


DISCLOSURES 

-None (…other than I’m pretty new at this!) 



OBJECTIVES 

1. Provide a basic review of concepts in pharmacology 

that will help build foundation for concepts in treating 

mental health, and particularly addictions. 

2. Discuss how medications broadly treat a given mental 

health diagnosis, and review some practical clinical 

considerations. 



OVERVIEW 

1-Five minute pharmacology review 

 

2-Five minute overview of neurotransmission 

 

3-Drugs used to treat 

 - Depression 

 - Psychosis/Schizophrenia 

 - Bipolar Affective Disorder 

 - Anxiety 

 

4- Miscellaneous resources 

  

 

 





 

PHARMACOLOGY= PHARMACOKINETICS + 

PHARMACODYNAMICS 

1- Pharmacodynamics      

- What the drug does to the body 

  - Primarily through drug-receptor interactions 

2- Pharmacokinetics       

- What the body does to the drug 

- Absorption—route of administration, fed/unfed,  

- Distribution—certain drugs can cross blood-brain barrier, certain drugs 

distribute to fat 

- Metabolism—site of many drug interactions; accounts for many 

differences between people due to differences in genes encoding 

metabolic enzymes.  Impacted by liver disease. 

-  Excretion—how the drug exits the body. 

           

 



 

DRUGS AND RECEPTORS 

 
Analogous to “Lock  

          and Key” 
 

 

 

NB: Receptors exist for molecules within the body—drugs can 

elicit responses that are weaker, similar, stronger or in 

reverse of that natural molecule. 

 

 



FULL AGONIST:  WILL ACHIEVE 

MAXIMUM RESPONSE AT HIGH 

ENOUGH DOSES.  

 

PARTIAL AGONIST: WILL HAVE A 

RESPONSE, BUT NEVER PRODUCE A  

MAXIMAL RESPONSE, EVEN AT VERY 

HIGH DOSES. 

 

ANTAGONIST:  NO EFFECT 

Two parts to the “Key” (drug): 

Activity: the part of the 

molecule that produces the 

response/effect 

Affinity:  The part that binds the 

key; how strongly the key is 

attracted to the lock 

 

https://www.google.ca/imgres?imgurl=http://2.bp.blogspot.com/-nVH-KzlzUKc/T7k_IecSkjI/AAAAAAAADS4/fUe9dbP6ukw/s1600/reverse.png&imgrefurl=http://introductionpharmacology.blogspot.com/2012/05/inverse-agonist.html&h=284&w=453&tbnid=AanlTCAVNw7y_M:&docid=QPQmIZNJhV9xwM&ei=m22FVpqTCMvxesT1tZAJ&tbm=isch&ved=0ahUKEwjazNGd14bKAhXLuB4KHcR6DZI4ZBAzCDIoLzAv




“HOW DOES TYLENOL KNOW TO WORK IN MY HEAD?” 

-Drugs will bind with all receptors they have an affinity for 

-Where drugs work depends on where the receptors are 

-Many drugs, especially at high doses, will act on several 

types of receptors  

-The response at each of these receptors may be 

different (agonist at one receptor, antagonist at 

another)  

 



“SIDE EFFECTS” AKA ADVERSE DRUG EFFECT 

Responses other than the desired response. 

Depends on what we desire! 

 Older antidepressants make us drowsy—so now we use these at low 
doses as sleeping pills! 

 

Can result from the drug acting receptors other than their target 

  

Can result from the drug acting on the same receptor at different 
locations: 

 Ie- SSRIs—act on serotonin in the brain for depression, but also act on 
serotonin receptors in the gut causing nausea, vomitting, diarrhea 
etc… 
 



PHARMACOKINETICS 

Half Life 

-Period of time required for 
the concentration or 

amount of drug in the body 
to be reduced by one-half.  

- Impacts duration of action 
and dosing frequency 

• -Very important when talking 
about drugs of abuse and 
replacement  treatments (stay 
tuned!) 

Route of 
administration 

How a drug gets into the 
body impacts the peak of 

the drug in the body—
both how high and how 

quickly 

Route of administration 
is important in the 

use/abuse liability of 
many substances. 





CAN I CRUSH IT? 

- Extended release formulations (usually denoted 

as CR, SR, XR, XL) are designed to effectively 

increase the half-life of the drug so that it acts 

over a longer time (and doesn’t require 

multiple doses in a day).  These products 

CANNOT be crushed, split, chewed etc… 



PHARMACOLOGY SUMMARY 

-Drugs exert their effects through their interactions with 

receptors 

-Their effect depends on whether they fully or partially 

activate it (agonists), or block the effects (antagonist) 

-Side effects are extensions of the interaction between 

drugs and receptors. 

-The relationship between drugs , half life and route of 

administration and the level of drug in the body is 

complex and impacts dosing both therapeutics and 

addiction. 





THE BRAIN 

These neurons form complex PATHWAYS that 
are responsible for our thoughts, feelings and 

ultimately actions.   

Chemicals called NEUROTRANSMITTERS are 
responsible for communicating between cells 

over the synapse 

Neurons make contact with each other at gaps 
called SYNAPSES 

-Made up of billions of cells, primarily 
NEURONS 





SYNAPTIC TRANSMISSION 



NEUROTRANSMITTERS: THE BIG 5 

- Serotonin (5-HT) 

- Norepinephrine (NE) aka noradrenaline 

- Dopamine (DA) 

- GABA 

- Glutamate 
 





GABA:  Primary inhibitory 

neurotransmitter 

 

Glutamate: Primary excitatory 

neurotransmitter 
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DRUG NAMES: BRAND VS GENERIC 

Medications use two names:  Brand (eg-Prozac©) and generic (eg-

fluoxetine).   

Once patent of brand medication expires, other manufacturers can produce 

and sell.   

 Demonstrated ‘bioequivalence’; generic does not imply inferiority 

Generic name preferred clinically, but patients often know only by brand. 

Will automatically be given generic at community pharmacy unless brand 

requested (patient pays difference) or doctor handwrites ‘no sub’ for 

clinical reasons. 



DEPRESSIVE DISORDERS 
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“SIGECAPS”:  

S- Sleep Disturbance 

I- Interest (loss of) 

G-Guilt and/or low self esteem 

E-Energy (low; fatigue) 

C- Concentration (poor; forgetful) 

A- Appetite changes (increase or  decrease) 

P- Psychomotor Changes  (agitation or slowing) 

S- Suicide (thoughts of death or suicide) 

 

DEPRESSION 



THEORIES OF DEPRESSION 

Monoamine Theory 

Neuroendocrine 

Neuroplasticity 

 

Others 



CLASSES OF ANTIDEPRESSANTS 

MAOI 

SNRI 

TCA SSRI 

Other 



WHICH ONES ARE BEST? 

-All have a moderate effect size 

-All appear to be equally efficacious, 

Choosing medications is a 

balance of considering the 

benefits of the medications, 

weighed against the potential 

and actual risks—made 

between the patient and 

healthcare professional. 
 

 

 

Weighing of risk/benefit has 

to take into account patients’ 

goals, values and 

preferences.   



TCAS (TRICYCLIC ANTIDEPRESSANTS) 

• Unclear, but known to act on monoamines 
(histamine, serotonin, norepinephrine, 
dopamine) as well as down regulation of 
adrenergic receptors. 

Mechanism of Action 

•Amitriptyline, doxepin, nortriptyline, 
imipramine, clomipramine 

Examples 

•Cardiac rhythm abnormalities 

•“Anticholinergic” effects (dry mouth, sedation, urinary 
retention, blurred vision, sweating)-caution in elderly! 

•Can be fatal in even small quantities 

 

Side effects 

Other Uses: 

Migraine prophylaxis, insomnia/sleep disturbances, analgesia, enuresis, OCD, 
Anxiety 

Place in therapy:  

 Use limited to second line due to tolerability/side effects.   

Helpful when other indications exist 



“OFF LABEL” 

- Non-approved indications 

- Not approved by regulatory bodies (ie FDA, Health Canada). 

- Can sometimes reflect paucity of evidence 

- May also reflect a generally well-accepted, well-researched treatment that has 

not been submitted for approval (ie-medication that is generic) 

 

- Prescribers more vulnerable for this orders/prescriptions. 

 

- Uses in this presentation may reflect official indications, as well as off label uses.  



SELECTIVE SEROTONIN REUPTAKE INHIBITOR (SSRIS) 

• Block (antagonize) the receptor responsible for taking the 
serotonin out of the synaptic cleft back into the neuron, thus 
increasing serotonin’s effect. 

Mechanism 
of Action 

• fluoxetine (PROZAC); paroxetine (PAXIL); sertraline 
(ZOLOFT); Citalopram (CELEXA); escitalopram 
(CIPRALEX) 

Examples 

•GI upset:  

•Dry Mouth 

•Sexual dysfunction* 

•Discontinuation syndrome 

Side effects 

Other Uses: 

Premenstrual dysphoric disorder, pain indications, menopausal 
symptoms, Bulimia, body dysmorphic disorder. 

Place in therapy: 

First line treatment—good efficacy with much better safety profile 
compared to TCAs/MAOis.  



SNRIS (SEROTONIN NOREPINEPHRINE REUPTAKE INHIBITORS) 

•Block (antagonize) the receptor responsible for taking the serotonin and 
norepinephrine (at higher doses) out of the synaptic cleft back into the neuron, 
thus increasing serotonin and norepinephrine’s effect. 

Mechanism of 
Action 

•Venlafaxine (EFFEXOR); duloxetine (CYMBALTA); 
desvenlafaxine (PRISTIQ) 

Examples 

•Increased Blood Pressure 

•GI upset:  

•Dry Mouth 

•Sexual dysfunction* 

•Discontinuation syndrome 

Side effects 

Other uses: 

Pain (peripheral neuropathy/fibromyalgia; migraines); stress-induced urinary incontinence, 
menopausal sx 

Place in therapy: 

First line therapy—safer than older treatments. Some evidence suggests may have faster 
onset, increased energy and higher remission rates than other classes of antidepressants. 

Especially useful when pain/somatic symptoms present. 

 



MAOIS (MONOAMINE OXIDASE INHIBITOR) 

• Blocks (antagonizes) the effects of the enzyme that breaks 
down monoamines (serotonin, norepinephrine and dopamine), 
thus increasing their effect. 

Mechanism 
of Action 

•  Moclobemide (Reversible); Isocarboxazid, tranylcypromine, 
phenelzine (Irrerversible) 

Examples 

• Headache, GI sx; wt gain, orthostatic hypotension 

• Hypertensive crisis requiring dietary restrictions 
(foods high in tyramine) for irreversible agents 

Side effects 

Other uses: 

 ‘MDD unresponsive to other antidepressants’ 

Place in therapy: 

Due to dietary restrictions, irreversible generally considered last line.   



OTHER ANTIDEPRESSANTS 

• Norepinephrine Dopamine Reuptake Inhibitor. 

• Other uses: smoking cessation, ADHD, SSRI induced sex dysfunction. 

• Caution: seizures (contraindicated with eating disorders) 

• May worsen psychosis 

Bupropion 
(WELLBUTRIN/ 

ZYBAN) 

• Third line due to ++ sedation at high antidepressant doses 

• Used now primarily in low doses as a sleep aid. 
Trazodone 

• Result in increased release of norepinephrine and serotonin 

• Other uses: akathisia, pervasive development disorder 

• May be useful add on w/ SSRI-induced sexual dysfunction or with ‘poop-
out syndrome’; possible faster onset of action than other 
antidepressants? 

• Sedating (given at night); increased appetite/wt gain. 

• ?Negative symptoms of schizophrenia 

Mirtazapine 



THERAPEUTIC LAG 

-Can take 4-6 weeks before a significant impact on mood is noted. 

 - related to changes that occur downstream of increases in the relevant 

neurotransmitters  

 -Important that patients are aware that a fair trial of medication can take 

time 

 -If little/no improvement after several weeks, fair to end trial early. 

-Appetite, energy, motivation, sleep all improve before mood. 

-If NO improvement in first couple weeks, may consider discontinuing trial 

early. 

 

NB: May see increase in restlessness/agitation prior to 

change in core symptoms 



SUICIDE RISK? 

-Can be associated with initial restlessness/agitation prior to 

improvement in core symptoms. 

- Suicidal ideation and attempts (NOT completed suicides) are 

increased by antidepressants in people under the age of 24 

(compared to placebo). No difference seen in those aged 24–65 

and a decrease in these phenomena in those over the age of 65 

 

- Frequent monitoring recommended none-the-less. 

 

 



SPECIAL POPULATIONS  

P R E G N A N C Y  

- Initially some data 
linking to some adverse 
outcomes, such as 
congenital heart defects 

- More recent data 
suggests rare and small 
increase 

- Need to balance against 
risks to child and mother 
with untreated 
depression  

 

 

 

 
 

 

A D O L E S C E N C E  

Fluoxetine and 

citalopram are first 

line. 

Monitor for possible 

emergence of 

new/worsening 

suicidal ideation. 



-Symptoms: “FINISH” 

 F-Flu 

 I- Insomnia 

 N- nausea 

 I- imbalance 

 S- sensory 
disturbances 

 H- Hyperactivity 

Can occur 1-7 days after 
discontinuation/dose decrease 

 Attributed to rapid decrease in 
serotonin availability 

Related to half-life of medicaiton 
(worse with paroxetine (PAXIL) and 
venlafaxine (EFFEXOR) who have 
short half lives---can occur with a 
single missed dose. 

Requires slow titration /cross 
titration of medication 

 

DISCONTINUATION SYNDROME 



HOW LONG TO TREAT? 
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TREATMENT DURATION 

- Individualized decision 

- Continued therapy with all classes of ADs has been 

shown to significantly reduce risk of relapse. 

- Risk factors for relapse:  family history, ‘double 

depression’,  long duration of episodes, onset at age > 

60,  poor symptom control, comorbid anxiety or 

substance use disorder 

 

 



SEXUAL DYSFUNCTION  

Decreased libido, inability to achieve orgasm, obtain or sustain an 

erection 

Reason for discontinuation of medication 

Does not appear to spontaneously resolve. 

May respond to: 

 -decrease in dose 

 -drug holiday 

 -Viagra 

 -addition of bupropion or mirtazapine 

-Paroxetine and fluoxetine appear to be the worst; 



SEROTONIN SYNDROME 

Reaction caused by condition of excess 
serotonin in body 

 

signs and symptoms: 
confusion, mental status changes, diarrhea, tremor, 

myoclonus 

Drugs that increase serotonin levels: 
Antidepressants    - L-tryptophan        - meperidine 

Amphetamines      - Lithium                dextromethorphan 
 

 

NOTE:  Despite black box warning, triptans for 
migraine CAN be used with antidepressants. 

 

 



DRUG INTERACTIONS 

Stay tuned! 







SCHIZOPHRENIA 



SCHIZOPHRENIA V PSYCHOSIS? 

Psychosis is a predominate feature of schizophrenia, but the two are 

NOT synonymous. 

Psychosis:  loss of contact with reality 

 -  Symptoms include delusions  and hallucinations 

Psychosis can occur with: 

- Depression, mania or PTSD 

- Use of drugs/medications (esp stimulants) or withdrawal of substances 

- Other conditions (head injuries, post-stroke, post-partum, dementia) 
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DOPAMINERGIC 

PATHWAYS 



First Generation 

Antipsychotics 

Second Generation 

Antipsychotics 

AKA Typical, FGA Atypical, SGA 

MOA Dopamine (D2 ) antagonism Dopaminergic (D2) and 

serotonergic (5HT2A) antagonism. 

Efficacy Positive symptoms Positive symptoms 

??Negative/cognitive 
        **suggested, but little evidence to support 

Side effect 

profile 

-EPS, pseudoparkinsonism and 

hyperprolactinemia 

-Risk of tardive dyskinesia with 

long term use. 

Less EPS 

Weight gain and metabolic 

syndrome 

Cost Generally cheaper Generally more expensive 

Examples: Flupentixol, fluphenazine, 

haloperidol (HALDOL), 

zuclopenthixol (CLOPIXOL), 

chlorpromazine, perphenazine 

Clozapine, risperidone, olanzapine 

(ZYPREXA), quetiapine 

(SEROQUEL), ziprasidone 

(ZELDOX), aripiprazole (ABILIFY), 

asenapine (SAPHRIS), lurasidone 

(LATUDA) 



DOPAMINE HYPOTHESIS OF SCHIZOPHRENIA 



CLOZAPINE 

Most effective antipsychotic available– especially in treatment 

resistance, aggression or risk of suicide. 

Monitoring system in place for agranulocytosis (decrease in WBC that 

can cause fatal infections).  Ensures patient receiving regular blood 

work (Red, Yellow, Green system).   

Very sedating and constipating!! 

Funding through Special Drugs Program—specifies that drug must be 

dispensed through hospital pharmacy. 

Discharge planning requires ensuring follow-up and coordination with 

monitoring system (GenCan or Clozaril) 

GenCan User Guide available 

at:https://www.gencan.ca/eBinder/index.html 

 

Requires retitration with 3+missed days 

 

 





NEUROLEPTIC MALIGNANT SYNDROME 

Rare idiosyncratic reaction to neuroleptics (antipsychotic) 

 

Signs and symptoms: 
 muscular rigidity, increased CPK 
 tachycardia 
 hyperthermia 
 altered consciousness 
 autonomic dysfunction 
 

Risk factors: 
 organic brain syndromes; mood disorders 
 dehydration, exhaustion, agitation 

 
 

 

 

 

 



ANTIPSYCHOTICS AND EXTRAPYRAMIDAL 

SYMPTOMS 



AKATHISIA 

-Restlessness, pacing, fidgeting, subjective jitteriness 

-Resembles psychotic agitation, agitated depression. 

 - May lead to an INCREASE in drug, worsening the akathisia 

-Can occur with many drugs, including antidepressants, but particularly problematic with 
antipsychotics. 

 

Management: 

-Lower the dose if possible 

-Change to another drug (atypical where possible) 

-Adjunctive medication 

 -Propranolol 

 -Benztropine 

 -Benzodiazepines 



TARDIVE DYSKINESIA 
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METABOLIC SYNDROME 







CLINICAL INTERVENTION TO PREVENT 

DETERIORATION 

• Reduce the duration of untreated psychosis Treat early 

• Aim for full remission of psychotic symptoms. 
Treat 

effectively 

• Combine medication with cognitive 
behavioural or other therapies to optimize 
psychosocial outcome. 

• Use job coaching, cognitive remediation, or 
other strategies to achieve and maintain a full 
functional recovery.   

Treat 
extensively 



LONG ACTING INJECTABLE ANTIPSYCHOTICS 
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MEDICATIONS THAT CAN CAUSE PSYCHOSIS 

ADHD stimulants 

Adrenergic agents 

Anticholinergic Medications (including 

Antihistamines, Gravol) 

Antiinfective Agents 

 Antimalarials 

 Antibiotics 

 Antitubercular agents 

Benzodiazepines 

Corticosteroids 

Dextromethorphan  

Digoxin  

Dopamine Agonist /partial agonist* 

Heavy metal Poisoning 

Ketamine  

Phenytoin (Dilantin) 

Opioids 

Organophosphates 

St John's Wort 

Thyroid hormone 

 



SOME OTHER USES FOR ANTIPSYCHOTICS 

Sleep 

Adjunct to 
antidepressant 

Anxiety 

OCD PTSD 

Personality 
Disorders 

Symptoms of 
dementia 



BIPOLAR AFFECTIVE DISORDER (BAD) 

https://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiGwM_KgYfKAhWGOj4KHQFbA5cQjRwIBw&url=https://cherished79.wordpress.com/&psig=AFQjCNH9zZhexXy5_tM-oyXNVgK_VD6rpA&ust=1451682532086901












MOOD STABILIZERS 

Lithium Anticonvulsants 

Atypical  

Antipsychotics 



• Patients generally 
spend more time in 
depressed phase 
than manic phase 

• First episodes are 
nearly always 
depressive 

• Patients often have 
difficulty reporting 
past 
manic/hypomanic 
episodes 

• Can take years for 
proper diagnoses 

Bipolar Depression 

•Early age of onset                                              

•Hypersomnia 

•Psychomotor slowing 

•Bipolar family history 

•History of recurrent 
brief depressive 
episodes 

•Severe anhedonia 

•Postpartum mood 
changes 

•Pharmacologically 
induced mania or 
hypomania 
 

 

Clues it could be 
bipolar depression 

 

•Lithium is only 
agent shown to 
reduce suicidality 

•Lamotrigine good 
option only if mania 
not frequently 
present 

•Avoid use of 
antidepressants 
(esp TCAs) without 
mood stabilizer 
(can cause ‘flip’ 
into mania) 

Treatment 
considerations 



 

•feelings of extreme and intense 
happiness – feeling excessively 'high' 

• increased irritability and aggression. 

• increased confidence and self-
esteem. 

•a reduced need for sleep. 

• increased talkativeness and talking 
very fast. 

•feeling full of ideas and racing 
thoughts. 

•risky behaviour, such as going on a 
spending spree 

• increased sexual desire and 
decreased inhibitions 

•poor judgement 

Signs and 
Symptoms 

Of Mania 

• Duration of illness 
(3 v 7 days) 

• Impact on social 
and occupational 
functioning (as a 
measure of 
intensity of 
symptoms) 

 

Hypomania v Mania? 





LITHIUM 

- “Gold Standard” 

- Exact mechanism unknown, but appears to act through a 

multitude of actions, including on serotoninergic and 

dopaminergic pathways. 

- Has ‘narrow therapeutic window’, so must be carefully monitored. 

 





Lithium Monitoring: 

Generally 0.6-1.0 

Target lower with elderly  

Draw 12 hours post-dose. 

Monitor frequently when initiated, dose changes, or changes to other 

medications. 

 





ANTICONVULSANTS 

Mechanism of action poorly understood, but  known to enhance GABA and reduce glutamate, 

as well as several other functions that are completely understood.  

All have multiple drug interactions! 

 

1. Divalproex (EPIVAL)/Valproic  Acid (DEPAKENE) 

 Side effects: GI (nausea, diarrhea, vomiting), headachehair loss, wt gain,  

 sedation, menstrual disturbances, increase in LFTs 

 Divalproex formulated to be easier on stomach (?) 

2. Carbamazepine (TEGRETOL): 

 Side Effects: Drowsiness/dizziness, ataxia, rash, agranulocytosis, tremor 

 Can decrease effectiveness of oral contraceptives! 

3- Lamotrigine (LAMITCAL): 

 Side Effects:  dizziness, GI effects,  

 RASH—can be very serious!  Highest risk when start/restart at high doses. 

          Need to start lo w and go slow (and go back down if missed doses) 



BIPOLAR DISORDER AND PREGNANCY  

- Symptoms emerge during childbearing years. 

- Lithium and anticonvulsants are all possible 

teratogens 

- Valproic acid/divalproex appear to be the most likely 

to lead to negative outcomes. 

- Must be balanced against risk of untreated illness, 

which has negative fetal outcomes. 

- NB: Carbamazepine can reduced effectiveness of oral 

contraceptives. 

- Due to changes in pharmacokinetics during 

pregnancy, higher doses may be required, and 

increased monitoring necessary. 



DRUGS AND PREGNANCY/BREASTFEEDING 

Mother Risk (Sick Kids): 

http://www.motherisk.org/ 

          Phone line that anyone can call for information 

 

Mother to Baby (Organization of Teratology Information Specialists): 

http://www.mothertobaby.org/              

                Good source for medication patient information leaflets specifically in 

pregnancy 

 

 

http://www.motherisk.org/
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ANXIETY 



ANXIETY 

-SSRIs are first line  

  -NB: activation/stimulation 

-Benzodiazepines are not a great 

option—may be used short term to 

bridge. 



BENZODIAZEPINES 

Potentiate effects of GABA 

Cause tolerance and dependence (in everyone) and can lead to addiction (in some) 

Limit use (short term, as needed use where possible), make sure patients aware of 

potential for dependence. 

Sudden withdrawal can lead to seizures and other selequae 

Similar to EtOH—why used in CIWA protocol.  Likely best to avoid in patient who have 

hx of EtOH use d/o. 

Half-life: long acting v short acting. 

Sublingual—rapid onset for panic attacks.  

Can be useful in bridging to SSRI impact (NB therapeutic lag) 
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ADHD 

IR v SR formulations  

 SR only in hx of addiction 

Caution w/ hx of psychosis (indirect actions on DA) 







HERBAL/’NATURAL’ PRODUCTS 

- St John’s Wort 

- Omega Fatty Acids 

- SAMe 





ADHERENCE 

Interventions: 

Weekly/daily dispense 

Community of care with community RPh 

Blister packaging 

Simplification of regimen 

Long acting injectables 



Reasons for non-adherence: 

- Fear of side effects 

- Experience side effects 

- Lack of perceived benefit 

- Unintentional (Forgets/misunderstands instructions) 

- Cost 

- ‘Experimenting’ with medication 

- Substance use (fear of interactions, forget to use) 





ABBREVIATIONS USED IN MEDICATION ORDERING 

Daily (Should NO longer use QD, OD) 

BID= twice a day 

TID= three times a day 

QID= Four times a day 

PRN= as needed 

UD= as directed 

PO= by mouth 

QHS/HS= at night/at bedtime 

CC= with meals 

QAM= in the morning 

QXH= every X hours 

QXD=every X days 

X/7  = X days 

X/52= X weeks 

X/12= X months 

EOD= every other day 

 

 



ISSUES IN MEDICATION COVERAGE 

Ontario Drug Benefit (ODB) 

Formulary found on line 

(https://www.healthinfo.moh.gov.on.ca/formulary/) 

Some medications only covered with Limited Use (‘LU’) 

code. Ie- zopiclone, PPIs,  

Others require more advanced processes (“Exceptional 

Access Program”, or EAP; formerly Section 8) ie– 

Naltrexone, acamprosate, clopixol. 
 



PATIENT INFORMATION RESOURCES 

 

Hawkesbay Patient Leaflets: 

http://www.hawkesbay.health.nz/page/pageid/2145876909/Patient_Medication

_Information_Leaflets 

 Look under psychiatric medication section.  Great 1 pagers, clear explanations--

particularly for side effects 

CAMH: 

http://www.camh.ca/en/hospital/health_information/a_z_mental_health_and_a

ddiction_information/Pages/default.aspx 

 Lots of great patient information on medications, substances, and diagnoses, 

including concurrent disorders.   

Patient.co.uk: http://patient.info/ 

 

 

 

http://www.hawkesbay.health.nz/page/pageid/2145876909/Patient_Medication_Information_Leaflets
http://www.hawkesbay.health.nz/page/pageid/2145876909/Patient_Medication_Information_Leaflets
http://www.camh.ca/en/hospital/health_information/a_z_mental_health_and_addiction_information/Pages/default.aspx
http://www.camh.ca/en/hospital/health_information/a_z_mental_health_and_addiction_information/Pages/default.aspx
https://mail.stjosham.on.ca/owa/redir.aspx?SURL=8DW3aIg_0xTj2Wphkuyk8_-ugZ1T2wYaftbe9jE1HIU5QbluNRXTCGgAdAB0AHAAOgAvAC8AcABhAHQAaQBlAG4AdAAuAGkAbgBmAG8ALwA.&URL=http://patient.info/


PATIENT/MEDICATION SAFETY RESOURCES 

Safer Healthcare Now! 

http://www.saferhealthcarenow.ca/EN/Pages/default.aspx 

Institute for Safe Medication Practices (ISMP): 

https://www.ismp-canada.org/index.htm 

Health Canada Med Effect: 

http://www.hc-sc.gc.ca/dhp-mps/medeff/cmirps-scdpim-eng.php 

SafeMedicationUse.ca 

https://www.safemedicationuse.ca/ 
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https://www.ismp-canada.org/index.htm
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MEDICATION INCIDENT REPORTING 

What to report? 

 Errors, near-misses, suspected adverse reactions 

Why report? 

 Collect information about new drugs in large population; help improve systems 

Who can report? 

 ANYONE!  Physicians, pharmacists, team members, patients, social workers! 

• Where to report? 
 

 



NEXT TIME…  

1. Medications used to treat addiction (Methadone, 

Suboxone, naltexone, acamprosate, symptomatic tx of 

withdrawal syndromes,  

2. Interactions between street drugs and medications; 

other select topics as decided by you. 

 

Feel free to email specific questions/topics you would 

like to see covered.   


