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The reasons for referral to  CLP : 

 

1. • depression and anxiety 

2. • suicidality 

3. • confusion 

4. • behavioral disturbance 

5. • psychosis 

6. • advice about current psychotropic       
medications 

https://www.ranzcp.org/files/resources/reports/10-20-1-service-model-for-consultation-liaison-wor.aspx 



 The Reasons Of referral 

 

 

 The most common reasons were referral for depression 

(40.6%), behaviour problems (20.6%) and assessment of 

suicidality (16.5%).  

Alex C N Holmes et al -Article  in  Australasian Psychiatry · 2011 



Psychotropic drugs in special conditions 



 

 

Psychotropic drugs in special conditions 
 

 

 

 



Medication use in hepatic disease 

Medication class Impact of hepatic disease on drug 

dosing 

Potential drug effect on liver function 

Antidepressants Antidepressants that are 

metabolized by phase I hepatic 

oxidative metabolism require an 

approximately 50% dosage 

reduction.  

-Dosages of bupropion should not 

exceed 75 mg/day in patients with 

cirrhosis.  

-Trazodone requires dosage 

reduction due to prolonged 

clearance of trazodone in patients 

with hepatic disease. 

Tricyclic antidepressants may exacerbate 

hepatic encephalopathy by anticholinergic 

action.  

 

-Nefazodone use is contraindicated in 

hepatic disease.  

 

-Minor elevations in transaminases are 

common and usually benign.  

-Sertraline due to short half-life and less 

potent inhibition of CYP2D6 make it the 

preferred selective serotonin reuptake 

inhibitor in hepatic disease.  



Medication class Impact of hepatic disease on drug 

dosing 

Potential drug effect on liver function 

Antipsychotics Atypical antipsychotics that are 

metabolized by phase I hepatic 

oxidative metabolism require dosage 

reduction.  

Chlorpromazine is associated with 

intrahepatic cholestasis and obstructive 

hepatic disease. Low-potency drugs 

may precipitate hepatic ncephalopathy 

in patients with cirrhosis.  

 

-Discontinue clozapine in patients 

with marked transaminase 

elevations or jaundice. 

Anxiolytics/Hypnotics Benzodiazepine half-lives are 

increased in hepatic disease. 

 

Lorazepam, oxazepam, and 

temazepam require no dosage 

adjustment in hepatic disease because 

they are metabolized by phase II hepatic 

oxidative metabolism. 

 

Zaleplon and zolpidem require 

dosage reduction. 

Avoid use of benzodiazepines in 

patients at risk of hepatic 

encephalopathy. 



Medication class Impact of hepatic disease on drug dosing Potential drug effect on liver 

function 

Mood stabilizers Carbamazepine, divalproex, lamotrigine, and 

topiramate require dosage reduction and 

close monitoring.  

 

-No dosage adjustment is required for 

gabapentin or lithium. 

Depakote is associated with 

hepatic failure in 1 in 40,000 cases. 

- Carbamazepine is associated 

with hepatitis. Carbamazepine 

and valproic acid are contraindicated 

in patients with preexisting hepatic disease. 

Psychostimulants Atomoxetine requires a 25%–50% reduction in 

dosage. 



Pharmacokinetic changes caused by end-stage liver disease: 

 

 Psychotropic drugs that require special attention 

Avoid drugs with extensive first-pass 

metabolism 

Avoid Tricyclic Antidepressants (first-pass metabolism 50%), 
venlafaxine, sertraline, bupropion,chlorpromazine, quetiapine 

 Avoid highly protein bound drugs Avoid most psychotropic drugs (specially fluoxetine, aripiprazole and 

benzodiazepines). Except: Venlafaxine, lithium, topiramate, a 

gabapentin, a pregabalin, memantine 

Avoid drugs depending on phase I 

hepatic  metabolic reactions 

Preferable: Lithium, gabapentin, topiramate, amisulpride 

(depending mainly on renal excretion) and some 

benzodiazepines (oxazepam, temazepam, lorazepam) that 

depend on phase II reaction or glucuronidation, which is 

preserved in cirrhosis. 

Telles-Correia D et al. 2017 Psychotropic drugs and liver disease 



Gastrointestinal Disease 

-Gastrointestinal disease primarily affects drug absorption (Beliles 2000b). Examples of 

conditions that affect absorption include diseases affecting gastrointestinal motility, surgical 

alteration of the gastrointestinal tract (e.g., bypass surgery, G-tube and J-tube placement), 

short bowel syndrome, and celiac disease.  

 

 

-Any conditions that divert blood away from the gastrointestinal tract, for example, 

congestive heart failure or shock, may also affect absorption. 

 

 -Administration of antacid medications may similarly reduce gastric absorption. 



Gastrointestinal Disease 

-Gastric motility may be affected by a number of general medical conditions and by 

specific medications. 

 

-For example, gastric motility is delayed in patients with diabetes mellitus, gastritis, and 
pyloric stenosis. Anticholinergic medications delay gastric motility. 



Gastrointestinal Disease 

-Medications with anticholinergic side effects can slow gastrointestinal motility, affecting 
absorption and causing constipation.  

 

-By contrast, selective serotonin reuptake inhibitors (SSRIs) increase gastric motility and may 
cause diarrhea (Trindade et al. 1998). 

 

 

 

 -SSRIs have the potential to increase the risk of gastrointestinal bleeding, especially when 
coadministered with NSAIDs (de Abajo et al. 2006; Loke et al. 2008).  

 

-Using extended- or controlled release preparations of medications may reduce 
gastrointestinal side effects, particularly where gastric distress is related to rapid increases in 
plasma drug concentrations. 



 
Psychotropic drugs in Chronic gastrointestinal Disease  

 



Chronic gastrointestinal pain 

 Abdominal pain is a key symptom in many FGIDs and, depending on its bodily 

location and time course, is a central part of the diagnostic criteria in several 

disorders. 

 

  Examples of painful FGIDs include functional heartburn, epigastric pain 

syndrome (EPS) (eg, FD), IBS, centrally mediated abdominal pain syndrome, 

biliary pain, and anorectal pain or levator ani syndrome. 

 

 In those patients with an FGID where pain is dominant and of frequent 

occurrence, a central neuromodulator would be a logical part of the 
treatment profile. 

March 2018 Gut-Brain Neuromodulators: A Rome Working Team Report 



Tricyclic antidepressants. 

 Low to modest dosage regimens of TCAs have 

the most convincing evidence of benefit for 

treating chronic GI pain.  

 TCA dosages in the range of 25-75 mg/d have 

been used in most studies, Evidence for 

analgesic effects from doses < 25 mg is lacking. 

March 2018 Gut- Brain Neuromodulators: A Rome Working Team Report 



Serotonin noradrenalin reuptake inhibitor. 

 SNRIs may have at least equal benefit as TCAs for 

treating chronic GI pain based on data for treating 

other chronic painful disorders like fibromyalgia, 

migraine headaches, widespread body pain, and 

peripheral neuropathy, though they have not been 

adequately tested for chronic GI pain. 

March 2018 Gut- Brain Neuromodulators: A Rome Working Team Report 



 

Psychotropic treatment 

 

 Medications including SSRIs and SNRIs have been used and reported to be helpful in 

Functional disorders, especially when symptoms are particularly severe,resistant to 

psychological approaches, and when other psychiatric comorbidity is present.  

 

 Anxiety and depressive disorders may be associated with Functional disorders , and 

these respond well to antidepressants. 



 

Selective serotonin reuptake inhibitors (SSRIs)  

 

 

 

 When anxiety , depression , and  phobic features are prominent with FGIDs. 

March 2018 Gut- Brain Neuromodulators: A Rome Working Team Report 



 
Antidepressants for FGIDs in children 

 

 

 

 Two main classes of antidepressants have been suggested to treat FGIDs: SSRIs and 

TCAs.  

 

 The anticholinergic effects of these drugs are thought to reduce pain perception, 

improve mood and sleep patterns, and modulate the gastrointestinal tract. 

Vol 59: MARCH •  2013 | Canadian Family Physician  



 
Antidepressants for FGIDs in children 

 
  Tricyclic antidepressants act on noradrenergic and 

serotonergic pathways, but their use for FGIDs is largely 

attributed to their antimuscarinic, antihistaminic, and 

anticholinergic properties.  

 

 The theoretical basis for SSRI treatment is that serotonin is an 

important neurotransmitter in the gastrointestinal tract, with 

80% of the body’s stores located in enterochromaffin cells of 

the gut. 

Vol 59: MARCH •  2013 | Canadian Family Physician  



 

Antidepressants for FGIDs in children 

 Research has shown that antidepressants may stimulate nerve cell growth and possibly 

restore more normal nerve functioning in the brain and intestines over time.  

 

 Therefore, your provider may recommend medication treatment for 6 months to 2 years 
before tapering off. 

 

  Also, when taking an antidepressant you should take the medication consistently for at 

least 6-8 weeks before expecting symptom improvement. If you receive no benefits 

from the medication after 6-8 weeks, speak with your provider.  

Michigan Medicine Division of Gastroenterology Behavioral Health Program – Dr. Megan Riehl, GI Health Psychologist 



Medicati

on class 

Examples Indications Common adverse 

effects 

Comments 

 

 

 

 

TCAs 

 

Amitriptyline (10–50mg 

qhs) 

d-IBS, chronic 

nausea, 

CVS  prevention 

Constipation, 

sedation, dry 

mouth, urinary 

retention, 

nightmares (if 

dose is 

skipped) 

Begin low dose to 

avoid 

anticholinergic and 

antihistaminic 

adverse effects; 

titrate up by 

response. Titrate 

down in weekly 

increments to 

discontinue 

Imipramine (25–50mg 

qhs,maximum 200 mg) 

c-IBS, functional 

abdominal pain 

Sedation Imipramine is less 

constipating 

than amitriptyline 

Doxepin (25–200mg 

qhs) 

IBS with anxiety Doxepin may be 

preferred for 

IBS with anxiety 



Medication class Examples Indications adverse effects 

Comments 

Comments 

 

 

 

SSRIs 

 

Citalopram (10–40 

mg/day); 

paroxetine (10–60 

mg/day); 

fluoxetine (10–40 

mg/day); 

sertraline (25–200 

mg/day) 

IBS, chronic pain, 

anxiety, panic 

attack, depression 

Diarrhea, 

constipation, 

nausea 

Should begin with low 

dose; 

titrate up by 

response. With 

SSRIs, benefit is usually 

apparent after 4 to 6 

wk.  

Most GI adverse 

effects disappear 

in 1 to 2 wk 

 

 

Tetracyclic 

antidepressant 

Mirtazapine (7.5mg 

qhs for 

sleep; 15–30mg 

qam for 

nausea/dyspepsia) 

Functional 

dyspepsia; 

chronic nausea, 

CVS 

prevention, 

anxiety, 

panic attack, 

depression 

Weight gain Few drug 

interactions; safer 

than 

TCAs 



Medication class Examples Indications Common 

adverse 

effects 

Comments 

Comments 

 

 

SGAs 

Quetiapine (50–

300mg qhs); 

risperidone (0.5–

6mg qhs); 

olanzapine (5–

10mg qhs) 

Anxiety, insomnia, 

chronic 

abdominal pain 

Weight gain Added to evening 

drugs as  

combination/augment

ation 

therapy.  

Dose should be 

titrated up slowly. 

 azaperone  class Buspirone (10–60 

mg/day, 

divided twice 

daily); may 

start with half dose 

in the 

morning 

Functional 

dyspepsia; 

anxiety 

Dizziness, 

nausea, 

restlessness 

(avoid 

grapefruit 

juice 

because it 

increases 

serum 

concentration 

of buspirone) 

Gastric receptive 

relaxation; used 

alone or in 

combination with 

TCA or SSRI 



Medication class Examples Indications Common adverse 

effects 

Comments 

Antiseizure Gabapentin 

(100mg bid to 

800mg tid) 

Chronic pain Rare adverse 

effects include 

drowsiness and 

blurred vision 

Safe, but only 

effective in about 

one-third of 

patients 

a-Adrenergic 

agonist 

Clonidine patch 

(0.1–0.3 mg/wk) 

Chronic pain, d-IBS Dry mouth, 

drowsiness, 

tiredness, 

hypotension 

Usually dose >0.1 

mg/day not 

needed; BP 

monitoring 

required 

in clinic visits 



 

Choices of psychotropic medications in the 4 most common FGIDs in children 

Common FGIDs First choice Second choice Third choice Final option 

Abdominal pain Amitriptyline Gabapentin Clonidine patch SSRI 

Nausea/dyspepsia Amitriptyline Mirtazapine Buspirone Clonazepam 

d-IBS Amitriptyline Alosetron * 

 

Clonidine patch SSRI 

c-IBS Imipramine Lubiprostone * Gabapentin SSRI 

Hussain and Hyman-2014 



 

Psychotropic drugs in renal  disease 

 
 



Medication class Impact of renal disease on drug 

dosing 

Potential drug effect on 

renal function 

Antidepressants TCAs, nefazodone, and SSRIs 

require 

no dosage adjustment except 

in severe renal insufficiency. 

 

Venlafaxine requires 25%–75% 

reduction in dosage due to 

reduced renal clearance. 

Patients with renal 

insufficiency are more 

susceptible to TCA side 

effects, especially 

sedation and 

anticholinergic effects. 

Antipsychotics Risperidone requires dosage 

reduction. 

Antipsychotic agents are 

generally safe. 



Medication class Impact of renal disease 

on 

drug dosing 

Potential drug effect on 

renal function 

Anxiolytics/hypnotics Benzodiazepines, 

especially 

chlordiazepoxide, 

require dosage 

reduction due to 

increased half-life 

in renal insufficiency. 

Lorazepam and 

oxazepam are 

preferred due to the 

absence of 

active metabolites. 

Barbiturate use should 

be avoided due to the 

risk of excessive 

sedation. 



Medication class Impact of renal disease 
on drug dosing 

Potential drug effect on 

renal function 

Mood stabilizers Lithium, topiramate, and 

gabapentin 

require 50%–75% 

reduction in 

dosage. 

Divalproex sodium 

requires no dosage 

adjustment. 

Lithium is 

contraindicated in acute 

renal 

failure but is considered 

safe in chronic 

renal failure with dosage 

adjustment. 

Lithium requires dosage 

reduction in 

patients on hemodialysis. 

Lithium should be given 

after dialysis. 



 

Psychotropic drugs in  Cardiac disease 

 
 



Medication use in cardiac disease 

Medication class Potential drug effect on cardiac function 

Selective serotonin reuptake 

inhibitors 

Isolated reports of bradycardia and atrial 

fibrillation with fluoxetine. 

Citalopram and escitalopram are not 

recommended in cardiac disease 

involving prolonged conduction times. 

Antipsychotics Orthostatic hypotension is associated with 

use of clozapine, quetiapine, 

and low-potency antipsychotics. 

Pimozide, thioridazine, mesoridazine, 

droperidol, sertindole, ziprasidone, 

and high-dosage intravenous haloperidol 

carry risk of prolonged QTc 

interval. 



Medication class Potential drug effect on cardiac 

function 

Anxiolytics/hypnotics Benzodiazepines and buspirone are 

thought to be free from 

cardiovascular 

effects. 

Mood stabilizers Lithium may cause sinus node 

dysfunction or first-degree 

atrioventricular 

block. 

Carbamazepine is associated with 

atrioventricular conduction 

disturbances. 

Lamotrigine is associated with QTc 

interval prolongation. 

Divalproex sodium is thought safe. 



Medication class Potential drug effect on cardiac function 

Psychostimulants U.S. Food and Drug Administration warns 

against use of psychostimulants 

in patients with structural and other 

serious cardiac disorders. Although 

methylphenidate and amphetamines 

may be safe at low dosages, 

consultation with a cardiologist is 

recommended. 



 

Psychotropic drugs in epilepsy 

 

 



Psychotropic drugs in epilepsy 

Safety in epilepsy Drug Safety in epilepsy Drug Comments 

Low risk – good choices 

SSRIs 

SSRIs Recommended in PWE. SSRIs may be anticonvulsant at 
therapeutic doses13 and pro‐convulsant in overdose. 

 SSRIs with the lowest risk of interactions with anticonvulsants 

are generally preferred (citalopram/escitalopram, followed 

by sertraline). 

Escitalopram is preferred over citalopram in PWE (lower risk of 

seizures in overdose).  

Others have low risk of seizures (e.g. fluoxetine) but drug 

interactions with anticonvulsants should be considered 

Mirtazapine Recommended in PWE. Not known to be pro‐convulsive. 

The Maudsley Prescribing Guidelines in Psychiatry 2018 



Psychotropic drugs in epilepsy 





people with epilepsy 

Psychotropic drugs in epilepsy 





Psychotropic drugs in epilepsy 



 

Psychopharmacology in Pulmonary Disease 

 

 



-The benzodiazepines are the psychiatric medications of the most concern in patients with 
pulmonary disease due to the risk of respiratory depression . There is particular concern in 

patients who retain carbon dioxide. SSRIs and buspirone are good alternative medications 
for the treatment of anxiety.  

 

-Consideration should be given to possible airway compromise due to acute laryngospasm 

when dopamine-blocking agents such as antipsychotic or antiemetic medications are used. 

-Nonselective β1/β2-adrenergic blockers such as propranolol can precipitate bronchial 
constriction and are contraindicated in persons with asthma. 



Medication class Potential drug effect on respiratory function 

Antidepressants Monoamine oxidase inhibitor may interact with 

sympathomimetic medications used 

in asthma treatment. 

Necessary to monitor anticholinergic side 

effects. 

Tricyclic antidepressants and selective 

serotonin reuptake inhibitors generally do not 

cause problems. 

Antipsychotics Potential exists for laryngeal dystonia that may 

affect respiratory status. 

Clozapine has been associated with 

respiratory arrest and depression as well as 

allergic asthma. 

Necessary to monitor anticholinergic side 

effects. 



Medication class Potential drug effect on respiratory 

function 

Anxiolytics/hypnotics Respiratory depression and failure are 

possible with benzodiazepines. 

Consider obtaining baseline blood 

gases prior to use of benzodiazepines. 

Oxazepam, lorazepam, and 

temazepam have fewer respiratory 

depressant effects. 

Buspirone, zolpidem, and zaleplon are 

thought to be safe. 



 

Psychopharmacology in Pulmonary Disease 

 

 

 In general, pharmacological treatment of psychiatric disorders such 

as depression, anxiety, and psychosis in this population is similar to 

that in other patient populations. 



Benzodiazepines 

- Can significantly reduce the ventilatory response to hypoxia. 

 

-This may precipitate respiratory failure in a patient with 

     marginal respiratory reserve and contraindicates their   

     use in patients with carbon dioxide retention.  

 

-Benzodiazepines are not contraindicated for use in all 

patients with COPD and asthma. 



Benzodiazepines 

-In elderly patients, shorter-acting benzodiazepines with no 

active metabolites, such as lorazepam and oxazepam, are 

preferred. 

 

-Buspirone does not adversely affect pulmonary function, its 

limitations are its potency and delayed therapeutic effect. 

-Antipsychotics are safer than benzodiazepines for treating 

acute anxiety in COPD, but rarely have caused laryngeal 

dystonia. 



Antidepressants 

-Little or no effect on respiratory function.  

 

-Generally, SSRIs other than fluvoxamine have few drug interactions 

that are problematic in pulmonary patients.  

-One exception is the anti tuberculosis drug rifampin.  

 

  

- 



Antipsychotics 

 Patients with asthma and COPD are particularly susceptible to cardiac arrhythmias 

(De Bruin et al. 2003).  

 

 If antipsychotic medications are used, those most likely to cause QTc prolongation 

(ziprasidone, thioridazine) should be avoided, or the patients should be monitored.  

 

 Abrupt discontinuation of antipsychotics with significant anticholinergic activity, such 

as clozapine, may cause cholinergic rebound, impairing the effectiveness of 

anticholinergic asthma medication (Szafrański and Gmurkowski 1999). 



Antipsychotics 

 Inhaled Loxapine for the Management of Acute Agitation in Bipolar Disorder and 

Schizophrenia. 

 Inhaled loxapine is contraindicated in patients with asthma (Teva 2013). 

 In a study of inhaled loxapine in patients with asthma, 53% of subjects 

experienced symptomatic bronchospasm of mild or moderate severity. 

 



Mood Stabilizers 

 

 Carbamazepine may cause cough, dyspnea, pulmonary infiltrates, 

and idiopathic pulmonary fibrosis. 



Lithium 

 

 

 

-Most pulmonary medications do not affect lithium levels, but 

theophylline can lower lithium levels by 20% to 30%. 



 
Psychiatric side effects of common pulmonary drugs 
 



و افسردگی در بیماران مبتال به اضطراب   



Prevalence of Depression, Anxiety 
 



PHARMACOTHERAPY: 

1. • Appropriate first-line selective serotonin reuptake inhibitor (SSRI) antidepressants, to be 

discussed with a liaison psychiatrist. 

 

2. • Close monitoring  of therapeutic  effects , adverse  effects, drug-drug   interactions 

(e.g., ivacaftor ,  ivacaftor/   lumacaftor) and medical comorbidities is recommended. 

 

3. • When prescribing pharmacotherapy , consider a consult with a pharmacist for drug-

drug interactions. 



 

Special considerations for the use of psychopharmacologic agents in CF include: 

 

1. Close monitoring for the optimal dose of psychopharmacological agents since 

pharmacokinetics are altered in CF. 

2.  Dose reduction might be needed in those with renal or hepatic impairment or for drug-

drug interactions (e.g. with lumicaftor). 

3.  Dose increases might be needed in those with reduced absorption or drug-drug 

interactions. 

4.  To reduce drug-drug interactions, prescribing physicians need to be aware of all 

medications used daily, regularly cycled, or used for exacerbations. 

5.  While not usually clinically significant, QTc prolongation is more likely with citalopram than 

other SSRIs. 















Recommended medications for psychiatric 

symptoms for children/adolescents with cancer 



The End 

 Comments 

 Question and answer 

 Thank you 


