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In British Columbia data suggests that direct services for mental illness, including
problematic substance use and addiction, make up at least 10% of a family
physician’s workload. The demand for indirect services may be even higher.
Additionally, the number of patients receiving services for mental health and
substance-related problems is increasing at a rate faster than the growth in BC
population (BC Ministry of Health data). 

Recent improvements in the collaboration between mental health and primary care
physicians has led to the development of a model of Shared Mental Health Care
in some regions. This rejuvenated approach to mental health care stresses the
importance of integration of mental health services within existing primary care
practices in order to care for under-serviced populations. The importance of
continuing medical education provided by psychiatrists and mental health services
to family physicians is also critical. These specialized services encompass a range
of both professional and community groups.

In order to support best practices in mental health and addictions services,
accurate and up-to-date information is required by family physicians who are
frequently involved in assessment, support, and treatment of these problems.
Additionally, clinicians need to be able to direct affected individuals and
families to credible and accurate sources of information geared to supporting
self-management activities. In particular, such information is needed in regard to
depression, anxiety disorder, early psychosis, and substance use disorder,  in
view of the large burden of disease associated with these problems. 

Given the large volume of information that is developed through research and practice,
it is a challenging task for clinicians to compile accurate and up-to-date information
that will be useful in providing treatment and support. It is equally challenging for
the individual and family to obtain access to accurate resources and tools needed
for self-management.

Guidelines and publications have been developed by many groups and organizations
relevant to depression, anxiety disorders, early psychosis, and substance use disorders.
However, the existing documents have been issued through a wide variety of
sources and consequently it is difficult for clinicians to have a clear, easily
accessible source of information that addresses these areas of clinical care.

The purpose of this Family Physician Guide for Depression, Anxiety Disorders, Early
Psychosis, and Substance Use Disorders is to provide a practical, office-based tool
for dealing with these conditions in day-to-day practice. It is not meant to be all
inclusive, but is to serve as an overview and rapid reference in the office setting.
This guide will also be accessible to individuals, families, and consumer groups to
encourage collaborative involvement in support of self-management. 

Background and Purpose
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Following the recommendation of expert stakeholders in British Columbia, this guide
does not address the specific needs of either British Columbia’s Aboriginal people
or of individuals outside the age range of 18 – 65. It is clear that depression, anxiety
disorders, early psychosis, and substance use disorders are identified as a significant
problem among these groups. The unique strengths and historical, cultural, experiential,
and spiritual traditions of Aboriginal people, however, warrant a distinct physician
guide built upon a thorough knowledge of their particular needs and circumstances.
The approach and timing will be determined through Aboriginal leadership in
the province. Likewise, there are numerous issues specific to either adolescents or
the elderly (spanning the topics of comorbidity, diagnosis, pharmacotherapy,
non-pharmacological interventions, and self–care) that tailored information for both
age groups is also necessary.

Background and Purpose
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1 INTRODUCTION
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The concept of shared mental health care is an increasingly successful approach
that attempts to address the problems of access and co-ordination/continuity of
care. In this approach, mental health and primary care providers work together as
part of a well co-ordinated mental health care delivery system that spans both
primary and specialized care.

Shared care promotes collaboration between providers from different services or
disciplines who share responsibility for the care an individual receives. Working
together, they will be able to pool their resources according to the needs of an
individual client, service availability, and their respective skills. In doing so,
they will attempt to:
■ ensure patients receive the services they need when they need them
■ improve communication and personal contacts between providers from

different sectors
■ enhance continuity of care
■ provide mutual support.

Shared care models also have the potential to address resource shortages, build
system capacity, and deal with mental health emergencies, as the provision of
backup and support for primary care providers can enable them to handle a broader
range of cases.

Such an approach recognizes that no single service or provider can deliver every
service that an individual needs. While an individual may require greater
involvement with a specific service at particular times or during certain stages of
illness, other providers or services will remain involved and will be able to reactivate
care quickly when required.

Shared Mental
Health Care
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Goals of Shared Care
The overall goal of collaborative projects is to improve the outcomes for individuals
with mental health problems. This can be achieved by developing new models of
service delivery/training that aim to:
■ increase access to mental health services
■ support and enhance the role of primary care providers in delivering mental

health care
■ strengthen personal contacts between providers from different specialties
■ strengthen links between the two sectors
■ increase the skills and comfort of primary care providers in managing

the mental health problems of their patients
■ increase understanding of the demands and needs of primary care

among mental health providers and learners
■ integrate mental health services within primary care settings.

Models of Shared Care
Models of shared care need to be adapted to local resource availability
(i.e., availability of particular types of care providers) and be based upon key
principles. The key to successful collaborative partnerships is personal contact
among providers involved who are in regular communication, treat each other with
respect, and take advantage of opportunities to support each other and share
resources when appropriate. These foster the sharing of care by:
■ strengthening personal contacts, leading to improved communication and more 

collaborative/less fragmented care
■ creating opportunities to discuss problems/cases that may not need a specialist

consultation but where advice may have a significant impact on the outcome
■ creating personal relationships that reduce the likelihood that territorial issues

will affect service delivery.

There are many possible ways in which care can be shared. Examples include:
■ making intake processes more user friendly
■ improving written communication between the sectors
■ developing rapid access consultation services
■ holding joint clinic or educational rounds
■ educational programs for primary care providers in managing

mental health problems
■ integrating mental health services in primary care settings.

Potential Benefits
Evidence within Canadian programs over the last five years suggest that better
integrated services are effective and well received by patients, family members,
and providers alike, and lead to:
■ an increase in access
■ decreased waiting time for services
■ decreases in hospitalization rates
■ decreases in the number of prescriptions being written for individuals being seen
■ decreased outpatient utilization rate
■ more efficient use of secondary and tertiary resources.

SHARED MENTAL HEALTH CARE
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The College of Family Physicians in Canada and the Canadian Psychiatric
Association Collaborative Working Group has worked diligently over the last eight
years to find ways to bridge this gap and promote the concept and practice of
shared mental health care across Canada. Also, the BC Medical Association and
the BC College of Family Physicians have strongly supported the development of
Mental Health Shared Care in British Columbia.

For more information, we encourage you to contact the regional director of mental
health and addiction services within your local health authority (listed under
General Resources for Patients and Families in this Guide) and access the national
website on Shared Care: www.shared-care.ca

SHARED MENTAL HEALTH CARE



FAMILY PHYS IC IAN GUIDE | DIVERS ITY ISSUES 1.5

Canadian family physicians face the challenge of providing health care services to a
diverse population of patients. The expression of psychopathology, risk for mental
illness, symptoms of mental illness, utilization of mental health services, and
responses to treatments or interventions vary depending on the individual, their
gender, age, country of origin, circumstances of migration, sexual orientation,
marital status, socioeconomic class, religion, and place of residence.

According to the American Psychiatric Association Position Statement on Diversity
(May, 1999), awareness of cultural diversity includes awareness of issues of race,
sex, language, age, country of origin, sexual orientation, religious/spiritual beliefs,
social class, and physical disability. Awareness of cultural diversity also includes
knowledge about cultural factors in the delivery of mental health care and in the
patient’s health-related behaviour. Cultural diversity is a challenge to the diagnosis
and treatment of mental illness, as it can affect the experience and communication
of symptoms.

The establishment of a therapeutic alliance between patient and physician is
determined as much by the patient’s cultural background as by the physician’s
values, ideas, and understanding of cultural diversity. This concept is particularly
important in British Columbia. For instance, visible minorities in Vancouver in 2001
accounted for 49% of the total population.

Diversity Issues
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Women’s Mental Health
Women suffer higher rates of certain mental disorders than do men. Women are
more often diagnosed with affective disorders (major depression and rapid cycling
bipolar illness), eating disorders, post-traumatic stress disorder (PTSD), social
anxiety, somatization disorder, and borderline and histrionic personality disorders.
Women are more likely to be exposed to traumatic events, domestic violence,
physical and sexual abuse, discrimination, inferior social class, and lack of
educational/economic opportunities. Women are also more likely than men to
attempt suicide. Elderly, ethnic, immigrant, incarcerated, lesbian or bisexual
women, and single mothers are more likely than other women to live in poverty,
experience discrimination, and have problems accessing health care services.

All aspects of a women’s world, including complex biological, psychological,
and social factors must be considered in understanding health care needs from
a women’s perspective. 

Gay, Lesbian, and Bisexual Community
From January to December of 2003, 135,000 Canadians over age 12 were surveyed
through the Canadian Community Health Survey Cycle 2.1. For the first time,
a question about sexual orientation was included in the survey. This information
was needed to understand differences in health-related issues within the homosexual,
bisexual, and heterosexual populations. Among Canadians aged 18 to 59, 1%
reported that they considered themselves to be homosexual and 0.7% considered
themselves to be bisexual. 1.3% of men consider themselves to be homosexual,
almost twice as much as women do (0.7%). The results of the survey also indicated
that there were important health differences between heterosexual, bisexual, and
homosexual populations. For instance, among individuals 18 to 59, 21.8% reported
unmet health care needs in 2003, which is nearly double of the proportion of
heterosexuals with unmet health care needs (12.7%) for the same year. Also,
individuals who identified themselves as either homosexual or bisexual reported
increased levels of stress in their lives when compared to heterosexual individuals.
British Columbia reported the number of homosexual or bisexual people in 2003
to be 47,700 or 1.9% of the total population.

Visible Minorities
The 2004 report by Canadian Heritage (“Canadian Diversity: Respecting our
Differences”) states that by the year 2006, one of six Canadians will be a member
of a visible minority. 

The largest visible minorities groups are Chinese, South Asian, Filipino, Japanese,
South East Asian, Latin American, Arab, West Asian and Korean. The most commonly
spoken languages in British Columbia, other than the official languages, are
Chinese (Cantonese and Mandarin), Punjabi, Vietnamese, Korean, Tagalog, Spanish,
Persian, and Japanese.

Aboriginal People’s Mental Health
As indicated in the Background and Purpose of this document, issues specific to the
Aboriginal People's are out of scope for this Guide. However, a brief summary of
epidemiology is included in this section. In addition, an Aboriginal Health Services
resource list is available in the section titled Information and Supports for
Individuals and Families, under Cross Cultural Resources.

DIVERSITY ISSUES
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First Nations, Inuit, and Métis represent about 1 million people, or 4% of the total
Canadian population. There are 11 major languages with more than 58 dialects in
596 bands residing on 2284 reserves, or in cities and rural communities.
Historically, Canadian Aboriginal people have suffered rapid cultural change and
dislocation of their communities, causing them to live in isolated areas and under
conditions of poverty. This poses challenges for the delivery of health care to these
small and isolated communities. 

Epidemiological studies have documented higher levels of mental health problems
in many Canadian Aboriginal communities than in the population at large, including
higher rates of suicide, alcoholism, and violence. Depression, anxiety, and PTSD
are more prevalent in Aboriginal communities. Aboriginal people have increased
rates of death among the youth caused by accidents and suicide.

Immigrant and Refugee Populations
Barriers to Accessing Services for Refugees in British Columbia
Access to Mental Health services can be a significant challenge for immigrants
and refugees. Barriers to consider include:
■ language/culture

– absence of or poor English skills
– issues regarding interpreters (e.g., availability, discomfort)

■ access issues
– finding service providers

■ difficulty identifying mental health issues, especially differentiating
between acculturation stress and mental illness.

■ lack of transportation
■ lack of childcare.

Perception of what constitutes a health issue can also be very different for
immigrant or refugee groups. A BC 2004 study titled ‘Chinese and South Asian
Immigrant Women — Experiences of Postpartum Depression’ revealed that these
women understood their emotional difficulties as being related to their personal
relationships and social networks rather than as a health issue. Therefore, they are
unlikely to speak to their GPs about ‘depression’. Based on this information, it is
recommended that health care providers ask women questions about the practical
and emotional support they are receiving. Consider referral to community
organizations and other less formal sources of support as possible avenues of
treatment. For more information on this study and further recommendations,
go to www.bcwomens.ca.

DIVERSITY ISSUES
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Cross-cultural assessment is challenging. Physicians need to be culturally sensitive
and aware of variations in phenomenology from culture to culture. Cultural sensitivity
is the ability to appreciate that patients may have different lifestyles, divergent
views, experience different types of stress, and have unique coping skills.

Formulating Cross-cultural Patients
When formulating culturally diverse patients, consider the following:
■ the cultural identity of the individual.

– Note the individual’s ethnic or cultural reference group.
– For immigrants and ethnic minorities, note separately the degree

of involvement with both the culture of origin and the host culture.
– Note language abilities, use, and preferences (including multilingualism).

■ cultural explanations of the individual’s illness.
– Note the predominant idioms of distress through which symptoms or

the need for social support are communicated (e.g., “nerves”, possessing 
spirits, somatic complaints, inexplicable misfortune).

– Understand the meaning and perceived severity of the illness in relation
to the norms of the cultural reference group.

– Explore the explanatory models of the illness used by the reference culture.
– Inquire about current preferences for, and past experience with,

health professionals and Western medicine.
■ cultural factors related to psycho-social environment and level of functioning.

– Note culturally relevant interpretations of social stressors.
– Clarify available social supports and the role of religion and kin networks

in providing emotional, instrumental, and informational support.
■ cultural elements of the relationship between the individual and the clinician.

– Identify cultural differences and potential pitfalls (e.g., difficulty with
communication, eliciting symptoms, determining whether a behaviour
is normative or pathological).

– Understand and discuss how cultural considerations specifically influence 
comprehensive diagnosis and care.

Mental Health History — Taking in Immigrant and Refugee Populations
When screening immigrants or refugees for mental illness, it is critical to consider
certain issues which may contribute to mental illness. Certain specific questions
may be useful in screening for anxiety disorders including PTSD, adjustment
disorders, depression, and suicidal ideation/behaviours:
■ Where were you born?
■ When did you come to Canada?
■ How did you arrive?
■ Who came with you? Did you come on your own or with your family?

Were they left behind?
■ Were you sponsored?
■ Are you currently going through an immigration process?
■ What was your profession before coming to Canada?
■ Were you persecuted in your country?
■ Was there violence or war?
■ Did you witness or were you a victim of sexual and/or physical abuse

in your country or on your immigration journey?
■ Were you detained or imprisoned?

CLINICAL CONSIDERATIONS IN CROSS-CULTURAL PSYCHIATRIC ASSESSMENTS
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CLINICAL CONSIDERATIONS IN CROSS-CULTURAL PSYCHIATRIC ASSESSMENTS

■ Were you tortured?
■ Have you had personal losses? How did you grieve the loss?
■ Describe the adjustment to Canada? Financial? Shelter? Employment?

Mood Disorders
In the specific case of depression, culture can affect the experience and communication
of symptoms. Complaints of “nerves” or headaches (in Latino and Mediterranean
cultures), weakness, tiredness, or “imbalance” (in Chinese and Asian cultures),
and problems of the “heart” (in Middle Eastern culture) may be communications of
depressive symptomatology.

Most cross-cultural studies have found a higher rate of somatization associated
with depression in non-Western groups of countries; however, most research has
focused on unipolar depression indicating extensive cultural patterns but also
extensive similarities. According to the World Health Organization Collaborative
Study of Depression, the differences beyond the core depressive syndrome are in
symptom presentation, conceptualization of affect, level of severity and influence
of acculturation.

Anxiety Disorders
The World Health Organization study on mental disorders found significant variation
in the prevalence of anxiety disorders across countries. For example, the prevalence
rate of anxiety disorders is high in Brazil (22.6%) and Chile (18.7%), compared to
Shanghai, China (1.9%). These prevalence rates are difficult to interpret and they
may or may not reflect the actual incidence of these disorders. For example the
rates are often based on self-reports which in turn may be influenced by cultural
differences in beliefs, perceptions, and willingness to report. However, at the same
time, some cultural elements may contribute to stress, influence the perception of
stress, and influence the ability to cope. For example, anxiety can be caused by
cultural beliefs, such as breaking taboos or cultural demands in the family,
intergenerational conflict between children and parents, rapid change, family
separation due to war or other sociocultural situation. Anxiety often manifests itself
as a mixture of anxiety, depression, and somatization.

Psychosis
Research into cross-cultural presentations and course of schizophrenia shows
significant differences as well as similarities. While the core positive and negative
symptoms are universal, the content of hallucinations and delusions varies
significantly. Phenomenology also varies with cultural settings: catatonia is more
frequent in India and agitation more frequent in Japan when compared to Western
cultures. Ideas that may appear delusional, such as witchcraft or sorcery may be
culturally appropriate. Certain mental status observations like disorganized speech
may be difficult to assess if using an interpreter.
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Substance Use Disorders
Cultural factors influence problematic substance use and prevalence varies greatly
amongst cultures. The definition of substance abuse or dependence and the perception
of impairment and intoxication may be specific to the local culture. The availability
of alcohol, its use in religious ceremonies and social activities, and family values
regarding alcohol consumption by children are all cultural factors that may influence
problematic alcohol use.

CLINICAL CONSIDERATIONS IN CROSS-CULTURAL PSYCHIATRIC ASSESSMENTS
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■ While some individuals may only experience a single episode of the disorder,
many will have a chronic illness trajectory.

■ Each new episode may occur sooner, last longer and become more severe
and more difficult to treat.

■ Terms such as prodrome, acute presentation, remission, residual symptoms
and relapse describe the various stages of the trajectory.

Natural History of Mental
Illness Trajectories
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Prodrome
■ A period marked by numerous subtle changes that precede the acute

presentation of the illness
■ Common changes include:

– sleep and appetite changes
– increased substance use
– withdrawal from family and friends
– feelings of irritability, anxiety or depression.

Acute Presentation
■ During this period the type of illness manifests itself more clearly.
■ The individual may experience distress and will usually have impaired

function at work, school or home.

Remission
■ A period of reduced symptom severity with a return of function and

remission of impairment
■ Remission is the primary goal of treatment.
■ Illness which is resistant to remission after a full treatment course is

considered to be refractory.

Residual Symptoms
■ Even with effective treatment, some people may continue to

experience symptoms.
■ The presence of residual symptoms demands more active treatment

efforts in an effort to attain remission.
■ In some situations the presence of residual symptoms may increase

the likelihood of relapse.
■ The use of self-management strategies may lead to better control of

residual symptoms for many individuals.

Relapse
■ Relapse is a return of acute presentation after a period of remission.
■ Relapse rates for many of the disorders are high.
■ The goal of maintenance treatments is to prevent relapse.

Comorbidity
■ Comorbidity is defined as the simultaneous presence of two or more

physical or psychiatric disorders.
■ There is a high rate of comorbidity between the disorders presented in this guide.

These disorders are often comorbid with physical disorders and other mental
disorders (including eating disorders and personality disorders).
Comorbidity is associated with significant diagnostic and treatment challenges.

■ Assess comorbid conditions (both mental and physical) initially and
throughout the course of illness.

■ Treatment ideally is integrated but at times must be prioritized.
■ Comorbidity influences the clinical presentation and is not always

easily detected. For example,
– psychosis may obscure the presence of a co-occurring anxiety disorder
– alcohol abuse may obscure the presence of a co-occurring depression
– heart disease may co-occur with major depression.

NATURAL HISTORY OF MENTAL ILLNESS TRAJECTORIES
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■ Comorbidity tends to be associated with:
– delayed detection and diagnosis
– incomplete treatment
– less complete recovery
– more chronic course
– greater problems with functioning
– higher rates of suicide.

■ Chronic pain and chronic illness commonly present with a comorbid psychiatric
illness (depression, anxiety or substance use disorders). Chronic pain itself
and analgesics such as opiate medications can mask symptoms of mental illness.

Comorbidity and Trauma
■ Lifetime prevalence rates for exposure to traumatic events ranges from 50% to 

98% across studies.
■ The experience of trauma may lead to significant comorbidity in the areas of

physical and mental health. 
■ Individuals with a mental illness are also more likely to be exposed to traumatic

events including childhood sexual or physical abuse and adulthood traumatic
victimization.

■ Children exposed to early traumatic experiences are at increased risk for the 
development of depression, anxiety disorders, personality disorders,
substance use disorders and psychotic disorders later in life.

■ In some cases, individuals may develop problems with substance use as
they use alcohol or other drugs as method to cope with the trauma and resultant
symptoms of over-arousal or avoidance.

■ The lifetime prevalence of posttraumatic stress disorder (PTSD) is about
8% – 14% in the general population. Rates of comorbid PTSD in individuals
with a mental illness are estimated to be as high as 43%.

NATURAL HISTORY OF MENTAL ILLNESS TRAJECTORIES
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Annual rates for Major Depressive Disorder, Mania, Social Phobia, Panic Disorder
and Agoraphobia as well as those for Problematic Alcohol and Substance Use are
provided by the 2002 Canadian Community Health Survey: Mental health and
well-being www.statcan.ca/Daily/English/030903/d030903a.htm.

Overview of Disorders

“One out of every 10 Canadians aged 15 and over, about 2.6 million people,
reported symptoms consistent with alcohol or illicit drug dependence,
or one of the five mental disorders covered in the survey, at some time
during the 12 months prior to the interview”

– 2002 Canadian Community Health Survey: Mental health and well-being



FAMILY PHYS IC IAN GUIDE | OVERVIEW OF DISORDERS 1.15

* For a complete review on issues regarding Major Depressive Disorder, please see the
Guidelines and Protocol Advisory Committee: Diagnosis and Management of Major Depressive
Disorder [monograph]. BC Medical Association and BC Ministry of Health Services, Victoria,
2004, 18 pages. www.healthservices.gov.bc.ca/msp/protoguides/gps/title.html

■ A clinical depression occurs when a person experiences a major depressive 
episode as defined by the DSM-IV or DSM-IV-TR.

■ Other mood disorders or conditions with mood components include:
– dysthymic disorder – bipolar disorders 1 and 2 and 
– bereavement cyclothymic disorder
– adjustment disorder with – substance-induced

depressed mood mood disorder
■ Subtypes of major depressive disorder include:

– seasonal affective disorder – postpartum depression
– psychotic depression – atypical depression
– melancholic depression

Epidemiology
The implications of depression for both the individual and society are significant:
■ In 2002, 4.5% of Canadians reported suffering from Major Depression in the

previous 12 months; 4.9% reported “any mood” disorder.
■ Lifetime risk of Major Depressive Disorder varies from 10 – 25% for women

and 5 – 12% for men.
■ About 2% of people with depression will commit suicide.
■ Depression is the second leading cause of long-term disability and the fourth 

leading cause of global burden of disease.
■ 50 – 60% of individuals with a first episode can expect to have a second while 

70% of those with two episodes can expect to have a third; 90% of those with
a third will go on to have a fourth.

■ 5 – 10% of individuals diagnosed with MDD go on to develop bipolar disorder.
■ In 2002, 0.8% of Canadians reported suffering a manic episode in the previous 12 months.
■ ‘Bipolar spectrum disorders’ affect up to 8% of the population “Bipolar spectrum 

disorders” include bipolar disorder type 2, cyclothymia and “ultra-rapid cyclers”.
■ Postpartum depression occurs in up to 10 – 20% of women.

Comorbidity
■ Medical illnesses commonly presenting with comorbid depression include:

– coronary artery disease – HIV/AIDS
– cancer – arthritis
– stroke – metabolic and endocrine disorders
– diabetes such as hypo or hyperthyroidism
– neurodegenerative disorders

e.g., Alzheimer’s and Parkinson’s disease
■ Most psychiatric disorders, including anxiety and psychotic disorders, problematic

alcohol and substance use and personality disorders have high rates of
comorbid depression. 

Overview of Treatment
■ Between 70% and 80% of depressed people get better with various forms of

evidence-based therapy.
■ The evidence indicates that antidepressant medication and various psychotherapies

are effective treatments for many people.
■ Depression is a time-limited disorder and many recover over time in the absence 

of treatment.

MAJOR DEPRESSIVE DISORDER
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While anxiety can be a normal and adaptive emotion, chronic and excessive
anxiety can lead to significant personal suffering and substantial interference in
daily functioning.

Anxiety disorders (approximate prevalence rates) include:
■ panic disorder (2.4%)
■ social anxiety disorder (2 – 13%)
■ agoraphobia (1 – 5%)
■ generalized anxiety disorder (3 – 7%)
■ post-traumatic stress disorder (1 – 14%)
■ specific phobias (9 – 11%)
■ obsessive-compulsive disorder (1 – 2%)
■ substance-induced anxiety disorder.

Note: Prevalence rates are approximate and often vary substantially across studies.

Epidemiology
■ About 1 in 10 Canadians reported suffering from an anxiety disorder in the

previous 12 months.
■ PTSD has a prevalence rate of 9 – 10% in Western countries.
■ Panic disorder, agoraphobia, post-traumatic stress disorder, generalized

anxiety disorder and specific phobias occur more frequently in women. 
■ There are no significant gender differences for social anxiety disorder and

obsessive-compulsive disorder.

Comorbidity
■ More than half of individuals with an anxiety disorder receive at least one

additional psychiatric diagnosis.
■ Common comorbid medical conditions include:

– osteoarthritis
– diabetes
– heart disease
– obesity
– elevated lipid levels
– fibromyalgia
– irritable bowel syndrome.

■ Common comorbid psychiatric illness include:
– another additional anxiety disorder
– depression and other mood disorders
– substance use disorders
– personality disorders.

■ Comorbidity is often associated with more severe anxiety disorder symptoms.

Overview of Treatment
■ Approximately 80% of patients benefit from cognitive-behavioural therapy,

medications or a combination of both.
■ Cognitive-behavioural therapy and medication treatment (when appropriate)

are roughly equivalent after approximately 8 to 20 weeks of treatment.
■ Cognitive-behavioural therapy may be superior to medication treatments in the 

long-term (i.e., months and years following treatment) most likely due to the
high relapse rates often associated with medication cessation.

ANXIETY DISORDERS
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■ Psychosis is a state characterized by an individual’s loss of contact with reality.
It may involve abnormal perceptions (hallucinations in any sensory modality), 
delusions, disorganized speech or disorganized or catatonic behaviour.

■ Psychotic Disorders include:
– schizophrenia
– schizophreniform disorder
– schizoaffective disorder
– delusional disorder
– brief psychotic disorder
– psychotic disorder due to a general medical condition
– psychotic disorder not otherwise specified
– substance-induced psychotic disorder.

■ Subtypes include: paranoid, disorganized, catatonic, undifferentiated,
and residual types.

■ Mood disorders such as Bipolar disorder and Depression may present with
psychotic features. Bipolar disorder in adolescents is often misdiagnosed as
Schizophrenia and should be revisited as a possible diagnosis when mood
symptoms present.

■ Dementia may be accompanied by psychosis.

Epidemiology
■ Psychosis has a lifetime prevalence of about 3%. Schizophrenia is the most

prevalent psychotic disorder with a lifetime prevalence rate reported to be 
between 0.4% and 1.5%.

■ The median age at onset for the first psychotic episode of schizophrenia for
men is early to mid 20’s and for women, late 20’s.

■ First-degree biological relatives of individuals with schizophrenia have a risk
or schizophrenia that is 10 times that of the general population.

■ Both genetic and environmental factors have been implicated in the etiology
of schizophrenia.

■ The rate of completed suicide in persons with schizophrenia is about 10%,
a rate more than 25 times higher than in the general population. The risk of
suicide is highest during the first five years of the illness.

■ According to the World Health Organization, active psychosis ranks as the third 
most disabling condition — higher than paraplegia and blindness. 

Comorbidity
■ Comorbid substance abuse occurs in 20 – 30% of individuals with rates for

substance misuse above 50%.
■ 15% of individuals with psychosis have post-traumatic stress disorder.
■ 40% of individuals with psychosis have significant depression.
■ Many individuals with a psychotic disorder develop serious medical conditions

leading to shortened life expectancy:
– Diabetes and obesity
– Conditions related to chronic tobacco/substance use
– Nutritional deficiencies and self-neglect
– Victimization and violence.

EARLY PSYCHOSIS
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Overview of Treatment
■ With appropriate treatment up to 85% of people with a diagnosis of schizophrenia

will symptomatically recover within a year.

■ For schizophrenia and bipolar disorder with psychosis, the one-year relapse rates
are reduced by half with appropriate medication treatment (from about 60% to 30%).

EARLY PSYCHOSIS

Methamphetamine-related Psychotic Symptoms

The use of methamphetamine has increased in recent years leading to a
higher number of individuals seen with comorbid psychosis. Further research
is needed to understand the association between methamphetamine use
and psychosis.

Three theories have been proposed to account for the high rate of comorbid
methamphetamine use and psychosis:

1. People with psychosis use methamphetamine – this causes a relapse 
and gives the appearance that the drug caused the psychosis.

2. Methamphetamine use may be a kind of stressor that unmasks a
person’s vulnerability to develop psychosis (e.g., someone with a high 
genetic risk may have developed schizophrenia given one of many
possible physical or social stresses).

3. Methamphetamine may cause psychosis — there are increasing reports
of persons with no psychiatric history whose psychosis fails to go away
after the drug is out of their system.
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Substance related disorders include:
■ substance use disorders:

– abuse
– dependence

■ substance-induced disorders:
– withdrawal
– intoxication
– substance-induced delirium
– substance-induced psychotic disorder
– substance-induced mood disorder
– substance-induced anxiety disorder
– substance-induced sleep disorder

Epidemiology
■ In the “2002 Canadian Community Health Survey: Mental health and well-being”, 

in the previous 12 months
– 2.6% of Canadians reported alcohol dependence
– 0.7% reported an illicit substance dependence

■ Lifetime prevalence of alcohol dependence may be as high as 15%

Comorbidity
■ Medical comorbidity may include liver disease, lung disease, emphysema,

STDs, HIV, head injuries.
■ There is significant overlap between substance use disorders and concurrent

mental disorders.
■ Substances may be used as a form of self medication for mental health problems

(eg. depression, anxiety).
■ Substance use may also trigger, worsen, or mask mental health problems.
■ Trauma contributes to both mental health and substance use problems.
■ Comorbidity of substance use disorder with a mental disorder is associated

with an overall higher disease burden and higher mortality.
■ People experiencing multiple diagnoses are more likely to develop substance 

dependencies and less likely to benefit from stand-alone addictions services. 
Such complex cases require an integrated approach that addresses substance 
use and mental health issues concurrently.

Overview of Treatment
■ The annual rate of remission in patients completing intensive treatment is

estimated to be between 45 – 60%.
■ About 2% of alcohol dependent individuals achieve stable abstinence each year, 

with or without treatment.
■ Similar figures exist for heroin and tobacco dependence.

SUBSTANCE USE DISORDERS
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THE PSYCHIATRIC INTERVIEW

Diagnoses should be made with direct reference to the DSM-IV or DSM-IV-TR.
Typically, a psychiatric interview would have the following structure:

■ identifying information: age, marital status, occupation/financial support,
living conditions, family

■ chief complaint
■ history of presenting illness

– based on the early information, is this a psychotic, anxiety, mood or
substance disorder

– thoroughly review the symptoms of the disorder
– screen for the three other categories of disorder

■ substances of abuse — route, frequency, quantity, last use:
– alcohol, rubbing alcohol, Listerine
– stimulants: cocaine, crystal methamphetamine
– marijuana
– opiates — heroin, methadone, morphine, codeine, oxycodone (Oxycontin)
– benzodiazepines
– tobacco (chew, cigarettes)
– caffeine
– OTC and prescription (especially anticholinergics)

■ past psychiatric history
– hospitalizations
– suicide attempts (severity; parasuicidal nature — overdoses, wrist slashing;

how they survived, were substances involved?)
– medication trials (whether trial was completed; whether remission was

achieved — partial, full, duration; reasons for discontinuation)
– psychotherapy, counselling (age when first saw professional and for what reason)

■ past medical history
– hospitalizations
– history of injection drug use
– surgeries
– chronic illness
– head trauma, MVAs, loss of consciousness
– endocrine disorders — thyroid +/- medical or surgical intervention
– seizures
– risk/presence of HIV/HCV/HBV/TB

■ current and recent medications
■ family history

– psychiatric (suicides, substance use, hospitalizations, odd or estranged family members)
– medical/surgical

Diagnosis
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■ social
– place of birth, labour and delivery, growth and development
– early, middle and high school performance
– family relations — parents, foster care, siblings
– abuse — sexual or physical
– relationships — “coming out” experiences
– post-secondary education, employment, vocational training

■ mental status exam
– appearance, behaviour, speech, rapport, reliability, mood and affect,

thought form and content, insight, judgment, cognitive ability,
suicidal ideation

■ physical exam — evidence of intoxication/withdrawal, track marks, conjunctival
injection (THC users), stigmata of chronic liver disease, etc

■ impression
■ Multi-Axial Diagnosis

– Axis I: psychiatric disorders
– Axis II: personality disorders, coping styles/defences
– Axis III: comorbid medical conditions which may contribute to

psychiatric presentation
– Axis IV: social stressors/circumstances which may contribute
– Axis V: GAF score

DIAGNOSIS

Suicide Risk Assessment
— adapted from Rubenstein, Unutzer, Miranda et al, 1996

■ Ask all patients at risk (including depression, anxiety disorders,psychosis,
substance use disorders, personality disorders, etc.) if they have 
thoughts of death or suicide, or if they feel hopeless and feel that life is
not worth living. Also ask if they have previously attempted suicide.

■ If the answer is yes, ask about plans for suicide. How much have they
thought about suicide? Have they thought about a method? Do they have 
access to material required for suicide? Have they said goodbyes, written 
a note or given away things? What specific conditions would precipitate 
suicide? What is stopping them from suicide?

■ Assess risk factors for suicide.
■ Warn the patient that agitation and suicide risk may increase early

in treatment.
■ Obtain collateral information from family or friends.
■ Consider emergency psychiatric consultation and treatment if:

– suicidal thoughts are persistent
– the patient has a prior history of a suicide attempt or a current plan
– the patient has several risk factors for suicide.
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The symptoms of depression can be divided into 2 categories:
■ cognitive, behavioural or emotional (low mood, loss of interest or enjoyment, 

trouble concentrating, feelings of guilt or self-blame, low self-esteem,
thoughts of death and suicide)

■ physical or neurovegetative (fatigue, psychomotor changes, disturbances
of sleep and appetite/weight).

The symptom criteria for MDD can be recalled using the SIG E CAPS mnemonic:

S — Sleep disturbance (too much or too little)
I — Interest reduced (reduced pleasure or enjoyment)
G — Guilt (excess) and self-blame or feelings of worthlessness
E — Energy loss and tiredness
C — Concentration problems
A — Appetite changes (low appetite/weight loss or increased appetite/weight

gain) 
P — Psychomotor changes (slowed down or speeded up)
S — Suicidal thoughts.

The individual must have depressed mood (or loss of interest) and at least 4 other
symptoms, most of the time, most days, for at least two weeks.

DIAGNOSING MAJOR DEPRESSIVE DISORDER 

DSM-IV or DSM-IV-TR Criteria: Major Depressive Episode

Five or more of the following symptoms have been present during the same
two-week period and represent a change from previous functioning; at least
one of the symptoms is either (1) depressed mood or (2) loss of interest
or pleasure:

1. depressed mood, as described by the patient (e.g., feels sad or empty)
or by observation (e.g., appears tearful)

2. markedly reduced interest or pleasure in all, or almost all, activities
nearly every day

3. significant weight loss when not dieting or weight gain (e.g., a change 
of more than 5% of body weight in a month), or decrease or increase
in appetite

4. insomnia or hypersomnia (or increased need for sleep).
5. psychomotor agitation or retardation (observable by others,

not merely subjective feelings of restlessness or being slowed down)
6. fatigue or loss of energy.
7. feelings of worthlessness or excessive or inappropriate guilt
8. reduced ability to think or concentrate, or indecisiveness
9. recurrent thoughts of death, recurrent suicidal ideation without a

specific plan, or a suicide attempt or a specific plan for committing suicide.
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Bipolar Disorder
■ Bipolar disorder is often misdiagnosed as unipolar depression largely because mania 

and hypomania often go unrecognized.
– In adolescents/youth, psychotic mania can be mistaken for schizophrenia.

■ When a patient appears depressed, probe extensively for hypomania. Ask
– Do they ever have periods when they need less sleep or go to bed later for even 

only a few days (sleep pattern changes can be as subtle as a couple hours)?
– Do they ever feel the “opposite of depressed”?
– Do they have periods of taking on more responsibility or plans that they

ultimately are unable to fulfill?
– Do they ever feel overconfident or “grandiose”?
– Do their thoughts ever feel “sped up” or feel like they can’t speak quickly enough 

to get their words out or have friends tell them that they are speaking quickly?
– Do they act impulsively — for instance with spending sprees, casual sex, or gambling?

■ On history, bankruptcies, changes in sexual behavior, legal involvement,
or sudden dismissals from employment may reflect a history of hypomania.

■ On past psychiatric history, they may have been diagnosed early as having personality
disorders, or have had multiple trials of antidepressants with similar outcomes:
early mood improvement (in the first 1 – 2 weeks) with eventual treatment failure.

■ Rule out or identify comorbid substance use, especially cocaine, crystal
methamphetamine and alcohol.

■ Depressive episodes in bipolar disorder may be indistinguishable from major
depressive disorder. Alternatively, there is a tendency towards atypical symptoms:
– hypersomnia
– hyperphagia
– leaden paralysis (a subjective feeling of heaviness in the limbs).
(See the DSM-IV or DSM-IV-TR Criteria.)

DIAGNOSING MAJOR DEPRESSIVE DISORDER 
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DIAGNOSING MAJOR DEPRESSIVE DISORDER 

Mood Disorders — Diagnostic Decision Tree
(adapted from DSM-IV or DSM-IV-TR)
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DIAGNOSING MAJOR DEPRESSIVE DISORDER 
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■ All anxiety disorders share basic symptoms of anxiety, fear, and avoidance.
■ Panic attacks can occur across all anxiety disorders. Panic attack is defined as a 

sudden episodic rush of intense fear or terror along with physiological symptoms
(e.g., rapid heart rate, shortness of breath) and concern about losing control, 
going crazy, having a heart attack, etc.

DIAGNOSING ANXIETY DISORDERS

adapted from DSM-IV or DSM-IV-TR
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DIAGNOSING ANXIETY DISORDERS

Anxiety Disorders — Diagnostic Decision Tree
(adapted from The Ontario Anxiety Disorder Primary Care Guidelines 2000) 
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DIAGNOSING ANXIETY DISORDERS
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The most common psychotic and manic symptoms are listed in the tables below.
In early psychosis, the diagnosis may change over time (e.g., from schizophrenia
to bipolar disorder, or from bipolar disorder to schizoaffective disorder) so
re-assessments are needed regularly.

Positive Symptoms
“Positive symptoms” are usually dramatic and are the first 4 of the 5 criteria
listed above:
■ delusions — fixed, false beliefs even in the face of contradictory evidence
■ hallucinations — which may occur in any modality
■ disorganized speech (e.g., tangentiality and loose associations)
■ disorganized behaviour.

Negative Symptoms
“Negative” symptoms are less dramatic and are so called because they are a decrease
in normal experiences. They often precede the appearance of positive symptoms.

“Negative” symptoms are not synonymous with symptoms of depression.
They include:
■ avolition — lack of motivation, apathy
■ affective flattening in either range or intensity
■ alogia — decreased output of speech that reflects poverty of inner thought

e.g., blocking
■ anhedonia — absence of pleasure, asociality.

DIAGNOSING EARLY PSYCHOSIS

DSM-IV OR DSM-IV-TR DIAGNOSIS
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DIAGNOSING EARLY PSYCHOSIS

(adapted from DSM-IV or DSM-IV-TR)
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Problems with Substance Use
■ Substance use disorders (SUD) (substance abuse and substance dependence as

defined in the DSM-IV or DSM-IV-TR) are a subset of substance related disorders.
■ SUDs are further classified into substance abuse and substance dependence

disorders depending on the number and type of associated problems.
■ A patient exhibiting some but not all the criteria for a substance use disorder 

may still be experiencing problems related to their substance use, and 
require treatment.

Assessment
■ Obtain full alcohol and drug histories including frequency, amount and route of use.
■ Establish a diagnosis, either problematic use (not meeting criteria for abuse or 

dependence), abuse or dependence.
■ Questions which cover the symptoms of dependence are useful in establishing 

either abuse or dependence but may also uncover negative consequences of use.
■ Explore areas such as impulsive or high risk behaviours (e.g., rash driving, 

promiscuous behaviours) while intoxicated.
■ A full physical examination, mindful of biological red flags, is the standard of care.
■ Order blood work — including CBC, electrolytes, liver function tests as well as

tests for renal function.
■ Consider screening for HIV, Hepatitis B and C and STDs including syphilis,

especially if there is suspicion of high-risk behaviours.
■ Consider TB skin testing.
■ Consider ordering urine drug screens to confirm the history.

– Patients may believe that they have used one substance only to find that they
have used another (e.g., methamphetamine is commonly substituted for, or
is a major ingredient in, ecstasy and crack cocaine).

– Non-disclosure of certain drugs may complicate treatment.

DIAGNOSING SUBSTANCE USE DISORDERS

Pitfalls of Urine Drug Screens
■ Depending on the methodology and cut offs used by the lab, there are 

both false positives and false negative tests.
■ May be used for non-medical reasons — occupational safety, child

protection/custody; therefore carefully consider the benefit/risk of drug 
screens, and discuss with patient when able. 

■ Opiates with codeine or morphine metabolites are detected more readily
than meperidine in EMIT tests. 

■ Fentanyl and Methadone may not be detected and must be requested specifically.
■ Heroin only detected if within 8 hours of last use — otherwise detected as morphine.
■ Clonazepam and Lorazepam are poorly detected.
■ Approximate windows of detection:

– amphetamine/methamphetamine: 1 – 2 days
– benzodiazepines: 3 – 5 days; up to 3 weeks or longer for prolonged use
– cocaine: 2 – 4 days; up to 7 days or longer for prolonged use
– ethanol: 2 – 14 hours
– methadone: 3 days ( single use only) 5 – 7 days if chronic use
– opiates (codeine, morphine, heroin): 1 – 3 days
– THC: 5 days (moderate use); 10 days (heavy); up to 2 months (heavy, chronic)
– LSD: 1 day
– barbiturates: 1 day (short acting); 2 – 3 weeks (long).
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DIAGNOSING SUBSTANCE USE DISORDERS

DSM-IV or DSM-IV-TR Criteria: Substance Abuse and Dependence
The DSM-IV or DSM-IV-TR recognizes substance abuse and dependence as
two presentations of substance use disorders. Withdrawal and Intoxication
reflect more acute states and are not exclusive of the disorders. 

Substance Abuse

Substance Abuse DSM-IV or DSM-IV-TR Criteria: 
A. A maladaptive pattern of substance use leading to clinically significant

impairment or distress, as manifested by one (or more) of the following,
occurring within a 12 month period:
1. recurrent substance use resulting in a failure to fulfil major role

obligations at work, school, or home
2. recurrent substance use in situations in which it is physically hazardous
3. recurrent substance-related legal problems
4. continued substance use despite having persistent or recurrent social

or interpersonal problems caused or exacerbated by the effects of the 
substance

B. The symptoms have never met the criteria for substance dependence for
the substance in question.

Substance Dependence
Substance dependence reflects a progression from abuse and reflects
physiological, behavioural or psychological consequences.

Substance Dependence DSM-IV or DSM-IV-TR Criteria:
A. A maladaptive pattern of substance use leading to clinically significant

impairment or distress, as manifested by one (or more) of the following,
occurring within a 12 month period:
1. tolerance, as defined by either

a) a need for markedly increased amounts of the substance to achieve 
intoxication or desired effect or

b) markedly diminished effect with continued use of the same amount
of the substance

2. withdrawal, as manifested by either
a) the characteristic withdrawal syndrome for the substance or
b) the same (or a closely related) substance is taken to relieve or avoid

withdrawal symptoms
3. the substance is often taken in larger amounts or over a longer period 

than was intended
4. there is a persistent desire or unsuccessful efforts to cut down or control use
5. a great deal of time is spent in activities necessary to obtain the

substance, use the substance or recover from its effects
6. important social, occupational, or recreational activities are given up 

or reduced because of use
7. the use is continued despite knowledge of having persistent or recurrent

physical or psychological problem that is likely to have been caused or 
exacerbated by the substance



FAMILY PHYS IC IAN GUIDE | DIAGNOSIS 2.15

Glossary of Substance Use Terms
— (adapted from the Substance Abuse Mental Health Services Administration

website www.samhsa.gov)

Blackouts: A type of memory impairment that occurs when a person is conscious
but cannot remember the blackout period. In general, blackouts consist of periods
of amnesia or memory loss, typically caused by chronic, high-dose problematic
alcohol or substance use. Blackouts are most often caused by sedative-hypnotics,
such as alcohol and the benzodiazepines.

Coke bugs: Tactile hallucinations (also called formications) that feel like bugs
crawling on or under the skin. Chronic and high-dose stimulant abuse can cause
various types of hallucinations.

Crack: Cocaine (cocaine hydrochloride) that has been chemically modified so that it
will become a gas vapour when heated at relatively low temperatures; also called
“rock” cocaine.

Downers: Slang term for drugs that exert a depressant effect on the central nervous
system. In general, downers are sedative-hypnotic drugs, such as benzodiazepines
and barbiturates.

DTs: Delirium tremens; a state of confusion accompanied by trembling and
vivid hallucinations. Symptoms may include restlessness, agitation, trembling,
sleeplessness, rapid heartbeat, and possibly convulsions. Delirium tremens
often occurs in chronic alcoholics after withdrawal or abstinence from alcohol.

Ecstasy: Slang term for methylenedioxymethamphetamine (MDMA), a member
of the amphetamine family. At lower doses, MDMA causes distortions of
emotional perceptions. At higher doses, it causes potent stimulation typical
of the amphetamines.

Eight (8) Ball: 3.6g or 1/8th ounce.

Hallucinogens: A broad group of drugs that cause distortions of sensory perception.
The prototype hallucinogen is lysergic acid diethylamide (LSD). LSD can cause
potent sensory perceptions, such as visual, auditory, and tactile hallucinations.
Related hallucinogens include peyote and mescaline. 

Ice: Slang term for smokeable methamphetamine. Much as cocaine can be modified
into a smokeable state (crack cocaine), methamphetamine can be prepared so that
it will produce a gas vapour when heated at relatively low temperatures. When
smoked, ice methamphetamine produces an extremely potent and long-lasting
euphoria, an extended period of high energy and possible agitation, followed by
an extended period of deep depression.

Marijuana: The dried leaves and flowering tops of the Indian hemp plan cannabis
sativa; also called “pot” and “weed.” It can be smoked or prepared in a tea or food.
Marijuana has two significant effects. In the non-tolerant user, marijuana can
produce distortions of sensory perception, sometimes including hallucinations.
Marijuana also has depressant effects and is partially cross-tolerant with

DIAGNOSING SUBSTANCE USE DISORDERS
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sedative-hypnotic drugs such as alcohol. Hashish (or hash) is a combination
of the dried resins and compressed flowers from the female plant.

Nodding out: Slang term for the early stages of depressant-induced sleep.
Opioids and sedative-hypnotics induce depression of the central nervous system,
causing mental and behavioural activity to become sluggish. As the nervous
system becomes profoundly depressed, symptoms may range from sleepiness to
coma and death. Typically, “nodding out” refers to fading in and out of a sleepy state.

Opiates: A type of depressant drug that diminishes pain and central nervous system
activity. Prescription opiates include morphine, meperidine (Demerol), methadone,
codeine, and various opioid drugs for coughing and pain. Illicit opioids include
heroin, also called “smack,” “horse,” and “boy.”

Paraphernalia: A broad term that describes objects used during the chemical
preparation or use of drugs. These include syringes, syringe needles, roach clips,
and marijuana or crack pipes.

Point: 1/10th gram. A measurement of drug quantity.

Uppers: Slang term used to describe drugs that have a stimulating effect on the
central nervous system. Examples include cocaine, caffeine, and amphetamines.

DIAGNOSING SUBSTANCE USE DISORDERS



FAMILY PHYS IC IAN GUIDE | EARLY DETECT ION 2.17

As with all disorders, the Early Detection of mental illness helps prevent short-term
complications, initiate recovery and minimize negative long-term consequences
of the disorder. Programs such as Early Psychosis Intervention (E.P.I.) have been
internationally embraced as a standard of care because of their intended impact
on outcomes. 

Early Detection requires an awareness of Risk Factors, the observation of Warning
Signs and the application of Screening Tools.

The Family Physician’s Role in Early Detection
■ Screen and assess any patient with symptoms of a psychiatric disorder.
■ Encourage patients and family to openly discuss psychological problems.
■ Note that many patients frame their distress somatically or report only physical

symptoms because of a reluctance to express psychiatric symptoms.
■ Keep in mind that patients’ personal beliefs and symptoms (e.g., avoidance,

fear of negative evaluation, delusions, hallucinations) can interfere with
disclosure and help-seeking behaviours.

■ Provide educational materials in the waiting area to help patients recognize
their own problems and encourage disclosure of symptoms during office visits
(see section on self-management and information for families for free and
easily accessible sources of educational materials).

Early Detection
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Risk factors can be inherent or acquired and may interact with each other to result
in illness expression.

General Risk Factors
■ past history of any psychiatric disorder
■ family history of any psychiatric disorders
■ co-morbid medical illnesses
■ history of physical or sexual abuse
■ recent major negative life events
■ pregnancy and post-partum periods
■ presence of any psychiatric disorder increases risk of a secondary

psychiatric disorders
■ substance use including early onset tobacco use

Major Depressive Disorder
– long term pain or chronic illness (e.g., diabetes, arthritis)
– cardiovascular disease
– family history of mood disorder
– pregnancy or postpartum
– long-term sleep problems
– substance use disorders
– female gender
– tobacco dependence

Anxiety Disorders
– higher incidence in adolescents/youth and the elderly
– stressful periods
– postpartum period
– chronic physical illness including chronic pain conditions
– substance use disorders

Early Psychosis
– family history of psychosis/psychiatric disorder
– history of head injury
– history of poor growth and development
– history of academic and social difficulties
– history of pregnancy and birth complications
– psychological trauma/ongoing stress
– substance use disorders (especially stimulants, cocaine)
– higher incidence in adolescence/youth

RISK FACTORS

Disorder-Specific Risk Factors
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RISK FACTORS

Substance Use Disorders
– family history of SUD
– past history of substance use disorder
– trauma and/or violence
– mental illness

Some additional factors that influence substance use are
– availability of substance (e.g. easy availability for tobacco, alcohol,

and marijuana)
– occupation (e.g. health care workers, bartenders, truck drivers, etc.)
– social instability
– low cost
– speed of drug effect onset
– peer group
– culture (acceptability of certain substances in some cultures)
– chronic physical pain



Screening Tools

Scrreening Tools
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General Screening Suggestions
■ Screen adolescent populations at all visits, as they are infrequent and inconsistent

users of health care.
■ Screen adult populations if considered to be in at-risk population.
■ Screen women at antepartum and post-partum visit (screen at 2 months with

first infant immunization).
■ Set reminders to screen on office charting systems.
■ Build screens into social histories when discussing other high-risk behaviours

such as unprotected sex or extreme sports.
■ In order to ease apprehension with screening tools, especially teenagers, try

“This questionnaire is like taking your emotional temperature — it is part of
a normal visit”.

■ If a screen is positive, complete a full history and physical, in an attempt to
clarify the diagnosis, over the next 1 or 2 appointments.

Screening Tools
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SCREENING FOR MAJOR DEPRESSIVE DISORDER

There are a number of brief, valid, easy-to-administer assessment scales that can be
used to detect depression in primary care. Two approaches are described here:
■ the “two-quick-question” screening method
■ use of the Patient Health Questionnaire 9 (PHQ 9).

The ‘Two-quick-question’ screening method
■ Use during routine visits with high-risk individuals.
■ Ask whether, in the last month, they have

1. “lost interest or pleasure in things you usually like to do?”
2. “felt sad, low, down, depressed or hopeless?”
An answer of ‘yes’ to either question triggers a more detailed assessment of
other symptoms of depression such as sleep disturbance, appetite change or
lack of energy.

Use of the Patient Health Questionnaire 9 (PHQ 9)
Having patients complete a PHQ 9 Questionnaire (see sample provided here)
yields a wealth of information that can be used for both assessment and
follow-up action. When reviewing the completed, questionnaire, major depressive
disorder is suggested if
■ of the 9 items, 5 or more are checked as at least ‘more than half the days’
■ either item a. or b. is positive, that is, at least ‘more than half the days.’

Other depressive syndrome is suggested if
■ of the 9 items, a., b., or c., are checked as at least ‘more than half the days’
■ either item a., or b. is positive, that is, at least ‘more than half the days.’

Also, PHQ 9 scores can be used to plan and monitor treatment. To score the
instrument, tally each response by the number value under the answer headings,
(not at all = 0, several days = 1, more than half the days = 2, and nearly every day = 3).
Add the numbers together to total the score on the bottom of the questionnaire.
Interpret the score by using the following guide.

The PHQ 9 instrument also includes a functional health assessment. This asks
the patient how emotional difficulties or problems impact work, things at home,
or relationships with other people. Patient responses can be one of four:
Not difficult at all, Somewhat difficult, Very difficult, Extremely difficult. The last two
responses suggest that the patient’s functionality is impaired. After treatment begins,
functional status and number score can be used to assess patient improvement.
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SCREENING FOR MAJOR DEPRESSIVE DISORDER

Patient Health Questionnaire — PHQ 9
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SCREENING FOR ANXIETY DISORDERS

Valid standardized scales for assessment of anxiety disorders in the primary care
setting are not widely available or easily accessible. Two scales that may be used are

■ the Hospital Anxiety and Depression Scale (HADS)
– a self-report scale that helps to quickly identify cases with anxiety or depression
– 14 easy to answer questions with 7 each related to anxiety and depression
– Can be self-administered in the waiting area of the family physician

■ the Anxiety Disorders Screening Tool: Mini International Neuropsychiatric
Interview (MINI)
The screening questionnaire used in the National Anxiety Disorders Screening
Day is the Mini-International Neuropsychiatric Interview (M.I.N.I.). It is a short,
structured, diagnostic interview that was developed by a group of psychiatrists
and clinicians in the United States and Europe. the MINI was designed for DSM-IV
or DSM-IV-TR and ICD-10 psychiatric disorders. The version in the screening 
program is designed to explore five Axis I psychiatric disorders (panic disorder,
social phobia, post-traumatic stress disorder, generalized anxiety disorder, 
and obsessive-compulsive disorder) according to DSM-IV or DSM-IV-TR diagnostic
criteria. Validated against both the SCID and ICD-10 diagnostic criteria, the MINI 
is a sensitive, valid and reliable instrument. See www.heretohelp.bc.ca for free
on-line version with printable results. A copy of the MINI screening tool has
also been provided here for immediate reference.
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SCREENING FOR ANXIETY DISORDERS
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SCREENING FOR ANXIETY DISORDERS
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SCREENING FOR ANXIETY DISORDERS
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■ There are no self-report screening instruments for early psychosis that can
be easily implemented.

■ Most young people are either reluctant to admit having psychotic experiences
or they lack the vocabulary to easily describe their extraordinary experiences.

■ Observation of changes in appearance and activity should raise the index
of suspicion.

■ Inquire about the presence of hallucinations (e.g., “ when a person gets really
stressed out their mind can play tricks on them — like hearing a whisper or 
even a voice saying things — has that ever happened to you?")

SCREENING FOR EARLY PSYCHOSIS
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Various screening tools are available that enable the family physician to quickly identify
individuals who may have a substance use problem (see ensuing samples provided).
When taking a substance use history, inquire
1. about the following classes

– marijuana – opioids — heroin, morphine, 
– cocaine/crack methadone, codeine, oxycodone
– “party drugs” — ecstasy, GHB, – crystal methamphetamine,

ketamine amphetamine, prescription
– prescription drugs — benzodiazepines stimulants (dexamphetamine,

especially Lorazepam, Diazepam methylphenidate)
and Clonazepam (readily available – hallucinogens — LSD, “magic” mushrooms
on the street) – alcohol — classify using standard 

– solvents — gasoline, aerosols, glue drinks; also inquire re: the use of
rubbing alcohol, mouthwash

2. (if affirmative) about route of administration of the specific substance
– sniffing/snorting, injection, oral, smoking or inhalational
– sharing of needles or paraphernalia (high-risk behaviours)

3. about quantity and frequency of use
– # of Standard Drinks (Canadian) – “Mickey” = 13 fl. ounces
– Point = 1/10th g – “8 Ball” or an 1/8th of an ounce = 3.6g
– Rock = variable amount usually 3 – 4 points

4. about concerns related to drug use
– consider modifying the CAGE by substituting the substance of concern for “alcohol” 

or “drinking” (e.g., “Have you ever felt bad or Guilty about your cocaine use?”); 
although it is not evidence based, it may serve as an initial point of discussion.

The staff/clinician administered CAGE and self-administered AUDIT (Alcohol Use
Disorders Inventory Test) are questionnaires that require less than 15 minutes in a
primary care setting.

■ The CAGE Questionnaire
– There are 4 questions scored 0 or 1.
– A score of 2 or greater is significant.
– The combination of CAGE questionnaire, MCV and GGT activity will detect

about 75% of people with an alcohol problem.
– During pregnancy or adolescence, a score of 1 may signal problematic drinking. 

However, CAGE is not specific to pregnancy and consider using the TWEAK. 
(see Women’s Mental Health Appendix)

■ The AUDIT Questionnaire
– This 10-question survey of alcohol use is sensitive across cultures.
– Scores for each question range from 0 to 4, with the first response for each 

question (e.g., never) scoring 0, the second (e.g., less than monthly) scoring 1, 
the third (e.g., monthly) scoring 2, the fourth (e.g., weekly) scoring 3, and the 
last response (e.g., daily or almost daily) scoring 4.

– For questions 9 and 10, which only have three responses, the scoring is 0,
2 and 4 (from left to right).

– A score of 8 or more is associated with harmful or hazardous drinking,
– score of 13 or more in women, and 15 or more in men, is likely to indicate

alcohol dependence.
(Source: Saunders JB, Aasland OG, Babor TF et al. Development of the alcohol use 
disorders identification test (AUDIT): WHO collaborative project on early detection 
of persons with harmful alcohol consumption II. Addiction 1993, 88: 791 – 803).

■ Also available is the DAST.

SCREENING FOR SUBSTANCE USE DISORDERS
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SCREENING FOR SUBSTANCE USE DISORDERS

CAGE Questionnaire — Screen for Problematic Alcohol Use

Alcohol dependence is likely if the patient gives two or more positive answers to the
following questions:

• Have you ever felt you should Cut down on your drinking?
• Have people Annoyed you by criticizing your drinking?
• Have you ever felt bad or Guilty about your drinking?
• Have you ever had a drink first thing in the morning to steady your nerves or

get rid of a hangover (Eye-opener)?

The combination of CAGE questionnaire, MCV and GGT activity will detect about
75% of people with an alcohol problem.
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SCREENING FOR SUBSTANCE USE DISORDERS
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SCREENING FOR SUBSTANCE USE DISORDERS
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SCREENING FOR SUBSTANCE USE DISORDERS

Addiction Research Foundation Clinical Institute Withdrawal Assessment for Alcohol — Revised CIWA-Ar
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General Warning Signs and Symptoms
■ sleep disturbances
■ appetite changes
■ social withdrawal
■ irritability
■ indecisiveness
■ absences from school or work
■ loss of energy or agitation
■ feelings of anxiety and depression
■ multiple or unexplained physical complaints
■ reports from others of out-of-character behaviour

Warning Signs for
Onset or Relapse
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WARNING SIGNS FOR ONSET OR RELAPSE

Early Psychosis
Collateral reports may be especially pertinent to detecting psychotic disorders.
Vague changes in mood and behaviour are often noticed quite early by family
and friends.

In addition to the general warnings the person may exhibit
– shifts in social circle or markedly reduced social activity
– decreased concentration
– decreased hygiene
– over-concern with physical functions and appearance or significant change

in dress or appearance
– increased interest in metaphysics and spirituality
– inappropriate emotional expression
– reduced speech output or speech that is difficult to follow
– suspiciousness, paranoia or even delusional beliefs
– attending to internal stimuli or “talking/laughing to themselves”
– impulsivity
– irritability.

Major Depressive Disorder
In addition to the general warnings the person may experience

– loss of interest or pleasure in activities or relationships
– guilt
– complaints of decreased memory and concentration
– decline in functioning in primary roles (e.g., poor work performance, delayed 

bonding with baby)
– dangerous behaviour/impulsivity.

Anxiety Disorders
In addition to the general warnings the person may exhibit

– chronic symptoms of anxiety, worry, panic and stress
– sleep disturbance
– somatic symptoms (e.g., headache, gastrointestinal upset or stomach ache)
– frequent distressing thoughts, images, memories or urges
– difficulty concentrating or making decisions
– high rates of health care utilization (family physician visits, medical

specialists, emergency room visits, ambulance service use, etc)
– excessive avoidance or use of safety behaviours (e.g., compulsions,

reassurance seeking).

Disorder-Specific Warning Signs and Symptoms
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WARNING SIGNS FOR ONSET OR RELAPSE

Substance Use Disorders
Alcohol and substance abuse disorders may present with any of the general warning
signs and symptoms. In addition, potential warnings include those identified in the
following table:
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3 MANAGEMENT ISSUES
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Provide treatment as soon as possible in order to:
■ reduce symptoms and suffering
■ prevent secondary problems from occurring such as

– loss of job
– physical health problems
– mental health problems
– social isolation

■ lower risk of relapse.

With inappropriate treatments or no treatment at all, many of these disorders have a
high rate of relapse and worsen over time.

Treatment options of psychiatric disorders consist of non-pharmacological as well as
pharmacological interventions.

GENERAL TREATMENT RECOMMENDATIONS
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Psychotherapy, lifestyle modifications, stress management strategies, relapse
prevention, and brief interventions are all important aspects in the management of the
disorders listed in this Guide. For some conditions (mild depression or anxiety),
they can be as effective as medication for remission. For more severe conditions
(severe depression, acute psychosis), non-pharmacological interventions provide
as essential component in obtaining and maintaining health.

Psychotherapies, including Cognitive Behavioural Therapies (CBT)
■ Cognitive Behavioral Therapy (CBT)

– A time limited psychotherapy which teaches the patient to identify automatic, 
dysfunctional thoughts and distorted beliefs and to develop positive new
behaviours and coping strategies

– Focuses on current problems and uses a process of teaching, coaching,
and reinforcing positive behaviours to address the interactions between how
we think, feel and behave

– Follows a structured style of intervention, including the use of ‘homework’,
or between-session practice

– Key elements include:
• psychoeducation
• relaxation training (e.g. controlled breathing, progressive muscle relaxation)
• cognitive skills training (e.g. challenging cognitions that are maladaptive)
• overcoming avoidance via gradual exposure to feared situations
• planning for relapse prevention and maintaining gains.

– Administered individually or in groups, and also incorporated in
self-directed resources

– Evidence supports the effectiveness of CBT for many common mental disorders
– Visit www.healthservices.gov.bc.ca/mhd/publications.html to access the Core 

Information Document on Cognitive Behavioural Therapy developed by the Centre
for Applied Research in Mental Health and Addictions, Simon Fraser University.

Other schools of Psychotherapy include the following:
■ Interpersonal Psychotherapy (IPT): is a time limited individual or group therapy

which examines 2 of 4 interpersonal areas: grief, role transition, role dispute and 
interpersonal conflicts. Core principles include that the illness is not the patient’s
fault, and that by understanding the connection between the illness and life 
events, the patient can use this to solve their current difficulties.

Psychotherapies and Other
Non-pharmacological
Interventions
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■ Psychodynamic Psychotherapy: Both brief and long term, focus on the
transference, countertransference and resistance between patient and therapist.

■ Supportive Therapy: Is focused on problem solving and advice giving.

Lifestyle Issues
There are several basic but important healthy lifestyle choices which should be
stressed regardless of the illness:
■ personal hygiene (encourage laundry, showering and personal grooming)
■ regular exercise (provide guidelines for regular exercise and target heart rates)
■ healthy, regular meals (provide guidelines; refer to a dietician)
■ sleep hygiene (discuss regulation of sleep hours, encourage a reduction in 

evening stimulation)
■ substance use (discuss caffeine and alcohol intake, and recreational drug use)
■ housing (safe, supported, drug free).

Stress Management Strategies 
■ relaxation training using specific techniques such as imagery or progressive

muscle relaxation
■ problem solving techniques that involve learning to analyze problems,

brainstorm and evaluate solutions and then carry out the solutions in small steps
■ resources for stress management are listed in the sections on ‘Information for 

Families’ and ‘Information for Self-Management’.

Relapse Prevention
Preventing relapse of the mental illness is a key goal of treatment.
■ Prior to a relapse there are usually early warning signs — it is important that

patients learn to recognize their own early warning signs.
■ Develop a ‘Relapse Prevention Plan’ with all patients.
■ Outline steps to be taken if early warning signs are detected.
■ Actions in the plan might include:

– making an appointment to come in
– stress management techniques
– “Rescue medications”

■ Share the plan with the patient’s family or close friends so they may help
identify warning signs.

PSYCHOTHERAPIES AND OTHER NON-PHARMACOLOGICAL INTERVENTIONS
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PSYCHOTHERAPIES AND OTHER NON-PHARMACOLOGICAL INTERVENTIONS

Resources for Psychological Treatment in BC

1. Private psychiatrists by referral.

2. For a province-wide list of private psychologists contact the British 
Columbia Psychological Association at www.psychologists.bc.ca
or toll free: 1-800-730-0522

3. Ambulatory Psychiatric Clinics or Day Programs at hospitals, or
community Mental Health Centres (call the BC Partners Mental Health 
Information Line at 1-800-661-2121 or (604) 669-7600 for listings
in your community)

4. Changeways: A best-practice, group-based psychoeducational program 
for depression, offered in a number of hospitals and community health 
centres throughout the province (www.changeways.com)

5. Many people may be able to access a psychologist through an
Employee Assistance Programs (EAP) if they or their spouse are working.

Major Depressive Disorder
■ In patients with mild to moderate depression, evidence-based psychological

treatments are as effective as antidepressant medications.
■ First-line psychotherapies include Cognitive Behavioural Therapy (CBT), 

Interpersonal Psychotherapy (IPT) and Problem-Solving Therapy (PST).
■ Although less stringent evidence exists, Brief Psychodynamic Psychotherapy

has been shown to be effective in certain suitable populations.
– Poor response has been predicted by low motivation, severe ego weaknesses

such as impulse-control problems and poor reality testing, a tendency toward 
concrete thinking, poor object-relatedness and unstable family/home environment.
(“Synopsis of Treatments of Psychiatric Disorders” Gabbard 1996.)

■ For most patients, combined treatment with pharmacotherapy and psychological
treatment is no more effective than either therapy alone. Combined treatment
should be considered for patients with:
– chronic or severe depressive episodes
– comorbidity
– poor clinical response to either antidepressant or psychological treatment alone

■ Effective psychological treatments for depression include:
– cognitive behavioural therapy
– interpersonal psychotherapy
– brief psychodynamic psychotherapy
– supportive therapy
– group therapy

■ Consider patient preferences and availability of resources when considering options.
■ Patients can benefit from supportive management by family physicians, especially

when combined with medication treatment.
■ Good evidence exists to support the use of light therapy for Seasonal Affective

Disorder (SAD)
– SAD treatment guidelines and Lightbox retailers can be found at: www.ubcsad.ca
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■ Bipolar Disorder
– CBT has shown early, promising results as an adjunct to pharmacological interventions.

Brief Intervention for Depression
This section describes a brief problem-solving intervention for depressed patients
that is evidence-based and practical to implement in a typical primary care practice. 

The research literature shows Cognitive Behavioural Therapy (CBT) is an effective
intervention for depression of mild to moderate severity, whether combined with
antidepressant medication or not. But the amount of advanced training and treatment
time required for effective CBT is not feasible for most general practitioners. The Brief
Intervention is based on CBT principles, but uses recent research on self-care
methodology to provide a form of intervention that is feasible in a real-world primary
care practice.

Evidence shows:
■ Distribution of self-care material based on CBT principles leads to substantial

improvement in mild to moderate severity depression. A high proportion of
patients find self-care material acceptable and use it to achieve significant and
lasting improvement in mood symptoms. Many feel empowered by knowing that
they are actively participating in their recovery.

■ For relatively mild depression, effective intervention focuses on encouragement
of self-care and problem-solving. For relatively severe depression, intervention
focuses on standard evidence-based treatments such as antidepressant
medication or CBT, while self-care can serve as an adjunct. 

The general practitioner is in an excellent position to support and coach self-care,
given the frequency of visits, high level of established trust and professional
credibility. Self-care manuals have been developed by Mheccu, UBC for this purpose.
An Antidepressant Skills Workbook for adults is available for free download and
unlimited copying at www.carmha.ca, under Self Care. Translations of this workbook
are available in French, Chinese (Traditional and Simplified) and Punjabi. A version
for adolescents, Dealing with Depression: Antidepressant Skills for Teens,
is also available.

Five steps of brief intervention for depression
1. Explain the biopsychosocial model of depression:

PSYCHOTHERAPIES AND OTHER NON-PHARMACOLOGICAL INTERVENTIONS
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The acronym STEP-A (Situation, Thoughts, Emotions, Physical State
and Actions) can serve as a mnemonic for this model.
a. Each of these areas can affect the others, so a person can spiral down into 

a depression that feels overwhelming and out-of-control.
b. Medication works on Physical State, but important changes also can be 

made in Thoughts and Actions.

2. Distribute CBT-based self-care book (e.g. the SCDP), whether giving a copy or 
information about how to access it.
a. Inform the patient that research evidence shows depressed individuals can 

use the skills taught in this book to recover from depression, and it works
along with medication (where this has been prescribed)

b. Briefly describe the skills taught in the material: e.g. for SCDP, skills are 
Activation, Change of Depressive Thinking and Problem Solving. 

c. Encourage the patient to Give It a Try. Ask the patient to look it over before 
the next visit and offer to answer questions then.

3. Help the patient to get started.
a. Discuss with the patient which of the skills to focus on initially.
b. Assist the patient to set a first goal. For example, if there is a clear

precipitating situational problem, begin with problem-solving and help the 
patient to identify a few possible actions; then assign the patient to write 
out the pros and cons of each action and identify the best or least bad one. 
Another example would be a physically inactive patient for whom a program 
of exercise would be beneficial for mood: help the patient to set a modest
(but gradually increasing) exercise goal. 

4. Check on how it went, ask about new goals or another skill to try.
a. Praise the patient generously for any attempts made.
b. Don't tie achievement of a goal or new learning to any short-term mood 

changes — point out that mood changes happen gradually as a person
practices new skills and achieves small goals. 

5. Encourage continued practice of skills and goal setting.
a. Praise generously. Remember that behavioural or cognitive change is very

difficult, especially for depressed individuals, so be impressed when 
changes are made. 

b. Check how the person is doing with practicing skills and setting goals, even 
in the context of a quick office visit.

Note: This Brief Intervention, though based on CBT principles, is not equivalent to
CBT provided by a mental health professional with specialized training in this
method. The next step to a more intensive level of CBT intervention might involve
referral to a cognitive behavioural group program. In British Columbia the
Changeways group depression treatment program operates at outpatient mental
health facilities in many regions of the province. Alternatively, consider referral to
individual CBT (generally, 8 – 15 sessions).
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Early Psychosis
■ Psychological and social interventions for patients with psychosis are adjuncts to 

medication — they are not substitutes for pharmacotherapy.
■ The addition of these psychosocial intervention leads to better short and

long-term outcomes.
■ All patients with psychosis should receive:

– patient and family education
– stress management
– relapse prevention
– problem solving
– supportive counselling
– assistance with housing, finances, and school and work opportunities.

■ Certain early psychosis patients may also benefit from CBT in particular for
treating secondary problems that can co-occur with psychosis, such as
depression and anxiety, and persistent psychotic symptoms that do not
respond to medication.

Substance Use Disorders

Stages of Change Model
■ Originally developed to understand the experiences a person has when reducing 

substance use by DiClemente & Prochaska (1982).

■ The model has since been applied to understanding a person’s experience
and readiness for change for a variety of other behaviours, including mental
health problems. 

Anxiety Disorders
■ Psychological treatments are roughly equivalent to pharmacotherapy in the

short-term and may lower relapse rates long-term.
■ Combined pharmacotherapy and psychological approaches do not appear to be 

more effective than either therapy alone. However, a combination of treatments
may be considered for patients with
– chronic and severe anxiety symptoms
– comorbidity (e.g., major depression)
– poor clinical response to either antidepressant or psychological treatment alone.

■ Psychological treatments for anxiety disorders include:
– CBT — significant benefits are experienced by approximately 80% of people with

anxiety disorders who complete CBT programs.
– Eye Movement Desensitization and Reprocessing (EMDR) is effective for PSTD only
– A wide variety of evidence based handbooks, clinician manuals and client work

books provide detailed information about developing and implementing
cognitive behavioural management plans for each of the different types of
anxiety disorders. (See the self-management and information for families
sections for more information or www.anxietybc.com for reading lists.)
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■ The model has not been validated for all disorders — it may be most useful in
the treatment of substance misuse or other harmful behaviours, eating disorders, 
or in addressing adherence issues.

■ Progression through these stages is not always linear; people tend to move back
and forth between stages, and relapse to a prior stage is always possible.

■ Understanding the stages of change can guide the tailoring of therapy to meet
a person’s needs and further encourage change at his or her particular point in
the change process.
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Brief Interventions for Substance Use Disorders
■ Evidence suggests that simply asking a patient about alcohol use can

reduce consumption.
■ After completing an initial screen followed by a detailed assessment with

lab work and a urine screen, carry out a “Brief Intervention.”
■ The “Brief Intervention” is an evidence-based, five step, time limited intervention 

focused on changing behaviour and increasing compliance for alcohol use disorders.
■ While there are numerous models of “Brief Intervention” with no consensus on 

number of visits, try 2 – 3 10 – 15 minute visits over a 6 – 8 week period.
■ The “Brief Intervention” is well established as a counselling tool for such medical

issues as hypertension, diabetes and obesity.
■ An increasingly large body of evidence supports the expansion to effective

interventions, including “Brief Interventions” by physicians.

■ The Five Steps include:
1. providing feedback about screening results, impairment and risks while

clarifying the findings
2. assessing the patient’s readiness to change based on the “Stages of Change” 

(see  previous page)
3. informing the patient about safe consumption limits and offering harm

reduction strategies
4. negotiating goals and strategies for change
5. arranging for follow-up treatment.

■ Typically, candidates for brief intervention will be in one of the first three stages
of change and are ambivalent. The brief intervention is meant to reduce the level
of ambivalence and guide the patient further along the stages.

1. Provide feedback about screening results, impairment and risks while
clarifying the findings
– What often moves someone from the precontemplative to contemplative 

stage is convincing, personal, and timely information.
• “As your family physician, I am concerned about how much you are

drinking and how this is impacting your health/you socially.”
• “Your unborn child could develop a birth defect called Fetal Alcohol

Syndrome — there are no safe levels of alcohol consumption while
you’re pregnant.”

– It is essential that the information be intimately tied to the individual’s
addictive behaviour, and runs contrary to their expectancies.

2. Assess the patient’s readiness to change based on the stages of change
– Be clear about the stage of change. Matching stage specific interventions

is critical to the successful outcome.
• “What do you think about your alcohol/consumption?”
• “Do you believe that your alcohol/consumption has had negative 

consequences? What are they?”
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• “What have been the physical consequences?”
e.g., trauma, liver, abscesses, teeth

• “What have been the social consequences?”
e.g., loss of friends or work, family estrangement

• “What are the psychological consequences?”
e.g., depression, psychosis, anxiety

3. Inform the patient about safe consumption limits and offer harm
reduction strategies
– Harm reduction (HR) strategies are evidence based measures aimed at

reducing the harm to the patient while continuing to use. It is not the
goal of therapy but a highly effective way to engage a user in the
discussion of treatment.

– While abstinence remains the traditional way to reduce harm associated
with use, patients may not be prepared for this.

– HR strategies can be offered at all stages of change.
• For the pre-contemplative user these may be broader strategies to

address overall health, as there is simultaneously an acceptance of
the person’s ambivalence and communication of concern for their
overall health.

• Safe consumption limits are useful and may be more specific to the
contemplative user. (Men: 14 drinks/week; no more than 2/day;
Women: 9 drinks/week; no more than 2/day)

• Aim to reduce the incidence of common co-morbid illness, such as HIV, 
Hep C and STD’s while using. Encourage the use of clean needles
and safe injection techniques. Suggest switching to lower potency
substances or reducing use as other ways to reduce harm
(e.g., “Rubbing alcohol is very dangerous. While you think about cutting 
back, would you consider switching to beer or wine?”; “Sharing needles
can put you at high risk for getting HIV or Hepatitis C. Do you have
a source of clean needles? Do you use bleach and clean water?”;
“Have you thought of smoking instead of injecting?”)

4. Negotiate goals and strategies for change
– When negotiating goals, successful outcomes are most likely if goals

specific to the stage of change are generated.
– Use the BC Partners Problem Substance Use Workbook when developing 

short-term goals. Email bcpartners@heretohelp.bc.ca or
call 1-800-661-2121 or (604) 669-7600 for further information on workbooks

– Goals might include (with Stage of Change noted):
• Harm reduction strategies (precontemplative)
• Attending a meeting (contemplative) or schedule an appointment with

an AD counsellor (e.g., “Have you thought of going to a meeting — you 
might find others who understand your situation.”)

• Reducing quantity or frequency of use (contemplative: e.g., “You need
to reduce your drinking — can you cut down to 2 or 3 drinks three
times per week?”)



FAMILY PHYS IC IAN GUIDE | PSYCHOTHERAP IES AND INTERVENT IONS3.12

• Entering detox or applying for treatment (action: “With the amount you’re 
consuming, it would be wise to stop in a supportive medical environment
like detox.”; “You’ve tried to quit on your own. I think it is worth trying
a treatment centre.”)

– Strategies for Change
• Behavioural Modification Techniques (e.g., “What are some triggers

for use? When you have relapsed in the past, what kind of things
triggered you.”; “Let’s talk about ways to avoid these situations.”;
“What are other ways you have coped with triggers in the past?”
e.g., exercise, calling a friend)

• Self-help Directed Bibliography (e.g., “Here is some information on
substance use. I would like you to review it so that we may discuss it
at the next visit”; “Try this website for some information”)

5. Arrange for follow-up treatment

PSYCHOTHERAPIES AND OTHER NON-PHARMACOLOGICAL INTERVENTIONS

Patient preference is an important determinant of treatment outcomes.
A 3 month engagement in treatment has been shown to be a key threshold,
as positive, long-term outcomes increase significantly after this stage.

“Let’s schedule a follow-up appointment to discuss your use” or “to discuss
detox/treatment options”.

– Positive evidence exists for numerous treatment modalities, but no
one treatment has been identified above the rest.

– Early treatment is often pharmacologically based and requires a withdrawal
management period either at home, in a “daytox” programme, a residential
detox or a medical detox.

– A broad range of treatment services are available and are highly
patient specific.

– Post detox, inpatient treatment settings include Residential Treatment
and Support Recovery Homes.

– Outpatient programmes range from intensive day programmes to AD
counselling or group work.

– Modalities may include any one or more of pharmacotherapy, psychological
or behavioural interventions or self-help groups.
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■ Electroconvulsive therapy (ECT) is a safe and effective treatment for a variety
of psychiatric and some medical conditions.

■ It has proven superiority in prospective studies comparing ECT with
“sham” ECT and with standard antidepressant treatment in
“medication-resistant” patients.

■ Especially when patients are identified early in the course of hospitalization 
and offered ECT as a treatment option, there can be a reduction in the
length of stay and hospitalization cost, owing to both efficacy and rapidity
of response.

■ Despite generally higher seizure thresholds in the elderly, evidence suggests
that response rates are higher in both the “young” elderly (65 – 74),
and “old” elderly (75 or greater), with fewer complications compared to
certain antidepressants.

■ Nevertheless, ECT can induce side effects and may be physically risky
for certain individuals.

■ Relapse rates after an acute course of ECT can be high without continuation
or maintenance pharmacotherapy and/or ECT.

ECT Indications

Primary Indications for Use
As stated in the APA guidelines, there is “compelling data . . . or strong consensus”
supporting the use of ECT in the following conditions:
■ Major Depressive Episode (arising from unipolar depression, as part of bipolar

depression, or concomitant manic symptoms during “mixed states”) — ECT
should be strongly considered, especially when associated with one of the
following features:
– acute suicidality with high risk of acting out suicidal thoughts
– psychotic features
– rapidly deteriorating physical status due to complications from the depression,

such as poor oral intake
– history of poor response to medications
– history of good response to ECT
– patient preference
– risks of standard antidepressant treatment outweigh the risks of ECT,

particularly in medically frail or elderly patients
– catatonia.

■ Mania — ECT should be particularly considered if there is:
– extreme and sustained agitation
– “manic delirium”.

■ Schizophrenia* (According to the APA guidelines, the following associated
features predict a favourable response to ECT):
– positive symptoms with abrupt or recent onset
– catatonia
– history of good response to ECT.
* Studies demonstrating a favourable response to ECT in regard to psychotic symptoms

have generally used a combination of ECT and standard antipsychotics.

ELECTROCONVULSIVE THERAPY (ECT)
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Secondary Indications for Use
■ Catatonia (unrelated to the primary conditions described above)
■ Parkinson’s Disease
■ Neuroleptic Malignant Syndrome
■ Delirium (rarely considered for patients who require urgent treatment)
■ Intractable Seizure Disorder
■ Mood Disorder secondary to physical conditions

Cultural Considerations
■ There may be specific beliefs in certain cultures surrounding electricity

and touching of the head that can prevent patients from accepting ECT
as a form of treatment.

■ Another barrier occurs in refugees and immigrants who may have experienced 
incarceration for political reasons in psychiatric institutions and who have 
been subjected to ECT involuntarily without psychiatric indication.

■ Survivors of torture who have been subjected to electrical shocks may also 
resist the notion of ECT.

■ The reluctance to proceed with ECT is unfortunate in these circumstances, 
since these individuals may benefit significantly from ECT in treating mood
and psychotic disorders that have developed as a complication of trauma
or migration.

Selection and Risk
■ Patient selection is critical in ensuring a high degree of confidence that ECT

will be more effective than other treatments considered, while minimizing risk.
■ ECT evaluation also addresses the presence of concurrent medical conditions

that can increase risk, as well as the concurrent use of medical or psychiatric
medications that can alter risk.

■ The risk is defined as serious morbidity and mortality, which is most likely
cardiopulmonary in nature if occurring, and is considered in line with the risk
associated with other low-risk procedures under a general anesthetic.

■ A widely-quoted risk figure is 1.6 deaths per 10,000 in a (typical) course
of 8 ECTs.

Contraindications for ECT
■ There are no absolute contraindications for ECT. ECT may be deemed

necessary even when such “relative contraindications” identified by the APA 
guidelines are present:
– unstable or severe cardiovascular conditions, such as recent myocardial infarction
– unstable angina, poorly-compensated heart failure, and severe valvular

cardiac disease including critical aortic stenosis
– aneurysm or vascular malformation that might be susceptible to rupture with 

increased blood pressure
– increased intracranial pressure, as may occur with some brain tumours or

other space-occupying cerebral lesions
– recent cerebral infarction
– pulmonary conditions such as severe chronic obstructive pulmonary disease, 

asthma, or pneumonia
– patient status rated as ASA (American Society of Anesthesiologists) level 4 or 5

■ Conditions having substantially higher risk with ECT include:
– Pheochromocytoma

ELECTROCONVULSIVE THERAPY (ECT)
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– retinal detachment
– acute narrow angle glaucoma.
Those with cardiac pacemakers and implanted automatic defibrillators warrant
some caution. (It is unlikely ECT would disrupt the functioning of a modern
cardiac pacemaker)

ECT Providers
■ Community psychiatrists provide ECT.
■ The ECT is carried out using general anaesthetic — an induction agent and

a muscle relaxant, and the patient is managed by an anaesthesiologist.
■ ECT is done in hospital/surgical day care ORs or PARs.
■ ECT is safe on an outpatient basis, appropriate for maintenance ECT.

ECT Resources
Visit www.hlth.gov.bc.ca/mhd/publications.html for ECT Guidelines for Health
Authorities in BC, available on the BC Ministry of Health web page. An ECT 
information video for families is available at mental health and addictions
centres across BC, and ECT information for families is available also in Chinese 
and Punjabi on the above website.

ELECTROCONVULSIVE THERAPY (ECT)
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GENERAL PRINCIPLES OF PHARMACOLOGICAL INTERVENTION

Consider these clinical factors when choosing a medication:
■ previous response ■ comorbid conditions
■ side effects ■ drug-drug interactions
■ remission rates ■ dosing regimen
■ cost

Educate the patients about treatment
■ Review with patients and families

– Goals and benefits of treatment 1) Full Remission 2) Return to premorbid function
– Side effects of various medication choices
– Warn patients about suddenly discontinuing a medication and rebound

symptoms which may occur
■ Discuss medication onset timelines with patients

– Antidepressants for depression: 4 – 6 weeks (if sooner, consider
hypomania induction). Routine follow up within the first 2 weeks of prescribing 
an SSRI is prudent and always warn patients/families to monitor for increased 
suicidal ideation.

– Antidepressants for anxiety: 2 – 3 weeks
– Benzodiazepines: acute relief NOT advised to use for longer than 2 weeks
– Antipsychotics: some reduction in psychotic symptoms within 1 week of

starting therapeutic dose but longer time needed for fixed, delusional beliefs
and negative symptoms

Common problems faced by many patients:
■ stigma of being on medications
■ cost
■ dosing schedule adherence — time at which patient is most likely to take

medication is in evening
■ belief that the medication may not be helpful or appropriate
■ side effects even at very low doses
■ excessive use of benzodiazepines
■ problems with adjusting to taper when decreasing or eliminating medications
■ return of symptoms when medications are no longer taken.

Precautions when using Psychotropic medications:
■ start low, go slow, keep going!
■ psychotropic medications should be tapered prior to discontinuation.

Pharmacological
Intervention
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Benzodiazepine Use in Primary Care
■ British Columbia and Canada has no official guidelines for prescription

use of Benzodiazepines.
■ The College of Physicians and Surgeons of British Columbia has posted 

Benzodiazepines and Other Targeted Substances Regulations: Guidance 
Document for Practitioners and Questions and Answers on their website 
www.cpsbc.ca/cps. This is published by Health Canada and discusses
issues of theft, storage, destruction, etc. of targeted substances.

■ The College of Physicians and Surgeons of British Columbia has endorsed
the UK protocol for BDZ withdrawal management entitled Benzodiazepines: 
How they work and how to withdraw (The Ashton Manual)
benzo.org.uk.

In the United Kingdom, the Committee on Safety of Medicines and the Royal College
of Psychiatrists have made some recommendations for BDZ use.
■ BDZs can clearly provide critical and wide-ranging symptom relief for a variety

of medical conditions and procedures.
– BDZs should typically be used intermittently or in the short term

(two weeks duration).
– Chronic BDZ therapy should be used in exceptional cases with a clear

medical indication, individualized treatment planning, close monitoring, 
and frequent evaluation.

– In general, BDZ use is best avoided in pregnancy, breast-feeding, the elderly, 
and those with a history of addiction.
• There is a risk of significant cognitive impairment, falls and trauma

in the elderly
– If needed in these populations for acute substance withdrawal or for

symptoms refractory to other treatments, BDZ therapy should be
carefully administered.
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MAJOR DEPRESSIVE DISORDER

■ Antidepressant medication is indicated for moderate to severe depression.
Most studies show a considerable placebo effect in cases of mild depression.

■ Encourage open, honest discussions with the patient about their beliefs and
concerns surrounding antidepressant medications.

■ After 1 medication
– 65 – 75% of treated patients have clinically significant improvement
– 50 – 60% have complete recovery
– 15% have improvement with residual symptoms
– 25% have minimal improvement

■ Responder definition *
– Partial Responder: 25 – 50% decrease in HAM-D scale
– Non-Responder: <25% decrease in HAM-D scale
– Responder: >50% decrease in HAM-D scale
* The definition of Responder is based on the HAM-D or “Hamilton Rating Scale 

for Depression” — a 24 item, clinician administered scale introduced in 1960 
and used to standardize research

■ Refractory: non-responder to >2 medications from different classes
■ Current evidence does not indicate that any one class of antidepressant is

significantly superior in treating depression. First line agents are selected for
their overall tolerability and effectiveness.

■ Use antidepressants with caution where there is a concurrent substance
use problem
– There is no evidence for the prescription of antidepressants in the context

of ongoing substance abuse or dependence
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Principles of Pharmacological Treatment of Depression
■ If treating with antidepressants, initial response should occur within 3 – 4 weeks

of treatment with a therapeutic dose. 
■ If there is no response (or no further improvement after partial response) after

3 – 4 weeks, increase medication every 2 – 4 weeks until remission of symptoms,
maximum suggested dose is reached, or limiting side effects are experienced.

■ If remission is achieved, maintain patient on medication for at least 6 months
if first episode, and at least 2 years if:
– second episode
– suicidal/psychotic/severe
– episode > two years
– resistant or difficult to treat.

■ Partial response Strategies (See below, “Levels of Evidence”)
– Level 1 evidence: Augmentation

• Proven Effective with TCAs (not SSRIs) — Lithium
(target blood level 0.6 – 0.9; 600 – 900mg)

• Probably Effective — Liothyronine Sodium (T3-Cytomel®)
more centrally acting than Levothyroxine Sodium (T4-Synthroid®)
25 – 75mcg; low-dose atypical antipsychotic

• Possibly Effective — Amphetamines (e.g., Dextroamphetamine: 5 – 10mg); 
Modafinil; Buspar, Tryptophan may be effective if target symptoms remain 
(e.g., poor sleep, low energy, poor concentration)

– Level 2 evidence: Switching (see Table: Washout Recommendations for
Switching Antidepressants)
• Benefit of simplicity with better compliance
• Switch within class once, then switch out

– Level 3 evidence: Combination
• e.g., SSRI + SNRI + Mirtazapine or Bupropion

■ Non responder strategies
– If there is no response, within 4 weeks of a therapeutic dose, switch

within the same or out of class
– If after two medications within a class there is no response, switch class

■ Refractory patient strategies
– Re-evaluate diagnosis (for example, mania/hypomania, subtype of depression)
– Reassess treatment issues (for example, adherence, side-effects)
– Reassess comorbidity

• Axis I: Panic, OCD, PTSD, Substances, Psychosis etc
• Axis II: Personality Disorder especially Cluster B, Dependent
• Axis III: General medical conditions

– Consider adding psychotherapy
– Refer to a specialist, community health centre or rural outreach team

Levels of Evidence
Level 1 at least one randomized controlled study
Level 2.1 well-defined controlled trial without randomization
Level 2.2 well-designed cohort or case-controlled studies, preferably multicentre

or more than one research group
Level 2.3 very significant results from uncontrolled trials from more than one

centre comparing results with and without intervention
Level 3 opinions of respected clinical authorities based on clinical

experience, descriptive studies, or reports of expert committees
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Not all medications listed are eligible for coverage under the No-Charge Psychiatric Medication Program (Plan G).
Coverage information is provided on the BC PharmaCare website at www.health.gov.bc.ca/pharme/outgoing/plangtable.html.
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Bipolar Disorder
Generally, initiate a mood stabilizer on admission with mania, hypomania,
or bipolar depression.

■ Discontinue antipsychotic typically six months after there has been a
good response.

■ Maintain on a mood stabilizer.
■ A combination of a mood stabilizer and a very low dose of an antipsychotic

is an option for treating refractory bipolar disorder.
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ANXIETY DISORDERS

There are a variety of evidence-based medications for most but not all of
the anxiety disorders.

Note on Benzodiazepines (see General Principles of Pharmacologic
Treatments — Benzodiazepines in Primary Care)
■ Consider Benzodiazepines under some circumstances for short term

management of anxiety symptoms until benefits from other longer-acting
treatments are apparent.

■ Prescribe Benzodiazepines for periods of no longer than 2 weeks.
■ Do not use Benzodiazepines as the first line of treatment as they

– are subject to abuse, dependence, and/or diversion
– have risk of sedation
– can cause dangerous interactions with other drugs or alcohol, and 
– often create rebound anxiety that promotes increased use.

Guidelines for Anxiety Disorders

Andrews, G., Creamer, M., Crino, R., Hunt, C., Lampe, L., & Page, A. (2003).
The treatment of anxiety disorders: Clinician Guides and Patient Manuals
(2nd edition). United Kingdom: Cambridge University Press.

Andrews, G., Goldner, E.M., Parikh, S.V., & Bilsker, D. (2000). Management of Mental
Disorders: Volume I (Canadian Edition). Vancouver: Bond Reproductions Inc.

Anxiety Review Panel. (2000). Ontario Guidelines for the Management of Anxiety
Disorders in Primary Care, 1st Edition. Ontario Program for Optimal Therapeutics. 
Queen’s Printer of Ontario.
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EARLY PSYCHOSIS

General Principles of Starting Antipsychotic Medication
■ The treatment of choice is a single atypical antipsychotic medication. 
■ The use of several antipsychotics at once is not recommended. 
■ The newer atypical antipsychotics (e.g., risperidone, olanzapine, clozapine and

quetiapine) are preferred over the older typical antipsychotics (e.g., haloperidol).

Advantages of the class of atypical antipsychotics include:
■ As effective as “typicals” in treating psychosis
■ Favourable side effect profile 

– Low risk of serious side effect like tardive dyskinesia 
– Lower incidence of EPS

■ Target negative symptoms as well as positive symptoms
■ Are effective at resolving acute mania.

Disadvantages include: 
■ Significant risk of weight gain/diabetes/hyperprolactinemia.

Initial Dosing
■ First-episode patients are more sensitive than other patients to the effects of

antipsychotic medications, and therefore much lower doses are needed.
■ For example, after a low starting dose, first-episode patients often respond

to 2 mg of risperidone or 5 – 10 mg of olanzapine. 
■ Side effects should be closely monitored, especially at the beginning

of treatment.

Use of Other Medications
■ If mood symptoms are also present, a mood stabilizer or antidepressant should

be started as well. 
■ Benzodiazepines are helpful for managing sleep disturbance, agitation and

anxiety in the acutely psychotic/manic patients.

Side Effects
■ Significant weight gain is a common side effect, especially with clozapine,

olanzapine and quetiapine. 
– Weight gain may lead to discontinuation.
– Weight gain increase risk for obesity-related disorders such as diabetes. 
– Diet and exercise are the main treatments for overcoming the weight gain. 

■ Sedation is common with the newer atypicals, although not with risperidone. 
■ Overdose from antipsychotics is rare and unlikely to cause death.
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■ Extrapyramidal side effects such as akathisia, and Parkinsonism can occur even
with olanzapine and risperidone. 
– Benztropine is effective against Parkinsonism (start with 0.5mg qd-BID — caution:

may cause increased cognitive slowing).
– Lorazepam is an effective first line agent against akathesia (a subjective sense 

of internal restlessness which may be exhibited behaviourally and misdiagnosed
as agitation).

■ Sexual side effects are common and need to be openly discussed.

Evaluating Medication Response
■ Most patients will show a good response within the first six weeks of treatment,

and an almost complete response in the first six months. Delusions may persist
in an attenuated form, however.

■ Responders are more likely to be
– female
– have less severe symptoms
– older at age of onset
– well-adjusted beforehand
– free of movement disorders.

Switching Medications
■ Consider switching if there is a poor response after two months on a

reasonable dose.
■ Tapering one while titrating another is an effective approach.
■ Clozapine is reserved for use when at least two other antipsychotics have

been unsuccessful. It is a restricted medication due to the 1% risk
of agranulocytosis.

Duration of Treatment
■ Maintain the antipsychotic at least one year if the diagnosis is first

break psychosis.
■ In schizophrenia, approximately 20% never have a second episode.
■ Continue medication indefinitely if this is a relapse.
■ Monitor with frequent follow-ups if the medication is discontinued at the

patient’s request.
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* Note — If history suggests schizoaffective bipolar type and patient presents in 
depressive phase, use antipsychotic and mood stabilizer and follow
bipolar manic stream

Pharmacotherapy Flow Chart for Psychosis 

 Mania Depression

   

  No response No response  No response

      

   No response        Poor response   Poor response

  

Schizophrenia
Spectrum

Affective Psychosis Spectrum

Atypical plus
lithium or
valproate

Atypical plus
antidepressant

– Response –
continue on
lowest dose

Atypical

Switch Atypical

Third atypical
or clozapine

Atypical plus
lithium or valproate
not used in stage 1

Change
antipsychotic or

add anticonvulsant

Switch atypical or
antidepressant
depending on

target

Add mood stabilizer,
or combine
antidepressants
consider ECT

Onset of
Psychosis
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EARLY PSYCHOSIS

Early-Psychosis-Specific Guidelines

Early Psychosis: A Care Guide (2002). This is a made in BC document that
summarizes all treatments. Available on-line at:
www.carmha.ca

Lambert M, Conus P, Lambert T, McGorry PD. Pharmacotherapy of first-episode
psychosis. Expert Opin Pharmacother 2003;4(5):717 – 50.

The Australian Clinical Guidelines for Early Psychosis (1999/2000) available at: 
www.eppic.org.au/

The following documents are available on-line at: 
www.healthservices.gov.bc.ca/mhd/publications.html.

• Early Psychosis — A Care Guide (PDF 3.2MB) 
• Early Psychosis — A Care Guide Summary (PDF 2.8MB) 
• Early Psychosis: A Guide for Physicians (PDF 0.8MB) 
• Early Psychosis: A Guide for Mental Health Clinicians (PDF 0.9MB) 
• Early Identification of Psychosis: A Primer (PDF 83KB) 
• Minimizing Damage — Maximizing Outcomes: The Importance of Early

and Effective Treatment for Psychosis (PDF 69KB) 

Disorder-Specific Guidelines

Canadian clinical practice guidelines for the treatment of schizophrenia.
The Canadian Psychiatric Association [see comments]. Can J Psychiatry
1998;43 Suppl 2:25S-40S.

The Treatment of Bipolar Disorder: Review of the Literature, Guidelines.
The Canadian Network for Mood and Anxiety Treatments (CANMAT) 

Goodwin GM. Evidence-based guidelines for treating bipolar disorder:
recommendations from the British Association for Psychopharmacology.
J Psychopharmacol 2003;17(2):149 – 73; discussion 147

Treatment of depression in primary care — Part 1: Principles of acute treatment.
BC Medical Journal Volume 44, Number 9, November 2002, page 473 – 478. 
Agnes To, MD, Heidi Oetter, MD, and Raymond W. Lam, MD, FRCPC

Treatment of depression in primary care — Part 2: Principles of maintenance treatment
BC Medical Journal Volume 44, Number 8, November 2002, pages 479 – 484
Agnes To, MD, Heidi Oetter, MD, and Raymond W. Lam, MD, FRCPC

Practice Guidelines for the Treatment of Patients with Bipolar Disorder (Revision). 
Arlington: American Psychiatric Association; 2002.
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SUBSTANCE USE DISORDERS

A full review of possible pharmacological interventions is beyond the scope of
this Guide. Generally, interventions are categorized based on the phase of treatment.

■ Withdrawal management: medications may be used to facilitate the process of
withdrawal and to treat the symptoms of withdrawal.

■ Relapse prevention: relapse is discouraged through use of medications that
block the desired effects of problematic substances or cause negative effects
when problematic substances are used.

■ Maintenance: a medication (only methadone in BC) is prescribed for regular
use to block withdrawal symptoms and reduce cravings.

■ Treatment of concurrent psychiatric disorders: medications are used to treat a
concurrent psychiatric disorder.

Available Pharmacotherapy Medications
■ Withdrawal Agents — long-acting, cross-tolerant agents:

– Benzodiazepines: clonazepam, phenobarbital
– Opioids: methadone
– Alcohol: diazepam, phenobarbital

■ Replacement Therapies
– Nicotine replacement therapy
– Methadone 

■ Anti-craving
– Alcohol: naltrexone
– Nicotine: buproprion

■ Agents for Concomitant Psychiatric Symptoms

Important considerations in choosing medication include:
■ effectiveness
■ indications
■ safety profile — overdose, drug interactions
■ impact on concurrent disorders (physical and psychiatric) 
■ cost
■ abuse, dependence, and diversion potential
■ Substance use can interfere with medication pharmacodynamics &

exacerbate symptoms.

Principles of Substance Withdrawal Management (by Substance Type)
■ The experience of detoxification, or the reversal of physical dependence,

is a treatable syndrome which may cause significant distress or impairment.
■ Withdrawal is specific to:

– the individual — variable in onset, duration, and intensity
– the problematic substance (usually the opposite of the direct pharmacological

effects of a drug)
– the amount, route, duration and frequency of use (generally worse in heavy

or prolonged substance use).
■ Not due to general medical condition or another mental disorder
■ The plan of care should be individualized & frequently reassessed.
■ Generally, prescribe medications used in withdrawal management for no longer

than two weeks.
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SUBSTANCE USE DISORDERS

■ Use medications to minimize the risk of harm (e.g., to prevent or manage seizures
or hypertensive crisis while assuaging signs and symptoms of withdrawal).

■ Review medical and psychiatric comorbidity in order to determine the level of
care required for withdrawal management (outpatient vs inpatient)
– High-risk withdrawals should be done as inpatients where close medical

monitoring is available
■ Potential high-risk withdrawal: 

– physical illness — CAD, HTN, HIV
– prior seizure history with withdrawal
– elderly
– brain injured
– psychiatric illness
– pregnancy
– withdrawal from prolonged CNS depressants (Alcohol, Benzos, Barbituates).

Alcohol
■ Withdrawal begins within 6 to 24 hours of consumption and tends to persist for

up to 4 – 7 days. Disruption in sleep may last up to 1.5 years.
■ Indications for receiving withdrawal meds include: dependence, past seizures,

delirium tremens, underlying conditions which make tolerance to withdrawal
difficult e.g., anxiety, psychosis and those with concurrent medical condition
such as coronary artery disease, hypertension, and pregnancy.

■ Strong evidence exists for the use of benzodiazepines, and Phenobarbital in
withdrawal management. Carbamazepine, Phenytoin and Valproic Acid are also used
in hospital settings but while preventing seizures, do not prevent Delirium Tremens.

■ Withdrawal management may be in the form of a symptom-based protocol,
a loading protocol or a gradual taper. The CIWA-AR (the Clinical Institute
Withdrawal Assessment — Alcohol) is a 10 item withdrawal symptom list
used in both symptom-triggered and fixed-dose protocols. It can be used with
benzodiazepines (commonly diazepam) or Phenobarbital.

■ Pharmacological intervention is indicated for scores of 10 or greater.

Benzodiazepines
■ Regardless of how benzodiazepines are used, either as prescribed or

problematically, withdrawal syndrome is highly likely with regular use.
■ The College of Physicians and Surgeons of British Columbia has endorsed the

UK protocol for BDZ withdrawal management entitled Benzodiazepines:
How they work and how to withdraw (The Ashton Manual)
benzo.org.uk/manual/index.htm. This is also linked on the CPSBC website
www.cpsbc.bc.ca/physician/documents/index.htm.

■ Withdrawal symptoms present within 1 – 2 days of discontinuation with short acting
benzodiazepines and may take up to 4 days with longer acting benzodiazepines. 

■ Symptoms of withdrawal include: anxiety, restlessness, irritability, insomnia and
depression. Seizures and delirium can occur with benzodiazepine withdrawal.

■ The discomfort associated with withdrawal tends to peak by day 7 – 10 but may
take several weeks or longer to clear depending on the benzodiazepine. 

■ Withdrawal is often managed by substituting the problem drug with a longer acting
benzodiazepine such as diazepam, clonazepam, or chlordiazepoxide and taper over
weeks to months.

■ Use caution when tapering from alprazolam due to the risk of withdrawal seizures.



Opioids
■ For heroin, morphine, codeine and oxycodone withdrawal begins within hours

of discontinuation and peaks within 2 – 4 days. 
■ For methadone, withdrawal begins 24 – 36 hours after the last dose. 
■ Patients will often detoxify themselves safely at home. 
■ For others, management of withdrawal can be attained either with a Clonidine

protocol or with a rapid methadone taper. Methadone, usually used as a
maintenance therapy, can also be used as a substitution medication and be
tapered over several weeks to months.

Stimulants
■ Physical symptoms of withdrawal are unpleasant but not life threatening.

Patients usually complain of hyperphagia and hypersomnia.
■ Dysphoria and suicidal ideation may occur.
■ Use low dose atypical antipsychotics to manage psychosis, paranoia, anxiety

and insomnia.

Marijuana
■ Physical signs may include mild increases in heart rate, blood pressure,

and body temperature and anorexia.
■ Psychological symptoms may include anxiety, depression, irritability, insomnia,

tremors, and chills.
■ Withdrawal usually last several days (6 – 10), although subtle symptoms may

persist for weeks.
■ Treatment is mainly education and support. 

Polysubstance Use
■ There is a hierarchy of withdrawal management priority based on risk of harm

to the patient
– Prioritize as follows: Alcohol/benzos > opiates > cocaine and

stimulants > marijuana
■ Consider referral for inpatient detox.

Relapse Prevention (by Substance Type)
Once detoxification is completed, medications which block pleasurable effects
of drugs, modulate cravings, or trigger significant physical adverse effects with
relapse have had limited albeit documented success in preventing relapse.
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for Nicotine 
Agonist substitution therapy or nicotine replacement therapy is effective:
■ proven efficacy in helping cigarette smokers quit smoking when used as part of a

comprehensive behavioural smoking cessation program
– increase quit rates by 1.5 – 2x
– success independent of additional support or treatment setting

■ nicotine polacrilex (nicotine gum)
■ transdermally delivered nicotine (nicotine patch)
■ nicotine inhaler (Nicorette inhaler) puffed and delivered orally (not really inhaled) 
■ contraindicated if vascular compromise or arrhythmia

– immediate post-myocardial infarction period
– life-threatening arrhythmias
– worsening angina pectoris

■ Buproprion (Zyban) — indicated for smoking cessation at a dose of
150mg/day po q daily for 3 days and then 150mg po bid
– used to reduce cravings but not for nicotine withdrawal per se
– can be used safely with nicotine replacement therapy
– should be started at least one week prior to the target quit date.

for Alcohol
Naltrexone can be used:
■ a competitive opioid antagonist. 
■ cost is approximately $200/month
■ indicated for alcohol intake reduction and relapse prevention
■ most thoroughly scientific established adjunct in alcoholism treatment (Sinclair, 2000)

– in several randomized trials, patients engaged in counselling and treated
with adjunctive Naltrexone were shown to decrease the intensity and severity
of their binge drinking; success of treatment evaluated in terms of health and 
patient satisfaction 

– less effective with abstinence based supportive therapy
– can be used safely without prior detox
– effective even when taken only on days when drinking is expected
– intermittent use can continue indefinitely

■ optimal treatment
– initial dose of 12.5 – 25mg/day and titrate to effect, as high as 150mg;

a standard dose is 50mg
– combined with psychosocial therapy > 3 months

■ use with caution in patients with liver disease and pancreatitis and contraindicated
if in liver failure
– obtain baseline function prior to initiation.

Disulfiram (Antabuse) remains an option:
■ Antabuse removed from the Canadian market in 2004, but still available via the

federal Special Access Program (must be ordered under special physician request)
■ Disulfiram is commonly available in compounded capsules made by a number

of pharmacies in BC. These are a PharmaCare benefit in lieu of the now
discontinued Antabuse.

■ interferes with the metabolism of the intermediary product of alcohol oxidation,
acetaldehyde which triggers an unpleasant reaction: throbbing headache,
sweating, flushing, nausea, and vomiting; the reaction can last up to 3 hours and,



■ while a deterrent to alcohol consumption, it may be avoided by simply not taking
the medication on the day in question; however, alcohol consumption should not
occur for about 36 hours after the last pill

■ use should be limited to highly motivated patients with a spouse or partner able
to supervise daily ingestion

■ obtain EKG and liver enzymes/function prior to initiation

Maintenance Therapy for Opioids

Methadone 
■ The College of Physicians and Surgeons of British Columbia have released a

Methadone Maintenance Manual 2004 that is available through their
member website or can be ordered.
www.cpsbc.ca/cps ( First Login -> College Programs -> Methadone ). 

■ For complete information on Methadone Treatment or to obtain Methadone
licensing, refer to the College of Physicians and Surgeons website: 
www.cpsbc.ca.

■ Synthetic opioid agonist
■ Currently the only evidence-based maintenance treatment available for opioid

dependence approved for use in British Columbia.
■ It is a controlled substance and requires duplicate prescriptions in BC. Its use is

administered by the College of Physicians and Surgeons of BC and requires a
Health Canada exemption.

■ Best researched treatment for opioids
– Better treatment retention rates
– Reduces morbidity and mortality
– Curbs spread of infectious disease
– Work best if program is numerous, accessible, and flexible (Mattick et al, 2003) 

■ Methadone is well absorbed through the gastrointestinal tract. It reduces
or eliminates withdrawal symptoms and reduces craving. 

■ If dosed appropriately, the person is able to work or perform tasks unimpaired
and without the rush or risks associated with heroin.

■ Before beginning methadone maintenance treatment (MMT), there must be
“evidence of extensive past opioid use and/or failed treatment”. 

■ It is generally a once daily dosed medication and initially, MMT requires daily
dispension and witnessed ingestion. Frequent urine drug screens are required.

■ Although persons on MMT may not discontinue illicit drug use completely,
they can still experience benefit from maintenance therapy, e.g., reduced
frequency of injection, reduced needle sharing, reduced crime.

Precautions in management of Concurrent Mental Health and Substance
Use Disorders
■ As there are high levels of comorbidity, screening for concurrent disorders

is important
■ Some patients may be predisposed to a protracted withdrawal syndrome difficult

to distinguish from a comorbid psychiatric illness.
– Protracted withdrawal syndrome is subject of considerable controversy

(Geller, 1994).
– Not as predictable as those of acute withdrawal.
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■ Use caution when prescribing medications for managing a mental illness in
patients with a concurrent substance use problem 

■ For all,
– avoid benzodiazepines if possible.

■ For anxiety,
– consider low dose antipsychotics for short term relief of anxiety.

■ For mood disorders,
– use anti-depressants with caution as aggressive treatment may lead to the 

induction of hypomania
– the early remission phase of most substance dependence can present

with a self-limited period of depression marked by dysphoria and/or
atypical depression

– approximately 60% of bipolar patients have an SUD — keep a high index
of suspicion for this illness. 

■ For insomnia,
– low potency medications such as Trazodone 25 – 100mg (best for middle

and late insomnia)
– consider short term atypical antipsychotics in low dose

(quetiapine 12.5 – 50 mg)
■ For psychosis,

– treat aggressively and hospitalize if indicated
– crystal methamphetamine induced psychoses can take weeks to months

to clear.

Serotonin Specific Reuptake Inhibitor (SSRI) Discontinuation Syndrome
■ Effects are generally mild, short-lived, and self-limiting but can be distressing

and may lead to missed work days and decreased productivity. 
■ “SSRI discontinuation syndrome” is now widely accepted.
■ Symptoms are most likely to occur 24 – 48 hours after discontinuation or

after a large dose decrease.
■ Symptoms may last up to weeks after interruption of treatment,

and may be relieved by restarting antidepressant therapy.
■ SSRIs with shorter half lives, such as paroxetine, sertraline, citalopram,

produce discontinuation symptoms that persist for up to 1 – 2 weeks after
treatment cessation. 

■ Due to its longer half life, Fluoxetine may cause symptoms beginning as late
as 25 days and up to 56 days after discontinuation.

Clinical features
■ Physical or Somatic complaints

– dizziness and light-headedness
– nausea and vomiting
– fatigue, lethargy
– myalgia, chills and other flu-like symptoms
– sensory and sleep disturbances

■ Psychological manifestations
– changes in mood, affect, crying spells, irritability
– neurovegetative changes in appetite or sleep
– anxiety and/or agitation



■ SSRI specific observations
– skin disorders with abrupt cessation of sertraline
– flu-like withdrawal syndrome with paroxetine
– extra-pyramidal symptoms have been reported with fluoxetine. 

Clinical Notes
■ Symptoms of discontinuation may be mistaken for relapse into depression

or physical illness.
■ Misdiagnosing these symptoms may lead to unnecessary investigations

and/or treatment.
■ Rebound depression can occur in patients treated with an SSRI for other

disorders e.g., Obsessive Compulsive Disorder.
■ Paradoxical mood changes have been reported on abrupt withdrawal,

including mania or hypomania.
■ The syndrome is distinct from the classic withdrawal syndrome associated with

alcohol and barbiturates — there is no craving or med seeking distinguishing it
from abusive or addictive behaviour.

Diagnostic Criteria
■ 2 or more of the following symptoms, developing within 1 to 7 days of

discontinuation or reduction in dosage of an SSRI, after at least 1 month’s use,
when these symptoms cause clinically significant distress or impairment and are
not due to a general medical condition or recurrence of a mental disorder.
– dizziness – light-headedness
– vertigo or feeling faint – shock-like sensations
– paresthesia – anxiety
– diarrhoea – fatigue
– gait instability – headache
– insomnia – irritability
– nausea or emesis – tremor
– visual disturbances

Precautions when discontinuing SSRIs
■ Taper SSRIs before discontinuation. 
■ The syndrome is more likely to occur when

– medication has been taken for longer than 2 months
– the SSRI has a short half life (e.g., paroxetine)
– higher doses are used.

■ Neonatal SSRI Discontinuation Syndrome can follow maternal use of
antidepressants during pregnancy and possibly breast-feeding. Consider this
when making treatment decisions.

■ Educate patients not to stop therapy without a consultation.
■ For most SSRIs, taper over a period of 2 weeks or more to reduce/minimize symptoms. 
■ Fluoxetine has a longer half-life and may be discontinued more abruptly.
■ Consider tapering high doses of paroxetine more gradually, over 4 weeks or longer.
■ Treat mild symptoms by simply reassuring the patient that they are

usually transient.
■ For more severe symptoms, reinstitute the original dosage and slow the rate of

taper or switch to a longer acting medication like fluoxetine.
■ In cases in which the SSRI is restarted, symptoms generally resolve within 72 hours.
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PHARMACARE NO-CHARGE PSYCHIATRIC MEDICATION PROGRAM (PLAN G)

The No-Charge Psychiatric Medication Program (Plan G) is available to individuals of
any age who are registered with a mental health and addictions centre and who are
in clinical and financial need. The program provides 100% coverage of the eligible
costs of certain psychiatric medications.

Patients who are eligible for subsidy for the MSP program are also eligible for Plan G.
Individual patient eligibility is determined by the patient's physician and the local
mental health centre. Registration is required.

The drugs eligible for coverage under the No-Charge Psychiatric Medication
Program are listed in the Plan G formulary on the BC PharmaCare website at
www.health.gov.bc.ca/pharme/outgoing/plangtable.html by both brand and chemical
name. Drugs in the formulary identified as “Limited Coverage” require prior Special
Authority approval from PharmaCare. For these medications, the patient's physician
must submit a Special Authority Request to PharmaCare. For more information on
Special Authorities, visit www.health.gov.bc.ca/pharme/sa/saindex.html.

For more information on the program, or to request Plan G application forms,
physician’s offices can contact their local mental health centre. Plan G application
forms can also be downloaded from the BC Pharmacare website at
www.health.gov.bc.ca/exforms/mhdforms/3497.pdf.
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CRISIS MANAGEMENT

■ Crises are common when treating patients with a psychiatric disorder.
Crises may include a relapse of symptoms, disruptive behaviour, or risk of harm
to self or others.

■ Crises offer a time-limited window of opportunity to encourage the patient
to make positive steps towards treatment and ongoing recovery.
– Several provincial mental health crises intervention units are built on

this principle.
– The window for positive change is often limited to 24 – 48 hours.

■ Potential crisis situations include:
– risk of suicide
– overdose or self-harm behaviours such as cutting or burning (most typically

used in an attempt to relieve distress and tension)
– inability to perform regular tasks of daily living or self-care
– refusal of management or support options despite acute symptoms,

significant interference, ongoing distress, or risk of self-harm.

Crisis Management
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Strategies Prior to Onset of a Crisis:
■ Ensure families have access to information about how to ensure safety and

provide support before crises occur.
■ Work with patient and family to develop management plan before crises occur

(e.g., coping options, lists of useful contact numbers, when to seek professional help).

Crisis Management in the Office
■ Ensure the physical safety of you and your staff, other patients and the patient

in crisis.
– Consult with another staff member if crisis or conflict is anticipated
– Provide panic alarms or emergency signals
– Use a critical incident book/database to record all threats or episodes

of violence
– Provide de-escalation training to all staff
– Ensure that the entire waiting area can be seen from the reception desk
– Provide a means of exit for you and your staff that doesn’t involve crossing

the patient’s path
– Call the police if situation seems likely to become violent

■ Problem-solve with patient and supportive family or friends.
– Identify the trigger or triggers, if there is one
– Generate concerns from the patient
– Identify options or alternative coping strategies
– Reassure that the crisis will pass
– Review supports and options should the crisis return

■ Assess whether this crisis can be managed in the community.
– Outreach resources (e.g., housing, social services) for community treatment

may be available to help avoid hospitalization. 
■ If hospitalization is necessary, assess whether the patient is certifiable

– Stock “Form 4’s” in your office
– Consider contacting Police, EHS or Mental Health Team
– Stock prn medications such as Lorazepam (1 – 2mg po, sl, im),

Diazepam (10 – 20mg po, im), Olanzapine (5 – 10mg po/rapid dissolve — Zydis), 
Seroquel (25 – 50mg po)

■ Consider referral to specialist for on-going management and treatment options.
■ De-escalation of the patient in crisis:

– The ability to ‘de-escalate’ an upset or unreasonable patient and avoid
confrontation and conflict is an important crisis management skill.

– The approach, although useful with a wide variety of upset patients, may be 
ineffective with an acutely psychotic or intoxicated patient.

– Escalation can best be avoided by having consistent rules which might be
posted in the lobby of the Waiting Area
(e.g., “We do not prescribe Benzodiazepines on intake interviews”)

– Stages involved in de-escalation:
1. Allow the patient an opportunity for self-expression. 
2. Acknowledge the patient’s voiced concern without being apologetic.
3. Empathize with the situation to help defuse tension.
4. Explain why a particular demand cannot be met.
5. Negotiate a compromise if necessary.
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ADDRESSING SUICIDAL RISK 

Two new documents are provided below on pages 3.65 and 3.71
■ Working with the Suicidal Patient: A Guide for Health Care Professionals.

This document outlines steps in assessing the client, providing advice, support,
and information, including development of safety plans.

■ Coping with Suicidal Thoughts. This document is a brief guide to help individuals
decrease thoughts of suicide, connect with helpful resources, make their homes
safe, and develop safety plans. It is a supplement to professional care and it is
not intended to replace professional care.

Two other very helpful documents are available and can be down loaded without
cost from the MoH Mental Health & Addictions website:
www.healthservices.gov.bc.ca/mhd/publications.html.

■ Working with the Client who is Suicidal: A Tool for Adult Mental Health & Addiction
Services. This is a best practice guide for clinicians to improve assessment and
intervention with adults presenting in crisis with suicidal ideation and plans.

■ Hope & Healing: A Practical Guide for Survivors of Suicide. This document was
designed to help survivors through difficult times. It focuses on practical matters
that survivors need to deal with after a suicide, including help, resources, and
information for them to access.

Addressing Suicidal Risk 
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Admission to hospital may be indicated when the patient poses potential harm
to themselves or other people, for example, when the patient is demonstrating
■ active suicidal thoughts or plans
■ homicidal thoughts or plans
■ psychotic symptoms
■ risky behaviour or inability to care for self or others.

Admission to the hospital can be either voluntary or involuntary.

Voluntary Admission to Hospital:
■ Whenever possible, admission should occur with the patient’s consent.
■ Generally the patient is not an AWOL risk and may have insight to their illness

and need for treatment.
■ If the patient were to AWOL, they are considered low risk for self harm,

very low risk to harm others.
■ Adults are defined as persons 16 years of age and older for purposes of the

Mental Health Act.
■ An adult may voluntarily seek admission to a designated facility for treatment

of a mental disorder under either the Hospital Act or the Mental Health Act.
■ Voluntary admissions under the Mental Health Act require the person to request

admission. Voluntary patients may discharge themselves at any time — just like
non-psychiatric patients admitted to a hospital under the Hospital Act.

■ Most hospitals admit and treat voluntary psychiatric patients in the same way
that they deal with any other patients. 

Involuntary Admission to Hospital:
■ Involuntary admission and treatment (also known as certification) is considered

when a person is in need of psychiatric treatment and either lacks insight to
this need or refuses. Certification must clearly list one of three conditions:
– risk of harm to self
– risk of harm to others
– risk of further deterioration without treatment is imminent. 

The patient must meet the Mental Health Act definition of “person with a
mental disorder”, a disorder of the mind that requires treatment and seriously
impairs the person’s ability to react appropriately to the person’s environment,
or to associate with others.

In British Columbia the rules and procedures regarding involuntary admission 
and treatment are contained in the Mental Health Act and the Guide to the Mental 
Health Act at www.healthservices.gov.bc.ca/mhd/publications.html. A list of
designated provincial and regional facilities is available at
www.healthservices.gov.bc.ca/mhd/publications.html

Medical Certification (Involuntary Admission) Through a Physician’s Medical
Certificate
■ One Medical Certificate completed by a physician who examines a person

and finds that the person meets the involuntary admission criteria of the
Mental Health Act (section 22) provides
– legal authority for an involuntary admission for a 48-hour period. 
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– authority for anyone, including ambulance personnel, police or,
if the physician believes it is safe, relatives or others, to take the person
to a designated facility (See the Guide to the Mental Health Act for a list
of designated facilities).

■ A second Medical Certificate must be
– completed by a different physician
– completed within 48 hours of initial admission, otherwise the patient

must be discharged or admitted as a voluntary patient.
■ Once the second medical certificate is completed, the person may be admitted

as an involuntary patient for up to one month from the day of initial admission. 
■ To extend involuntary hospitalization beyond the first month, a physician must

examine the person and complete a Renewal Certificate (Form 6), before each
certificate period expires. 

Criteria for Involuntary Admission
■ In order for a physician to fill out a Medical Certificate, the physician must have

examined the patient and be of the opinion the patient meets ALL four of the
criteria, which are described below. The opinion must be based upon information
from the examination and preferably includes information received from family
members, health care providers, or others involved with the person. 

■ The FOUR criteria for involuntary admission must include that the person
– is suffering from a mental disorder that seriously impairs the person’s ability

to react appropriately to his or her environment or to associate with others
– requires psychiatric treatment in or through a designated facility
– requires care, supervision, and control in or through a designated facility to 

prevent the person’s substantial mental or physical deterioration or for the
person’s own protection or the protection of others and

– is not suitable as a voluntary patient.
■ The words “in or through” a designated facility mean that a patient initially

requires inpatient treatment as an involuntary patient, but may subsequently
be placed on leave and continue to receive psychiatric treatment on an
outpatient basis, while [legally] remaining under the care, supervision,
or control of the designated facility.

Validity of the Medical Certificates
■ Unless the person is admitted, a Medical Certificate is valid for only 14 days

following the date of the examination. If the person is not admitted during
this 14-day period, the certificate becomes invalid. 

■ Only a physician licensed to practice medicine in British Columbia may complete
a Medical Certificate. An educational license is not sufficient. The physician does
not have to be a psychiatrist.

Additional questions and issues related to involuntary admissions are discussed in
the Guide to the Mental Health Act.
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Discharge Planning
■ Discharge planning is critical for maintaining gains and preventing future

lapses/relapses following inpatient or outpatient psychiatric care.
■ Proper discharge planning is generally a result of consensus decision-making

between the inpatient/outpatient physician, the family physician, the outpatient
psychiatrist (if relevant), and allied professionals (psychotherapist, counsellor,
outreach nurse, etc).

■ A discharge planning meeting, whenever possible, is recommended to ensure
comprehensive care.

Elements of Successful Discharge Planning
■ Complete referrals and schedule follow-up appointments before discharge.
■ Apply for Pharmacare Special Authority coverage for medications that require it

(e.g. olanzapine) before discharge
(see website at www.health.gov.bc.ca/pharme/sa/saindex.html for details).

■ All individuals discharged from acute care should schedule a family physician
follow-up appointment within 15 days and no later than 30 days of discharge.
– Review symptoms, monitor medications and track effectiveness of

management plan at follow-up.
– Consider keeping a registry of patients with mental illness in order to ensure 

and monitor regular follow-up.
■ Consider other resources: 

– specialists (i.e., community psychiatrist for medication management or
ongoing care)

– psychotherapist or counsellor for talk therapy, further support, or booster CBT
– outreach (e.g., home care)
– support groups (e.g., AA).

■ Distribute self-management information (books, websites, etc — see information
on self-management and information for families section for options).

■ Plan for how to respond to crises, lapses and relapses.
■ Include supportive family and friends, as they play a critical role in assuring

successful planning.
– Review concerns about the future. 
– Mediate and encourage the collaborative resolution of problems between 

patients and families.
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Psychiatric disorders tend to follow a Chronic Disease Model, with partial and
complete remissions, recurrences and relapses as part of the natural course
of illness. Some symptoms may wax and wane, while others may resolve completely.
Monitoring progress is critical to maximize treatment successes and minimize failures.

Office Management
■ The frequency of office visits to evaluate progress can be increased or decreased

depending on status.
■ Early follow-up should occur at least weekly or biweekly, depending on severity,

until the patient begins to show clear improvement. 
■ Visits can then be reduced to monthly or less often, depending on

individual circumstances.
■ Consider “Shared-Care” approaches, where referred specialists complete more

detailed evaluations of progress.
■ Assess symptoms specific to the diagnosed psychiatric disorder(s) rather than

general symptoms.

Goals of the Evaluation
The goals of the evaluation should be to
1. identify progress
2. review treatment — both pharmacological and non-pharmacological interventions,

and modify as needed
3. respond to lapses or relapses early
4. ensure patient safety when there is a risk of suicide, self-harm, or harm to others
5. identify patient’s plan for ongoing recovery
6. identify barriers to progress.

Identifying Progress
Reviewing progress reinforces the patient’s efforts and communicates a clear interest
by the family physician in the care of the patient.
■ Review overall quality of life using the “Global Assessment of Functioning Scale (GAF)”.

– the GAF is from the DSM-IV or DSM-IV-TR and is an overall rating of the patient’s
psychological, social and occupational functioning on a scale ranging from 1 to 100.

– this is the rating listed on “Axis V” of most psychiatric consultations.
– use the GAF at specific time intervals (e.g., every 3 months) to track

overall progress.
(See 3.65 for a GAF)

■ Discuss symptom severity (mental health and any other co-morbid health
problems) using scales wherever possible.
– simple symptom rating scales such as “On a scale of 1 to 10, 1 being the worst, 

10 being the best” work very well if answers are documented and scales
are used consistently. 

– questions such as “what would it take to go from a 4 to a 6?” often yield helpful
and insightful answers.

Evaluation of Progress
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■ Assess ability to function independently and effectively in a variety of settings
(home, work/school, social)
– symptom scales should be used in different settings and can help identify

stressful situations.
■ Collect collateral information from key family or friends as they should be

involved in the evaluation process and are often the best of observers of
progress.

Reviewing Treatment Effects
Pharmacological
■ Review medications:

– side effects
– adherence
– dosing schedule — simple schedules have higher adherence rates.

■ Review indications for prescribed medications: 
– frequently upon initiation 
– at minimum every 3 months if on maintenance therapy.

■ Taper or titrate to effect.
■ Early side effects may be as a result of starting at too high a dose. Lower the dose

and re-titrate if necessary.

Non-pharmacological
■ Review adherence with psychotherapist or group or sponsor.
■ Encourage discussion of concerns and identify misconceptions regarding therapy.
■ Explore the effect of therapy on the patient-triggers, flashbacks, withdrawal,

mood, etc.
– The family physician may be viewed as objective or neutral by the patient.
– Patients sometimes withhold from their therapist uncomfortable feelings

or experiences.
■ Encourage completion of therapy including formal termination with therapists

or groups.

Responding to Lapses or Relapses Early
■ Normalize relapses and lapses as part of the chronic disease model.
■ Discuss events leading to the episode. Review

– recent discontinuation or change in meds
– recent physical health
– recent social stressors or losses.

■ Review self-management strategies.
■ Encourage patient to re-connect with support groups.
■ Use medications as needed for a brief period to restore health and resolve

target symptoms.

Ensuring Patient Safety
Generally, there is an increased risk of suicide and self-harm behaviour in
the mentally ill.

■ Assess suicidal ideation, self-harm behaviour or homicidal ideation frequently,
especially with relapses.

■ Identify acute stressors and problem solve.

EVALUATION OF PROGRESS



FAMILY PHYS IC IAN GUIDE | EVALUAT ION OF PROGRESS 3.89

EVALUATION OF PROGRESS

■ Increase frequency of visits if necessary.
■ Encourage involvement of family and friends in the self-management discussion.
■ Send the patient to a local ER or certify if necessary.
■ Contact police if there is specifically stated homicidal ideation.

Identifying the patient’s plan for ongoing recovery
Engage the patient in a discussion of their plan to maintain or establish
responsibilities and roles. This includes:

– return to employment or vocational training
– school strategies
– safe and affordable housing
– stable relationships
– healthy lifestyles
– stress management strategies.

Identifying barriers to progress
As with any medical illness, progress may be slowed by unaddressed concerns
of the patient. Reinforce that the family physician cares about the outcome and
is committed to being an integral part of the treatment team. If the evaluation
of progress shows limited advancement, consider the following:
■ intolerance of medication side effects
■ difficulty tolerating psychotherapy (e.g., distress associated with exposure

component of CBT)
■ fears and concerns about the aftermath of making progress that may lead to

ambivalence or problems with treatment adherence (e.g., fears of returning to
work or living independently)

■ patients, family, and friends may require time to adjust to positive changes in
patient (e.g., reduced need for assistance, desire to move out into own home,
forming new relationships with others, trying new things, being more assertive)

■ pushing too fast and too soon (e.g., premature return to work or school, taking
on too many new responsibilities).
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Addressing these issues may help bring the treatment back on track.
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Self-management is a key goal for physicians, patients and their families when
coping with depression, anxiety disorders, early psychosis or substance use disorders.

Self-management skills take time to develop and need to be reviewed by
physicians with patients and families coping with mental health or substance
use problems. Patients and families with strong self-management skills tend
to experience much better outcomes including lower symptoms, fewer relapses,
and higher quality of life for everyone involved. 

This section has been developed to support physicians’ efforts to facilitate the
development of self-management skills in the patients they work with and their
families. Many of the resources listed are reliable sources of free, easy-to-access
information relevant to physicians practicing in the primary care setting — especially
those who wish to remain up to date and evidence based in their approach to
mental health and substance use problems. Physicians are encouraged to become
familiar with the various resources available in BC as outlined in this guide so they
can direct patients and families to the appropriate resources effectively and
efficiently. Resources for specific types of problems are listed together for quick
and easy reference. 

Physicians, patients, and families can use the following checklist to help ensure
key aspects of self-management and associated supports have been included in
each patient’s management plan. Missing components need to be covered in
upcoming visits between the physician, patient, and family.

Self-management is when a person develops the knowledge and skills
needed to take an active role in successfully managing their mental or
substance use disorder with the support of their family, friends, physician
and other service or support providers as appropriate and if available.
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The remainder of this section addresses how to meet these goals including
providing access to high quality information, self-management skills, and other
evidence based supports for patients and families coping with anxiety disorders,
depression, substance use disorders or early psychosis.
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A good working relationship is characterized by clear communication and a
collaborative approach that helps the patient, family and physician work towards
common goals. A positive alliance between the physician, the patient and the
family is important for several reasons:
■ 3 out of every 4 people receiving mental health care obtain services from the

primary care setting.
■ a poor working relationship can interfere with patients’ ability to manage their

illness and may even lead them to drop out of treatment.

Evidence has shown the first contact between the physician, patient and family
is especially important in building a good working relationship. It may be more
important to work on building a positive alliance during the first few visits, even if
treatment is delayed for a short period of time.

Active Involvement Improves Outcomes
To maximize positive outcomes, both the patient and family need to be directly
involved in the process of identifying and managing the problem. Active involve-
ment is associated with better outcomes for patients and families coping with these
common problems.

Involve the Family
There is growing evidence that active family involvement in the treatment process
can have specific beneficial effects on health outcomes including
■ greater treatment adherence
■ improved patient functioning
■ improved family well-being

Quick Tips: Building Alliances
■ If the patient is referred from hospital, arrange to see the patient and

family prior to discharge
■ If the patient is referred by another professional or a friend, engage that

individual in the initial contacts with the patient and the patient’s family.
■ Provide accurate information about confidentiality, rights, and how

information is shared with family and other health professionals or agencies.
■ Encourage regular and open exchange of information.
■ Include time during visits for review of patient and family concerns,

even if not deemed a clinical priority.
■ Share with patients and families the evidence that shows they can

effectively manage the symptoms of mental health or substance use
problems with the appropriate resources and supports.

■ Connect the patient and family to other agencies for practical assistance
or resources as needed (e.g., finances, housing, educational,
vocational, respite).

■ Provide outreach if the patient is unwilling or unable to attend office
appointments.

■ Use visits as opportunities for ongoing education about the illness and
effective management.
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■ fewer relapses
■ better overall prognosis.

Effective management plans usually include some form of ongoing supports for the
patient in their daily lives. Families need to be directly involved as they are typically
the main providers of these types of supports including
■ emotional support and help with problem solving
■ assistance with activities in daily living (e.g., grocery shopping, filling prescriptions)
■ providing stable and safe place to stay if needed
■ encouraging basic self-care (eating regularly, basic hygiene, etc.)
■ encouraging patient to engage in helpful self-management skills
■ being a contact person to call in high-risk situations or times of stress
■ being positive about managing the ups and downs of recovery, so a slip

doesn’t have to be a relapse.

Note: If a patient prefers to speak with the physician or health professional without
a family or friend being present, this decision should be respected.
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Access to quality information is an essential component of effective management
for both patients and families. 

Benefits of Education
Initiate education during the first visit. Benefits, with time, include:
■ improved knowledge of the disorder and its symptoms
■ improved interpersonal skills
■ decreased relapse rates
■ shorter hospital stays for those patients requiring inpatient treatment
■ better communication among all involved.

Education and access to information can also help patients and families with
■ maintaining self-esteem and a sense of control over the direction of

their lives
■ lowering sense of stigma or shame, given how common these problems are
■ making sense of difficult symptoms or experiences
■ managing emotions around receiving diagnosis, treatment options and the

impact on one’s life
■ identifying and modifying well-intended but unhelpful coping responses.

Example: Understanding the complex nature of substance use and addiction can
alleviate the guilt that some families, particularly parents, may experience. 

Example: When coping with anxiety disorders, family members often encourage
avoidance of feared situations and provide excessive reassurance. These common,
well-intended responses often reduce anxiety in the short-term but typically
increase symptoms of anxiety disorders in the long-term.

Information Needs of Patients and Families
Patients and their families typically need to know
■ the name and symptoms of diagnosed disorder(s)
■ the prognosis and expected course of disorder(s)
■ the effective treatment options including pros and cons, cost,

rates of success, etc.
■ self-management skills
■ what family and friends can do to help
■ how to prevent lapses or relapses
■ how to respond to lapses and relapses
■ how to respond to a crises
■ stress management skills
■ understanding how self-care and lifestyle choices are associated with health and

well-being (e.g., diet, exercise, drugs and alcohol).

Example: When managing a substance use disorder, family members may benefit
from information on the specific substances being used and the range of possible
intoxication and withdrawal symptoms. 

Example: Individuals who have persistent psychotic symptoms may benefit from
learning some simple coping strategies until symptoms can be better controlled by
medication. For example, some patients report that humming or listening to music
through headphones helps them cope when they hear voices.
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Patients and families will typically have information needs around specific problems
and require practical advice and problem solving tips. Common examples include:
■ psychotic behaviours
■ panic attacks
■ substance use urges
■ substance use lapses or relapses
■ suicidal thoughts and behaviours
■ difficulties leaving the house or getting out of bed
■ risky or dangerous behaviours
■ how to preserve or regain the patient’s social, home, educational and/or

vocational functioning
■ how to preserve or regain daily structure and routines
■ what to do while on waiting list for treatment and additional resources
■ how to get prompt assistance during difficult periods, crises and emergencies.

Using Multiple Sources of Information
Physicians can draw upon additional sources of information by using:
■ referrals to evidence based organizations or agencies that provide access to free

educational information and resources
■ directed reading or ‘bibliotherapy’ between visits
■ readily available print materials in office or waiting room areas, including culturally

sensitive information in languages other than English; these are especially
important for patients and families who are unsure if mental or substance use
disorders are real health problems or do not wish to discuss mental health or
substance us problems with the physician.

ACCESS TO INFORMATION FOR PATIENTS AND FAMILIES

Public Education Events

During the weeks surrounding these events there are often increased
physician visits around issues pertaining to mental health, mental illness,
and substance use.

Mental Illness Awareness Week 1st full week in October

Beyond the Blues: Depression Anxiety Thursday of 1st full week in October
Screening and Education Day

World Mental Health Day October 10

Addictions Awareness Week 3rd full week in November

Eating Disorders Awareness Week 1st full week in February

Mental Health Week 1st full week in May

Visit www.heretohelp.bc.ca/events for more information about these
events in BC
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BC Partners Mental Health Information Line:
To get information 24 hours a day and referrals to local agencies in your community
just call 1-800-661-2121 or (604) 669-7600 or email bcpartners@heretohelp.bc.ca.
Listings include contact information for local mental health teams.

BC Nurse Line:
To get information 24 hours a day call toll free 1-866-215-4700, (604) 215-4700 or toll
free for deaf/hearing-impaired at 1-866-889-4700 or visit www.bchealthguide.org.
Translation services are available in 130 languages.

BC Alcohol and Drug Information and Referral Service:
Call (604) 660-9382 or, outside the Lower Mainland, 1-800-663-1441.

BC Housing:
Call (604) 433-1711 or visit www.bchousing.org. 

Crisis Centres:
Check inside the front page of the phone book for resources to help get through a
crisis or emergency including suicidal urges or intent to harm self in some other way.

Provincial Language Service:
Professional health care interpretation and translation services are provided by
the Provincial Health Services Authority (PHSA) to PHSA agencies and other health
organizations in BC using qualified health care interpreters, call-centre technology
and web-enabled software. Individuals and families with limited English proficiency
can access these services throughout BC for about 60 languages. For more
information please call (604) 875-2553 or visit www.phsa.ca

Ministry of Health Information Line:
Call 1-800-465-4911 for general information about the Ministry of Health’s programs,
services and initiatives. The line operates from 8:30 a.m. – 4:30 p.m.,
Monday to Friday.

General Resources for
Patients and Families
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Health Authorities
Northern Health Authority
Phone: (250) 565-2649 
Fax: (250) 565-2640
www.northernhealth.ca/

Interior Health Authority
Phone: (250) 862-4200
Fax: (250) 862-4201
www.interiorhealth.ca

Vancouver Island Health Authority
Phone: (250) 370-8699
Fax: (250) 370-8750
www.viha.ca/

Vancouver Coastal Health Authority
Phone: Toll Free 1-866-884-0888
Local: (604) 736-2033
Fax: (604) 874-7661
www.vch.ca/

Fraser Health Authority
Phone: (604) 587-4600
Fax: (604) 587-4666
www.fraserhealth.ca

Provincial Health Services Authority
Phone: (604) 675-7400
Fax: (604) 708-2700
www.phsa.ca/default.htm

Mental Health Support Teams 
Island:

Island Mental Health Support Team
Vancouver Island Health Authority
#203 - 3939 Quadra, Victoria, BC V8X 1J5
Phone (250) 479-7005 Fax (250) 479-2275

Vancouver and Fraser:
Fraser Valley & West Coast Mental Health Support Teams
#207 - 2248 Elgin Avenue
Port Coquitlam, BC V3C 2B2
Phone (604) 777-8476 Fax (604) 461-2189 

Fraser Health:
#300 - 5238 Joyce Street
Vancouver, BC V5R 6C9,
Phone (604) 660-0786 Fax (604) 660-0815



Interior:
Developmental Disability Mental Health Services,
Interior Health Authority
#309 - 1664 Richter Street
Kelowna BC V1Y 8N3
Phone (250) 860-5183 Fax (250) 860-9146

North:
Northern Mental Health Support Team
2nd Floor, 1308 Alward Street
Prince George, BC V2M 7B1
Phone (250) 565-7393 Fax (250) 649-7219

OTHER HELPFUL RESOURCES

Association for Awareness & Networking Around Disordered Eating (ANAD)
Visit www.anad.bc.ca or call 1-877-228-0877 or (604) 739-2070 for information around
disordered eating including community resources, links and more. ADAD is a member
agency of the BC Partners.

BC Partners for Mental Health and Addictions Information
Visit www.heretohelp.bc.ca or call 1-800-661-2121
Free evidence-based information and tools for individuals, families and professionals including
toolkits, screening tools, stress management tips, facts sheets, personal stories and more.
Examples:

BC Partners Family Toolkit. This guide includes resources and tools for family members
coping with a loved one who has mental health or substance use problems. This resource 
was prepared by the BC Schizophrenia Society for the BC Partners and provides information
and tools for communication skills, problem solving, self-care and more.
BC Partners Mental Disorders Toolkit. This self-management guide was prepared by the
BC Canadian Mental Health Association for the BC Partners. Tips and tools to help manage 
the symptoms of mental illness are emphasized including treatment plans, preventing 
relapses and resources for a range of mental health problems.
Wellness Modules. Strategies for basic self-care and stress management.
Fact Sheets. Basic information on common mental health and substance use topics.
Family Toolkit. Key information for family and friends.

Canadian Mental Health Association — BC Division
Visit www.cmha-bc.org or call 1-800-555-8222 or (604) 688-3234 for a wide range of resources
on mental health, mental illness and substance use. Links to local CMHA branches who can offer
further information and supports for individuals, families and professionals are also provided.
CMHA-BC is a member agency of the BC Partners.

Centre for Addiction and Mental Health 
Visit www.camh.net for evidence based information on mental health and substance use topics
including answers to frequently asked questions and select materials in multiple languages.

F.O.R.C.E. Society
Visit www.bckidsmentalhealth.org or call (604) 878-3400 for information and resources for
parents of children wih mental illness. F.O.R.C.E. is a member agency of the BC Partners.
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RESOURCES FOR DEPRESSION

Mood Disorders Association (MDA)
Visit www.mdabc.ca or call (604) 873-0103 for a range of resources for individuals,
families and professionals including recommended readings for patients and
families, newsletters and a network of support groups throughout the province.
MDA is a member agency of the BC Partners.

The Antidepressant Skills Workbook
Visit www.carmha.ca for this step-by-step guide to changing patterns that trigger
depression. It gives an overview of depression and explains how it can be effectively
managed according to the best available research. Translations of the original
Depression Guide are available in French, Chinese and Punjabi. A workbook for teens
titled: Dealing with Depression: Antidepressant Skills for Teens is also available.

BC Partners Depression Toolkit
Visit www.heretohelp.bc.ca or call 1-800-661-2121 for this self-management guide
prepared by the BC Canadian Mental Health Association for the BC Partners.
Includes information about the symptoms of mood disorders, effective treatment
options, self-management skills, links to other useful resources and more.

Free Web-Based Programs
Visit www.moodgym.anu.edu.au for an evidence based self-management program
for depression based on cognitive-behavioural therapy.

Recommended strategies for addressing substance use, depression, and related 
disorders during pregnancy and in the postpartum period are discussed in the B.C.
Ministry of Health Mental Health & Addictions publication Addressing Perinatal
Depression: A Framework for BC’s Health Authorities (2006), available at: 
www.healthservices.gov.bc.ca/mhd/publications.html.

PSYCHOLOGICAL TREATMENT REFERRAL SERVICES

BC Psychological Association Referral Line
Visit www.psychologists.bc.ca or call (604) 730-0522 or 1-800-730-0522 for information
about private psychologists in your community who charge a fee for service.

BC Association of Clinical Counsellors
Visit www.bc-counsellors.org or call 1-800-909-6303 for information about private
clinical counsellors in your community who charge a fee service.

Depression and Bipolar Support Alliance
Visit www.dbsalliance.org for a variety of helpful resources including a series of
brochures such as ‘Helping a Friend or Family Member with a Mood Disorder’.



RESOURCES FOR EARLY PSYCHOSIS

BC Partners Schizophrenia and Psychosis Disorders Toolkit
Visit www.heretohelp.bc.ca or 1-800-661-2121 for this self-management guide providing the
symptoms of schizophrenia, treatment options and more.

British Columbia Schizophrenia Society (BCSS)
Visit www.bcss.org or call 1-888-888-0029 or (604) 270-7841 for a range of resources for individuals,
families and professionals including ‘Early Psychosis: What Families and Friends need to Know’.
Links to a provincial wide network of family support and education groups are also provided.
BCSS is a member agency of the BC Partners.

Schizophrenia Society of Canada
Visit www.schizophrenia.ca for a range of resources for individuals or families including the
comprehensive and practical manual “Rays of Hope”.

Specialized Programs
Specialized Early Psychosis Intervention services are available in every health region in BC.
Contact your local mental health centre for information.

Examples
Fraser South Early Psychosis Intervention Program
Visit www.earlypsychosisintervention.ca for more information and on-line resources for individuals and
families. For more information about their support group for parents visit www.psychosissupport.com.

Help Overcome Psychosis Early (HOPE)
Visit www.hopevancouver.com/ for more information about this specialized early psychosis program
serving Vancouver/Richmond. Check with your local mental health centre to see what special
resources exist in your community.
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RESOURCES FOR ANXIETY DISORDERS

Anxiety Disorders Association of BC (ADABC)
Visit www.anxietybc.com or call (604) 681-3400 for a range of resources for individuals, families
and professionals including recommended reading lists, information about ADABC programs, 
links to other useful websites and more. ADABC is a member agency of the BC Partners.

RESOURCES FOR ANXIETY DISORDERS (continued)

BC Partners Anxiety Disorders Toolkit 
Visit www.heretohelp.bc.ca or call 1-800-661-2121 for this self-management guide prepared by the
Anxiety Disorders Association of BC for the BC Partners. Includes information about the symptoms of
anxiety disorders, a self-test, treatment options, self-management skills and more. 

Free Web-based Programs
Visit www.paniccenter.net or www.anxieties.com for evidence based self-management programs for
anxiety disorders that are based on cognitive-behavioural therapy. Visit the Knowledge Network
(www.knowledgenetwork.ca/takingcare/index.html) for child and youth mental health documentaries on anxiety.
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RESOURCES FOR SUBSTANCE USE

Centre for Addictions Research of BC (CARBC)
Visit www.carbc.uvic.ca/index.htm for information on substance use problems
including effective prevention and treatment. Links to useful resources for
individuals, families and professionals are listed including www.silink.ca.
CARBC is a member agency of the BC Partners.

Kaiser Foundation
Visit www.kaiserfoundation.ca for a free searchable directory of resources and
services for individuals and families coping with substance use problems.

BC Partners Problem Substance Use Workbook
Visit www.heretohelp.bc.ca or call 1-800-661-2121 for this self-management guide
prepared by the Kaiser Foundation for the BC Partners. Includes worksheets and
exercises to support recovery for individuals experiencing problems managing their
substance use.

From Grief to Action
Visit www.fromgrieftoaction.org for resources for individuals, families and 
professionals coping with drug use. The free ‘Coping Kit’ for families includes
strategies for living with substance users on a day-to-day basis, information about
substance use and addiction, and fact sheets on various drugs and their effects.

BC Alcohol and Drug Information and Referral Service (1-800-663-1441)
Provides information and referral services for people needing assistance related to
any kind of substance use disorder. Information and referrals provided on education,
prevention, treatment and regulatory agencies.

Problem Gambling Help Line (1-888-795-6111)
A province-wide, toll-free, multilingual telephone information and referral service
to community resources, including counseling, prevention and self-help resources.
The service is for anyone who is adversely affected by their own, or another’s
gambling habits.

Credit Counseling Society (1-888-527-8999)
A non-profit service offering fee credit and budget counseling, and workable
strategies for reducing or eliminating debt. Services are open to anyone in
Western Canada and there are no restrictions on age or income level.

National Canadian Mental Health Association (CMHA National)
Visit www.cmha.ca for “Family to Family” — a free newsletter for families coping
with early psychosis.

Mood Disorders Association (MDA)
For families whose relative has a diagnosis of a mood disorder with psychosis the
MDA organizes individual and family support groups and education across the
province. See resource listings for depression for more information.
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PROFESSIONAL ORGANIZATIONS

BC Association of Social Workers
(604) 730-9111 or 1-800-665-4747

BC Association of Clinical Counsellors
(250) 595-4448 (Victoria) or 1-800-909-6303

BC Medical Association & BC Psychiatric Association
(604) 736-5551 or www.bcma.org

BC Psychological Association
(604) 730-0522 or www.psychologists.bc.ca

College of Pharmacists of BC
(604) 733-2440 or 1-800-663-1940 or www.bcpharmacists.org/

College of Physicians and Surgeons of BC
(604) 733-7758 or 1-800-461-3008 or www.cpsbc.ca/cps

College of Psychologists of BC
(604) 736-6164 or 1-800-665-0979 or www.collegeofpsychologists.bc.ca

Registered Nurses Association of BC
(604) 736-7331 or 1-800-565-6505 or www.crnbc.ca/

College of Registered Psychiatric Nurses of BC
(604) 931-5200 or 1-800-565-2505 or www.crpnbc.ca/

PATIENT AND FAMILY SELF-CARE

Self-care, healthy life style choices and other helpful coping strategies are a basic
component of effective management of mental health and substance use problems.
Both patients and families can benefit when the following are explicitly built into
the management plan: healthy eating, satisfying sleep, regular exercise, leisure
activities, fun with friends, how to cope with negative emotion, getting social
support and other general stress management techniques (e.g., muscle relaxation,
yoga, meditation, etc). For more information on basic self-care, healthy life style
choices and stress management tips see the BC Partners Wellness Modules and
other resources at www.heretohelp.bc.ca.

ADDITIONAL SUPPORTS FOR PATIENTS AND FAMILIES

When a person is diagnosed with an anxiety disorder, depression, early psychosis or
a substance use disorder it is common for everyone closely involved to experience a
range of emotions including grief, guilt, anger, fear, and even relief. Often patients
and families become socially isolated. It is also normal for patients and families to
feel overwhelmed by the wide range of stressors they must face.
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ADDITIONAL SUPPORTS FOR PATIENTS AND FAMILIES (continued)

A variety of community based resources can provide important support and coping
resources for patients and families around these types of issues. Physicians should
actively refer patients and families to the following types of supports as appropriate:
■ non-profit mental health or substance use agencies
■ local mental health centres or teams
■ early psychosis programs
■ evidence based self-help or support groups
■ family support organizations
■ other community based resources that provide high quality information and support.

For listings of these types of additional supports and community based resources
see the Redbook at: www2.vpl.vancouver.bc.ca/DBs/Redbook/htmlPgs/home.html
or check the local listings in your area

Families often benefit from skills training programs that include overview and
practice of evidence based coping skills. For example, cognitive and behavioural
strategies have been shown to be effective in managing a wide range of mental
health and substance use problems including anxiety disorders, depression,
substance use disorders and psychotic disorders. Physicians should attempt to
refer patients and families to professionals and programs that provide training in
these types of skills. 

Example: Patients with anxiety disorders often experience significant reductions in
anxiety symptoms after a course of gradual exposure to a feared situation. Family
members who receive training in cognitive behavioural management skills can
accompany the patient during early stages of exposures. Training can also help family
provide effective emotional support to the patient during prescribed daily exposures.

Family members are also at risk for developing their own mental health or substance
use problems or may already have undiagnosed disorders of varying severity.
Family members should be screened for their own mental health or substance use
problems. Patients and families can benefit significantly from connecting with
other people who have had similar experiences. Consider referrals to evidence
based self-management groups run by recovered consumers (e.g., Living Effectively
with Anxiety & Fear program provided by Anxiety Disorders Association of BC in
select communities).

It is often beneficial for physician, patient, and family to involve other expert
professionals who can assist with assessment, differential diagnosis, treatment
planning, general management issues, monitoring of progress, training and support
for family, and education or information needs. Patients and families need to be
familiar with the different types of experts. Referrals to evidence based practitioners
including psychiatrists, psychologists, counsellors, psychiatric nurses and other
trained experts should be made as needed.
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MENTAL HEALTH SERVICES AVAILABLE TO REFUGEES IN BRITISH COLUMBIA

■ Vancouver General Hospital Cross Cultural Outpatient Psychiatry Program
Tel: (604) 875-4115
This program was established in 1988 and its mandate is to provide sensitive
and language specific comprehensive psychiatric assessment for psychotic and
non-psychotic individuals. Psychiatrists from major ethnic groups in the city
provide diagnosis, recommendations for treatment and referrals to other
resources in both hospital and the community.

■ Vancouver Association for the Survivors of Torture (VAST)
Tel: (604) 299-3539 or 1-866-393-3133 Web: www.vast-vancouver.ca
VAST is a private, non-profitable, multicultural, association that provides support
to victims of torture and their families. This resource is unique in that it provides
services for refugees that include settlement counselling and health and mental
health services. 

■ Multicultural Mental Health Liaison Program
Tel: (604) 874-7626
The goal of this program is to increase the accessibility and acceptability of
mental health services to members of four target communities: South Asians
(Indo-Pakistanis), Chinese, Latin Americans and First Nations. Staff provide
education, consultation, service brokerage and clinical services.

■ PTSD clinic at Vancouver General Hospital
Tel: (604) 875-4115

■ Bridge Community Health Clinic
Tel: (604) 709-6540

■ Mosaic
Tel: (604) 254-9626
Settlement services

■ S.O.S (Storefront Orientation Services)
Tel: (604) 255-4611
Settlement services

■ MCC Refugee Office
Tel: (604) 325-5524
Settlement services

ABORIGINAL HEALTH SERVICES

■ Aboriginal Health Services
Tel: (604) 708-5248, 200-520 West 6th Avenue Vancouver, BC

Regional resources
■ Vancouver Aboriginal Council (regional Aboriginal

Resource Directory available)
www.vac-bc.ca/default.html

■ Vancouver Native Health Society
www.vnhs.net

Provincial resources
■ Association of BC First Nations Treatment Programs

www.firstnationstreatment.org
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ABORIGINAL HEALTH SERVICES (continued)

■ BC Aboriginal Network on Disability Society
www.bcands.bc.ca

■ Community Health Associates of BC
www.cha-bc.org

■ A Guide to Aboriginal Organizations and Services in BC
www.mcaws.gov.bc.ca/aboriginal_dir/aboriginal_guide.pdf

■ Ministry of Health Planning, Office of the Special Advisor on Aboriginal Health
www.healthservices.gov.bc.ca/aboriginal

■ Provincial Health Officer Report 2001 Feature Report
The Health and Well-being of Aboriginal People in BC
www.healthplanning.gov.bc.ca/pho/pdf/phoannual2001.pdf

■ The Red Road: Pathways to Wholeness. An Aboriginal Strategy for HIV and
AIDS in BC
www.healthservices.gov.bc.ca/cpa/publications/red-road.pdf

Federal resources
■ Government of Canada, Aboriginal Canada Portal

www.aboriginalcanada.gc.ca/abdt/interface/interface2.nsf/
■ A Guide to Federal Initiatives for Urban Aboriginal People

www.pco-bcp.gc.ca/docs/Publications/aborguide/cover_e.htm
■ Health Canada, First Nations and Inuit Health Branch

(on-reserve First Nations health services)
www.hc-sc.gc.ca/fnihb/

■ Health Canada, First Nations and Inuit Health Branch, Non-Insured
Health Benefits (available for Status First Nations on and off reserve)
www.hc-sc.gc.ca/fnihb/nihb/

■ National Aboriginal Health Organization
www.naho.ca/english/

MULTICULTURAL SERVICES

■ Broadway Youth Resource Centre
Tel: (604) 709-5724
Counselling for youth and their families.

■ Family Services of Greater Vancouver
Tel: (604) 874-2938
Provides individual and family counselling: services for children affected by
family violence and sexual abuse, alcohol and drugs day treatment program 

■ Hispanic Community Centre Society
Tel: (604) 872-4431
Legal Clinic, employment services, ESL classes, translation and
interpretation services

■ Multicultural Family Centre
Tel: (604) 254-6468
Conversation classes, seniors group, etc

■ Multicultural Family Support Services
Tel: (604) 436-1025
Services for women faced with domestic violence.



MULTICULTURAL SERVICES (continued)

■ Project Parent
Tel: (604) 875-0387
Services to improve parenting skills

■ South Vancouver Neighbourhood House
Tel: (604) 324-6212
Groups for women, ESL classes and crafts.

■ Watari
Tel: (604) 293-7914
Alcohol and drug counselling services.

MENTAL HEALTH RESOURCES FOR THE CHINESE COMMUNITY

■ BC Psychological Association
Tel: (604) 730-0522
www.psychologists.bc.ca

■ CHIMO Crisis Services
Tel: (604) 279-7077
Services for Richmond residents over 13 in suicidal crisis

■ CMHA-MDA Mandarin Emotional Health Support Group
Tel: (604) 872-4902
175 West Broadway, Vancouver

■ The Canadian Chinese Autism Association of BC
Tel: (604) 649-2810
Neurological Centre, 2805 Kingsway, Vancouver

■ Cantonese Mutual Sharing and Support Group of Family Members who have
relatives with Schizophrenia
Tel: (604) 251-2264 or (604) 253-5353
2610 Victoria Drive, Vancouver 

■ Chinese Hope Line, Taiwanese Canadian Cultural Society
■ Chinese Mental Health Promotion Program, Canadian Mental Health

Association, Vancouver-Burnaby Branch
Tel: (604) 872-4902
175 West Broadway, Vancouver

■ Chinese Speaking Single Mother’s Group, Richmond Women’s Resource Centre
Tel: (604) 279-7060

■ Chinese Support Group for Women and Families who are facing family
violence, Vancouver and Lower Mainland Multicultural Family Support
Services Society
Tel: (604) 436-1025

■ MDA Cantonese-speaking Support Group
Tel: (604) 232-4025
5836 Fraser St. Vancouver

■ Mandarin Family Psycho-Education and Support Group for Family Members
who have relatives with mental illness
Tel: (604) 251-2264 or (604) 253-5353
2610 Victoria Drive, Vancouver

■ SUCCESS’s Chinese Help Lines
Tel: (604) 270-8222 or (604) 270-8233
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CROSS-CULTURAL RESOURCES

MENTAL HEALTH RESOURCES FOR THE CHINESE COMMUNITY (continued)

■ SUCCESS’s Family and Young Counselling Services
Tel: (604) 408-7266

MENTAL HEALTH SERVICES FOR GAY, LESBIAN, BISEXUAL, AND
TRANSGENDERED INDIVIDUALS

■ Bute Street Clinic at The Centre
Tel: (604) 660-7949, 1170 Bute Street, Vancouver, BC
HIV/STD outreach clinic for the lesbian and gay communities. Free, confidential
testing. Hep A & B immunization, and STD treatments. Needle exchange.
Weekdays, 11 am – 6:30 pm. 

■ Gay & Lesbian Centre Vancouver Counselling & Information
Tel: (604) 684-6869

■ Three Bridges Community Health Centre
Tel: (604) 736-9844, 1292 Hornby Street, Vancouver, BC
Provides full health care services including Pride Health Services [(604) 633-4201]
offers confidential health services for lesbian, gay, bisexual, and transgendered
individuals; drop-in hours are 3 pm to 6 pm Thursdays. Serves the City Centre
Community Health Area, which includes the West End, Yaletown, Downtown
Vancouver Business District, Downtown South, False Creek, Kitsilano, Fairview
Slopes, and South Granville.

The centre also houses Boys R Us [(604) 633-4200], a drop-in centre for male
and transgendered sex trade workers in Vancouver, particularly the downtown
south area. Open 7 pm to 9 pm Tuesday to Thursday, offers a safe and
confidential place for connecting with others, including social activities such
as dinner and movies. Helps individuals access resources such as health
care, housing, and other community services. A joint project of VCHA and
AIDS Vancouver.

■ The Centre for Lesbian, Gay, or Lesbian, Gay, Bisexual and
Transgendered — Gab Youth Services
Tel: (604) 684-6869, 1170 Bute Street, Vancouver, BC
Drop-in for lesbian, gay, bisexual and transgendered youth.

■ St. Paul’s Domestic Violence Intervention Program (pgr)
Tel: (604) 645-1714 

■ Vancouver Women’s Health Collective
(www.womenshealthcollective.ca)
Tel: (604) 736-5262, 1 - 175 East 15th Avenue, Vancouver, BC
email: vwhc@vcn.bc.ca
Provides information, resources and other support for women to empower
themselves to take charge of their own health care. 

■ Youthquest! Lesbian and Gay Youth Society of BC
Tel: (604) 944-6293 or (604) 460-9115 (Pitt Meadows BC) www.youthquest.bc.ca
Provides support, advocacy, peer counselling, referrals and telephone support
to lesbian, gay, bisexual and transgendered youth up to 21 years of age.
Drop-in programs are available in the Lower Mainland and educational
outreach to youth service providers.
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APPENDIX 1: DEVELOPMENTAL DISABILITIES

DEPRESSION, EARLY PSYCHOSIS, ANXIETY AND SUBSTANCE USE DISORDERS IN
PEOPLE WITH DEVELOPMENTAL DISABILITIES 

■ In BC, long-stay institutions for people with DD have been closed since 1996. 
■ A developmental disability means sub-average intellectual functioning equivalent

to an IQ of 70 or below, as well as impaired adaptive skills, and occurrence prior
to age 18. (definition of mental retardation in DSM-IV or DSM-IV-TR) 

■ Those who meet the full criteria for developmental disability are probably about
1% of the population.

■ The diagnosis of mental retardation in the DSM-IV or DSM-IV-TR classification 
system is coded on AXIS II. 

■ Services to people with DD are provided by Community Living Services MCFD

BASIC PRINCIPLES OF MENTAL HEALTH IN DEVELOPMENTAL DISABILITY

■ People with DD can develop the full range of psychiatric disorders.
■ IQ does not predict prognosis or response to treatment.
■ The presentation of psychiatric illness in people with DD may range from typical

to atypical.
■ People with DD experience a very significant rate (30 – 40%) of mental health

disorders based on estimated prevalence rates, yet many are typically
underdiagnosed, misdiagnosed, and underserved 

■ The most frequent reason for a request for psychiatric assessment is aggression
or self injury for people with DD, but aggression or self-injury are often the
outward symptoms of common mental health disorders, or a physical cause or
environmental change.

■ The most commonly occurring disorders, similar to the general population,
include major depressive disorder, bipolar disorder and anxiety disorders.

■ Higher rates of physical, emotional, and sexual abuse may also be responsible
for a higher rate of mental illness.

■ Medical conditions may present with psychiatric symptoms more frequently than
in the general population. 
– Undiagnosed or improperly treated physical problems can affect a person’s

behaviour and may lead to over-diagnosing of ‘behaviour’ problems,
misdiagnosis of personality disorder and/or psychotic disorders resulting in
over-prescribing of psychotropic medications, especially antipsychotic medications.

■ Ensure that informed and valid consent is obtained for health care for people with DD
– Be aware of British Columbia’s Adult Guardianship Legislation when working 

with people with DD (www.trustee.bc.ca for information).

TREATMENT PRINCIPLES FOR MENTAL HEALTH IN DEVELOPMENTAL DISABILITY

■ People with DD have the same requirement for treatment as others in a health
authority but care and sensitivity must be taken to accommodate to their disability.

■ Consider and seek out reports of family, third party caregivers, or associated
support staff and make adaptations to accommodate to the individual’s
communication needs.

■ The language of the interview must be significantly altered. 
– Use plain language, short sentences, speak slowly and avoid leading questions.

■ Allow for adequate time for physical examinations, mental health and
addiction assessments.
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FREQUENT PSYCHIATRIC DISORDERS IN PEOPLE WITH
DEVELOPMENTAL DISABILITIES

Depression 
■ Common presentations include:

– tearfulness, sad, irritable or angry affect
– social withdrawal or increased dependency, regression in self-care skills

or loss of learned skills
– aggression or self-injurious behaviour
– decreased energy or psychomotor retardation
– appetite change or sleep disturbance
– hypochondriasis or tantrums
– reduced speech or mutism.

■ Reporting of suicidal ideation, self-depreciation, and guilt may be difficult for many.
– Individuals with DD may never meet full DSM-IV or DSM-IV-TR criteria.

■ Although thought to be serious by the individual, suicidal behaviour may not
always be lethal (e.g., self-strangling) or risk taking behaviour may occur
(e.g., riding bike with eyes closed).

■ Symptoms of hallucinations or delusions may occur more frequently with depression.

Anxiety Disorders
■ Frequent in the DD population, but difficult to diagnose as identification of anxiety

can be difficult for someone with DD. 
■ Significant anxiety may be reflected as a somatic illness, e.g., a stomach ache.

In addition, severe anxiety can lead to behavioural problems. 
■ Obsessive-compulsive disorder is also identified frequently. Some individuals

are able to articulate the anxiety associated with performing a compulsion,
and others are not. There is a consensus that these conditions should be
treated as they typically would even if the person appears to not be bothered
by performing a compulsion. 

■ Posttraumatic Stress Disorder (PTSD) It is likely that individuals who have
DD are at greater than average risk for experiencing repeated traumatization
(Sobsey, et al., 1992). People with DD live, to varying degrees, in a state of
dependency on others. 

■ The symptoms of PTSD may be quite different from those seen among the
general population. 
– articulating the event may be difficult.
– flashbacks and memories may be more vague or distorted. 
– increased anxiety and hyperarousal may present as a ‘behavioural problem’.
– brief psychotic episodes may occur (Martorana, 1985).
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Psychotic Disorders
■ Because of verbal difficulties it is not thought possible to reliably diagnose

psychosis in those with an IQ of less than 50.
■ The rate of actual psychotic disorders may be similar to that in the general

population, though this is still controversial as some studies suggest an
increased prevalence.

■ Onset of schizophrenia before adolescence is rare but tends to be somewhat
earlier in people with DD than in the general population (Meadows et al, 1991). 

■ Imaginary friends, self-talk, dramatic fantasy play are usually not signs of
psychosis.
– Many fantasies may appear to be a delusional system, but when questioned 

carefully, the individual can indicate awareness that the subject of discussion
is not real.

■ People with DD may experience a higher rate of psychotic symptoms when
under severe stress. 

■ As with other psychiatric disorders, aggression may also be a presenting problem.

Overuse and Misuse of Anti-Psychotic Medications
■ Due to the frequent presence of aggression and self-injury, there has been a

historical trend for overuse and misuse of antipsychotic medications for people
with developmental disabilities.

■ The use of anti-psychotics in this population is associated with greater risk of
developing movement disorders (especially tardive dyskinesia and tardive
akathisia) and cognitive impairment.

■ Anti-psychotics are often prescribed for ‘behaviour’ without understanding
what is behind the behaviour.

■ Withdrawing someone from an antipsychotic medication after they have been
on for many years must be done very slowly (5% – 10 % every 2 months) in order
to minimize potentially very serious withdrawal effects (agitation, insomnia,
confusion or aggression).

■ If anti-psychotics must be used, start low and go slow.

Substance Use Disorders
■ Incidence of substance use disorders appear to be low compared to the general

population. It is likely to be underestimated and under diagnosed. 
■ Caffeine and nicotine-related disorders are the most frequently found disorders

in this population. Alcohol or illicit drugs tend to be consumed in lower amounts
as compared to the general population. Stavrakaki (2002)

■ Enquire about all substance use (including cigarettes, caffeine, and
over-the-counter medicine)

■ Treatment tips: 
– make materials easy to read/comprehend
– avoid abstract written and spoken material
– keep sessions short (15 – 30 minutes)
– supplement group with individual treatment
– use modeling, rehearsal and feedback to teach skills

APPENDIX 1: DEVELOPMENTAL DISABILITIES
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SYNDROMES ASSOCIATED WITH A HIGH INCIDENCE OF
MENTAL HEALTH DISORDERS

Fetal Alcohol Spectrum Disorder
■ FASD refers to the range of birth defects caused by prenatal exposure to alcohol,

including Fetal Alcohol Syndrome (FAS), Partial FAS and Alcohol Related
Neurodevelopmental Disorder (ARND). 

■ It is estimated that 1 – 3 of every 1,000 live births in North America are affected
by FAS, and rates of Partial FAS and ARND are likely to be much higher.

■ It is the leading cause of preventable mental retardation.
■ Recommend abstinence. There is no known safe level of alcohol consumption

while pregnant. 
– Binge drinking is thought to be more harmful than consistent lower levels of

drinking, since it raises the blood alcohol content to a higher level.
■ Primary disability: The permanent neurodevelopmental deficits of Fetal Alcohol

Spectrum Disorders (‘brain damage’) growth impairment and other birth defects.
– facial changes including epicanthal eye folds
– poorly formed concha
– small teeth with faulty enamel
– cardiac atrial or ventricular septal defects
– aberrant palmar crease and limitation in joint movement
– microcephaly
– kidney, liver, hearing and sight may also be affected

■ Secondary disabilities: (many of which can be mediated by proper interventions
and support) include: 
– a very high rate of mental health/addiction problems and disorders (90%) 

such as suicide and suicide attempts, depression, anxiety, attention-deficit
hyperactivity disorder; disrupted school experience; 

– trouble with the law (60%)
– confinement in inpatient units for mental illness/substance use disorders or 

incarceration for a crime (50%)
– inappropriate sexual behaviour (50%)
– alcohol or drug use problems (30%)
– dependent living (80%)
– problems with employment (80%), (Streissguth & Kanter, 1997). 

■ Lack of a proper diagnosis results in higher concurrent disorders and can also lead to
misdiagnosis of mental health/addiction disorders or over-diagnosis of personality disorders. 

– enhance family/other support
– monitor impact of drug/alcohol use on concurrent medications
– use more concrete and short term goals. 
– encourage a support person to attend sessions with the client to provide

reinforcement of the concepts after discharge from treatment. 
– treatment interventions that support reduction in stress and drugs craving,

such as yoga and acupuncture, over cognitive based therapies common in the 
substance use field may be helpful with people with developmental disabilities
(Sturmey et al., 2003)
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■ Mental retardation (IQ less than 70) may or may not be present but most tend to
have a marked discrepancy between IQ and adaptive functioning, with adaptive
functioning almost always being lower than the IQ and adaptive function often
falling below 70.

■ For women with an alcohol or other substance use problem, consider referral
to the BC Women’s Hospital program at Fir Square which provides care for
substance using women and their children, and also operates an outpatient clinic.

■ When someone is diagnosed with FASD, it is important to consider the needs of
two patients (mother and child). The highest predictor of having a child with FASD
is already having a child with FASD

Autism Spectrum Disorder (ASD)/ Pervasive Developmental Disorder
■ Most have associated anxiety including panic attacks, compulsions and persever-

ative rituals that may result in challenging behaviours. 
■ Some have a severe form that includes relentless hyperactivity and severe sleep

disturbance. In addition, there is a significant association with bipolar disorder in
this population. 

Down Syndrome
■ High rate of depression and anxiety disorders, with obsessive compulsive disor-

ders frequently occurring. 
■ Individuals with Down Syndrome are also more prone to develop Alzheimer-like

dementia at an earlier age, associated with accelerated aging problems. 

Fragile X Syndrome
■ Most common inherited genetic disorder. In its full form it affects only males, but

lesser forms of the condition are found in female family members as well. 
■ Associated with hyperactivity and some autistic features.
■ Usually results in moderate to mild DD, and is also associated with (ADHD),

hyperarousal, anxiety and aggression related to mood lability.

DEDICATED HEALTH AND MENTAL HEALTH SERVICES AVAILABLE

Health Services for Community Living (HSCL) and Mental Health
Support Teams (MHST)
■ Operated and managed by the Health Authorities. 
■ HSCL provides consultation in the areas of home nursing, physiotherapy and

occupational therapy as well as nutrition and dental care. 
■ MHST provide assessment, treatment and consultation (to Family Physicians) for

those individuals with DD and mental health needs who need special attention
through Mental Health and Addiction Services. 

■ MCFD continues to provide some health services: specifically tertiary inpatient
services (Willow Clinic) and professional behavioural support contractors for
high need individuals throughout BC. 

■ Health Authorities provide the services of a Medical Consultant in Developmental
Disability to Family Physicians. (Find contact information under Resources at end
of document)

■ See 4.10 for a listing of mental health support teams

APPENDIX 1: DEVELOPMENTAL DISABILITIES
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Resources
The Advocate for Service Quality in British Columbia-assists adults with
developmental disabilities and their families in obtaining high quality service
from MCFD, from other ministries and service agencies Office: 1-604-775-1238
www.mcf.gov.bc.ca/getting_help/advocate_service_quality.htm

Bradley, E.A., Burke, L., Drummond, C., Korossy, M., Lunsky, Y. L., & Morris, S.
(2002). Guidelines for managing the client with intellectual disability in the
emergency room. Toronto: Centre for Addiction and Mental Health, University of
Toronto, Surrey Place Centre. 1-800-661-1111 www.camh.net/

The Provincial Medical Consultant in Developmental Disability for BC: Dr. Brian
Plain, Saanich Health Unit, #303-3995 Quadra St Victoria BC V8X 1J8
Telephone 1-250-744-5174; Fax 1-250-479-5836; brian.plain@caphealth.org

FASD Resources
The FASD Fact Sheet includes information and where to find more help:
www.heretohelp.bc.ca/publications/factsheets/fetalalcohol.shtml

The Fir Square program at BC Women’s Hospital: call (604) 875-2424,
local 2160 on weekdays.

The FAS/E Support Network provides support for families with an affected child:
www.fetalalcohol.com

Fetal Alcohol Spectrum Disorder: A Strategic Plan for British Columbia: available
at www.healthservices.gov.bc.ca/mhd/fasd.html
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MENTAL HEALTH & THE FEMALE LIFECYCLE

In the realm of mental health, women are recognized by the World Health
Organization as more commonly experiencing specific conditions such as anxiety
disorders, depression and somatic complaints as compared with men.
Although women may experience psychiatric illness at any point in their lives,
times of heightened vulnerability occur during pregnancy, the postpartum,
and the peri-menopausal period. Women may also experience mood changes
related to their menstrual cycle such as PMS or PMDD.

When considering the mental health of women over the reproductive lifecycle,
it is essential to view women within their psychosocial context. This context is one
of complex gender-specific issues, economic circumstances, and variable levels
of stigma and support within both the family and the community as a whole.
For example, women have comparatively fewer resources and more often provide
primary child-care. Beyond these challenges are the societal expectations attached
to different points in the reproductive lifecycle. For example, pregnancy and the
postpartum are expected to be times of happiness, when in fact disorders of mood
and anxiety are common in this period. Myths of this nature are fundamental
barriers which prevent not only women from seeking help, but also healthcare
providers from recognizing the need for intervention.

PRE-MENSTRUAL SYNDROME (PMS) & PRE-MENSTRUAL DYSPHORIC
DISORDER (PMDD)

■ Between 30 – 70% of women experience pre-menstrual symptoms.
■ Approximately 4 – 9% of women suffer from PMDD. 
■ PMS/PMDD may start any time after puberty, often worsen over time, and remit

during pregnancy and at menopause.
■ PMDD unlike PMS is classified as a mood disorder by DSM-IV or DSM-IV-TR.
■ Symptoms of PMDD overlap with symptoms of depression, but include irritability

and feelings of loss of emotional control. 
■ Symptoms of PMDD can markedly interfere with daily functioning.
■ PMDD is experienced in the luteal phase of the menstrual cycle with remission

of symptoms within a few days of the onset of menses.
■ Women with PMDD are often misdiagnosed with bipolar disorder or unipolar

depression. Symptoms of PMDD are always linked to the menstrual cycle
whereas other mood disorders may not be. 

■ Women who first experience PMDD in their late thirties and early forties often
have a history of depression, sometimes related to the postpartum period.

■ Although some women who are depressed will notice worsening during the
luteal phase of the menstrual cycle this is not PMDD. This is sometimes referred
to as premenstrual magnification.

■ Women with PMS/PMDD are at an increased risk of concurrent mood disorders,
particularly depressive and anxiety disorders. 

■ Women with a history of addictions seem to have more cravings in the
premenstrual phase of the cycle.

APPENDIX 2: WOMEN’S MENTAL HEALTH ISSUES
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Overview of Treatment for PMDD

Non-pharmacologic treatment:
■ education and support
■ exercise
■ healthy lifestyle — regular sleep and balanced diet
■ psychotherapy — focus on life stresses and how to reduce them
■ self-help groups.

Pharmacotherapy:
■ Some women with PMDD may find non-pharmacologic measures inadequate.
■ The latest research suggests that serotonin dysregulation is involved in PMDD. 
■ Women with symptoms of PMDD can be treated with serotonin-reuptake

inhibitors (SSRIs) or serotonin and noradrenalin reuptake inhibitors — SNRIs
(Venlafaxine).

■ Intermittent dosing (14 days before menses) appears to be as effective as
continuous dosing and withdrawal symptoms are not usually problematic. 

■ Low-dose therapy is usually adequate.
■ At present, hormonal therapy is not commonly recommended as

first-line treatment.

PERI-MENOPAUSE/MENOPAUSE

■ There is no evidence that natural menopause causes depression.
■ This can be an unstable time for women with mood disorders.
■ Women with a history of psychiatric illness (including postpartum depression

or PMDD) are at a greater risk of experiencing depression/depressive symptoms
during peri-menopause or menopause.

■ Depression is more likely during peri-menopause than at menopause.
■ Diagnosis of depression can be difficult, because many symptoms of

depression overlap with symptoms of peri-menopause (e.g., change in appetite
and energy levels).

■ The peri-menopausal years are a time of endocrine changes; thus an important
clinical concern is whether mood complaints reflect endocrine changes or the
psychosocial stressors in women’s lives.

Overview of Treatment
■ Lifestyle changes are essential components of treatment, particularly diet

and exercise.
■ Women experiencing major depression during menopause can be successfully

treated with psychotherapy and/or anti-depressants.
■ Vasomotor symptoms and sleep may be helped by hormone replacement therapy

(HRT), but the risks and benefits must be carefully assessed for each individual.
HRT alone should not be used for the treatment of Major Depression.

APPENDIX 2: WOMEN’S MENTAL HEALTH ISSUES
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PSYCHIATRIC ILLNESS DURING PREGNANCY AND THE POSTPARTUM PERIOD
(THE PERINATAL PERIOD)

Depression in the Perinatal Period

Pregnancy
■ Pregnancy does not protect against mental illness.
■ Up to 70% of women report experiencing depressive symptoms during pregnancy,

while the prevalence of Major Depression in pregnant women is between
10% and 16%.

■ Diagnosing depression during pregnancy can be difficult, as symptoms of
depression such as changes in sleep and appetite can be difficult to distinguish
from the normal signs of pregnancy.

■ Many women diagnosed with postpartum depression are symptomatic antenatally;
therefore the primary caregiver should be aware of the opportunity for early
detection and treatment.

■ Women with untreated depression in pregnancy may be less likely to see their
physician and may thus receive poor prenatal care, increasing their risk of
medical/obstetric complications. These women are also at higher risk for
self-medicating, substance use, suicidal/homicidal thoughts and the
continuation or worsening of symptoms in the postpartum.

■ Long term follow-up is essential.

Postpartum Blues
■ The “Postpartum Blues” occurs in up to 50 – 80% of women.
■ It generally occurs between 3 and 5 days postpartum.
■ It is self-limited, and in most cases recovery occurs spontaneously within

two weeks.
■ It is characterized by tearfulness, fatigue, anxiety, and irritability.
■ A small percentage of cases progress to postpartum depression. Any woman

experiencing “blues” symptoms for over 24 hours should be monitored carefully.

Overview of Treatment
■ Support and reassurance for the individual and family is essential.
■ Maximize healthy lifestyle — nutrition, exercise, sleep. 
■ If ongoing sleep deprivation is a problem, sleep medication may be beneficial

on a short-term basis.

Postpartum Depression (PPD)
■ PPD occurs in up to 10 – 20% of women.
■ Up to 26% of adolescent mothers experience PPD.
■ PPD can present at anytime in the 12 months after delivery.
■ PPD can pose significant risks to both mother and infant.
■ Signs and symptoms of PPD are the same as for a major depressive disorder

at other times, but there are often additional issues concerning the baby.
For example,
– Is there impaired or delayed bonding with the baby?
– Is the mother experiencing difficulty caring for her baby?

APPENDIX 2: WOMEN’S MENTAL HEALTH ISSUES
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■ PPD is also often associated with symptoms of anxiety (e.g., excessive worry
about the baby or guilty ruminations about not being a good mother) and may
be associated with obsessive thoughts (e.g., fears of harming the baby)
without compulsions.

■ Women may have difficulty disclosing negative feelings to their doctors at a time
when they’re “supposed to be happy.” 

■ Routine screening of postpartum women (e.g., with the EPDS — Edinburgh
Postpartum Depression Scale) is recommended. The EPDS is found later in
this appendix.

■ Untreated women have an increased risk of chronic relapsing depressive illness
as well as suicide and/or infanticide. Mother-infant bonding can be impaired by
PPD, and other adverse infant outcomes have been reported. 

■ PPD with superimposed psychosis occurs in a small percentage of women
(0.1 – 2% of pregnancies). Often these women had untreated illness and were
depressed in pregnancy and the postpartum.

■ It is essential to check for psychotic symptoms and thoughts of harming the baby
in patients with postpartum depression.

■ Depression is evident in greater than 70% of patients who commit infanticide.
■ A major concern for nursing women surrounds the possible effects of medications

upon their baby.
■ Canadian Network for Mood and Anxiety Treatments CANMAT Guidelines 2001

and the Reproductive Mental Health Program Best Practices Practice Guidelines
relating to Reproductive Mental Health (see Resources) are useful in prescribing
medications.

■ Long-term follow-up is essential.

Overview of Treatment
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Anxiety Disorders in the Perinatal Period

Anxiety Disorders in General
■ Are relatively common in the perinatal period.
■ Often manifest as Panic Disorder, Generalized Anxiety Disorder (GAD) or

Obsessive Compulsive Disorder (OCD). 
■ Often coexist with depression in the perinatal period.
■ Long-term treatment is essential, especially for those with GAD or OCD.

GAD
■ Excessive anxiety and worry about numerous events/activities on more days

than not for 6mths.
■ Worry is difficult for the woman to control and usually centers around either the

pregnancy or the welfare of the baby/infant.

Panic Disorder
■ The prevalence in the perinatal period is unknown but is likely to follow that in the

general population (2%).
■ New onset of panic disorder may occur in pregnancy or postpartum.
■ Pre-existing panic disorder often remains the same or worsens during pregnancy

and the postpartum.
■ Women with a past history are at a particularly high risk of postpartum relapse.

Obsessive Compulsive Disorder (OCD)
■ Patients symptomatic with OCD in pregnancy may have a prior history and become

worse in pregnancy and postpartum. However, new onset of OCD in
pregnancy or postpartum is relatively common.

■ Comorbid depression occurs in about 1/3 of women with postpartum OCD.
■ In pregnancy and the postpartum, obsessional thoughts may focus on fetal or infant

harm such as images of stabbing, drowning, or otherwise abusing the infant.
■ Thoughts cause marked distress.
■ Thoughts are not always associated with compulsive behaviours.
■ Thoughts are often associated with avoidance, specifically avoiding the infant.
■ The mother who avoids being alone with her infant should always be questioned

about thoughts, images, or plans of harming her infant.

APPENDIX 2: WOMEN’S MENTAL HEALTH ISSUES

Bipolar Affective Disorder and Psychoses in the Perinatal Period 

Bipolar Disorder
■ New onset of psychotic illness postpartum is most often bipolar mood disorder.
■ In women with a past history of bipolar disorder, preconception counselling as

well as close follow-up during pregnancy and the postpartum is essential.
■ Medication changes in pregnancy and/or the postpartum period may be required

to avoid adverse fetal or infant effects.
■ There are high rates of postpartum relapse (30 – 90%).
■ Relapse is likely to occur if medication is stopped, and may result in higher doses

of multiple medications in order to achieve symptom control.
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■ Arrangements for adequate sleep for the mother in immediate postpartum
period may help lessen risk of relapse.

■ Treatment with an anti-psychotic or mood-stabilizing medication is the
essential starting point to reduce psychotic symptoms.

■ Long-term follow-up is essential.

Schizophrenia 
■ New onset in pregnancy is uncommon.
■ In the postpartum, schizoaffective disorder is usually the subtype of illness seen.
■ Women with schizophrenia are more likely to have an unplanned pregnancy.

The older anti-psychotics reduce fertility via hyperprolactinemia. Although all
atypical anti-psychotics have less effect on prolactin they still may affect prolactin
and fertility. Quetiapine may be the only prolactin sparing antipsychotic. 

■ The presence of a psychotic disorder may interfere with a woman obtaining
proper prenatal care.

■ Untreated patients have a much higher risk of decompensating during and
after pregnancy.

■ It is advisable to continue antipsychotic medications during pregnancy and
the postpartum in patients with past history.

■ Long-term follow-up is essential.

For both Schizophrenia and Bipolar Disorder, medical consultation and treatment
by a multidisciplinary team — preferably before starting a pregnancy and
throughout the pregnancy and postpartum period is ideal and may be
particularly important if medications need to be changed to avoid fetal risks.

Substance Use in the Perinatal Period
■ Some psychoactive substances effect the menstrual cycle and can thus influence

fertility (i.e. cocaine and heroin can disrupt the menstrual cycle). 
■ Substance use in pregnancy is common. In the year 1992 – 3, a reported 5.5%

of US women used illicit drugs and 18.8% used alcohol while pregnant.
■ Risk factors for substance use in pregnancy may include:

– Past history of Substance Use Disorder (SUD)
– Unstable mental illness
– Trauma history

■ Concurrent substance use & psychiatric disorders are common & need
specialized treatment.

■ Perinatal consequences of substance use in general may include:
– low birth weight
– prematurity
– small head circumference
– poor nutritional status
– infections (HIV, HepC)
– withdrawal issues
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■ Substance specific conditions may include:
– Alcohol: Fetal Alcohol Syndrome/Effects
– Marijuana: behavioural problems, impaired decision-making, memory,

attentiveness, tremors and altered visual responsiveness
– Stimulants: malignant hypertension & cardiac ischemia, stroke, sudden

death, premature rupture of membranes, placenta previa. Some teratogenic
effects reported. 

■ The prenatal period is a time when women are more likely to engage with the
healthcare system and abstain or reduce their substance use. Without treatment
many will relapse BUT almost 90% of individuals who remain abstinent for 2 years
will be relatively substance free at 10 years.

■ The stigma associated with a SUD is even greater for women who are childbearing
■ As women may be reluctant to disclose a SUD, warning signs for clinicians

may include:
– Missed or inadequate prenatal care 
– Recurrent somatic complaints (sleep)
– Psychiatric history or condition which is unstable or under-treated 
– Nicotine and/or alcohol use
– Failure to gain adequate weight
– Intra-uterine growth delay/retardation
– Withdrawal signs at delivery

Management
■ Women specific services improve retention, substance use outcomes,

psychosocial function, and one study showed that children are five times less
likely to be placed in foster care.

■ Pharmacotherapy is useful for harm reduction & the treatment of
psychiatric symptoms.
e.g. Methadone conversion in pregnancy improves: 

• prenatal care
• nutrition
• engagement into addiction treatment programs
• birthweight
• head circumference 
Methadone conversion in pregnancy decreases: 
• maternal opioid withdrawal
• criminality
• sex trade work
• IV drug use & infections
• prematurity & infant mortality

However methadone conversion is not appropriate for everyone and treatment
decisions should be made on a case-by-case basis.

Child Protection 
■ The clinician has a responsibility to intervene when the child is at risk of: 

– Physical harm, emotional harm, sexual abuse or exploitation
– Deprivation of required health care
– Parental refusal of needed treatment

APPENDIX 2: WOMEN’S MENTAL HEALTH ISSUES
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– Death, abandonment, or inadequate provision for care
– Parent’s prolonged absence from home in dangerous situation 

It is preferable to encourage women and/or their families to self refer.

Psychosocial context
The management of a woman with a substance use disorder in the perinatal
period (or at any other time) requires management of the gender-specific problems
which may surround a woman with a SUD. A report by the United Nations entitled
“Substance Abuse treatment and care for women: Case studies and lessons learned”
(2004) identified differences between men and women with substance
use problems. 
■ Compared with men, women generally:

– are less likely to use illicit substances
– are more likely to use pharmaceutical drugs (medically & non-medically)
– may become dependent on some illicit substances faster 
– have greater rates of concurrent mental health problems
– are more likely to have suffered from sexual and/or physical abuse 
– IVDUs (intravenous drug users) may engage in more HIV-risk behaviors,

have higher mortality rates, and progress to AIDS from HIV faster
– are more stigmatized & less likely to have their problem acknowledged 
– have more severe problems at the start of treatment
– are more likely to be introduced to & carry on using substances with

their partner
– have less resources (education, employment, income)
– care for dependent children
– have difficulty entering and staying in treatment because of lack of support, 

financial resources, childcare or transport

TREATMENT OF PSYCHIATRIC ILLNESS IN THE PERINATAL PERIOD

Barriers to Care
There are many factors which may adversely affect the ability of a woman with a
mental health and/or substance use problem to receive care. General barriers
women may face include:
■ Stigma (guilt, shame, judgment) associated with mental illness and/or substance

use (e.g. shame about not being happy) and thus failure to disclose symptoms
to a professional

■ Reluctance to see a mental health professional
■ Concerns child will be removed into custody
■ Lack of child care and transportation 
■ Caretaker role for dependent family
■ Untreated anxiety may prevent attendance of medical appointment
■ Women with a SUD may also face greater opposition for treatment from

family & friends than men

Barriers to successful non-pharmacotherapy
■ Lack of available services (eg. CBT trained therapists, PPD groups in person’s area)
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■ Lack of resources (finances to pay for therapy, child care)
■ Non-compliance with treatment (eg CBT homework, using light therapy,

attendance at groups) is a significant barrier to treatment success. However it
is important to remember that:
– symptoms of depression may encourage non-compliance 
– women face time constraints because of demands of caring for infant. If child 

care and food are provided, attendance at Postpartum Group improves

Barriers to successful pharmacotherapy
■ Fear of harm to unborn child.
■ Lack of knowledge that mental illness can occur in pregnancy by patient or

significant others. 
■ Negative comments from family/friends about taking medication in

pregnancy/lactation. 
■ Discontinuation of medication with diagnosis of pregnancy (particularly in the

context of a past history of chronic, relapsing illness).
■ Partial or non-compliance with medication. 
■ Limited data on long-term neurobehavioral teratogenicity of certain

pharmacotherapies.
■ Misinformation (internet, lay press, healthcare providers, etc . . . ). 

The behavior of healthcare providers may also be a barrier, for example: 
■ Perceived or real gender and cultural insensitivity
■ Failure to screen for or diagnose psychiatric illness in pregnancy and postpartum. 
■ Women with SUDs face lower rates of identification & referral by doctors & social

workers than men.

Early Detection
Early identification of perinatal mental illness is imperative to minimize the impact
of the illness on the mother, her infant and family. For example, many women
diagnosed with postpartum depression are symptomatic antenatally; therefore the
opportunity for early detection and treatment exists. During the initial contact with a
woman, the service provider should ask about her family and/or personal history
of mental illness. For example, a woman with a family history of depression or
previous history of depression/postpartum depression is at a high risk of develop-
ing a mood disorder(s) in the perinatal period.

The Early Identification Guide (see Table 2) provides a summary of the educational,
screening, and general assessment tools utilized in the Best Practices Guidelines
relating to Reproductive Mental Health (see resource list), and the time periods
when they should be used. 
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Educational Tools
■ Perinatal Mental Health Fact Sheet, “Emotional Wellness during Pregnancy and

the Postpartum Period: Information for Women and their Families.”
This is included in this Appendix.

■ Pacific Post Partum Support Society Pamphlet in English, Punjabi and Chinese.
This is an excellent source of information that can be given to women and their
partners during the perinatal period. 

■ The Provincial Reproductive Mental Health Program Website: www.bcrmh.com or
www.bcwomens.ca

■ Video: Heartache and Hope: Living through Postpartum Depression. In this video,
women and their partners give a retrospective account of their experience of living
through postpartum depression. (To order contact Families Matter, 206-12th Ave.,
South East, Calgary, Alberta, T2G 1A1 Tel: (403) 205-5178 Fax: (403) 205-5191
E-Mail: info@familiesmatter.ca

TREATMENT ISSUES
The treatment of psychiatric illness in the perinatal period is a clinical challenge.
Treatment by a multidisciplinary team that includes a family doctor, psychiatrist and
OBGYN is not only ideal but also essential for complex cases, to ensure the best out-
come for mother and child. The use of pharmacotherapy must be decided on a case-
by-case basis, after weighing the risks and the benefits. When using pharmacother-
apy in the perinatal period, the goal is to limit pharmacologic exposure to both the
mother and fetus/infant by using the minimum effective dosage of medication and
limiting the total number of medications used while maintaining maternal mental
health. There are many non-pharmacologic therapies that can be used alone or in
conjunction with medications depending on case severity.

Non-Pharmacological Therapies in the Perinatal Period
Non-pharmacological therapies that may be appropriately used in the
perinatal period include:
■ Self-Care & Lifestyle
■ Psychoeducation & Support
■ Supportive Psychotherapy
■ Cognitive Behavioural Therapy (CBT)
■ Interpersonal Psychotherapy
■ Group Psychotherapy
■ Marital/Couples/Family Psychotherapy

APPENDIX 2: WOMEN’S MENTAL HEALTH ISSUES

Screening Tools
The Edinburgh Postpartum Depression Scale (EPDS): The Provincial Reproductive
Mental Health Program is recommending universal screening of all women at the
two month postpartum visit using the EPDS. This scale can be readministered at
any time within the first 12 months following the birth of a baby. The EPDS may
also be used in pregnancy to screen for suspected depression. (the EPDS is
included as part of this Appendix).
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Detailed information on the specific application of these treatment modalities in the
perinatal period is in the (1) Best Practices Guidelines relating to Reproductive
Mental Health, and (2) Self-Care Program for Women with postpartum depression &
anxiety (see Resources). See also the section on non-pharmacological therapies in
the Guide.

Pharmacotherapy in the Perinatal Period

Practice Issues: Antidepressants in Pregnancy and Postpartum
■ Sustaining maternal mental health throughout pregnancy is the key to ensuring

an optimum outcome for the baby.
■ As yet, there is little evidence for the efficacy of psychotherapy in the treatment

of moderate to severe depression in pregnant, depressed women. 
■ Resolution of symptoms for women in this category is best achieved, at present,

with antidepressant medications.
■ Women with severe depression and with a prior history of depression can be

treated with a combination of antidepressant medication and psychotherapy.
■ To date, existing evidence suggests that the most commonly used antidepressant

medications, such as SSRIs (e.g., Prozac, Paxil, Zoloft, Luvox and Celexa) and
SNRIs (e.g., Effexor), have not been associated with major birth defects.

■ There is increasing concern regarding transient neonatal adaptation symptoms
following prenatal exposure. 

■ This has led the Health Canada (see Health Canada Advisory below) and the US
Food and Drug Administration (FDA) to issue warnings regarding third-trimester
SSRI and SNRI use for treating depression during pregnancy. 

■ The recent concern over the warnings by Health Canada and the US FDA
regarding infants exposed to antidepressants in the third trimester, has lead to a
clinical dilemma for treating physicians. The evidence for these warnings is:
– based on case reports and retrospective data.
– the number of cases studied tends to be small, particularly with newer

anti-depressants
■ In addition, the presence/absence of symptoms observed in neonates are

governed by a complex set of factors including:
– prematurity
– maternal mental and physical health
– use of concomitant substances (e.g., alcohol, cigarettes)
– polypharmacy

■ Characteristics of this Neonatal Poor Adaptation Syndrome include:
– transient course in the infant
– resolution within the first few days of life
– no evidence of long-term consequences in the children.
– the use of multiple psychotropic medications during pregnancy with an

SSRI appears to increase the risk of these symptoms

Neonatal Management Issues
■ An infant can be identified as being at risk for transient Neonatal Poor

Adaptation Syndrome if the mother is:
– taking a high dose of any antidepressant medication
– on more than one medication
– if the woman is mentally ill and/or under-treated
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■ The infant’s behaviour should be monitored closely :
– by nursing and medical staff
– if there are signs of abnormal Central Nervous System (CNS) behaviour, avoid 

early discharge and consider a differential diagnosis
– obtain infant drug levels if possible where a diagnosis remains unclear

■ Supportive neonatal care of symptomatic infants can be provided by using
the following approach:
– provide low level stimulation
– support breastfeeding
– provide supportive measures where appropriate
– follow symptoms closely

■ Ensure long-term follow-up for mother and infant.

APPENDIX 2: WOMEN’S MENTAL HEALTH ISSUES
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SCREENING FOR POST-PARTUM DEPRESSION

The BC Reproductive Mental Health Program is recommending universal screening
of all women at the 2 month postpartum visit using the Edinburgh Postnatal
Depression Scale (EPDS). This scale can be re-administered at any time within the
first 12 months following birth of a baby. The EPDS may also be used in pregnancy
to screen for suspected depression. 

How to Use the Edinburgh Postnatal Depression Scale
Ask the woman to underline the response that comes closest to how she has felt
during the previous 7 days. Ensure that all 10 items are completed. The woman
should complete the EPDS herself, unless she has difficulty with reading.

The following are guidelines for scoring, discussing, and interpreting the Edinburgh
Postnatal Depression Scale:

1. EPDS items are scored from 0 to 3; the normal response scores 0 and the 
‘severe’ response scores 3. Total the individual item scores. 

2. A positive score on item #10 should be taken seriously. Safety of the mother 
needs to be discussed. 

3. A positive screening result is an EPDS score of 12 or more.
4. A marginal screening result is an EPDS score of 10 or 11, readministered

in 2 weeks. 
5. A negative screening result is an EPDS score of 9 or less. A low score does

not always mean that a woman does not have depression: she may be
unwilling or afraid to reveal her true feelings. Mothers with puerperal
psychosis may also score low on the EPDS.

6. Discuss women’s responses, being alert to a mismatch with your clinical
impression. The EPDS should never be used in isolation, it should form
part of a full and systematic mood assessment of the mother, supporting
professional judgment and a clinical interview.
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Translations of the scale, and guidance as to its use, may be found in Cox, J.L. & Holden, J. (2003)
Perinatal Mental Health: A Guide to the Edinburgh Postnatal Depression Scale. London: Gaskell.
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Emotional Wellness during Pregnancy and the
Postpartum Period

Information for Women and their Families

Before Birth
During pregnancy a women’s body, mind, and spirit undergo monumental changes. Some pregnant women

have difficulty coping with pregnancy and find support from friends, health nurses, neighbourhood groups,

and family doctors. However, other women may encounter a range of mood disturbances, such as anxiety,

depressive, and obsessive compulsive disorder.

10%- 16% of pregnant women experience

depression.

2% to 4% of pregnant women experience

anxiety or have a Panic Disorder

These mood and anxiety disturbances are more difficult to recognize in the first and third trimester of

pregnancy, because many of the symptoms are similar to those experienced by most women during

pregnancy. In the second trimester they may be more easily noticed, because most women enjoy this period

as they start to feel the baby move. Women who are depressed though, may experience pervasive sadness, a

sense of hopelessness, crying spells, and in severe cases suicidal ideation. Women who have mood

disturbances during the third trimester of their pregnancy are at high risk of having mood disorders during

the postpartum period.

Approximately 30% of women

with a history of depression prior to

conceiving will develop postpartum

depression.

Anxiety
The most frequently cited difficulties include

•  nervousness, anxiety

•  sleep and appetite disturbances

•  over concern for the baby

•  poor concentration, confusion & memory loss

•  uncontrollable crying & irritability.

Panic attacks may also occur.

Depression
These may include some of the symptoms listed with anxiety along with

•  sluggishness, fatigue, exhaustion

•  sadness, hopelessness, and/or uncontrollable crying

•  over concern or lack of interest in the baby

•  sense of guilt, inadequacy, or worthlessness

•  lack of interest in sex.

Obsessive/Compulsive Disorder
This occurs in approximately 2-3% of the new mothers and may include anxiety and depression reactions

along with a deep fear of losing control and harming their babies. Women typically have intrusive thoughts

about things which could hurt the baby. Studies indicate that as long as the woman is repulsed by the

thought of harming her baby, she is extremely unlikely to act on her thoughts. Her fears may however limit

her interactions with the baby and could cause problems with bonding.
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After Birth
After birth, the mother often feels a combination of feelings. Joy and relief that the birth is over may be

combined with uncertainty, frustration, and anxiety. Her body’s changes include hormonal fluctuations that

are part of her emotional adjustment. Taking care of a new baby is hard work, and mothers sometimes

experience ‘ups’ and ‘downs’ during the first year. Having the continued support of family members and

friends is extremely helpful while the mother becomes accustomed to her new and very important role.

New mothers especially need other mothers to help them to adjust to their new lives. Sometimes, however,

the mother experiences bewildering emotions that can cause considerable concern. These feelings can be

grouped into two main categories:

•  baby blues

•  postpartum mood disturbances.

Baby Blues
The ‘blues’ occurs in approximately 70 to 80 percent of all mothers. It usually appears suddenly during the

first few days after delivery and usually resolves itself within a week or two; it is generally not treated.

Symptoms include: weepiness, irritability, restlessness, and anxiety.

Postpartum Mood Disturbances
The term ‘postpartum depression’ has been used for many years to describe a variety of problems that are

now referred to by several names, such as mood disturbances, adjustment problems, or specific reactions

such as anxiety reactions, depressive reactions, obsessive/compulsive reactions, or postpartum psychosis.

Each woman’s symptoms are unique, as she may be experiencing a combination of reactions.

12-16% of women experience postpartum depression

Up to 26% of adolescent mothers experience postpartum depression

Postpartum Psychosis
This is the least common and most severe postpartum disturbance. One in 1,000 women experience a

postpartum psychosis, usually within the first two weeks following the birth of their baby. Symptoms are

severe and may include insomnia, agitation, hallucinations, bizarre perceptions and behaviour which

indicates a disconnection with reality. Women experiencing these symptoms are at risk of harming

themselves or their babies. This is a psychiatric emergency, and the woman needs to be hospitalized

immediately.

Women experiencing mood disturbances need to know that they are not alone

Reasons why women with mood disturbances should seek treatment in pregnancy or postpartum:

•  A woman with untreated depression or anxiety in pregnancy is at a higher risk of developing post-

partum depression.

•  Treating women with mental illness in pregnancy increases their coping skills during pregnancy and in

the post partum period.

•  Untreated mood disturbances may affect the mother-child relationship and the womanís ability to

parent in the postpartum period.

•  A woman with untreated mental illness in the post partum period may minimize her interactions with

her baby for fears she may harm him/her. Treating the woman promptly may help her normalize her

fears, increase her interactions with the child, and therefore promote the bonding between mother and

child.

Reaching Out
Sometimes it is difficult for women to ask for help because they fear being misunderstood. Most of the

time, it is a lack of education and understanding about emotional distress during pregnancy and the

postpartum period that causes misunderstandings.



page 3 of 3 7.29FAMILY PHYS IC IAN GUIDE | INFORMATION SHEETS -  Engl ish

In recent years emotional problems during pregnancy and postpartum mood disorders have been studied in

more depth. This fact sheet is part of a document informing physicians, nurses, midwives, social workers,

and mental health providers about early identification, assessment, treatment options, and follow-up of

pregnant and postpartum women with mood disorders.

Access the BC Reproductive Mental Health Program website for more information about mood disorder  
and treatment options such as light therapy, and the latest on medication use during pregnancy and while
breastfeeding.   www.bcrmh.com  /  www.bcwomens.ca 

Self-Care Program for women with Postpartum Depression and Anxiety is available on line at 

www.bcrmh.com  / www.bcwomens.ca 

or call 604-875-2424 Local 7644 for a hard copy, purchased at cost.
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RESOURCES AND REFERENCES: WOMEN’S MENTAL HEALTH

Provincial Reproductive Mental Health Program

BC Women’s Hospital & St.Paul’s Hospital,
H214 - 4500 Oak St, Vancouver, BC, V6H 3N1
Tel: 1-604-875-2025 or 1-604-806-8589 Fax: 1-604-875-3115

Best Practice Guidelines relating to Reproductive Mental Health: Principles for
Early Identification, Assessment, Treatment and Follow-up of Women with
Mental Illness during the Perinatal Period. January 2003. Available on line at
www.bcrmh.com

Self-Care Program for Women with postpartum depression and anxiety September
2004. D. Bodnar, Dr. Ryan & Jules Smith from the BC Reproductive Mental
Health Program. Available online @ www.bcrmh.com or a hard copy can be
purchased at cost through the Family Resource Library
call (604) 875-2424 Local 7644.

Postpartum Depression and Anxiety: A self-help guide for mothers available through
the Pacific Post Partum Support Society, Tel: (604) 255-7999 Fax: (604) 255-7588.

SRI Use in Pregnancy: A Guide for the Care of Women and their Infants. Available 
from the Provincial Reproductive Mental Health Program. BC Women’s Hospital
& St.Paul’s Hospital, H214 - 4500 Oak St, Vancouver, BC, V6H 3N1.
Tel: 1-604-875-2025 or 1-604-806-8589 Fax: 1-604-875-3115

Web
www.bcrmh.com / www.bcwomens.ca: Provincial Reproductive Mental Health Program
www.postpartum.org: Pacific Postpartum Support Society
www.crisiscentre.bc.ca: Crisis Centre for Greater Vancouver
www.camh.net/ Centre for Addiction and Mental Health
www.nida.nih.gov/ National Institute of Drug Abuse (NIDA)
www.niaaa.nih.gov/ National Institute on Alcohol Abuse and Alcoholism
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Contraindications for ECT, 3.24

ECT Indications, 3.23

ECT Providers, 3.25

ECT Resources, 3.25

Selection and Risk, 3.24

Evaluation of Progress, 3.87

Cues for Evaluating Progress, 3.90

Global Assessment of Functioning (GAF) Scale, 3.87, 3.91

Goals of the Evaluation, 3.87

INDEX
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INFORMATION AND SUPPORTS FOR INDIVIDUALS AND FAMILIES, 4.1
Access to Information for Patients & Families, 4.7

Benefits of Education, 4.7

Information Needs of Patients and Families, 4.7

Public Education Events — Mental Health and Addictions, 4.8

Using Multiple Sources of Information, 4.8

Cross-cultural Resources, 4.17

Aboriginal Health Services, 4.17

Federal Resources, 4.18

Mental Health Resources for the Chinese community, 4.19

Mental Health Services Available to Refugees in British Columbia, 4.17

Mental Health Services for Gay, Lesbian, Bisexual,
and Transgendered Individuals, 4.20

Multicultural Services, 4.18

Resources for Patients and Families, 4.9 – 4.16

Health Authorities — contact information, 4.10

Mental Health Support Teams for People with Developmental Disability 
and Mental Illness, 4.10

Resources By Phone, 4.9

Resources include: BC Partners Mental Health Information Line BC Nurse Line,
BC Alcohol and Drug Information and Referral Service, Crisis Centres, 4.9

Additional Supports for Patients and Families, 4.15

Other Helpful Resources, 4.11

Patient and Family Self-Care, 4.15

Professional Organizations, 4.14

Including: BC Association of Social Workers, 4.14

BC Psychological Association, 4.15

College of Registered Psychiatric Nurses of BC, 4.15

Psychological Treatment Referral Services, 4.12

Resources for Depression, 4.12

Resources for Perinatal Depression, 4.12

See also: Women’s Mental Health Issues, 7.61

Resources for Anxiety Disorders, 4.12

Resources for Early Psychosis, 4.13

Resources for Substance Use, 4.14

Self-Management and Primary Care, 4.3

Self-Management Plan Checklist, 4.4

Working Relationships, 4.5

Quick Tips: Building Alliances, 4.5
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INFORMATION SHEETS, for Patient / Family Member, 5.1

Depression — Information for Patients and their Families ENGLISH, 5.3

Depression — Information for Patients and their Families CHINESE, 5.7

Depression — Information for Patients and their Families KOREAN, 5.13

Depression — Information for Patients and their Families PUNJABI, 5.17

Depression — Information for Patients and their Families SPANISH, 5.23

Depression — Information for Patients and their Families VIETNAMESE, 5.27

Anxiety Disorders — Information for Patients and their Families ENGLISH, 5.31

Anxiety Disorders — Information for Patients and their Families CHINESE, 5.37

Anxiety Disorders — Information for Patients and their Families KOREAN, 5.43

Anxiety Disorders — Information for Patients and their Families PUNJABI, 5.47

Anxiety Disorders — Information for Patients and their Families SPANISH, 5.53

Anxiety Disorders — Information for Patients and their Families VIETNAMESE, 5.59

Early Psychosis — Information for Patients and their Families ENGLISH, 5.63

Early Psychosis — Information for Patients and their Families CHINESE, 5.69

Early Psychosis — Information for Patients and their Families KOREAN, 5.75

Early Psychosis — Information for Patients and their Families PUNJABI, 5.81

Early Psychosis — Information for Patients and their Families SPANISH, 5.89

Early Psychosis — Information for Patients and their Families VIETNAMESE, 5.95

Substance Use — Information for Patients and their Families ENGLISH, 5.101

Substance Use — Information for Patients and their Families CHINESE, 5.105

Substance Use — Information for Patients and their Families KOREAN, 5.111

Substance Use — Information for Patients and their Families PUNJABI, 5.115

Substance Use — Information for Patients and their Families SPANISH, 5.121

Substance Use — Information for Patients and their Families VIETNAMESE, 5.125

Coping with Suicidal Thoughts — Information for Patients and their Families, 5.129

Introduction, 1.1

Management Issues, 3.1

Management Plan Worksheet (for Patients), 3.93

Medical Service Plan (MSP) Mental Health Diagnostic Codes, Appendix 3: 8.1

Mental Illness Trajectories, Natural History of, 1.11

Acute Presentation, 1.12

Comorbidity, 1.12

Comorbidity and Trauma, 1.13

Disorders, Overview of, 1.14

Prodrome, 1.12

Relapse, 1.12

Remission, 1.12

Residual Symptoms, 1.12

INDEX
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Methamphetamine-related psychotic symptoms, 1.18

See also: Early Psychosis, 1.17

Pharmacare Benefits, Plan G, 3.59

Plan G Application Form, 3.60

Pharmacological Intervention, 3.27

General Principles of Pharmacological Intervention, 3.27

Psychological Treatment in B.C., Resources for, 3.5

Psychotherapies and Other Non-pharmacological Interventions, 3.3

Antidepressant Skills Workbook, 3.6

Anxiety Disorders, 3.8

Brief Intervention for Depression, Five Steps, 3.6

Cognitive Behavioural Therapies (CBT) and Other Psychotherapies, 3.3

See also: Cognitive Behavioural Therapy, 1.16

Early Psychosis, 3.8

Eye Movement Desensitization and Reprocessing, 3.8

Interpersonal Psychotherapy (IPT), 3.3

Lifestyle Issues, 3.4

Major Depressive Disorder, 3.5

Psychodynamic Psychotherapy, 3.4

Relapse Prevention, 3.4 

Stress Management Strategies, 3.4

Substance Use Disorders, 3.8

Stages of Change Model, 3.8

Brief Interventions for Substance Use Disorders, 3.10

BC Partners Problem Substance Use Workbook, 3.11

Supportive Therapy, 3.4

Risk Factors, 2.18

Disorder-Specific Risk Factors, 2.18

General Risk Factors, 2.18

Risk Factors for Anxiety, Depression, Early Psychosis, and Substance Use Disorders, 2.18

See Also: Early Detection, 2.17

Screening Tools, 2.21

General Screening Suggestions, 2.21

Screening for Anxiety Disorders, 2.24

Anxiety Disorders Screening Tool: Mini International Neuropsychiatry 
Interview (MINI), 2.25

Screening for Early Psychosis, 2.28
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Screening Tools, continued...

Screening for Major Depressive Disorder, 2.22

Patient Health Questionnaire — PHQ 9, 2.23

Screening for Substance Use Disorders, 2.29

AUDIT (Alcohol), 2.31

CAGE (Alcohol), 2.30

CIWA-Ar (Alcohol Withdrawal Screen), 2.33

DAST (Drug), 2.32

Self-Management, 4.3

Self-Management Plan checklist, 4.4

Shared Mental Health Care, 1.2

Goals of Shared Care, 1.3

Models of Shared Care, 1.3

Potential Benefits, 1.3

Substance Use Disorders, 1.19, 3.39
Comorbidity, 1.19

Epidemiology, 1.19

Overview of Treatment, 1.19   

Available Pharmacotherapy Medications, 3.39

Principles of Substance Withdrawal Management, 3.39

by Substance Type — Alcohol, Benzodiazepine, 3.40

Opiods, Stimulants, Marijuana, Polysubstance Use, 3.41

Relapse Prevention (by Substance Type), 3.41

Alcohol and use of Naltrexone, Disulfiram (Antabuse), 3.42

Nicotine, 3.42 

Maintenance Therapy for Opioids, 3.43

Methadone, 3.43

Management of Concurrent Mental Health and Substance Use 
Disorders — precautions, 3.43

Serotonic Specific Reuptake Inhibitor (SSRI) Discontinuation Syndrome, 3.44

Substance Use Disorders — See also:

Developmental Disabilities, Appendix 1: 6.1, 6.2 (substance use disorders)

Diagnostic Issues, 2.1

Diagnosing Substance Use Disorders, 2.13

DSM-IV or DSM-IV-TR Criteria: Substance Abuse and Dependence, 2.14

Glossary of Substance Use Terms (e.g., Blackouts, Uppers), 2.15

INDEX
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Substance Use Disorders, continued...

INFORMATION AND SUPPORTS FOR INDIVIDUALS AND FAMILIES, 4.1

Resources for Substance Use, 4.14

INFORMATION SHEETS, for Patient / Family Member, 5.1

Substance Use — Information for Patients and their Families, 5.101 – 5.125

Psychotherapies and Other Non-pharmacological Interventions, 3.3

Brief Interventions for Substance Use Disorders, 3.10

Stages of Change Model, 3.8

Substance Use Disorders, 3.8

Risk Factors, 2.18

Screening Tools, 2.21

AUDIT (Alcohol), 2.31

CAGE (Alcohol), 2.30

CIWA-Ar (Alcohol Withdrawal Screen), 2.33

DAST (Drug), 2.32

Screening for Substance Use Disorders, 2.29

Warning Signs for onset or relapse, 2.36

Women’s Mental Health Issues, Appendix 2: 7.1

Substance Use in the Perinatal Period, 7.7

Serotonin Specific Reuptake Inhibitor (SSRI) Discontinuation Syndrome, 3.44

Suicidal Risk, Addressing, 3.63

Coping with Suicidal Thoughts, 3.63, 3.71 

Hope & Healing: A Practical Guide for Survivors, 3.63    

Working with the Client who is Suicidal, 3.63

Working with the Suicidal Patient: A Guide for Health Care Professionals, 3.63, 3.65

Suicidal Risk — See also:

Coping with Suicidal Thoughts (Information for Patients and their Families), 5.129

Diagnostic Issues, 2.1

The Psychiatric Interview, 2.2  

Suicide Risk Assessment, 2.3

INFORMATION SHEETS, for Patient / Family Member, 5.1

INFORMATION AND SUPPORTS FOR INDIVIDUALS AND FAMILIES, 4.1

Tobacco Reduction and Cessation in Mental and Substance Use Disorders, 3.47

Treatment Recommendations, General, 3.2
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Urine Drug Screens — Pitfalls, 2.13

See also: Substance Use Disorders, 1.19

Warning Signs for Onset or Relapse, 2.34

Disorder-Specific Warning Signs and Symptoms, 2.35, 2.36

General Warning Signs and Symptoms, 2.34

Women’s Mental Health Issues, Appendix 2: 7.1
Mental Health & the Female Lifecycle, 7.2

Peri-menopause / Menopause, 7.3

Overview of Treatment, 7.3

Pre-Menstrual Syndrome (PMS) & Pre-Menstrual Dysphoric Disorder (PMDD), 7.2

Overview of Treatment for PMDD, 7.3

Psychiatric Illness during Pregnancy and the Postpartum Period (the Perinatal Period), 7.4

Anxiety Disorders in the Perinatal Period, 7.6

Barriers to Care, 7.9

Bipolar Affective Disorder and Psychoses in the Perinatal Period, 7.6

Depression in the Perinatal Period, 7.4

Table 1: Treatment modalities for postpartum depression versus symptom severity, 7.5

Early Detection, 7.10

Table 2: Early Identification Guide, 7.11

Educational Tools, 7.12

Emotional Wellness during Pregnancy and the Postpartum Period

Information for Women and their Families ENGLISH, 7.25

Information for Women and their Families CHINESE, 7.31

Information for Women and their Families KOREAN, 7.37

Information for Women and their Families PUNJABI, 7.43

Information for Women and their Families SPANISH, 7.49

Information for Women and their Families VIETNAMESE, 7.55

Resources and References — Women’s Mental Health, 7.61

Health Canada Advisory, 7.15

Neonatal Management Issues, 7.13

Non-Pharmacological Therapies in the Perinatal Period, 7.12

Pharmacotherapy in the Perinatal Period, 7.13

Pharmacotherapy in the Perinatal Period: Specific Medications, 7.16

Table 3: American Food and Drug Administration Risk Categories, 7.16

Table 4: SSRIs (Selective Serotonin Reuptake Inhibitors) in the Perinatal Period, 7.17

Table 5: Atypical Antidepressants in the Perinatal Period, 7.18

Table 6: Tricyclic Antidepressants in the Perinatal Period, 7.18

Table 7: Benzodiazepines in the Perinatal Period, 7.19

Table 8: Mood stabilizers and Neuroleptics in the Perinatal Period, 7.20

INDEX
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Women’s Mental Health Issues, continued...

Screening for Post-Partum and Perinatal Depression, 7.21

Edinburgh Postnatal Depression Scale (EPDS), 7.22

How to Use the Edinburgh Postnatal Depression Scale, 7.21

Screening Tools, 7.12

Substance Use in the Perinatal Period, 7.7

Treatment Issues, 7.12

Treatment of Psychiatric Illness in the Perinatal Period, 7.9

Workplace Mental Health Issues, Managing of, 3.13

See also: Antidepressant Skills Workbook, 3.6, 3.21
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