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Outline
• Introductions

• Discussion of Format

• Presentation

• Comments and Questions (15-20 mins)
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Medical Monitoring of Psychiatric 
Medications

Which medications need the most 
monitoring?

Monitoring the major risk – Cardiovascular 
and Insulin Resistance

Communication and collaboration monitoring 
with other prescribers
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Psychotropic Med Monitoring 

Stimulant medication 

Alpha-Agonists 

SSRIs, and Antidepressants

Second Generation Antipsychotics

Lithium

Anti-seizure medications (Valproic Acid, 
carbamazepine) 
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Case Vignette

Abbey is a 15yo teen with a hx of ADHD/ODD 
who had been on stimulants by her PCP through 
grade school and where discontinued upon 
transition into High School as she had been 
doing well.  She had an emotionally labile first 
year and academic decline.  
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Case Vignette Cont.

She was hospitalized 4 mos ago, started on 
citalopram 40mg for school and social anxiety, 
and olanzapine 10mg for “Bipolar” concerns, and 
clonidine 0.1mg for insomnia.  She has an 
outpatient team of a therapist and psychiatrist.  
As 10th grade starts she has been restarted on 
Adderall.  
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Yearly PE of Established MH Pts

Role of Primary Care?

Physical and Wellness assessment

Updating Problem List

Updating Medication List

Communication Lines with Providers

Metabolic Syndrome Risk

Medication Monitoring 
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Case Vignette - PE

Abbey is seen and reports rocky but ok start of 
10th grade.

Problem List is Updated

Mental Health Screen – PHQ-9 score is 12 –
Moderate

Psych history of the last year has been updated
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Case Vignette - PE

Therapist and Psychiatrist names and contact 
numbers updated

Allergy list updated – pt tells you she had a rash 
when Lamotrigine was tried

Vital Signs – HR 66; BP 138/77; Ht 60in, Wt
140lbs

Exam- well healed old parallel cuts on forearm, 
and faint resting tremor 
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Case Vignette

Meds to Monitor
•SSRI (Citalopram)

•Second Generation Antipsychotic (Olanzapine)

•Alpha Agonist (cloinidine) 

•Amphetamine (Adderall)

? Of Metabolic Syndrome

How often to monitor patient receiving 
mental health care?
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Metabolic Syndrome

Cluster of factors that assist with 
cardiometabolic risk (athrosclerosis and diabetes 
type 2)

Adult risk is defined as 3 out of 5 risk factors of 
central adiposity, elevated triglycerides, 
decreased HDL-C, elevated blood pressure, and 
hyperglycemia.

Children less consensus but still very useful for 
medication monitoring
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Metabolic Monitoring Parameters



Metabolic Syndrome

13



14



15

Metabolic Monitoring Parameters 



Metabolic Monitoring Parameters

Rarely is monitoring going to be straight 
forward

PCP Monitoring 
•Medical hx/ family hx

• Exam – waist circumference

• BP  

• Labs- Fasting glucose/HBA1C, Lipid panel
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Common Related Concerns

Poly Cystic Ovary Disease

Nonalcoholic Fatty Liver Disease

Obstructive Sleep Apnea 

Musculoskeletal pain and joint injuries

Overview #1/12
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SGA Monitoring 

Wt gain

Blood glucose dysregulation

Dyslipidemia

Blood Dyscrasias

Gynecomastia

Blood pressure (hypo or hyper)

Movement Disorders
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Case Vignette

Abbey is seen 6mos latter and has been lost to 
outpatient psychiatry. She has been on 
citalopram 60mg.  
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General Principles 

During medication initiation follow-up in person 
or phone ideally within 2weeks

Monthly Follow-up (or more) until symptom 
improvement or stable on medication

Rating Scales at baseline and at follow-up visits 
helpful for tracking
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General Principles of Maintenance 

“Dose Adjustment”-
• follow-up – 2-4wks until improved or stable

Avoid changes during times of patient 
schedule changes or routine disruptions
• (start of school, moves, medical illness)

Change one medication or dose at a time 

Stable Maintenance
• follow-up every 3 to 4 mos
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Suicidal Ideation Screening

The literature calculates the risk of suicidality in 
children and adolescents taking an SSRI to be 
low: 1% to 2% of children experience the 
emergence of suicidal thoughts and behaviors 
but not completed suicides.60,61 The highest risk 
is seen during the first 9 days of treatment and 
with higher than usual starting doses
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Case Vignette 

Abbey is on elevated dose of Citalopram of 
60mg 
•Cardiac History is benign

•Normal exam

•EKG – nl sinus rhythm, mild tachycardia 

- QTc 420mm (nl for children is 350 – 460)
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Prolonged QTc

Multiple psychiatric medications potentially 
increase QTc and add increase in QTc with other 
medications and antibiotics 
•Antipsychotics, SSRIs, SNRIs, and TCAs 

Risk of Torsade de Pointes risk increases as QTc
increases
• overall still rare 
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Psychotropics Associated with QTc
Prolongation
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Cardiac Health Assessment

Known Cardiac Dx (ie Prolonged QT Syndrome

Family hx of arrhythmia or SCD

Hypokalemia

Cardiac Symptoms

Unexplained Syncope or palpatations
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EKG Monitoring
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EKG monitoring for QTc

Baseline EKG, measurement of QTc

<460mm 

Repeated EKG following initiation of medication 
in 1-2wks

Repeated EKG for any dose increase >50%

EKG for any Cardiac symptoms or clinical 
concerns
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Awareness of other possible 
complications
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Serotonin Syndrome
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SSRI Discontinuation

Abrupt discontinuation may cause “flulike” 
symptoms 
•agitation, dizziness, feeling “spaced out,” 
lightheadedness, drowsiness, poor 
concentration, nausea, headache, and fatigue. 
These effects can be reversed by resuming the 
preceding SSRI dose and tapering at a more 
gradual rate
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Lithium Monitoring
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Neurological Side Effects 
Akathesia (extreme restlessness)

Extrapyramidal Symptoms
• Parkinsonian Symptoms (tremor, rigidity, and slow movements)

• Dystonia (sustained muscular contractions – frequently neck, 
but any part of body)

• Tardive Dyskinesia (late-onset involuntary movements, may not 
be reversible)
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Questions and Comments
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