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CV disease is a significant contributor
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Objectives

Discuss the role reproductive hormones play 
in the etiology of PMADs
Identify screening and monitoring instruments 
used in identifying PMADs
Review biopsychosocial risk factors for PMADs
Summarize the risk and benefit ratio of major 
classes of psychotropics in the perinatal period
Identify evidence based behavioral 
approaches effective in the perinatal period

Entering motherhood is the most
significant biological event that
happens in your life causing profound
and permanent brain changes
Jodi Pawluski PHD

A mother’s unique special
connection to the child is
vital for infants care and
survival.

The ability to attach and
remain the parent
caregiver is the
remarkable step that has
marked our evolution
from reptiles to
mammals.”

Women’s Moods –
Deborah Sichel MD



Pregnancy leads to long lasting changes in human
brain structure A “sensitive period” – Brain changes in motherhood

Enable a mother to multitask to meet her 
babies needs
Emphasize with the infants emotion and 
pain (and others)
Decode social stimuli that may equal 
threat
Sync her brain with her babies for life

Synchronized brain responses 
Matching responses in gaze, touch and 
vocalization

Neuronal plasticity that is also receptive 
to interventions 

Estrogen – Mood Enhancing
Effects

A 1000 fold increase during 
pregnancy with rapid drop 
postpartum
Estrogen supports Serotonin (5HT)

Increases synthesis (tryptophan)
Increased 5HT1 receptors in Dorsal Raphe
Reduces metabolism of serotonin (Decrease MAO activity)

Estrogen potentiates 
Norepinephrine (NE)
Antidopaminergic effects (DA)

Estrogen – Brain effects

Facilitates gender specific behaviors in 
women

Interpersonal aptitude
Verbal Agility  

Inhibits Fear Response

Progesterone (and Allopregnanolone)

Elevated in pregnancy with 
rapid drop postpartum
Progesterone and 
allopregnanolone are GABA 
agonists
Progesterone can have 
hypnotic and anxiolytic 
effects 

Oxytocin (OT) and
Attachment/Mood

Fosters attachment b/w all mammalian 
mothers and infants
Improves ability to interpret social 
situations and facilitates attending to others
OT activates limbic structures assoc. with 
emotion and attention –peaks day 3-5 PP
Postpartum women: Lactation suppresses 
physiologic response to stress.
Promotes amnesia during labor
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PMADs
Large spectrum of diagnoses and severities
Cross socioeconomic, racial, and ethnic lines 
Depressive spectrum: 
o Baby blues 
o Antenatal depression
o Postpartum depression 

Anxiety spectrum: 
o Generalized anxiety 
o OCD
o Panic Disorder
o PTSD 

Postpartum mania/hypomania
Postpartum psychosis  

Etiology of PMADs

Zuo Yue
M

Sam Chul - Rural KoreaLa Cuarenta
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Implications of Untreated PMADs

PMADs Risk Factors

Personal/familial mental health history 
History of hormonal sensitivities
Childhood sexual trauma 
Negative attitude or ambivalence 
toward pregnancy
Intimate partner violence 
Limited social support
Multiparity
Obstetrical complications
NICU stay 
Characterological patterns (neuroticism, 
perfectionism, rigidity) 
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Assisted Reproduction
No significant difference in perinatal anxiety and 
depression in medically assisted conception groups 
and control groups 

ART aspects that may impact mental health
o Lower relationship satisfaction due to stressors of ART
o Multiparity
o More reproductive traumas?
o Idealization of parenting? 



Breastfeeding
Increases, decreases, or does not impact risk 
of PMADs? 

Effects of breastfeeding on maternal 
depression are heterogeneous 

o Mediated by breastfeeding intentions
o Early negative breastfeeding experiences associated with depressive sx

postpartum 

Referral to lactation consultants 

Compassionate care for mothers who do not 
desire to or are unable to breastfeed 
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Perinatal Depression
1 in 7 women experience depression during pregnancy and/or 
postpartum

Higher rates among: 
o Adolescents
o Immigrants
o Low SES
o Hispanic and African American women 

Screening for perinatal depression, particularly in women of 
color and women from disadvantaged backgrounds, is 
imperative!

Baby Blues or Postpartum Depression?
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Suicide
15% report thoughts of self-harm during pregnancy and postpartum

Leading cause of death in perinatal women 
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Perinatal Generalized Anxiety
10-15% prevalence in pregnancy 
and postpartum 

Symptoms 

o Excessive, uncontrollable worry 

o Excessive reassurance seeking 

o Difficulties sleeping when baby 
sleeps 

o Functional impairment 

High rate of comorbid perinatal 
depression and anxiety 
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Physical & Mental Health Postpartum

Direct correlation between number of physical 
complaints and intensity of depression postpartum 

Depression and anxiety may contribute to slow recovery

Common issues:
o Urinary incontinence
o Perineal pain
o Sexual problems
o Back pain
o Constipation
o Breast pain 



Perinatal OCD
30% new onset

Peak incidence: 2-4 weeks pp (rapid onset) 

Symptoms: 
o Intrusive, repetitive thoughts and/or images related to baby  
o Ego-dystonic thoughts 
o Checking and avoidance behaviors

No increased risk of harming infant (unless patient is suicidal)

Risks: infant neglect, avoidance, attachment disorders 

Thoughts/images            facts or actions 

Perinatal PTSD

1 in 10 preterm delivery rate

1 in 160 births are stillbirth

40% of women report traumatic labor 
and/or delivery 

Prevalence of PTSD
6 weeks post-partum: 3.1%
High risk perinatal population: 16%
Following IUFD: 25%
Following NICU or PICU death: 35%

PTSD Symptoms Seeking Mental Health
Treatment

Barriers
o Fear of losing parental rights 
o Expectations to experience joy
o Normalization of symptoms
o Socioeconomic issues 
o Limited knowledge of PMADs 

o Misinterpreting symptoms as 
signs of poor parenting skills 

Facilitators
o Availability of childcare 

facilities 
o Flexible treatment options  
o Rapport with referring 

provider 
o Culturally sensitive care 
o Collocated mental health 

and ob/gyn care 

Psychotherapy Themes

Evolving roles and identity

Expectations vs. reality

Perfectionism and comparison

Communication breakdowns

Loss/grief resolution 

Perinatal Psychotherapy – Keep
it simple!

Psychoeducational  

Supportive and flexible

Involve partner and baby in session 

Be directive to patient and partner if needed

Here and now - not the past 

Supplement with support group(s)
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General Psychologic Interventions
Sleep preservation (important for all PMADs)

o Poor sleep associated with pp depression and anxiety when controlling 
for other risk factors 

Widening support network 
o Identify sources of instrumental, emotional, and informational support 

Improve maternal self-care

Facilitate maternal-infant bond

Referrals to reproductive psychiatry, faith community, pelvic 
PT, lactation consultants, doulas, etc

32

Evidence Based Psychotherapies
Individual and group psychotherapy 
Peer support (group or phone)
Psycho-educational group therapy
Couples therapy 
Mother-infant therapy and education 

Web-based psych interventions
o Emerging evidence of effectiveness in treating 

perinatal depression and anxiety disorders 

33

Evidence Based Psychotherapies
Cognitive Behavioral Therapy (CBT)

o Psychopathology is (partially) the result of faulty 
information processing 

o Cognitions, emotions, and behaviors are interrelated

o Cognitions are modifiable

o CBT Goals:

o Identify and challenge inaccurate, inflated, irrational 
thoughts or beliefs that distort our perceptions of reality 

o Develop more accurate thoughts and beliefs 

o Cultivate relaxation and coping skills 
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Evidence Based Psychotherapies

Interpersonal Psychotherapy (IPT)
o Interpersonal disputes 
o Grief/loss
o Role transitions

IPT Goals: 
Identify maladaptive patterns of communication
Learn to communicate needs and emotions
Evaluate expectations
Explore positive and negative aspects of previous role
Develop new attachments  



Paternal Depression
10% to 25%  

High comorbidity with maternal postpartum depression

Symptoms: hostility, distancing from others, irritability, 

Contributing factors:
o Relationship changes
o Limited sexual intimacy 
o Feeling excluded from mother-infant bonding 
o Hormonal changes? (limited evidence)

Long-term outcomes of  untreated paternal depression:
o Children with increased risk of conduct problems, hyperactivity, 

language development

Paternal Anxiety
Limited research 

Increased anxiety from antenatal period to 
postpartum 

Contributing Factors: 
o Work-family conflict
o Partner’s anxiety 
o Increased financial concerns 
o Lower education level 
o Lack of understanding of what is expected of fathers

Negative impact on physical health, social 
relationships, and paternal self-efficacy 

Non Traditional Families
Limited research on perinatal mental 
health of same-sex, transgender 
individuals, single parents by choice, and 
gestational carriers 

Stress associated with homophobia, 
transphobia, and heteronormative 
medical care 

Case – “Mona”
35-year-old Hispanic women (G1P1)

Pregnancy conceived via IUI

Relocated from Texas to Oregon during 
pregnancy 

Referred to psychotherapy at 6 week pp 
visit 

EPDS=18

Difficulties breastfeeding 

Feels overwhelmed, irritable, lonely 

Reports intrusive thoughts of harm 
befalling infant 

Has difficulties sleeping when baby sleeps  

Risk factors?

Further assessment?

Interventions/referrals?  

Screening and Monitoring
Instruments

EPDS
GAD-7
PHQ-9
CIDI-3

Psychopharmacology in Pregnancy
and Lactation



Case Ellen

27 year old married female with severe Major Depressive Disorder, 
h/o 2 suicide attempts, 2 hospitalizations presents at 8 weeks GA with 
acute depression and suicidal ideation after she stopped all meds 2 
weeks ago when she found out she was pregnant:
Current meds: 
Depakote 500 mg three times a day
Trazodone 200mg at night
Sertraline 150 mg in am
Wellbutrin XL 300 mg at night
Seroquel 50 mg  at night 12.5 mg PRN
Clonazepam 0.5 mg at night
H/O ECT -last 18 months ago

BLUE BARS= highly sensitive periods of development when
major defects might be produced

AQUA BARS= stages less sensitive to teratogens when minor
defects may be induced

Moore and Persaud. The Developing Human: Clinically Oriented Embryology. 1999

= ?

Old FDA Categories(A,B,C,D,X)
Being phased out because misleading

A - No risk in controlled human studies (> 1%).
B - No risk in other studies: often based on animal 
data only (no human  data exists).  New medications 
are labeled B (e.g., lurasidone/Latuda).
C - Risk not ruled out; not necessarily safer than 
Category D just really no data.
D - Positive evidence of risk; risk known but benefit 
may outweigh risk (e.g., lithium carbonate).
X - Contraindicated in pregnancy; risk never 
outweighs benefit (e.g., thalidomide, accutane).

New FDA Categories
Effective June 30, 2015 2020 Update

Resources for Medications in
Pregnancy and Breastfeeding

Reprotox: www.reprotox.org
Motherisk.org: www.motherisk.org 1-877-439-2744
www.infantrisk.com ; (806) 352-2519; phone app also 
available
Organization of Teratology Information Services: 
www.mothertobaby.org; good handouts 
MGH Women’s Mental Health Program:   
www.womensmentalhealth.org
LactMed: www.lactmed.nlm.nih.gov
E-Lactania: http://www.e-lactancia.org/ingles/inicio.asp
Tox Net  www.toxnet.nlm.nih.gov



“When a psychiatric condition 
necessitates pharmacotherapy, the 

benefits of such therapy far outweigh 
the potential minimal risks.”

Risks vs. Benefits?

(Koren, G., Nordeng, H. Antidepressant use during pregnancy: the benefit-risk ratio. Am J Obstet Gynecol. 2012;207(3):157–63. Epub 2012 
Feb 21)

BLUE BARS= highly sensitive periods of development when major defects might be produced

AQUA BARS= stages less sensitive to teratogens when minor defects may be induced

Moore and Persaud. The Developing Human: Clinically Oriented Embryology. 1999

Psychopharmacologic
interventions – Medication
Classes

Antidepressants 
Antianxiety/ Hypnotics
Mood Stabilizers
Antipsychotics
Stimulants
*Brexanolone



Available Antidepressants and
associated Neurotransmitters

Susan: 38 y/o female G1P0 34 weeks GA

“I am very worried about getting
Postpartum Anxiety”

Past Psych Hx: “Low grade anxiety started at age 13
(social anxiety, fear of flying and one panic attack). 

Fam HX: Sister with obsessive thoughts about earthquake PP. 
SX: Began this pregnancy -Images: Holding her niece and had violent 
image of dropping infant 2) spilling hot liquid on infant 3) image of 
her driving off a bridge 4) Panic on recent flight
ROS: Checking locks at night, has to push door knob several times, has 
been obsessed with led and led dust
Last three weeks reports anhedonia, low energy, tearfulness, insomnia
EPDS 10

= ?

Susan (34 wks) “I am very worried about
getting Postpartum Anxiety”

Psychotherapy - CBT
Medication – SSRI now, 38 weeks 
or delivery?
Perinatal support groups



Antidepressants and Lactation
As a class, antidepressants are considered 
compatible with breastfeeding and infant exposure 
is low or negligible.
Patients who are successfully treated during 
pregnancy should not change agents for the purpose 
of breastfeeding
Caution in ill or premature infants.

Psychopharmacologic
interventions – Medication
Classes

Antidepressants
Antianxiety/ Hypnotics
Mood Stabilizers
Antipsychotics
Stimulants
*Brexanolone

Why is this patient taking the medication? Anxiety symptoms? Insomnia? Phobia?
How is the medication taken? On a daily basis or as needed?
Is it possible to gradually taper the benzodiazepine? 
If symptoms recur, are non-pharmacologic treatments, such as cognitive-behavioral therapy, effective in 

this setting?
If non-pharmacologic options are not successful, could treatment with an SSRI or an SNRI alone be an 

option



Anna “What's wrong with me, I
would do anything
for my baby, why can’t I do
this?”

35 y/o female 30 weeks GA with 
uncontrolled GDM and limited PNC is 
referred for “anxiety”.
Patient is tearful, EPDS is negative, no 
past psych history.
She reports when she tries to inject 
herself with insulin she feels heart 
racing, dizziness, intense fear. On history 
she has always avoided doctors “unsure 
why”. Missed several PNVs.

= ?

Specific Phobia: Trypanophobia
the fear of needles

Behavioral therapy – Exposure 
PRN lorazepam low dose
Involve partner and medical team

Psychopharmacologic
interventions – Medication
Classes

Antidepressants
Antianxiety/ Hypnotics
Mood Stabilizers
Antipsychotics
Stimulants
*Brexanolone

Perinatal Bipolar Disorder
60% of bipolar women present initially as 
depressed

50% of women with bipolar disorder are 
first diagnosed in postpartum period

Up to 85% of bipolar women who go off 
their medications during pregnancy will 
have a bipolar relapse before the end of 
their pregnancy

Perinatal Bipolar Disorder Pregnancy

Considered to neither protect nor worsen 
symptoms
Retrospective review of 101 Bipolar 
women (after Li discontinuation) showed 
no difference in pregnant vs. nonpregnant 
controls for 40 weeks
Rate of recurrence for 40 weeks was 52%-
71% after Li discontinuation
Higher if discontinuation of LI<14 days.
75% risk of relapse after Li discontinuation

Am J Psych



Pregnancy and Bipolar Disorder:
Postpartum Period

Postpartum period clearly 
destabilizes mood
BP women have 100-fold higher risk than women 
without a psychiatric illness history of experiencing 
postpartum psychosis (1) 
40%-67% of the female BP subject population 
experienced postpartum mania or depression within 
1 month of delivery (2)
70 times higher rate of suicide in the first month 
postpartum

Ann Clin Psychiatry

Reproductive Health
Bipolar Recurrence
Gradual vs. Abrupt Discontinuation

Am J Psych

Postpartum Illness in Women w/ Bipolar D/O
Postpartum Relapse Rates

Nonacs, APA 1998
Euthymic during pregnancy = 27.8% (n=18)
Illness during pregnancy = 68.8% (n=14)

Cohen, Am J Psychiatry 1995
With Li prophylaxis = 10%  (n=14)
Without Li prophylaxis = 60% (n= 13)

The Bipolar Pregnant Patient:
Treatment Options
Mild to Moderate Illness

Trial of safer agent/ monotherapy prior to 
pregnancy
Gradual taper of mood stabilizer before 
pregnancy or when pregnancy test positive
Maintain drug free in first trimester with 
low threshold for reintroduction of mood 
stabilizer

Moderate to Severe Bipolar illness
Consider continuation of mood stabilizer 
in first trimester and throughout 
pregnancy

Bipolar Disorder:
Psychopharmacology in
Pregnancy

Mood Stabilizers
Lithium
Antiepileptic Drugs (AED)

Valproic Acid (Depakote)
Carbamazepine (Tegretol)
Lamotrigine (Lamictal)
Oxcarbazepine (Trileptal)

Antipsychotics
Benzodiazepines



Perinatal Bipolar Disorder –
Most common medications
used Risk of neural tube defects:

Valproate (1-5%) 
Carbamazepine (0.5-1%)

Valproate (Depakote): Avoid Use!
Associated with increased risk for adverse cognitive and 
neurodevelopmental effects compared with other 
anticonvulsants
Long-term follow up to 3 years suggests fetal exposure 
to valproate associated with lower IQ scores (not 
observed with lamotrigine)

Anticonvulsants in Pregnancy

(Khan SJ, et al. Curr Psychiatry Rep (2016) 18:13; Epstein RA, et al. Drug, Healthcare and Patient Safety 2015:7)

Mood Stabilizers in Pregnancy

Lithium: 1st trimester - risk of cardiovascular malformations
Adjusted risk ratio for cardiac malformations 
among infants exposed to lithium as compared 
with unexposed infants was 1.65, the magnitude 
of this effect was smaller than had been previously 
postulated
Risk of cardiac malformations appears to be dose 
dependent

RR 1.11 for dose of 600mg or less; 1.6 for dose of 601-
900mg, and 3.22 for >900mg

Lithium: neonatal side effects

Reported side effects: 
flaccidity, cyanosis, lethargy, hypotonia, poor feeding, 
abnormal breathing, cardiac arrhythmias, poor myocardial 
contractility

Higher Lithium concentrations 
(in maternal and cord blood) result in more side effects

Simard M et al: Arch Intern Med 149:36-46, 1989; Nishiwaki T et al: Int J Gynaecol Obstet 52:191-21, 1996; Kozma C: 
Am J Med Genetics 132A: 441-446, 2005; Newport DJ et al: Am J Psychiatry 162:2162-2170, 2005

Lamotrigine in Pregnancy

Most studies show rates of malformation 
consistent with general population (Dolk, H. et al. 
Neurology 86.18 (2016): 1716–1725)

Lamotrigine (Lamictal) exposure carried 
the lowest risk of overall malformation (Weston J. 
et al. Cochrane Database Syst Rev. 2016 Nov 7;11)

No adverse effects of AED exposure via 
breast milk were observed at age 6 years, 
consistent with another recent study at age 
3 years

Guidelines for Lamotrigine
during Pregnancy

First Line treatment for Bipolar during 
pregnancy
Evidence does not support teratogenesis. 
Increased lamotrigine clearance 
documented during pregnancy up to 
50%.
Higher doses may be required for clinical 
response
4 mg Folic Acid prior to conception and 
during pregnancy



Psychopharmacologic interventions
– Medication Classes

Antidepressants
Antianxiety/ Hypnotics
Mood Stabilizers
Antipsychotics
Stimulants
*Brexanolone

Atypical Antipsychotics in Pregnancy

Quetiapine and olanzapine most studied
No significant difference in congenital 
malformations but limited data
More NICU admissions and c-sections among 
exposed
Increased Risk of metabolic syndrome and 
Gestational Diabetes – consider early 
nutrition counseling 

Antipsychotics in Lactation

Consider effects of medication on 
breastfeeding infant and mother

EPS, sedation, weight gain
First generation antipsychotics: small 
amounts of the drug are excreted into 
the breast milk: <3% of the maternal 
dose.
Second generation antipsychotics:  
found that <5% of the drug is excreted 
in the breast milk.

Postpartum Psychosis
1 -2 per thousand births (.1- .2%)
Early onset 90% in the first three 
weeks
Medical Emergency

5% infanticide/suicide rate 
Bipolar 7X more likely
Less than 5% have Schizophrenia

Postpartum Psychoses:
Symptoms

Delusions (e.g. baby is possessed by a demon)
Hallucinations 
Insomnia
Confusion/disorientation (more than non-
postpartum psychoses)
Rapid mood swings (more than non-
postpartum psychoses)
Waxing and waning (can appear and feel 
normal for stretches of time in between 
psychotic symptoms)

Postpartum Psychosis Treatment

Hospitalization – Inpatient
Outpatient Mother-Infant Program
Around the clock supervision by family member
Sleep preservation, often D/C BF
Rule out medical causes 
Antipsychotic Agents
Mood Stabilizers

Lithium, Anticonvulsants 
ECT
Inquire About Suicidal / Infanticidal Ideation



High Remission rates in Postpartum
Psychosis

64 women with postpartum psychosis using 
a 4 step algorithm 

Day 1-3  BDZ  (*6.3%)
Day 4-14 Add Atypical AP (*18.8%)
Day 14 – ADD Lithium (*73.4%)
After 12 weeks – ECT
Wean at 9 months

*Remission rates: Total 98.4% acute 
79.7% sustained at 9 months.

Postpartum Obsessions vs. Psychosis –
Similarities and Differences

Psychopharmacologic
interventions – Medication
Classes

Antidepressants
Antianxiety/ Hypnotics
Mood Stabilizers
Antipsychotics
Stimulants
*Brexanolone

= ?

Psychostimulants in 2020 – A Unique
R/B ratio

Stimulant use on the rise in reproductive-age women age 15-44
2003= 0.9%
2015= 4.0%

Limited data
No evidence thus far of teratogenesis: methylphenidate and 
amphetamine agents
Associated with growth restriction, low APGAR, stimulant withdrawal 
syndrome, miscarriage 

No long term neurobehavioral data

Perinatal Psychostimulant Pearls
Consider stopping stimulants in women with mild or moderate ADHD

Behavioral interventions
Work / home accommodations
Alternate medications (bupropion) 

Dosing: Stay with lowest, studied doses:
Methylphenidate 15 to 80 mg 
Amphetamine      20 to 35mg 

Immediate Release versus Sustained Release Preparations
In lactation – short acting blood levels peak in 1-2 hours – BF or pump right before 
dosing medication.



Psychopharmacologic
interventions – Medication
Classes

Antidepressants
Antianxiety/ Hypnotics
Mood Stabilizers
Antipsychotics
Stimulants
*Brexanolone

New medication for moderate to sever postpartum 
depression

An allosteric modulator of GABA-A receptors
3 days inpatient IV infusion
Remission of depression often within 24 hours up to 30 days
SE: Sedation effects ranged from somnolence to loss of 
consciousness. All resolved within 60 minutes of infusion 
discontinuation.
Breastfeeding –12 women/infant dyads. Relative infant dose 
1-2%.

Brexanolone 3/19 FDA
approved

1. Kanes SJ,  et al. Hum Psychopharmacol. 2017 Mar;32(2)) 
2. 1. Hoffmann E, Wald J, Colquhoun H. Evaluation of breast milk concentrations following brexanolone iv administration to healthy lactating women. Am J Obstet Gynecol. 2019;220:S554. Abstract. DOI: doi:10.1016/j.ajog.2018.11.873
3. Hoffmann E, Wald J, Dray D et al. Brexanolone injection administration to lactating women: Breast milk allopregnanolone levels. Obstet Gynecol. 2019;133 (Suppl 1):115S. Abstract 30J. doi:10.1097/01.AOG.0000558846.15461.70 DOI: 

doi:10.1097/01.AOG.0000558846.15461.70

2012 Update

FDA requires REMS Registration

Brexanolone 1 year later - Barriers to care
Who, Where, How Much, When?

Who is the right patient for BRX?
DSM-IV or DSM-5

First Line?                   Second Line?

Sleep Preservation in the
Perinatal Period

Loss of sleep leads to depression and psychosis
http://www.journalsleep.org/ViewAbstract.aspx?pid=29307
https://www.elsevier.com/books/sleep-and-affect/babson/978-0-12-417188-6
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2802254/pdf/aasm.33.1.97.pdf

Sleep Preservation is an important strategy for all 
PMADs
Treat insomnia!
Introduce one bottle a day
Night shifts with partner
Devices (Snoo), books, doulas

2020 Update

Case Ellen
27 year old married female teacher history of severe Major 
Depressive Disorder, h/o 2 suicide attempts, 2 hospitalizations 
presents at 8 weeks GA with acute depression and Suicidal 
Ideation after she stopped all meds 2 weeks ago when she 
found out she was pregnant

BLUE BARS= highly sensitive periods of development when major defects might be
produced

AQUA BARS= stages less sensitive to teratogens when minor defects may be
induced

Moore and Persaud. The Developing Human: Clinically Oriented Embryology. 1999

Current meds: 
Depakote 500 mg three times a 
day
Trazodone 200mg at night
Sertraline 150 mg in am
Wellbutrin XL 300 mg at night
Seroquel 50 mg  at night 12.5 
mg PRN
Clonazepam 0.5 mg at night
H/O ECT -last 18 months ago

Resources
Postpartum Support International 

o Psychologic and psychiatric support

Postpartum Husbands and Dads
o http://www.postpartumdads.org/
o http://www.postpartummen.com/

Massachusetts General Hospital
o http://womensmentalhealth.org/
o Info for patients and providers 

BOOKS
o Beyond the Blues:  A Guide to Understanding and Treating Prenatal and Postpartum Depression b

by Shoshana S. Bennett, Ph.D. and Pec Indman, Ed.D, MFT

o This Isn’t What I Expected:  Overcoming Postpartum Depression 
by Karen Kleiman, LCSW, and Valerie Raskin, MD

o The pregnancy & Postpartum Anxiety Workbook Cognitive Behavioral Therapy for Perinatal Distress 
by Pamela Wiegartz, PhD, and Kevin Gyoerkoe, PsyD

o Cognitive Behavioral Therapy for Perinatal Distress
by Amy Wenzel, PhD

o Token of Affection: Reclaiming Your Marriage After Postpartum Depression 
by Karen Kleiman, LCSW
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DATE: Feb 15, 2020
PRESENTED BY:
All ison Fox, FNP, APRN, Senior Clinical Instructor
Laurel Hallock Koppelman, DNP, FNP, APRN, Assistant Professor

NNavigating Buprenorphine in
Primary Care and Encouraging
your ED to Start Saving Lives!*

*with thanks to Dr. Jessica Gregg, Dr. Jonathan Robbins and Dr. Brian Garvey
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Introductions

Allison Fox, Senior Clinical Instructor, OHSU 
Family Medicine at Richmond

Laurel Hallock Koppelman, Assistant Professor, 
OHSU Family Medicine at Richmond

WAIVED BUPRENORPHINE Rx’ers since 2017

OHSU Carpool Karaoke Winners 2019
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Introductions

How many are NPs? PAs? MDs?

Rural vs Urban?

Waived? Already rx’ing?

Still on the fence?

What would push you to prescribe?

Why did we decide to become prescribers?

4

Objectives
Describe the current opioid crisis.

Understand the importance of incorporating 
opioid use disorder treatment into primary care 
practice.

Cover requirements for prescribing 
buprenorphine in primary care, ramifications 
as well as pitfalls.

Develop prescribers who are passionate about 
social justice and equity for all Oregonians.
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Objectives

The What: What's the problem?

The Why: Why it happened and why you 
should help.

The How: How you can help.

6

The what: Public Health Crisis
Nationwide

Opiate OD is now leading cause of accidental death in US.

Death Rates are deaths per 100,000 population
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The what: Public Health Crisis at
Home in Oregon

Target population: Oregon (data from NIDA 3/2019)
2017: 344 overdose deaths involving opioids in Oregon

8.1 deaths per 100,000 persons
National Rate: 14.6 deaths per 100,000 persons.

2015-2017:
Heroin deaths 
Fentanyl deaths 
Prescription opioid-involved overdose deaths 

YET STILL, OREGON WROTE
66.1 opioid prescriptions for every 100 persons in 
2017
average U.S. rate of 58.7 prescriptions*

*This is the lowest rate in the state since 2006 when data 
became available (CDC).

https://www.drugabuse.gov/opioid-summaries-by-state/oregon-opioid-summary
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The what: Public Health
Crisis in the Metro

In 2018, >3 people/wk (183) died from 
an opioid OD in the Tri-County region 
(Clackamas, Multnomah, Washington)

Most deaths
72% occurred in Multnomah 

County

OD death rates were higher for males 
compared with females, and highest 
for those aged 45-54

9

Could this be “The Why?”

10

Could this be “The Why?”
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Could this be “The Why?”
Reminder that people with higher ACE scores (Adverse 
Childhood Experiences) >=4 have a 10x greater risk factor 
for SUD. 

Abuse (Emotional, Physical, Sexual); Neglect (Emotional, 
Physical)

Household Challenges (Mother treated violently, household 
substance use, mental illness in household, parents separate 
or divorce, criminal household member)

12

Could this be "The Why?"



13

The How: Disease Treatment

Treat Substance Use Disorder (SUD) like a 
chronic illness

Provide preventive and comprehensive care 
in Emergency Rooms and especially in 
primary care

Behavioral/Mental health access

Medications for treatment

14

The How: Medications
Methadone, Buprenorphine, and 
Naltrexone

known as medication assisted 
treatment (MAT)*

Other names to use:
Medication for Opioid Use 
Disorder (MOUD)
Buprenorphine treatment
Medication

* we will use MAT nomenclature in our 
presentation only b/c this is what SAMHSA still 
uses and will correspond to future waiver 
training. We don’t agree with the name.

15

The How: Decreased Mortality
with Meds

Death rates of the general population to those who did 
not receive treatment for OUD 

1: 6
Death Rates amongst those who received MAT for OUD 
and those that didn’t.  

1.5: 6

Dupouy et al., 2017
Evans et al., 2015
Sordo et al., 2017
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The How: Medication Waivers
Drug Enforcement Administration (DEA) 

Need a DEA number 

After training you get an X waiver

An X waiver allows you to prescribe 
buprenorphine for Opiate Use Disorder (OUD)

*you can start the training without a DEA 
number; get your students to start training!

17

The How: Medication Waivers

DATA 2000 – Drug Addiction Treatment Act
Physicians can prescribe buprenorphine for OUD 
with 8 hours of training

CARA 2016- Comprehensive Addiction & Recovery 
Act

NPs and PAs can rx buprenorphine for OUD with 
24 hours of training starting 2017 temporarily

CARA 2.0 in 2018
NPs and PAs can rx bupe permanently. CNS, 
CRNA and CNMs can rx bupe. Still need 24 hours. 

18

The How: Oregon Steps Up
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How to get your X waiver
-Free Training

ASAM
https://www.asam.org/education/live-online-cme/waiver-qualifying-training

AAAP
https://www.aaap.org/clinicians/education-training/mat-waiver-training/

APNA
https://www.apna.org/m/pages.cfm?pageid=6197

AANP
https://aanp.inreachce.com/SearchResults?searchType=1&category=e5f98b0
f-eafe-4f64-9779-383732cd8a10

Free as part of this conference and through PCSS
https://pcssnow.org/medication-assisted-treatment/

20

Diagnosing:
Substance Use Disorder (SUD) and

Opioid Use Disorder (OUD)

21

DSM
11 criteria 

4 categories
Craving
Compulsion
Consequences
Loss of control
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DSM
11 criteria 

4 categories
Craving/Compulsion

1. Taking in larger amounts or for 
longer than intended

2. Unsuccessful efforts to cut down
3. Spending a lot of time obtaining the 

substance
4. Craving or a strong desire to use the 

substance
Consequences
Loss of control

23

DSM
11 criteria 

4 categories (the 4 C’s)
Craving
Compulsion
Consequences/Loss of control

5. Continued use despite recurring 
social or interpersonal problems 
due to use

6. Important activities given up or 
reduced

7. Recurrent use in physically 
hazardous situations

8. Persistent/Recurrent physical or 
psychological difficulties from use

9. Recurrent use resulting in a failure 
to fulfill major role obligations

24

DSM
11 criteria 

4 categories
Craving
Compulsion
Consequences
Loss of control

10. Tolerance*
11. Withdrawal*
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DSM
11 criteria 

2-3 criteria: MILD DISORDER
4-5 criteria: MODERATE DISORDER
6+ criteria: SEVERE DISORDER

26

Understanding:
Buprenorphine for Opioid Use
Disorder (OUD)

30

Opioid receptor is empty: whenever there is 
insufficient amount of opioid receptors activated, 
the person will feel pain. This happens when 
someone is going through withdrawal
Once dependent the body cannot produce enough 
natural opioids to satisfy the new receptors formed 
from large doses of opiates over time 



Opioid receptor is filled with a full-agonist. 

The strong opioid effect of heroin and opiates 
can cause euphoria and will stop withdrawal for 
4-24 hours.

Opioids replaced and blocked by buprenorphine. 
Buprenorphine competes with the full agonist opioids 
for the receptor. Since it has a higher affinity (stronger 
binding ability) it expels existing opioids and blocks 
others from attaching
As a partial agonist, the buprenorphine has a limited 

opioid effect, enough to stop withdrawal but not 
enough to cause intense euphoria

Over time (24-72 hours) buprenorphine dissipates, but still 
creates a limited opioid effect (enough to prevent withdrawal) 
and continues to block other opioids from attaching to the 
opioid receptors. If someone takes opioids they wouldn’t get 
high
At a certain point, the increasing effects of partial agonists 
reach maximum levels and do not increase further, even if 
doses continue to rise- the ceiling effect
As higher doses are reached, partial agonists can act like 
antagonists- occupying receptors but not activating them (or 
partially activating them) but still blocking full agonists

34

Buprenorphine RECAP
Partial Agonist at MU receptor

Minimal respiratory suppression

Long Acting

Half life 24-36 hours

High Affinity for MU receptor

Blocks 

Displaces

Slow dissociation

Stays for a long time

35

Buprenorphine Forms
Buccal and Sublingual Films

Tablets (NOT TO SWALLOW)

Implants*

Sub Q Injection*

Formulations are:

MONO PRODUCT

For pregnant women (sometimes)

WITH NALOXONE-first line

To help with diversion.

If crushed and injected, person will go into withdrawal.

There is NO BIOAVAILABILITY of naloxone if used orally

IN other words, a person will not go into withdrawal using SUBOXONE 
from the naloxone in the product if they use it appropriately.

*insurance dependent

***transdermal patch not for OUD

36

How to decide how and who
you treat?

Harm reduction

Recovery with abstinence from all substances. 



Buprenorphine Treatment
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Stigmatizing language
Instead of

MAT……..say MEDICATION
Addict/Junkie/Drug Abuser….say person with 
OUD or SUD
Clean or Dirty Urine………say Urine as expected 
or Urine with buprenorphine and benzos
Relapsed…..say had a setback or SLIP
Ex-Addict……say in recovery
Medication is a crutch…..say medication is a 
treatment tool.

40

Stigmatizing language.

Treating with Buprenorphine
3 phases

Phase 1: Induction- in office or at home (if not 
bupe naïve)
Phase 2: Stabilization- cravings are gone, patient 
is experiencing few if any side effects. Dose may 
need to be changed, delivery (tabs, film, subutex)
Phase 3: Maintenance-when someone is doing 
well on a steady dose of buprenorphine. You can 
decide a time frame for bupe treatment, although 
some people do need lifetime. Time to engage in 
treatment for rehabilitation to prevent setbacks***



Treating with Buprenorphine
INDUCTION

Goal: Find dose of buprenorphine that 
reduces cravings and withdrawal symptoms, 
minimal side effects if any and helps to reduce 
use of other opioids. 

Treating with Buprenorphine
INDUCTION in the office

Tell the patient to come to the office already in 
withdrawal
This ensures that they won’t have a 
PRECIPITATED withdrawal if you give them 
buprenorphine

112 16 hours free of short acting opioids
24 hours for heroin or long acting opioids
36 hours for methadone

Document withdrawal using Clinical Opiate 
Withdrawal Scale (COWS)

46

Treating with Buprenorphine
INDUCTION in the office COWS

Resting Pulse

Sweating

Restlessness

GI Upset

Tremor

Pupil Size

Bone or Joint aches
Yawning
Anxiety or Irritability
Gooseflesh
Runny Nose
Tearing Eyes

48

Treating with Buprenorphine
INDUCTION in the office STEP 1

COWS of at least 8; the higher the better!
Not in withdrawal? Wait……send home until 
next day or….. home induction. 

BEWARE fentanyl. COWS 13-15 is better goal. 

Administer 2-4 mg bupe (under the tongue if a 
tab;  in buccal mucosa if strip/film)

no food or drink other than water

Wait until fully dissolved then can swallow or 
spit out residual

should feel relief in 40 minutes.
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Treating with Buprenorphine
INDUCTION in the office STEP 1

If patient goes into precipitated withdrawal
STOP the induction, meds for symptoms to 
home and return next day

OR

Give ANOTHER dose of buprenorphine 
(PREFERRED)

50

Treating with Buprenorphine
INDUCTION in the office STEP 2

Monitor patient for 2 hours after first dose
Give 2-4 additional mg of bupe every 2-4 hours 
if withdrawal returns. 
Typical dosing is 8-16mg on first day. 
Day 2: use Day 1 dose plus 4 mg (if needed) 

Have RN call pt to evaluate
Day 3: use Day 2 dose plus 4 mg (if needed)

Schedule an office visit or provider phone 
call to check in.

Day 8: schedule follow up to evaluate for side 
effects/cravings. 

Typical daily dose: 8-16mg
Maximum dose: 24 mg. 
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Treating with Buprenorphine
INDUCTION in the office
METHADONE

Confirm 36 hours from last dose of methadone 
(must be on 30mg or less of total methadone 
daily)

Give 2mg dose to start. 

SLOW induction to reduce chance of 
precipitated withdrawal. 

Treating with Buprenorphine
INDUCTION (repeated)

Goal: Find dose of buprenorphine that 
reduces cravings and withdrawal symptoms, 
minimal side effects if any and helps to reduce 
use of other opioids.

Typical doses range from 8mg to 16mg*
*10% of people need 24mg (heroin use)

Treating with Buprenorphine
Meds for withdrawal symptoms

Clonidine for Anxiety/Restlessness
Trazodone for Insomnia
Acetaminophen/Ibuprofen for MSK pain 
(sometimes tizanidine)
Ondansetron, loperamide, push fluids for 
N/V/Diarrhea 

Treating with Buprenorphine
Don’t Forget Naloxone
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Richmond MAT Program
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Richmond MAT Program
1 Federally Qualified 
Health Center
375 patients in program
18 prescribers (NPs, PAs, 
MDs)
1 dedicated RN
2 Behavioral Health 
Consultants 
1 panel coordinator

57

Richmond MAT Program
Tier system: refills and 
PCP/MAT team member 
visits

Tier1: weekly
Tier 2: 2 weeks
Tier 3: monthly
Tier 4: bi-monthly
Tier 5: visits every 3 
months
Tier X: discharged from 
program
Tier Y: lost from program
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Richmond Rapid Response
Program

Create a Fast-Track entry partnership between OHSU ED and 
Family medicine at Richmond’s MAT
Patients may establish care with a PCP (NP/PA/MD) within 
24-72 hours of induction in the ED.
Buprenorphine prescription continues. 
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Richmond Rapid Response
Program

Initiation of buprenorphine in the Emergency Department 
(ED) prevents  recidivism/lengthens engagement.
Primary care is the appropriate place to  treat opioid use 
disorder (OUD).

Access to mental health, legal, housing resources and 
treat co-morbidities/screening

System Level factors to prevent  transitions of care and 
access to ongoing  treatment.

60

Richmond Rapid Response:
Fast track protocol

Pt is identified 
as appropriate for 
bupe induction in ED
Rx for up to 7 
days provided by ED 
provider
SW/RN/Provider 
calls Emma Abiles at 
OHSU Richmond: 503-418-
3900
Appt made for 24-72 
hour f/up with new PCP

**After Hours:
Confirm pt’s contact 
info.
Chart is routed to 
FM RICHMOND MAT
Emma will call pt. to 
schedule visit w/in 24-
72 hour time frame 
of d/c.
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Building a Bridge to the ED
Initiation of 
buprenorphine in 
the Emergency 
Department (ED) 
prevents recidivism/
lengthens 
engagement.

62

Building a Bridge to the ED

Step 1:
Conduct a needs assessment to determine:

Barriers to care
Infrastructure inadequacies
Collaboration strategies
ED interest in bupe induction

63

Building a Bridge to the ED

Step 2:
Create a channel for feedback for an 
expedited conduit:

Collaborate with key ED personnel
Develop protocol for fast track transfer
Get buy in from your own clinic
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Building a Bridge to the ED
Step 3:

Ally buliding

Education about problem

Training for staff

Develop Smart Sets

Develop Referral program

65

Building a Bridge to the ED
California ED Bridge, Dr. Andrew Herring

https://www.bridgetotreatment.org

Massachusetts now requires ED initiation of bupe.

66

Building a Bridge to the ED
Myth: 

"If people know I'm prescribing 
buprenorphine, there will be a line out the 
door."

"I'm worried about putting someone into 
precipitated withdrawal."
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OHSU Emergency Department
Induction Flowsheet and Order sets
(please borrow)
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OHSU ED induction Flowsheet
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OHSU ED induction Flowsheet
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OHSU ED induction Flowsheet

71

OHSU ED Smart Set for EPIC
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Coming soon: micro dosing…..

No need to go through 
withdrawals or come off 
opioids
Minimize risk of 
precipitated withdrawal
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The What, The Why and The How

Now it’s up to you!

74

“Evidence shows that initiation of MAT 
increases chance of 30 day treatment with 
decreases mortality.” 
- Alinea Stevens, MD, MPH, Care Innovations.

Questions?
Allison Fox, FNP, APRN
foxal@ohsu.edu
Laurel Hallock Koppelman, D.N.P., F.N.P.-C, APRN
hallockk@ohsu.edu

Thank You



Evidence Based 
Physical Therapy 
– An Update

Trevor Schongalla
PT, DPT, OCS

Trending
1. Patellofemoral joint pain
2. Low back pain
3. Blood flow restriction 

therapy
4. Ultrasound treatment

1.
Patellofemoral Joint Pain

25%

To weight-bear or 
not to weight-bear



22% decreased knee torque

973% increased hip/back torque

Patellofemoral Joint 
Pain Takeaways

Hip strength
Weight-bearing is 
allowed
Words matter

Access Code: YDBMAW24 
URL: https://OHSUrehabilitation.medbridgego.com/ 

2.
Low back pain

33%

What’s working?2

Manual therapy Coordination, strength, 
and endurance

Repeated motions

Motor control

Coordination, Strength, and Endurance

Stabilization

Graded
exercise

Make it harder

Strength



The Classics Deadlift?4,5

Low Back Pain 
Takeaways

Education
Valid option
Patient specific
Risk?

Access Code: QBZV4HG9 
URL: 
https://OHSUrehabilitation.medbridgego
.com/ 

3.
Blood Flow 
Restriction Therapy

BFR
Indications



BFR Outcomes6,7 BFR Physiology

BFR Takeaways
Great for strength
Traditional strength 
training
Over the counter options
Risk?

https://www.owensrecoveryscience.com/certified
-providers/

4.
Ultrasound

US Metaanaylsis11

80%
Tennis Elbow9



Knee OA10 Fracture healing12

64
days

Low Back Pain13
Ultrasound
Takeaways

Minimal to no high 
quality evidence
Patient dependence

Trends
1. Patellofemoral pain
2. Low back pain
3. Blood flow restriction
4. Ultrasound

THANKS!
Any questions?
You can find me at:

schongal@ohsu.edu
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Keith Cheng, M.D. – Medical Director of OPAL K
David R Nagarkatti Gude, M.D., Ph.D.

Jonathan P Betlinski, M.D. – Director of OPAL A, Director of Public Psychiatry

OPAL: Phone Consultation
Supporting Primary Care
Delivered Mental Health

Disclosures

We have 
no conflicts 
of interest 
or other 

disclosures

Mt. Jefferson

Some 
OPAL
History

Collaboration (2006)
Oregon Council of Child and
Adolescent Psychiatry (OCCAP)
Oregon Pediatric Society (OPS)
Oregon Family Support Network 
(OFSN)   

OPAL K Beginnings
The 2013 Legislative’s New Investments in Child and 
Young Adult MH/CD Services
OHSU Division of Child and Adolescent Psychiatry 

funded in January of 2014 
Consultation: Massachusetts MCPAP and Psychiatric 
Access Line (PAL) at the University of Washington
Collaboration with Oregon Pediatric Society
Began taking calls in June 2014 (pilot with Central 
Oregon Pediatric Associates (COPA) in Bend)
Statewide in July 2014

Goals of OPAL K
Increase the number of children who receive 
treatment for their mental health challenges
Decrease delays in treatment 
Target appropriate level of intervention 
Utilize a “biopsychosocialecodevelopmental” 
framework
Improve appropriate prescribing of 
psychotropic medications



Goals Continued.…
Create opportunities for consultation 
mentoring and education, 
Create a service that is blind to insurance 
and statewide for the care of all youth in 
Oregon
Improve appropriate prescribing of 
psychotropic medications generally and 
with a particular focus on youth in foster 
care.

Basics
Hours of operation 9-5 Monday- Friday
Closed on national holidays
PCPs call the OPAL office (already enrolled or 
will enroll at the time)
Enter the patient’s demographics (Name, DOB, 
Insurance, foster care experience)
Call is transferred to on call psychiatrist
Consultant writes a summary 
Office staff will send the summary via fax or 
secure email

Call Summary Outline

Reason for Consultation
Medication Management 
Considerations
Monitoring Ideas
Psychosocial treatment advice
Other Comments
Suggested Care Guides

Total PCP Consult Calls

OPAL-K       (June 2014- January 2020)      3,358   calls

OPAL-A       (October 2018-January 2020) 744   calls 

Foster Care (June 2014- October 2019)                             266   calls 

Pharmacy reviews  (Aug 2019 January 2020)             76   calls  

OPAL K Spinoffs
OPAL-K Foster Care Psychtropic Medication 
Monitoring Program
OHA Pharmacy Antipsychotic Project
OPAL-K Suicidal Ideations Monitoring Project
OPAL-K Increasing Trauma monitoring

OPAL K/OHA
Pharmacy
Project

Deschutes River



Project Aims

Identify risk cases
Provide Phone Consultation
Decrease inappropriate Prescribing
Increase Metabolic Screening
Improve Better Documentation

Exclusion Criteria
Patients with a history of long term
antipsychotic use > 9 months of covered
days in the past year; (ideally want to target
only new start patients who appear to be
initiating long term therapy)
Any patient already referred to OPAL K
within the prior year (once the program is
implemented)
Patient who has been reviewed by OPAL K
via a different program (i.e., foster care
profiles) in the prior year

Inclusion Criteria
Patients age <10 years old
Patients who have 90 covered days (in
the last 6 months) for medications within
the following PDL classes:
antipsychotics, 2nd gen and
antipsychotics, 1st gen
All Medicaid cases not just foster care

High Priority Cases

6 months of more than one
antipsychotic
No metabolic testing
No FDA indication

Moderate Priority

6 months of one antipsychotic
No metabolic testing
No FDA indication
No claims for nonmedical treatments

Low Priority Cases

Patients seen by psychiatrists
Have FDA Approved indication
Less than 6 months of treatment



Case Distribution

Number of cases
contacted = 64
Number of cases
that scheduled
and received
consultation = 35

Clinician Breakdown
Psychiatrists (n=7) (n=7)
Pediatricians/Family Practice (n=33) (n=15)
Psych Nurse Practitioners (n=8) (n=4)
FNP (n=13) (n=5)
Physician Assistants (n=1) (n=0)
No ID (n=2) (n=0)

Sample Case: polypharmacy
8 year old boy
Dx: 
ADHD 
PTSD 
Separation Anxiety

Medication List: 
1. guanfacine
2. clonidine
3. fluoxetine
4. atomoxetine
5. risperidone
6. dextroamphetamine

Better Documentation

Balancing Test
Consent
No FDA indications
Clinical Reasons for Off label
prescribing

Metolius River

OPAL-K 
Foster Care 

Psychotropic 
Medication 

Monitoring Project

Some Foster Care Facts
2009 - 19.6% of foster care youth on 
psychotropics

2016 - 9.4% of foster care youth on 
psychotropics (n=8457)

2020 - Oregon has less than 8000 youth in care



Foster Care Consult Criteria
Antipsychotic without FDA indication

Polypharmacy 4 or more psychotropic meds

Two or more meds in one class

Doses greater than FDA approved maximum

Psychotropics in youth younger than 6 years

Foster Care Data Analysis
N = 746 controls, N = 88

Off Label Antipsychotic prescriptions.          
Foster Care Youth > non Foster Care Youth

16% had no clear FDA approved indication

Being male, having PTSD, & developmentally 
disabled, are most common risks for getting off-
label antipsychotic treatment

Can primary care clinicians broaden their ROS
when gathering mental health history as a
result of using OPAL K?

Painted Hills

Changing clinician mental health screening
patterns through curbside consultation

Trauma data

Suicide data

Columbia Gorge

OPAL-K 
Increasing 

Trauma 
monitoring

Project

Trauma Prompt
OPAL-K targeted trauma screening for QI 
project

Consultants should query about trauma in all 
calls

“Do you think trauma has anything to do with 
the present mental health concerns?”



Columbia Gorge

OPAL-K 
Suicidal 

Ideations 
Monitoring 

Project

What’s an OPAL
call actually like?



Case #1: Outpatient treatment
of bipolar disorder

Hispanic male in his 30s

Lives with supportive family

CC: 2 days without sleep, rapid thoughts, 
ruminating

Dx: schizophrenia vs bipolar disorder

PMHx: obesity

Tx: Lithium 300mg qam and 600mg qhs

Recent tx: add Risperidone 1mg BID

OPAL writeup: Reason for
consultation
Thank you for calling about your young male patient who lives with 
Bipolar disorder (previously stable on Lithium total daily dose of 
900mg) who has experienced several days of inability to sleep, 
increased anxiety, rumination that are consistent with prior manic 
episodes. Lithium level is pending right now. You augmented with 
risperidone, which he took as 2mg HS (1mg dose was insufficient for 
sleep) and was beneficial for sleep but caused some daytime sedation. 
He's previously been treated with Zyprexa and reportedly did well with 
that medication, though his BMI is already in the obese range so 
metabolic side effects are a significant consideration for treatment 
choice for him. He lives with supportive family now. He is also 
concerned for anxiety, though it's unclear to what extent that increased 
anxiety is happening in the context of the current mood episode vs 
being an underlying and co-morbid condition.

Medications to consider:

Check Lithium level:

0.7: Increase Lithium to 600mg BID

0.8-0.9: may increase Lithium to 600mg BID but 
monitor closely

1.0+: maintain Lithium, modulate antipsychotic

Lower risperidone dose

Replace risperidone w/ aripiprazole or 
quetiapine

OPAL writeup: Medications to
consider

OPAL writeup: Medications to
consider

OPAL writeup: Medications to
consider



OPAL writeup: Suggestions for
monitoring

OPAL writeup: Non medication
interventions

OPAL writeup: Other comments Case #2: Treatment refractory
insomnia

Woman in her 50s

CC: insomnia (onset and maintenance), 
trazodone side effects

Dx: complex PTSD

PMHx: DM2 (poorly controlled)

Tx: fluoxetine, buspirone, trazodone

Prior meds: prazosin, benzodiazepines, 
zolpidem, quetiapine

OPAL writeup: Reason for
consultation

OPAL writeup: Medications to
consider



OPAL writeup: Medications to
consider

OPAL writeup: Suggestions for
monitoring

OPAL writeup: Non medication
interventions OPAL writeup: Other comments

Future Directions for OPAL

OPAL-G

E-Consults

Telepsychiatry

Your ideas

OPAL G
Partnership with OHA’s Older Adult Behavioral 
Health Services

Focused on older adults in long term residential 
care

Pilot site selected



E Consults

Consults completed by secure email

Requires HIPAA-compliant framework 
accessible to any LMP in the state

CMS has approved billing for eConsults

Telepsychiatry Consults

Assessments completed by 
videoconferencing

Requires HIPAA-compliant 
framework accessible by 
any clinic in the state

Billable to most insurance 
companies

Your Ideas?

OPAL grew out of a desire to fill unmet needs

OPAL’s nature has already generated several 
adaptations

In what ways can OPAL continue to evolve to 
best meet the needs of Oregon? 

Thank You



Airplane!

A Day in the Life of Air Traffic Over the World.



Anaesthesia and Intensive Care.
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Mandated Reporter Laws Don't Cover Bad Behavior. https://www.taylorenglish.com/blogs-youth-
services,mandated-reporter. Accessed Feb 03 2020. 

P1V1 = P2V2
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An individual shall not be held liable for 
damages in any action brought in a Federal 
or State court arising out of the acts or 
omissions of the individual in providing or 
attempting to provide assistance in the case 
of an in-flight medical emergency unless the 
individual, while rendering such assistance, 
is guilty of gross negligence or willful 
misconduct.

An individual shall not be held liable for
damages in any action brought in a Federal 
or State court arising out of the acts or 
omissions of the individual in providing or 
attempting to provide assistance in the 
case of an in-flight medical emergency 
unless the individual, while rendering such 
assistance, is guilty of gross negligence or 
willful misconduct.

People
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Supplies
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JAMA. 



N Engl J Med

Anaesthesia and Intensive Care.

Aviation, Space, and Environmental Medicine
Journal of Travel Medicine

JAMA. 

Airplane!

A Day in the Life of Air Traffic Over the World.
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Loxosceles reclusa
Loxosceles deserta

Tegenaria agrestis
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