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Disclosures

I have nothing to disclose

Objectives

• Evaluate and support a suicidal patient who is not 
at imminent risk to themselves
• Recognize and manage antidepressant side effects 

and the discontinuation syndrome
• Recognize and begin treatment for psychotic 

depression
• Recognize and begin treatment for mania

“Each way to suicide is its own: intensely private, 
unknowable, and terrible.  Suicide will have seemed 
to its perpetrator the last and best of bad 
possibilities, and any attempt by the living to chart 
this final terrain of life can be only a sketch, 
maddeningly incomplete.” 

Kay Redfield Jamison
Night Falls Fast: Understanding Suicide.
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How to have the conversation 
with patients

Many times when people feel [depressed / anxious], 
they also have thoughts about not wanting to be 
alive any more.  
-Have you ever wished you were dead?  
-Have you ever thought about killing yourself?

-When did you last have these thoughts?
-How often do you think about it?
-When you think about killing yourself, how long do 
the thoughts stick around?

Progression of Assessment

Suicidal Plan?

- What have you thought about doing to end your 
life?

- Do you ever imagine how you would do it?

If no answer, inquire: 
Have you thought about taking an overdose of 
pills or using a gun?…Or something else?

Preparations & Means

-What kinds of preparations have you made for 
ending your life?” (e.g. arrangements to give away 
treasured items, suicide note, collecting means, etc)

- Do you have ______ at home? (planned means )     
…do you have [pills, a rope…] at home?”

• (Always Ask):  “Do you have access to a firearm?”
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Intent

- Do you think you will follow through with the plan 
to end your life?  (If so) When?

- Likert Scale: On a scale of 1 to 10, how strong is 
your intent to kill yourself in the next month?

Questions to help build hope

• What do you hope will happen by sharing these 
thoughts with me?
• What keeps you going?  What has kept you from 

acting on these thoughts so far?

Assessing Suicidality: Process

• Give the pt plenty of time to respond
• Observe body language – tears, looking 

away…
• Consider refusal to answer as a positive 

screen
• If we don’t ask, most patients won’t tell 

us.  Asking does not increase suicidal 
thoughts.

Determining interventions
Risk Level Suicidality Possible Interventions

High • Persistent ideation
• Suicidal plan
• Strong intent OR 

suicidal rehearsal

Admission generally indicated unless 
a significant change reduces risk

Moderate • Suicidal ideation
• Suicidal plan
• No intent or 

preparations

Admission may be necessary. 
Develop safety plan. 
Treatment of mental health disorder
Close follow-up
Give emergency numbers

Low • Suicidal ideation
• No plan, intent or 

preparations

Treatment of mental health disorder.
Give emergency numbers
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If unsure…  get more info
Family/friends of patients
Collateral sources of info (therapist, etc.)
Consultation with colleagues

Document:
Thought Process used in Decision-Making
That you considered risks and benefits of 

proposed plan and alternatives
Any involvement of other people

Outpatient Management of SI

• Do not rely on “contracts for safety” or “no self-harm 
contracts”
• creates an unrealistic sense of security on our part
• pts may agree to please you, or sincerely agree but 

their feelings may change over time, or they may act on 
impulse
• Instead….SAFETY PLAN allying with the part of them 

that wants to live, while also acknowledging the distress 
that they have been experiencing

Safety plan
• Warning signs that I may be unsafe
• Coping skills to distract from suicidal  thoughts
• Friends/family to call to distract from suicidal 

thoughts
• Friends/family People to call for help
• Professional Crisis #s
• Plan to limit access to lethal means

• (remove firearms/pills; prescribe less toxic meds)
• Consider a trusted person to safeguard/dispense 

meds

• Engage supportive other people
• Involve family, friends to stay w/pt or check on 

them
• Use suicide hotlines, religious organizations



4/6/18

5

Managing SSRI Side Effects Acute side effects of SSRIs

nausea, reduced appetite, diarrhea
excessive sweating, tremor 
headaches, dizziness
insomnia, sedation
anxiety, agitation
suicidal thinking (age <25)

Acute side effects

• New or worsened suicidality – stop the med
• Anticipatory guidance and reassurance
• Take with food if GI side effects
• Switch to bedtime if somnolence
• If intolerable, restart at lower dose
• If intolerable at lowest pill dose, use liquid 

formulations (ex escitalopram 1mg) and go slow
• Can consider treating agitation or worsened panic 

with low-dose standing clonazepam for a couple of 
weeks if unable to get traction even with low dose

Chronic Side Effects of SSRIs/SNRIs

- weight gain (5-20%)
- sexual dysfunction(30-40%)
- emotional numbing or apathy
- “meds stop working”
- sweating
- sleep disturbance 
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Weight gain (SSRI/SNRIs)

- common cause of noncompliance, and many patients would 
rather stay depressed than gain weight

- generally occurs slowly and after several months (with 
mirtazapine, can be more rapid)

- Lower the dose
- Switch meds, even within class
• Reason to start with bupropion for depression if no 

comorbid anxiety

Sexual side effects of SSRI/SNRIs

• Serotonergic drugs – 10% spontaneous report, ~55% on 
questionnaire
• Libido, arousal (erectile dysfunction / lubrication), delayed 

orgasm or anorgasmia
• New or old
• r/o other causes
• Wait for tolerance to develop (4-6 weeks).
• Drug-holidays (take medication Sun – Thurs)
• ? Reduce antidepressant dose.
• Switch drugs (even within class). 
• Addition of bupropion XL 150 mg can help with libido. 
• Phosphodiesterase inhibitors for erectile dysfunction. 
• Use bupropion or mirtazapine instead. 

Emotional Blunting (“Zombie” Feeling)

To Treat Emotional Blunting
What is it?
After several weeks to months, pt’s may experience behavioral apathy, less 
alertness, motivation, and fewer pleasurable feelings. Patients deny recurrence 
of depression but have lost emotional range (e.g., crying or excitement)

Treatment:
• Cautiously try lowering the dose of the antidepressant (often a SSRI)
• Consider switching to a non-SSRI antidepressant

(adapted from slide by Dr. Owen Wolkowitz, 2017)

Tachyphylaxis (SSRI “poop-out”)

To Treat Tachyphylaxis

Ddx?
• Worsening underlying depression
• Altered sleep habits or inactivity
• Increased life stress
• Med non-adherence
• Loss of drug effectiveness

Treatment:
• Try increasing the dose first
• Try switching to another antidepressant (often works, but risk losing 

whatever benefit remains with the current drug)

(slide adapted from slide by Dr. Owen Wolkowitz 2017)
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Other

Nightsweats or excessive daytime sweating
- wait for tolerance
- minimize dose
- anticholinergic meds - benztropine, 

glycopyrrolate (peripheral antichol., 1-2mg)

Insomnia – dose in morning, add insomnia med (see 
anxiety talk), pick a sedating antidepressant

Relative activation vs. Sedation* 

*based on clinical experience, not clinically derived head-to-head data
**higher dosage is less sedating

Activating [psychostimulants]
Bupropion
Fluoxetine

Neutral or mixed Sertraline
Venlafaxine
Duloxetine

Slightly sedating
Escitalopram
Citalopram

Sedating Paroxetine
Fluvoxamine
Tricyclic antidepressants

Strongly 
sedating

Trazodone
Mirtazapine**

Case

• 33 yo woman, first episode of major depression 
remitted after 8 weeks on escitalopram 20mg.  At 
the visit when you document remission, you 
counsel her on the importance of continuing the 
medication for 6-12 months from this point to 
prevent recurrence of depression, and ask if she 
has any concerns about this.   She says no. You 
reinforce the importance of not stopping the 
medication suddenly due to risk of discontinuation 
syndrome. She returns to clinic 9 months later and 
you decide together that it is time to try stopping 
the medicine. 

You:
1) Tell her to stop the medication.
2)  Tell her to reduce the medication to 10mg for a 
week, then 5mg for a week, then stop.
3) Tell her to reduce the medication to 10mg for a 
month, then 5 mg for a month then stop.



4/6/18

8

SSRI/SNRI Discontinuation 
Syndrome 
• Occurs with SSRIs, SNRIs taken for more than 4 weeks
• Common in setting of missing doses, stopping abruptly, or 

less commonly, reducing the dose
• If stop abruptly – present in 14% (fluoxetine), 60% 

(sertraline), 66% (paroxetine) of people. (Rosenbaum et al 
1998)

• Timing – sudden onset, usually within 2 days of stopping, 
uncommon >1 week

• Duration – lasts ~5 days (range 1 day to 3 weeks)
• Resolve fully within 24 hours if original antidepressant is 

restarted, or sometimes if a pharmacologically similar one is 
started

SSRI/SNRI discontinuation 
syndrome 
Symptoms – dizziness, lethargy, headache, agitation, 
sleep disturbance, GI symptoms.  Sensations like 
electric shocks or feeling brief bursts of dizziness 
when moving head. 

Paroxetine and venlafaxine – highest risk of more 
severe discontinuation syndrome

(Haddad and Anderson, 2007)

Beyond the Evidence – prevention 
of discontinuation syndrome
• 1 RCT (n=28)– tapering over 14 days no better than 

tapering over 3 days (Tint et al 2007)

• Tapering is recommended

• Somewhere between 4 weeks and 3 months 

• Longer-side if on higher dose antidepressant, h/o 

discontinuation syndrome, on paroxetine or 

venlafaxine

• If patient develops symptoms, go back to the 

previous dose and wait longer before resuming 

taper

(Haddad and Anderson, 2007)

Tips and Tricks – preventing 
discontinuation syndrome
• Slow taper at the end if patient has had symptoms with 

dose reduction.
• Can use liquid formulations to slow taper at end 

(SSRIs), or open venlafaxine XR capsules and discard 
some of the beads to slow the end of the taper if 
someone has severe symptoms after stopping lowest 
dose.
• If still has severe symptoms despite very gradual taper, 

can give patient ~3 doses of fluoxetine 20mg that will 
then self-taper over several weeks 
• Fluoxetine – good medication for someone who has 

trouble with adherence (half-life  of active metabolite is 
7-15 days)
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If there is a withdrawal symptoms, 
does that mean that SSRIs are 
addictive?
1) Yes
2) No

Patient counseling

• “Addiction” – causes negative effects in your life, 
withdrawal syndrome, cravings, and high likelihood 
of relapse on the drug.  

• Discontinuation syndrome - The same way that 
when you start the medication some people have 
early side effects that go away once their brain 
adjusts, when you stop the medication, the brain 
needs time to adjust to not having the medication.

Case 2

Ms. P is a 55 yo woman with a history of HTN and 
recurrent major depression who you know well.  She 
has been in a major depressive episode for 3 months.  
3 weeks ago you increased her sertraline from 100 to 
150mg daily. She comes in a week earlier than 
planned for follow-up and says that she has recently 
started hearing voices.  The earliest available 
psychiatry appointment is in 8 weeks.

After you take a deep breath,

• What else do you want to know about the voices?
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Evaluation of AH

- How many voices do you hear?  Can you tell if it is a 
man or a woman? Can you tell me what kinds of things 
the voice(s) say?  

- Does the voice ever tell you to do anything?
- Does it ever threaten to harm you or someone else?
- Frequency / Duration - How often are you hearing the 

voice? 
- Emotional / Behavioral response - How do you feel 

when the voice speaks?  What do you do when you 
hear the voice?

- Attribution - Any sense of who the voice might be?  Is it 
trying to help you or hurt you?  How sure are you that 
this is the case?

Ms. P

“I hear one voice.  It is a man’s voice --- not sure who 
he is. He talks to me, saying mean things, like ‘see, 
you’re no good at anything.’  ‘What did you think 
would happen?’  He’s never told me to do anything 
or threatened anyone.  I hear it mainly when I’m 
alone and not doing something.  It’s really 
discouraging to hear him talk.  I try to keep busy or 
be around other people because that seems to help.  
I don’t recognize the voice at all.”
“It’s probably a problem with my brain, like my 
depression. It really makes me feel like I’m going 
crazy though.”

New onset CAH to kill self without 
insight
= psychiatric emergency 

Differential Diagnosis of 
Psychosis
• Primary psychotic disorder (schizophrenia, 

schizoaffective disorder, delusional disorder; brief 
psychotic disorder)
• Affective psychosis (major depression or bipolar 

disorder (depression or mania) with psychotic features)
• Substance induced psychosis (intoxication with 

cannabis, stimulants, dopamine agonists, steroids; 
withdrawal from alcohol/benzos)
• Medical causes (delirium/encephalopathy, CNS tumors, 

rheumatologic processes, neurodegenerative disorders) –
antipsychotics as adjunctive treatment
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Further history

• Still feeling depressed, enjoying nothing, sleeping 
12 hours a day but still exhausted, low appetite, no 
SI.
• No visual hallucinations, no paranoia or other 

strange thoughts
• Not using any substances or alcohol.
• Neuro ROS and exam are normal

Diagnosis and Treatment

Major depression with psychotic features
(no manic symptoms, no substances, still 
depressed, neuro neg)

Treatment –antidepressant + antipsychotic 
medication (Wijkstra J 2015)

Which antipsychotic?

Cariprazine Vraylar
Brexpiprazole Rexulti

Lack of data
Most evidence for olanzapine, though most tested have been shown to work. 

Olanzapine - most likely to cause severe metabolic syndrome 

with long-term use, low risk of extrapyramidal symptoms (EPS)

-Start 5mg -> 10mg…increase in 5mg increments -- titrate to 
control of voices.

Risperidone – higher risk of EPS, hyperprolactinemia, less risk of metabolic 
syndrome

-Start 1mg -> 2mg … increase in 1mg increments – titrate to 
control of voices.

How long to continue antipsychotic in affective psychosis

-almost no data 

-typically ~4 months from the point of symptom remission, then try to 
taper antipsychotic (Rothschild 2014)
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Case 2

• You titrate up her sertraline to 200mg for ongoing 
depressive symptoms, add in olanzapine 5mg 
bedtime for the voices, and put in an urgent 
referral to psychiatry.  You give her strict return 
precautions, and schedule a close follow-up for 
next week.

Case 2B
Ms. P is a 55 yo woman with a history of HTN and recurrent 
major depression who you know well.  She has been in a 
major depressive episode for 3 months.  3 weeks ago you 
increased her sertraline from 100 to 150mg daily. Her sister 
brings her in a week early because for the past 4 days, she has 
hardly slept.  In addition:
• Feeling much better, though slightly irritable, has been very 

busy cleaning her house, sleeping 4 hours a night and not 
tired, more social than usual – sister says she has never seen 
her so talkative, difficulty staying focused on anything and 
says her thoughts are racing

• No hallucinations, no paranoia, no unusual thoughts
• Not using any substances or alcohol.
The earliest available psychiatry appointment is in 8 weeks.

DSM-5 - Hypomanic Episode
A distinct period of abnormally and persistently elevated, expansive, or 
irritable mood and abnormally and persistently increased activity or 
energy, lasting at least 4 days
During the period of mood disturbance, three (or more) of the following 
symptoms have persisted (four if the mood is only irritable) and have been 
present to a significant degree: 
(1) inflated self-esteem or grandiosity 
(2) decreased need for sleep (e.g., feels rested after only 3 hours of sleep) 
(3) more talkative than usual or pressure to keep talking 
(4) flight of ideas or subjective experience that thoughts are racing 
(5) distractibility (i.e., attention too easily drawn to unimportant or 
irrelevant external stimuli) 
(6) increase in goal-directed activity (either socially, at work or school, or 
sexually) or psychomotor agitation 
(7) excessive involvement in pleasurable activities that have a high 
potential for painful consequences (e.g., the person engages in 
unrestrained buying sprees, sexual indiscretions, or foolish business 
investments) 

Manic switch

1) STOP the antidepressant. Consider adding a 
benzo to help with sleep.  Follow closely.

2) If this is not enough, and manic symptoms are 
not improving after stopping the antidepressant, 
add in olanzapine or risperidone in the same 
titration as per psychotic depression until patient 
can get in to see psychiatry.  If a dose is going to 
be effective, should see some improvement 
within a week.
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Summary

• Talking with suicidal patients – collateral info and 
safety plans
• Managing side effects of antidepressant 

medications
• Recognizing SSRI/SNRI discontinuation syndrome 

and strategies to avoid it
• Recognizing depression with psychotic features and 

mania, and initiating treatment
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