as early as 5 months to about 2-3 years of age). Children may have
anticipatory fear prior to separation and may fear something bad happening to a family

member if they are separated. Children with SAD may refuse to go to school by complaining
of various, vague non-somatic symptoms.

• Tourette Syndrome: A nervous system condition in which people display motor or vocal tics

(sudden, repetitive, nonrhythmic movements) for at least 1 year. Tics are often very difﬁcult for
the person to control. Onset is before age 18. The most commonly popularized tic is the

utterance of obscene words (copralalia), which actually has a low prevalence. Associated

with OCD and ADHD. Treatment depends on the severity of the tic and how distressing it is to
the patient.

Treatment: behavioral therapy, antipsychotics (ﬂuphenazine, risperidone, haloperidol),
tetrabenazine, and alpha-2-agonistis.

• Disruptive Mood Dysregulation Disorder: Characterized by severe, recurrent temper

outbursts out of proportion to the inciting event. Children with DMDD will be angry, sad, or

irritable most days (between outbursts). Mood disruption interferes with a child’s ability to

function at home or at school. A child must be at least 6 to make a diagnosis, symptoms must
have started before age 10, and symptoms must be present for at least one year.
Treatment: CBT, stimulants, antipsychotics.

• Selective Mutism: A severe anxiety disorder with onset before age 5 years and symptoms

lasting at least 1 month, characterized by an inability to speak in certain social situations. While
development is unimpaired, social and academic tasks may be hindered.
Treatment: Therapy (behavioral, play, and family), SSRIs.
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c. Disorders Affecting Orientation

Orientation is the capacity to recognize oneself and to be aware of the reality of the time,

place, and person that one is speaking with. Many different psychological disorders include loss
of orientation, also head trauma, infection, metabolic disturbances, and drugs/alcohol can

disrupt orientation. When orientation is lost, it typically progresses from loss of time, to loss of
place, and ﬁnally to loss of self (orientation to person).

• Amnesia: A partial or total loss of memory. May be retrograde (inability to remember events
that occurred before a CNS insult), or anterograde (inability to form new memories after a
CNS insult).

» Dissociative amnesia: A dissociative fugue occurs when a person experiences a

traumatic event and then abruptly loses their personal identity, travels or wanders away
from home, and does not recall previous life events.

» Korsakoff Syndrome: Results from long-term vitamin B1 deﬁciency leading to destruction
of the mammillary bodies and causing anterograde (more so than retrograde) amnesia

as well as confabulation (presenting false information that the person believes to be true).
This is the late complication of Wernicke encephalopathy (seen in alcoholics) and is
irreversible.

• Dissociative Disorders

» Depersonalization/derealization disorder: Experiencing persistent or recurrent feelings of
being dissociated from one’s body, mind, feelings, sensations (called depersonalization);

the person feels like they are an outside observer of their life. May also be experienced as
derealization, a feeling of detachment from surroundings (people, objects). Often
experienced in episodes after a traumatic or highly emotional event.

» Dissociative identity disorder (previously ‘multiple personality disorder’): A mental

disorder characterized by the maintenance of at least two distinct and relatively enduring
personality states; when the person changes personalities, there are large memory gaps
(more signiﬁcant than ordinary forgetfulness). There is a strong association with severe
childhood trauma and it is more often seen in women.
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• Delirium: Characterized by confusion, decreased awareness of the environment,

hallucinations (often visual), illusions, and sleep disturbances. Mental status is classically

noted to be “waxing and waning”; for example, in the day a patient may be alert and oriented,
then in the evening they become agitated and confused. Onset is rapid (usually hours). Most
commonly occurs secondary to another medical condition (medications, infection,

substance abuse/withdrawal, metabolic abnormality, urinary dysfunction); an EEG will show
diffuse slowing. This is the most common cause of altered mental status in hospitalized
patients.

Treatment: treat underlying condition, encourage normal sleep-wake cycle, encourage
visits from known family/friends, use antipsychotics sparingly.

» Hallucinations: The apparent perception of something not present. May include any of the

senses: visual (commonly seen in medical illness), auditory (commonly seen in psychiatric

illness), olfactory (commonly seen in temporal lobe disorders), gustatory (seen in epilepsy),
tactile (commonly seen in stimulant use and alcohol withdrawal). May also be hypnagogic
(when going to sleep), or hypnopompic (when waking from sleep).

» Illusions: The misperception of a real stimulus.

• Dementia: Characterized by a decline in cognitive function including memory, executive
functioning (planning, attention, multitasking, following instructions), and social skills that
interferes with ability to live life (inability to complete activities of daily living, and/or

instrumental activities of daily living). Unlike delirium, consciousness is unchanged, onset is

slow and gradual (usually years), and consistent (not waxing and waning). Vocabulary used to
describe deﬁcits (not speciﬁc to dementia):

» Apraxia: inability to perform certain purposeful actions.

» Aphasia: loss of ability to understand or express speech.
» Agnosia: Inability to recognize sensory stimuli.

There are both reversible and irreversible causes of dementia.

• Reversible: hypothyroidism, depression, vitamin deﬁciency (B1, B3, B12), normal pressure

hydrocephalus, Wilson’s disease, neurosyphilis. A complete workup for dementia should rule
out all reversible causes.

• Irreversible: Alzheimer disease, Lewy body dementia, Huntington disease, frontotemporal
dementia (Pick disease), Creutzfeldt-Jakob disease, chronic substance
abuse, HIV.
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Delirium vs Dementia

Figure 4

Features

Delirium

Dementia

Attention

Disturbed

Often good until advanced stages

Awareness

Impaired

Often clear until advanced stages

Rapid, ﬂuctuating

Gradual deterioration

Delusions

Often short-lived or changing

More ﬁxed

Duration

Hours to weeks

Months to years

Memory

Poor working memory and immediate recall

Poor short-term memory

Onset

Acute

Insidious

Sleep

Fragmented

Sleep-wake reversal

Incoherent, rapid/slowed

Problems in ﬁnding words

Course

Speech

A comparison of the characteristic ﬁndings in delirium and dementia.
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d. Schizophrenia Spectrum and Other Psychotic Disorders

Psychosis is when thoughts and emotions are impaired so severely that a person loses

contact with reality. Characterized by hallucinations, delusions, disorganized thoughts and
speech (when words or phrases are disjointed, loosely associated, entirely random, or
incoherent.

Delusions are peculiar beliefs or impressions that are ﬁrmly maintained despite contradictory
facts and are in contrast with a person’s culture or religion.

• Delusional Disorder: A person ﬁrmly maintains at least one false belief system for at least

one month without impairment to daily functioning. For example, a person believes they are
related to royalty from a little-known country.

• Schizophrenia: A chronic disorder characterized by the disruption of thoughts and

behavior, and periods of psychosis. Diagnosis requires symptoms be present for over 6

months, symptoms must interfere with social or occupational function, and the presence of
at least 2 of the following symptoms (one must be point 1, 2, or 3):
1. Delusions

2. Hallucinations

3. Disorganized speech

4. Disorganized behavior or catatonic behavior

5. Negative symptoms [ﬂattened affect, anhedonia (inability to feel pleasure),

alogia (poor speech that develops from impaired thinking), avolition (lack of
motivation)].

The prevalence of schizophrenia is approximately 1% in the population, with men and women
equally affected. Symptoms typically begin in late adolescence to early twenties (later for
women). Findings: ventriculomegaly on brain imaging, associated with increased

dopaminergic activity but decreased dendritic branching. Treatment: Counseling against
suicide (patients are at high risk for suicide), atypical antipsychotics (e.g., risperidone).
Negative symptoms may persist after treatment.

• Brief Psychotic Disorder: Similar diagnostic criteria as schizophrenia, but with symptoms
lasting one month or less.

• Schizophreniform Disorder: Similar diagnostic criteria as schizophrenia, but with symptoms
lasting from one to six months.
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Distinguishing Schizophrenia from Related Disorders by Timeframe

Symptom
Duration

Brief Psychotic
Disorder
< 1 month

Schizophreniform
Disorder
1-6 months

Figure 5

Schizophrenia
> 6 months

Differentiating brief psychotic disorder, schizophreniform and schizophrenia based
on symptom duration.

• Schizoaffective Disorder: Patient meets criteria for schizophrenia in addition to a major

mood disorder (manic or depressive). Distinguished from major depressive disorder with

psychotic features by the presence of at least 2 weeks of hallucinations or delusions without
mood disturbance.
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e. Bipolar and Mood Disorders

In distinguishing mood disorders, it is important to be aware of the time frame of symptoms
required for diagnosis.

Manic Episode: At least one week (or any duration if hospitalization is required) of elevated,

expansive, or irritable mood and increased activity that results in severe social impairment; the
patient often ﬁnds their behaviors bothersome. Diagnostic criteria: 3 or more of the following (4
if the mood is only irritable): distractibility, irresponsibility (disregard for consequences of

actions), grandiosity (inﬂated self-esteem), ﬂight of ideas (racing thoughts), activity increase
(goal-directed activities, psychomotor activity), sleep (decreased need for sleep), talkative
(pressured speech); often remembered with the mnemonic DIG FAST.

Hypomanic Episode: Identical to manic episode, but with symptoms lasting at least 4
consecutive days, and mood disturbance does not cause severe impairment.

• Bipolar I Disorder: The patient has met the diagnostic criteria at least once for manic

episode, which may be preceded or followed by hypomanic or major depressive episodes.
Patients have a high risk for completing suicide. Treatment: mood stabilizers (lithium,

valproate, carbamazepine, lamotrigine), atypical antipsychotics. Note: be aware of using
antidepressants, as they can precipitate a manic episode.

• Bipolar II Disorder: The patient has met the diagnostic criteria at least once for hypomanic
episode and once for depressive episode. Treatment: mood stabilizers (lithium, valproate,
carbamazepine, lamotrigine), atypical antipsychotics. Note: be aware of using

antidepressants, as they can precipitate a manic episode.

• Cyclothymic Disorder: The patient alternates between periods of mild depression and
hypomania; symptoms must be present for at least 2 years.

Distinguishing Bipolar I, II, and Cyclothymia
Mania

Figure 6

Bipolar I
Cyclothymia

Hypomania
Euthymia

Time

Mild depression
Major depression

Bipolar II

Distinguishing bipolar I disorder, bipolar II disorder and cyclothymia.
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• Major Depressive Disorder: The patient experiences episodes of at least 5 out of 9 symptoms
for at least two weeks (the symptoms must include depressed mood or anhedonia).

Symptoms: depressed mood, sleep disturbance, loss of interest, guilt or worthlessness, energy
loss, concentration difﬁculties, appetite changes, psychomotor retardation or agitation,

suicidal ideation; often remembered with the mnemonic SIG E CAPS. Sleep disturbances

include: decreased slow-wave sleep and REM latency; increased REM in early sleep cycle and
total REM; repeated awakening; early-morning awakening.

Treatment: CBT and SSRIs (ﬁrst line), SNRIs, mirtazapine, bupropion, ECT for treatment-resistant
depression.

» Atypical Depression: A subtype of major depressive disorder in which atypical features are
seen. These include mood reactivity (improving mood in response to actual or potential
positive events), and at least two of the following: signiﬁcant weight gain or increase in

appetite, hypersomnia, leaden paralysis, long-standing pattern of interpersonal rejection
sensitivity that results in social or occupational impairment.
Treatment: CBT and SSRIs.

• Persistent depressive disorder (Dysthymia): Depressed mood for most of the day and on

the majority of days for at least two years with at least two of the following during the same
period: poor appetite or overeating, insomnia or hypersomnia, low energy, low self-esteem,
impaired concentration, hopelessness.

• Premenstrual Dysphoric Disorder: The presence of at least 5 of the following symptoms

during the majority of menstrual cycles in the ﬁnal week before menstruation begins (with

resolution or decrease between menses): mood lability, marked irritability, depressed mood,

anxiety, decreased interest in activities, difﬁculty concentrating, lethargy, change in appetite,

hypersomnia, physical symptoms such as breast tenderness or bloating. The symptoms must
cause signiﬁcant distress and interfere with functioning.

• Postpartum Mood disturbances

» Blues: Characterized by depressed mood, tearfulness, and fatigue. Onset is within 2-3 days
postpartum and duration is less than 10 days. The majority (80%) of women experience
postpartum blues.

Treatment: Supportive.

» Depression: Characterized by depressed mood, anxiety, and poor concentration with

moderate to severe disruption of life. Onset is usually within the ﬁrst month postpartum but
may occur up to one year postpartum and duration is at least 2 weeks. 5-10% of women
experience postpartum depression.

Treatment: CBT and SSRIs (sertraline and paroxetine are safe when breastfeeding).

23

Psychiatry

» Psychosis: Characterized by mood congruent delusions, hallucinations, and thoughts of
harming the baby or oneself. Approximately 0.1-0.2% of women experience postpartum

psychosis and of those women there is a 5% suicide rate and 4% infanticide rate. Risk factors
include history of bipolar or psychotic disorder and a personal or family history of
postpartum psychosis.

Treatment: Immediate hospitalization, initiation of atypical antipsychotic, escalation to ECT
if treatment resistant.

f. Anxiety Disorders

• Speciﬁc Phobia: An intense and irrational fear or anxiety of a certain object or situation that
is out of proportion to the actual danger posed by the object or situation and is present for
at least 6 months.

Treatment: Behavioral Therapy (speciﬁcally, desensitization therapy).

• Social Anxiety Disorder: Characterized by intense fear or anxiety about one or more social
situations in which the person is exposed to possible scrutiny by others and fears they may
be negatively evaluated. The fear or anxiety is out of proportion to the actual threat of the

situation. The person avoids social situations or endures them with signiﬁcant fear or anxiety.
Symptoms are present for at least 6 months.

Treatment: SSRIs, venlafaxine, CBT, SNRIs. For intermittent symptoms/performance only
symptoms (e.g. public speaking): benzodiazepines or beta blockers.

• Agoraphobia: An intense fear or anxiety about two or more of the following situations: using

public transportation, being in open spaces, being in enclosed spaces (e.g., shops), standing
in line or being in a crowd, being outside the home alone. There is an association with panic
disorder.

Treatment: CBT, SSRIs.

• Panic Disorder: Experiencing recurrent, unexpected panic attacks (abrupt surges of fear or
intense discomfort that peak within 10 minutes) and include at least 4 of the following
symptoms: palpitations, sweating, trembling, chills, paresthesias, dissociation

(depersonalization or derealization), nausea, intense fear of dying or losing control, heat
sensations, shortness of breath, feeling of choking, chest pain, and dizziness.
Treatment: SSRIs, venlafaxine, benzodiazepines.

• Generalized Anxiety Disorder: Excessive anxiety (fear/worry) about a variety of topics,

events, or activities (but not one speciﬁcally) that is present the majority of time for at least 6
months. The worry is difﬁcult to control and is accompanied by at least 3 of the following

symptoms: restlessness, easy fatigue, impaired concentration, irritability, increased muscle
soreness/weakness, difﬁculty sleeping.

Treatment: CBT, SSRIs, SNRIs. Second line options include buspirone, TCAs, and
benzodiazepines.
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g. Obsessive-Compulsive and Related Disorders

• Obsessive Compulsive Disorder: The presence of obsessions, compulsions or both which
are time consuming (over an hour per day) or cause clinically signiﬁcant distress or

impairment in functioning. The obsessions or compulsions are ego-dystonic (the patient
realizes the actions/thoughts are distressing, unacceptable or inconsistent with their
self-concept).

Treatment: CBT (exposure and response prevention therapy), SSRIs, venlafaxine,
clomipramine.

» Obsessions: recurrent, persistent thoughts, urges, or impulses that are intrusive, unwanted,
and cause stress.

» Compulsions: Repetitive behaviors or mental acts that an individual feels driven to
perform in response to an obsession; by performing the acts the individual feels a

reduction in anxiety or stress or feels they have avoided a dreaded situation. The acts are
not connected in a realistic way with what they are believed to prevent or are clearly
excessive.

• Trichotillomania: A compulsive disorder in which one compulsively pulling out their own hair
to the point of causing bald spots and distress about the behavior. Prevalence is 0.5-2% in
the general population, highest incidence among children. Treatment: psychotherapy.

• Body Dysmorphic Disorder: Preoccupation with one or more nonexistent or slight defects or
ﬂaws in one’s physical appearance that leads a person to perform repetitive, compulsive

behaviors in response to their appearance concerns (mirror checks, skin picking, changing

clothes). These concerns and behaviors consume a signiﬁcant amount of time (over 1 hour

total daily) and leads to clinically signiﬁcant distress or impairment in social or occupational
functioning and may lead the person to seek cosmetic treatment.
Treatment: CBT.
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h. Trauma and Stressor-Related Disorders

• Post-Traumatic Stress Disorder (PTSD): Exposure to actual or threatened death, serious
injury, or sexual violence directly or as a witness and then experiencing one or more

psychologic symptoms associated with the traumatic event, beginning after the event

occurred. Psychological symptoms include distress (psychological or physiological) from
events that resemble the stressor, intrusive symptoms (recurrent memories, nightmares,

ﬂashbacks), avoidance of stimuli associated with the trauma, negative thoughts or moods
associated with the trauma. Symptoms must last for one month or more and lead to
signiﬁcant distress or impaired social or occupational functioning.
Treatment: CBT, SSRIs, venlafaxine, prazosin (for nightmares).

• Acute stress disorder: Similar to PTSD, but shorter duration. A person experiences a

traumatic stressor (to themselves or witnessed to another), then experiences symptoms of

intrusion, negative mood, dissociation, avoidance, or arousal that last between 3 days and 1
month.

Treatment: CBT.

• Adjustment Disorder: The development of emotional or behavioral symptoms in response
to an identiﬁable stressor and developing within 3 months of the onset of the stressor.

Distress is out of proportion to the severity of the stressor and causes impairment in social
or occupational functioning. Treatment: CBT; if unresponsive, antidepressants and
anxiolytics.

i. Somatic Symptom and Related Disorders

A somatic symptom is a physical symptom (pain, weakness, etc.); in somatic symptom

disorders people become excessively focused on one or more somatic symptoms which

develop into major distress or problems with social or occupational functioning. The symptoms
may be intentionally developed or be present unintentionally (intention of symptom
development can be helpful in distinguishing between disorders).

• Malingering: The intentional production of false or very exaggerated physical or

psychological problems from which the patient will derive some secondary external beneﬁt

(for example, avoiding military duty or work, or obtaining ﬁnancial compensation). Malingerers
demonstrate poor compliance with treatment, and stop complaining about their illness after
receiving the external beneﬁt.
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• Factitious Disorder (on self or on another): Intentional production of physical or psychological
signs or symptoms or induction of injury or disease performed with the purpose of assuming a

sick role. There is a willingness to undergo many tests and procedures. Unlike malingering, there
is no secondary gain, but there is primary gain (which comes from gaining attention and
sympathy for being ill or injured).

» On self: The person inﬂicts injury or illness on themselves. More common in women and

healthcare workers. Formerly called Munchausen syndrome. Example: injecting contaminated

ﬂuid into skin to cause abscesses.

» On others: The person inﬂicts injury or illness on another (usually a child or elderly patient).

This is a form of abuse. Formerly called Munchausen by proxy. Example: Insisting a child has
constant headaches and must be hospitalized many times, often leading to invasive

procedures (for example, neurosurgery). During all hospitalizations the caregiver (the patient
with factitious disorder by proxy) is present in the hospital and overly-involved in care.

• Somatic Symptom Disorder: One or more somatic symptoms that are not intentionally

produced and are distressing to the patient or result in disruption of daily life. Excessive and

persistent thoughts and anxiety occur about the symptoms and time and energy devoted to
the symptoms.

Treatment: psychotherapy and reassurance at frequent ofﬁce visits.

• Illness Anxiety Disorder: Preoccupation with having or acquiring a serious illness for at least 6
months. Patients will have either no or minor somatic symptoms. Excessive time and energy is
spent worrying about illness or performing excessive health-related behaviors. May be

care-seeking or care-avoidant type; in care-seeking they will visit the physician frequently and
undergo many tests and procedures.

• Conversion Disorder (functional neurological symptom disorder): One or more symptoms of
altered voluntary motor or sensory function with clinical ﬁndings of the symptom inconsistent

with recognized neurological or medical conditions. The patient does not intentionally produce
symptoms. Symptoms often develop after an acute (often traumatic) stressor.

Somatic Symptom Disorders

Figure 7

Suspicious Symptoms or Complaints

Conscious attempt
Primary gain
(chief goal is psychological)

Factitious disorder
• Imposed on self
(Munchausen syndrome)
• Imposed on another
(Munchausen by proxy)

Unconscious attempt

Secondary gain
(chief goal is external)

Malingering

Somatoform disorders
• Somatization disorder
• Conversion disorder
• Hypochondriasis

Distinguishing disorders with suspicious or vague symptoms that may not
correspond with established medical syndromes
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j. Eating Disorders

• Avoidant/Restrictive Food Intake Disorder: An eating or feeding disorder characterized by

an apparent lack of interest in eating or food or avoidance of food. The aversion is based on

the characteristics of food or aversive consequences of eating that results in failure to meet

appropriate nutritional needs (evidenced by weight loss, nutritional deﬁciency, failure to grow,
dependence on supplements, interference with psychosocial functioning). Unlike anorexia,

the behavior is not driven by a disturbance in the way the person’s body weight or shape is
perceived.

• Anorexia Nervosa: Restriction of energy intake relative to requirements due to intense fear of
gaining weight or becoming fat that leads to low body weight (BMI<17.5). Can be
binge-eating/purging type or restricting type.

Treatment: psychotherapy, nutritional rehabilitation, antidepressants (SSRIs).

Complications: Refeeding Syndrome: When malnourished patients suddenly increase energy
intake, the sudden increase in insulin can cause decreased phosphate, potassium and
magnesium which cause severe cardiac complications, rhabdomyolysis, and seizures.
Nutritional rehabilitation must be done gradually.

• Bulimia Nervosa: Recurrent episodes of binge eating (eating a larger amount of food during

a period of time than most people would eat and lack of control when binge eating), followed
by inappropriate compensatory behavior to prevent weight gain (e.g., self-induced vomiting).
Episodes occur on average at least once a week for three months. Unlike anorexia nervosa,
BMI is normal or increased. Patients may have parotid gland enlargement, dental enamel

erosion, metabolic alkalosis (from vomiting), or callouses on dorsal hand surfaces (Russell’s
sign) from self-induced vomiting.

Treatment: psychotherapy, nutritional rehabilitation, antidepressants (SSRIs). Contraindicated:
Bupropion (due to seizure risk).

• Binge-eating Disorder: Recurrent episodes (at least once per week for 3 months) of binge
eating without compensatory behavior, but with distress regarding eating behavior.

Over-eating episodes are associated with three or more of the following: eating more rapidly
than normal, eating until uncomfortably full, eating large amounts when not hungry, eating

alone due to embarrassment, feeling guilty about eating. Most common eating disorder, with
high risk of developing diabetes mellitus.

Treatment: psychotherapy, antidepressants (SSRIs), lisdexamfetamine

• Pica: Persistent eating of nonnutritive, nonfood substances for at least 1 month. Eating

behavior is inconsistent with the person’s developmental level and cultural norms. Associated
with malnutrition and iron deﬁciency anemia.

Treatment: psychotherapy, nutritional rehabilitation, antidepressants (SSRIs).
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k. Sleep Disorders
Stages of sleep

Figure 8

4 Stages
of Sleep
15%

NREM (Alpha waves)

• Lightest Stage of Sleep
• When you initially fall asleep

5%

NREM (Theta waves)

• Bruxism
• When you start to lose
awareness of environment
• Sleep spindles, K-complexes

50%
30%

REM (Beta waves)

• Active brain (increased use of oxygen),
eye movements, loss of motor tone
• Penile/clitoral tumescence

NREM (Delta waves)

• Deepest non-REM sleep
• Sleep walking, night terrors
and bedwetting
• Low frequency waves with
high amplitude

• Every 90 min. and increases
duration throughout the night
• Pulse and BP variable

The four stages of sleep, and their general duration during a typical night.

• Narcolepsy: Recurrent episodes or irrepressible need to sleep, lapsing into sleep, or napping

within the same day occurring at least 3 times per week over the past 3 months. Caused by low
orexin (hypocretin) production in the lateral hypothalamus, a key regulator of sleep-wake

cycles. Associated with hallucinations just before falling asleep (hypnagogic) or just before
waking (hypnopompic) and cataplexy (loss of muscle tone following emotional stimulus).

Treatment: modaﬁnil, other daytime stimulants (amphetamines), nighttime sodium oxybate,
following healthy sleep schedules.
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• Parasomnias: Sleep disorders that cause abnormal behavior while sleeping.
» Sleepwalking: occurs during N3 (non-REM) stage of sleep.

» Sleep terrors: Sudden partial arousal from non-REM sleep (stage N3) with associated

agitation (fear, crying, screaming) and autonomic hyperactivity (tachycardia, tachypnea,
diaphoresis), with minimal response to external stimuli during the event and confusion or
amnesia of the event upon wakening. Most common in children, often self-limited.

» REM sleep behavior disorder: Recurrent episodes of arousal during REM sleep associated
with vocalization and/or complex motor behaviors (for example, talking, yelling, cursing,
jumping from bed, punching). Associated with dementia with Lewy bodies, Parkinson’s
disease, and multiple system atrophy.

» Restless leg syndrome: An urge to move the legs due to uncomfortable and unpleasant

sensations in the legs occurring at least 3 times per week for at least 3 months. The urge
begins or worsens during periods of inactivity and is worse in the evening or night than

during the day. Symptoms cause signiﬁcant distress or social/occupational impairment.
Treatment: dopamine agonists (pramipexole, rotigotine, ropinirole).

» Enuresis: Repeated voiding of urine into bed or clothes, whether involuntary or intentional by
a person over 5 years old, that occurs at least twice a week for at least 3 consecutive
months or causes signiﬁcant social or functional impairment. Treatment: behavioral

changes (restricting evening ﬂuid intake, scheduled urination, positive reinforcement). For
refractory cases oral desmopressin, and next, imipramine can be used.

l. Gender and Sex

Sex is deﬁned as the biological traits (chromosomes, hormones, reproductive organs) that
society associates with being male or female.

Gender is the behavioral, cultural, psychological and emotional traits that a society or culture
delineates as masculine or feminine.

Sexuality is a person’s identity in relation to the gender or genders to which they are typically
attracted (sexual orientation).

• Gender Dysphoria: Incongruence between one’s experienced or expressed gender and

their assigned sex that lasts longer than 6 months and causes signiﬁcant emotional, social,

and/or occupational distress or dysfunction. Uneasiness may be shown as a desire to have
different secondary sexual characteristics, to not have secondary sexual characteristics, a
desire to be a different gender or to be treated as another gender. Signiﬁcant distress is
necessary for this diagnosis, as gender nonconformity alone is not a disorder.
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• Sexual Dysfunction: This is a broad category of disorders with many different causes (and
therefore treatments). The key in distinguishing these disorders is to determine the driving
process leading to dysfunction. Women sometimes experience vaginismus (pelvic ﬂoor

muscle spasm that may cause pain with intercourse, or dyspareunia (pain with intercourse).
Sexual dysfunction etiologies include:

» Psychological: A mental process leading to sexual dysfunction. In men, if nighttime erections
occur multiple times per night (a normal process), this is the most likely cause of sexual
dysfunction.

» Medical: Includes atherosclerosis leading to insufﬁcient blood ﬂow, decreased sensation
from diabetes or a spinal cord injury, and hormonal imbalances.

» Substance use
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m. Personality Disorders

Personality is the way a person thinks, feels, and behaves that makes them unique. Personality

is inﬂuenced by experiences, environment, and genetics. Personality disorders usually develop
in early adulthood and are characterized by persistently thinking, feeling, and behaving in a
way that deviates from the expectations of the culture and causes distress or problems

functioning. Feelings and behaviors are generally ego-syntonic (the person is not aware of a
problem with their thinking or behaviors; poor insight). There are 3 clusters of personality
disorders, A, B, and C, each cluster shares some general symptoms.
Cluster
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Cluster Traits

A

Paranoid
Schizoid
Schizotypal

Odd, eccentric, rigid. Often have difficulty with social
connection and relationships. Genetically associated with
schizophrenia.

B

Antisocial
Borderline
Histrionic
Narcissistic

Unpredictable, impulsive, emotionally dysregulated,
dramatic. Genetically associated with mood disorders
and substance abuse.

C

Avoidant
Dependent
Obsessive-Compulsive

Avoidance, preoccupation, anxiety, fear. Genetically
associated with anxiety disorders.

Psychiatry

• Paranoid: Pervasive distrust of others which may include suspicion that others are acting

maliciously or cannot be trusted and social isolation. They may be hypervigilant, looking for
clues or suggestions to validate their fears or suspicions.

• Schizoid: Inability to express feelings, lack of desire for relationships, indifference towards praise
or criticism, preoccupation with introspection and fantasy.

• Schizotypal: Eccentric behaviors and beliefs which may include magical thinking and ideas of
reference, lack of close social connections, excessive social anxiety.

• Antisocial: A disregard for right and wrong and the law, repeated engagement in remorseless
illegal actions, a lifestyle of deceiving others, impulsive behavior and thinking, aggressive and
irresponsible work behavior, remorseless. Must be 18 years old or older (if under 18, likely have
conduct disorder). More common in males.

• Borderline: Impoverished or unstable self-image with excessive self-criticism, chronic feelings

of emptiness, biased perspectives of others, intense, unstable, and conﬂicted relationships, fear
of abandonment/rejection, suicidal thoughts and gestures, and impulsivity. More prevalent in
females than males. Use of splitting is a common defense mechanism.

• Histrionic: Provocative, seductive, and attention seeking behavior, consider relationships more

intimate than they are in reality, emotionally labile, exaggerated emotions, dramatic but vague
speech.

• Narcissistic: Grandiose sense of self-importance, need for excessive admiration and inability
to tolerate criticism (reacts with anger or defensiveness), takes advantage of others to reach
their own goals, imagines unrealistic fantasies of success, beauty, power, intelligence or
romance, often envious of others.

• Avoidant: Avoids activities for fear of criticism, disapproval or rejection, unwilling to get

involved with people unless there is a guarantee of approval, desires intimacy but shows

restraint with close relationships due to fear of rejection or shame, preoccupied with rejection,
poor self-esteem, risk averse.

• Dependent: Submissive and clinging behavior, a need to be taken care of, and anxious and
fearful. Often involved in abusive relationships.

• Obsessive-Compulsive: Preoccupied with orderliness and perfection, perfectionism interferes
with task completion, reluctant to delegate tasks and enjoys being in control. Unlike

obsessive-compulsive disorder, behavior is ego-syntonic (person does not recognize any
problem with their behavior or personality).
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n. Substance use disorder

A problematic pattern of using a substance that involves at least two of the following in the
past year:

• Taking the substance in larger amounts or for longer than intended
• Wanting to cut down or stop, but being unable to

• Spending signiﬁcant time obtaining, using, and recovering from substance use
• Craving the substance

• Failing to fulﬁll occupational, social, or familial obligations due to substance use
• Continuing to use the substance when it causes relationship problems
• Missing social or occupational activities because of substance use
• Continuing to use the substance when it is dangerous

• Continuing to use the substance when it has caused or worsened a physical or
psychological problem

• Requiring more of the substance to achieve the desired effect

• Developing withdrawal symptoms after not taking the substance, which are relieved by
taking more of the substance
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3. Pharmacology
Objectives
»

Understand the different DEA schedules of drugs and provide examples of drugs in each
schedule. Outline the signs and symptoms of intoxication and withdrawal from several
depressants, stimulants, and hallucinogens.

»

Describe the signs, symptoms, and treatment of pharmacological emergencies involving

psychiatric medications including serotonin syndrome, neuroleptic malignant syndrome, and
hypertensive crisis.
»

Deﬁne the mechanism of action, uses, adverse effects, and give examples of the various

psychiatric medication classes (including stimulants, antipsychotics, and antidepressants).
»

Describe four medications used to treat opioid or alcohol use disorder.

Drugs, substances, and certain chemicals used to make drugs are classiﬁed into different

categories (called schedules) in the United States by the Drug Enforcement Agency (DEA). The
schedules are as follows:

• Schedule I: Substances with no currently accepted medical use and a high potential for
abuse. Examples include heroin, marijuana, and lysergic acid diethylamide (LSD).

• Schedule II: Substances with a high potential abuse leading to severe psychological or

physical dependence. Examples include cocaine, methamphetamine, methadone, and
hydromorphone.

• Schedule III: Substances with a moderate to low potential for physical and psychological
dependence. Examples include ketamine, anabolic steroids, testosterone.

• Schedule IV: Substances with a low potential for abuse and low risk of dependence.
Examples include alprazolam, diazepam, lorazepam, and zolpidem.

• Schedule V: Substances with lower potential for abuse than schedule IV. Examples include
pregabalin, Lomotil (diphenoxylate and atropine), and robitussin (dextromethorphan and
guaifenesin).

Substances may be reclassiﬁed into new schedules if research provides evidence of the

substance’s medical beneﬁt, or if a substance is found to have more addictive properties than it
was previously believed to have.
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a. Psychoactive Substances, Intoxication and Withdrawal

Psychoactive substances are any substances that affect the mind. When taken in excess these
substances cause intoxication; when taken in excess for a period of time and then not taken,
these substances often cause withdrawal. Symptoms of intoxication and withdrawal vary
depending on the substance and are helpful in recognizing signs and symptoms of

intoxication or withdrawal in order to provide appropriate treatment. Several commonly

abused substances and their intoxication and withdrawal ﬁndings are presented in the table
below.

Drug

Alcohol

Class

Intoxication Findings
Slurred speech, ataxia, emotional
lability. With higher amounts blackouts and coma occur. Testing: elevated serum gamma-glutamyl transferase (GGT). Alcohol-induced liver
damage is indicated by elevated
serum AST and ALT and an AST/ALT
ratio over 2. *For metabolism of
ethanol, see biochemistry notes.

Withdrawal Findings
Symptom progression by hours since
last drink:
3-12: anxiety, insomnia, nausea,
abdominal pain, tremors.
8-48: seizures
12-48: hallucinations (usually visual)
48-96: global confusion, autonomic
hyperactivity (leading to possible
cardiovascular collapse), diaphoresis, hallucinations (altogether called

Barbiturates

Respiratory depression. Narrow
therapeutic index.

Onset 2-4 days after last dose.
Anxiety, restlessness, insomnia,
dizziness. Severe symptoms include
hyperthermia and cardiovascular
collapse.

Benzodiazepines

Dizziness, confusion, drowsiness,
blurred vision, hypotension, ataxia,
respiratory depression (less than
barbiturates). Treatment: flumazenil
(with caution as it can precipitate
withdrawal seizures).

Anxiety, irritability, confusion, seizures,
sleep disorders. Severe symptoms
include delirium, psychosis.

Altered mental status, confusion,
delirium, respiratory and CNS depression, pupillary constriction (miosis),
seizures, decreased gag reflex.
Treatment: naloxone. Most common
cause of drug overdose deaths.

Agitation, anxiety, muscle cramps,
insomnia, rhinorrhea, lacrimation,
dilated pupils (mydriasis), piloerection, abdominal cramping and
diarrhea, nausea/vomiting. Generally
start within 12-30 hours of last use.
Treatment: methadone, buprenorphine.

Opioids

Depressants

delirium tremens). Treatment:
thiamine, magnesium, benzodiazepines.
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Drug

Cocaine

Caffeine

Stimulants

Amphetamines

Inhalants

Class

Intoxication Findings

Withdrawal Findings

Euphoria, dizziness, disorientation,
ataxia, diplopia, stupor or coma. Most
commonly abused by teenagers.

Irritability, dysphoria, sleep disturbance, appetite and mood changes,
headache.

Euphoria, grandiosity, decreased
need for sleep, agitation, paranoia,
dyskinesias, disorientation, headache,
chest pain and palpitations, dry
mouth, diaphoresis, GI upset, mydriasis. Can be injected, inhaled, snorted,
or ingested orally (skin findings
consistent with IV use). Dental decay
and caries common from vasoconstrictive effects and poor dental
hygiene. Methamphetamine-associated cardiomyopathy is a growing
cause of heart failure (systolic
dysfunction and LV dilation).

Somewhat vague symptoms of
fatigue, depression, increased appetite, irritability, anxiety, and sometimes psychosis.

Dizziness, diarrhea, insomnia, headache, irritability, tremor.

Headache, fatigue, irritability, difficulty concentrating, nausea, vomiting,
muscle pain/stiffness.

Euphoria, restlessness, over-excitement, muscle tremors, mydriasis,
tachycardia and hypertension,
hallucinations, paranoia, angina and
MI. Can be snorted, injected, or
smoked (snorting can lead to nasal
septum perforation). Treatment:
benzodiazepines. Pure beta blockers
can result in blocked B2 vasodilation
and resulting alpha stimulation-->increased blood pressure and possible
worsening coronary vasoconstriction).

Agitation, restlessness, depression,
fatigue, increased appetite, vivid and
unpleasant dreams.
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Lysergic Acid Diethylamide

Nicotine

Drug

Marijuana

Hallucinogens

Stimulants

Class
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Intoxication Findings

Withdrawal Findings

Restlessness, decreased appetite,
short term increased blood pressure.

Difficulty concentrating, headache,
insomnia, irritability, depression,
increased appetite. Treatment:
nicotine replacement therapy, bupropion, varenicline.

Intensification of moods (either
positive or negative), mood lability,
changes in consciousness, visual
illusions, synesthesia, disorientation,
persistent psychosis (up to years) is
possible but rare. Effects peak around
2-4 hours. Treatment: supportive; if
severely agitated, benzodiazepines
can be used.

Withdrawal symptoms are uncommon. Some people may experience
cravings, depressed mood, fatigue,
insomnia, and flashbacks of hallucinations (rare). Treatment: supportive;
clonidine can decrease flashback
severity.

Relaxation, euphoria, sleepiness,
decreased short-term memory, dry
mouth, red eyes (conjunctival injection), impaired perception and motor
skills, panic, paranoia, acute psychosis, increased appetite. Cannabinoid
hyperemesis syndrome may occur
after frequent, long-term use and
results in uncontrollable vomiting,
nausea, cramping, and abdominal
pain. Symptoms are often temporarily relieved with a hot shower and
cease after about 2 days if marijuana use is stopped.

Irritability, depression, insomnia,
anxiety, flu-like symptoms, decreased
appetite.
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Drug

Phencyclidine (PCP)

Hallucinogens

MDMA

Class

Withdrawal Findings

Intoxication Findings
Euphoria, loss of inhibition, increased
feelings of closeness/empathy,
sensuality, anxiety, hyperactivity,
increased thirst, bruxism, distortion of
time, hypertension, tachycardia,
hyperthermia, hyponatremia, serotonin syndrome. Treatment: supportive;
treat hyperthermia with dantrolene,
serotonin syndrome with cyproheptadine or benzodiazepines.

Fatigue, depression, anxiety, irritability, sleep disturbances, difficulty
concentrating.

Hallucinations, agitation, altered
consciousness, catatonia, coma,
convulsions, hypertension, tachycardia, horizontal nystagmus (although
can be vertical or rotatory), psychosis, delirium, seizures.

Depression, fasciculations, cravings,
agitation, anxiety, irritability, headache, muscle breakdown, hyperthermia. Develop within about 8 hours of
abstinence.

b. Central Nervous System Stimulants

Examples: Methylphenidate, atomoxetine, dextroamphetamine, methamphetamine,
lisdexamfetamine, modaﬁnil, varenicline
Uses: ADHD, narcolepsy.

Action: Increase catecholamine levels in the synaptic cleft.

Side Effects: Anxiety, agitation, tachycardia, hypertension, nervousness, and weight loss.
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c. Typical antipsychotics

Examples: Chlorpromazine, prochlorperazine, thioridazine, ﬂuphenazine, haloperidol, pimozide,
thiothixene

Uses: Schizophrenia (primarily positive symptoms), psychosis, bipolar disorder, Tourette
syndrome, Huntington disease, OCD.

Action: Competitive blockade of Dopamine D2 receptors. This class is lipid soluble and

therefore is stored in adipose tissues; as a result, these medications are slowly removed from
the body.

» Low potency (chlorpromazine, prochlorperazine, thioridazine): more anticholinergic,
antihistamine, anti-α1 effects.

» High Potency (ﬂuphenazine, haloperidol, pimozide, thiothixene): more neurologic side effects
(extrapyramidal effects).

Side Effects: This class is used infrequently due to debilitating side effects. Side effects include:

galactorrhea, oligomenorrhea, gynecomastia (from dopamine antagonism leading to

hyperprolactinemia), dyslipidemia, weight gain, hyperglycemia, dry mouth, constipation,
sedation, orthostatic hypotension, QT prolongation. Chlorpromazine can cause corneal
deposits. Thioridazine can cause retinal deposits.

Extrapyramidal Symptoms (EPS): Drug-induced movement disorders that progress in
severity over time. If these develop, a dose reduction or medication change may be
necessary.

Hours to days: acute dystonia (muscle spasms, stiffness, oculogyric crisis). Treatment is with
benztropine or diphenhydramine.

Days to months: Akathisia (motor restlessness, treat with beta-blockers, benztropine,

benzodiazepines). Parkinsonism (bradykinesia, treat with benztropine or amantadine).

Months to years: Tardive dyskinesia (involuntary movements of the tongue, lips, neck, trunk,
and limbs). Treat with atypical antipsychotics, valbenazine, deutetrabenazine.

Neuroleptic Malignant Syndrome: A potentially fatal reaction to antipsychotic (neuroleptic)
drugs characterized by muscle rigidity, fever, altered mental status, stupor, labile blood
pressure, increased creatinine kinase, and myoglobinemia. Treatment: discontinue the
neuroleptic agent and treat with dantrolene or bromocriptine (dopamine agonist).
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d. Atypical Antipsychotics

Examples: Aripiprazole, clozapine, olanzapine, quetiapine, paliperidone, risperidone, ziprasidone.

Uses: Schizophrenia (positive and negative symptoms), bipolar, OCD, anxiety, depression, mania,
Tourette syndrome. Clozapine is effective for treatment-resistant schizophrenia.

Action: Primarily act as D2 and 5-HT2 receptor antagonists with varied effects on H1 receptors;
complete mechanisms of actions are not fully understood. Aripiprazole is a partial D2 agonist.
Side Effects: This class is more frequently used than the typical antipsychotics due to fewer
severe side effects (EPS, anticholinergic effects). All medications in this class may cause

prolonged QT interval. Olanzapine (and others with -apine sufﬁx) are notorious for causing

weight gain and metabolic syndrome. Risperidone may cause hyperprolactinemia. Perhaps the
most serious: clozapine may cause agranulocytosis (frequent laboratory monitoring required).

e. Lithium

Uses: Bipolar disorder (mood stabilizer).

Action: Exact mechanism is not known. Narrow therapeutic index requires frequent laboratory
monitoring of serum levels. Renally excreted (reabsorbed at PCT by Na+ channels).

Side Effects: Hypothyroidism, nephrogenic diabetes insipidus, tremor. Mild teratogen (may

cause Ebstein anomaly if taken by pregnant woman). Due to renal excretion, co-administration
of medications affecting renal clearance can result in lithium toxicity; examples include
thiazides, NSAIDs, ACE inhibitors.

f. Buspirone

Uses: Generalized anxiety disorder. Commonly used in addition to SSRIs or SNRIs rather than as
ﬁrst-line treatment. Requires 1-2 weeks to begin to show effects.
Action: 5-HT1A Agonist

Side Effects: Few side effects. Overdose presents with miosis, nausea/vomiting, dizziness,
drowsiness, decreased consciousness.

g. Antidepressants

Many antidepressants work by increasing the amount of serotonin. Any medications that
increase serotonin in the synaptic cleft (e.g., SSRIs, SNRIs, MAOIs, several atypical

antidepressants, tramadol, ondansetron, triptans) carry a risk of serotonin syndrome, a
psychiatric medication-related emergency.

Serotonin Syndrome: A condition caused by increased levels of serotonin (5-HT) in the body.
Diagnostic criteria are based around a triad of cognitive-behavioral, neuromuscular, and

autonomic derangements. Characteristic signs and symptoms include confusion, agitation,
altered level of consciousness, myoclonus, hyperreﬂexia, hypertonia, seizures, hyperthermia,
hypertension, tachycardia, diaphoresis, mydriasis. Treatment: Cyproheptadine (serotonin
antagonist).
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While characteristics of neuroleptic malignant syndrome and serotonin syndrome overlap, it is
important to differentiate the two; several key differences are displayed in the table below.
Personality Disorder

Neuroleptic Malignant Syndrome

Precipitant

Serotonergic agents

Dopamine antagonists

Onset

Abrupt>gradual

Gradual>abrupt

Vital Signs
Course

Hypertension, tachycardia, tachypnea, hyperthermia
Rapidly resolving

Prolonged
Diaphoretic

Skin
Muscles

Increased tone, tremors,
choreoathetoid movements

Diffuse rigidity

Reflexes

Hyperreflexia, clonus

Decreased

Pupils

Mydriasis

Normal

Bowel Sounds

Hyperactive

Normal-decreased
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Antidepressants

Figure 9
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i. Selective Serotonin Reuptake Inhibitors (SSRIs)

Examples: Citalopram, escitalopram, ﬂuoxetine, ﬂuvoxamine, paroxetine, sertraline.
Uses: Depression, anxiety, OCD, eating disorders, PTSD

Action: Inhibit reuptake of 5-HT; require 4-8 weeks to have therapeutic effect.

Side Effects: Nausea/vomiting, GI upset, SIADH, sexual dysfunction (decreased libido and
anorgasmia). Most dangerous side effect is serotonin syndrome.

ii. Serotonin-norepinephrine Reuptake Inhibitors

Examples: Duloxetine, venlafaxine, desvenlafaxine, milnacipran, levomilnacipran.

Uses: Depression, anxiety, diabetic neuropathy. Certain agents are also indicated for other

speciﬁc disorders: venlafaxine is used for social anxiety disorder, panic disorder, PTSD, OCD;
duloxetine and milnacipran are used to treat ﬁbromyalgia.

Action: Inhibit reuptake of 5-HT and norepinephrine. Require 4-8 weeks to have a therapeutic
effect.

Side Effects: Decreased appetite, fatigue, nausea, increased blood pressure, sexual
dysfunction (although less than TCAs), and serotonin syndrome.

iii. Tricyclic Antidepressants

Examples: Amitriptyline, amoxapine, clomipramine, desipramine, doxepin, imipramine,
nortriptyline.

Uses: Less frequently used due to side effect proﬁle and widespread availability of SSRIs and

SNRIs. Major depressive disorder, peripheral neuropathy, chronic neuropathic pain, migraine
prophylaxis. Clomipramine is used to treat OCD; Imipramine is sometimes used for enuresis.
Action: Inhibit reuptake of serotonin and norepinephrine.

Side Effects: α1 antagonistic effects (orthostatic hypotension), anticholinergic side effects
(tachycardia, urinary retention, dry mouth), sedation, QT prolongation. Tertiary TCAs

(amitriptyline) have more anticholinergic effects than secondary (nortriptyline). Most serious
side effects: seizures, coma, arrhythmia (due to sodium channel inhibition), respiratory

depression, hyperthermia. Due to anticholinergic effects, TCAs should be used sparingly
among older adults. Treatment of toxicity: sodium bicarbonate (NaHCO3).

iv. Monoamine Oxidase Inhibitors (MAOIs)

Examples: Phenelzine, selegiline, tranylcypromine, isocarboxazid.

Uses: Infrequently used due to side-effect proﬁle. Atypical depression, anxiety. Selegiline is
used to treat Parkinson disease.

Action: Nonselective inhibition of MAO (MAO degrades neurotransmitters; result of inhibition is
increased levels of norepinephrine, serotonin, and dopamine).
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Side Effects: Dry mouth, nausea, headache, insomnia, orthostatic hypotension, CNS stimulation.
Because MAOIs also inhibit degradation of tyramine; consumption of tyramine containing

foods (wines, cheeses, cured meats) can lead to hypertensive crisis. MAOI toxicity or serotonin
syndrome can result when they are taken with any drugs that increase monoamine

concentrations; therefore MAOIs are contraindicated with SSRIs, TCAs, St. John’s wort,

meperidine, dextromethorphan, linezolid. MAOIs should be discontinued for at least 2 weeks
before starting any other serotonergic medications.

Hypertensive crisis: A severe increase in blood pressure that can lead to a stroke or other

end-organ damage (>180 systolic or >120 diastolic). MAOI reaction with tyramine-containing
foods is not the only cause (others include chronic uncontrolled hypertension, other

medication reactions, pheochromocytomas). When this occurs with MAOIs, it is due to
tyramine displacing neurotransmitters in the synaptic cleft, leading to increased

sympathetic stimulation. Treatment of MAOI-caused crisis: Phentolamine (non-selective
alpha blockade, leads to lowered blood pressure).

v. Atypical Antidepressants

Bupropion: Dopamine and norepinephrine reuptake inhibitor. Used as an antidepressant and

for smoking cessation. Adverse effects: tachycardia, insomnia, headache. Contraindicated in
bulimia and anorexia nervosa (due to lowering the seizure threshold).

Mirtazapine: α2-antagonist (increases release of serotonin and norepinephrine), 5-HT2 and

5-HT3 receptor antagonist. Primary use is as an antidepressant in patients who may beneﬁt
from weight gain. Adverse effects: sedation, increased appetite (weight gain), dry mouth.

Trazodone: 5-HT2, α1, and H1 antagonist. Primary use is for insomnia (higher doses required for

antidepressant effects). Adverse effects: sedation, nausea, priapism, orthostatic hypotension.
Varenicline: Nicotinic acetylcholine receptor partial agonist. Primary use is for smoking

cessation. Adverse effects: insomnia, nausea, vivid dreams, depression, and suicidal ideation.
Vilazodone: 5-HT reuptake inhibitor, 5-HT1A receptor partial agonist. Primary use is for

depression. Adverse effects: diarrhea, nausea, vomiting, sexual dysfunction, insomnia, fatigue,
weight change, anticholinergic effects.

Vortioxetine: 5-HT reuptake inhibitor, 5-HT1A receptor agonist, 5-HT3 receptor antagonist.

Primary use is for depression. Adverse effects: nausea, vomiting, diarrhea, sexual dysfunction,
anticholinergic effects.
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h. Medications for Opioid Intoxication and Medication-Assisted Treatment

i. Methadone:

A synthetic, orally effective opioid that produces less euphoria, has a longer duration of action,
and is equally as potent as morphine.

Uses: Used for analgesia as well as in controlled withdrawal of dependent heroin abusers and
for long-term maintenance therapy for heroin abusers.
Action: µ-opioid receptor agonist.

Side Effects: Can produce physical dependence, headache, dry mouth, sleep changes,
constipation, respiratory depression.

ii. Buprenorphine

Uses: Used in a sublingual form to treat opioid use disorder

Action: µ-opioid receptor partial agonist; kappa- and delta-opioid receptor antagonist.
Side effects: Constipation, headache, fatigue.

iii. Naloxone

Uses: Used to rapidly reverse opioid overdose.

Action: Competitive antagonist of µ,κ,σ opioid receptors. Short acting.

Side effects: Myalgias, fever, diaphoresis, restlessness, irritability, GI upset.

iv. Naltrexone

Uses: Treatment for alcohol use disorder and opioid use disorder. Taken long term (over 12

weeks) to prevent relapse. Must be started after detoxiﬁcation to prevent relapse. Naltrexone
and acamprosate are both ﬁrst-line treatments for alcohol use disorder with similar rates of
efﬁcacy.

Action: Competitive antagonist of µ,κ,σ opioid receptors. Long acting.

Side effects: Nausea (most common), headache, constipation, dizziness, irritability, insomnia,
myalgias.
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splitting-7
stimulants, central nervous system-38
sublimation-7
substances, psychoactive-35
substances-34
suppression-7
T
tetrabenazine-15
Tourette Syndrome-15, 39, 40
transference-10
transtheoretical model of behavior change-8
trazodone-44
trichotillomania-24
tricyclic antidepressants-43
typical antispychotics-39
V
varenicline-37t, 38, 44
venlafaxine-23, 24, 25, 43
vilazodone-44
vortioxetine-44
vulnerable child syndrome-13
W
withdrawal-35
Y
young children, developmental milestones-2t

Recommended by Professors

Epi-Biostat

Biochemistry

health-related states including the

chemical processes that occur in

Epidemiology is the study of

distribution, causes, and risk

factors in defined populations.

The study of the chemicals and
living organisms.

www.medicalschoolcompanion.org

Psychiatry

USMLE® and COMLEX®

Psychiatry is the branch of medicine focused on the diagnosis,
treatment and prevention of mental, emotional and behavioral
disorders.
A psychiatrist is a medical doctor (an M.D. or D.O.) who specializes in
mental health, including substance use disorders. Psychiatrists are
qualiﬁed to assess both the mental and physical aspects of
psychological problems.

www.medicalschoolcompanion.org

