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Our orthopedic surgeons treat a variety of conditions, including:

If you have suffered an injury to your knees or hips, an orthopedic surgeon can help you 
relieve pain and regain function using minimally invasive techniques. These techniques often 
result in a quicker recovery and fewer complications.

In addition to surgery, orthopedic surgeons can recommend treatment plans, including 
rehabilitation, exercise and other therapies to help patients get back to an active lifestyle.

•  Bone fractures

•  Tennis elbow

•  Carpal tunnel syndrome

•  Trigger finger

•  Anterior hip replacement

•   Shoulder and knee issues

•  Sports injuries

WE HAVE YOU COVERED!
From Athletes to Weekend Warriors,

Individual results may vary. There are risks associated with any surgical 
procedure. Talk with your doctor about these risks to find out if minimally 
invasive surgery is right for you. For language assistance, disability 
accommodations and the nondiscrimination notice, visit our website. 
252923864-2952815  11/24

Visit nwtpg.com/ortho 
for more information or 
to book an appointment.
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SCAN TO CALL

Contact a TMA Insurance Trust advisor for 
more details and to benefit from unbiased 
guidance and advice. They can be reached 
at 1-800-880-8181, Monday through Friday 
from 8:00 AM to 5:00 PM, CST, or scan the 
QR code to call.

• For practice owners with group coverage for their 
practice there are opportunities to help control 

the cost to your practice and be able to offer your 

employees health insurance – with a  

mix of group PPO and HMO plans.

• For practice owners with staff on their own health 
coverage (a spouse’s plan or that of another 

provider) you may be able to get group PPO 

coverage just for yourself and your family.

• For partners with no W-2 employees, you may be 

eligible for group coverage only for yourself. You’ll 

need to provide partnership documentation and 

the company’s SS4 or recent K-1 (Form 1065).

• For physicians who own a business with their 
spouse, or their spouse is a W-2 wage employee, 

you may qualify for group coverage even without 

partnership documentation.

Whether you own a practice 
with employees or practice 
independently, most physicians 
want to find ways to reduce 
expenses. And one of the most 
significant expenses for physicians 

is health insurance. 

TMA Insurance Trust is focused on 

helping all Texas physicians manage 

costs and operate more efficiently.  

So we want you to know about special 

health insurance options that can help 

you control costs and get the coverage 

you really want. This goes for practice 

owners and independents – with and  

without employees.

Manage Costs & Get Group PPO Health Insurance
 WITH OR WITHOUT EMPLOYEES

Owners Independents
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President’s Message 
by Nicole Lopez, MD, FAAFP

without my kids was spent with my step-
grandma and with my dad and step-
mom at an assisted living facility.  I did 
not know then that it would be my last 
Thanksgiving with my dad, and I cherish 
those memories now.  Having no access 
to a working EHR at Texas Tech for the 
past 2 months has definitely made me 
realize how fortunate we are, now that I 
am trying to navigate the world of paper 
charts again.  Being able to see patients 
and to work in a supportive environ-
ment as a family doctor is something I am 
thankful for--especially with the added 
stress of writing out paper prescriptions 
again!

I think it is important to remember 
to be kind to one another; when a patient 
is rude to the front desk or a nurse is 
late to work, you may never know what 
they going through or what is happen-
ing at home.  As a single parent, I often 

struggle with juggling all of the demands 
of being a physician, mom and commu-
nity volunteer.   I have been honored to 
be a part of the Potter Randall County 
Medical Society, and I know that I would 
not been able to serve without the rest 
of the Board’s input and support, as well 
as that of my family.  I am very excited 
about the outreach that we are planning 
with TMA’s Walk with a Doc as well as 
the Alliance’s support for programs like 
Hard Hats for Little Heads.  We had a 
great turnout last spring for our Women 
Physicians section, and it was good to see 
a lot of faces at our business meeting in 
October.  As the new year rolls around, 
we will be hosting another meeting to call 
for nominations for officers as my term 
will be ending. 

I have enjoyed being able to serve as 
President the past couple of years and 
wish each of you a happy, healthy Holiday 
season.

As winter approaches, with a crispness 
in the air and Christmas music in the 

stores as soon as Halloween was over, it 
is no surprise that the holiday season is 
upon us.  For many people, this is their 
favorite time of year--a time for family, 
friends and great food.  But for some, the 
holidays bring stress, worry and sadness.  
Although I absolutely love Christmas, this 
time of year is also bittersweet, with the 
loss of my parents and with grown chil-
dren starting college, jobs, and family tra-
ditions of their own.  I am so glad for this 
issue of Panhandle Health that focuses 
on mental health and for our colleagues 
in this field who serve as licensed profes-
sional counselors, social workers, psychi-
atrists and primary care physicians.  

Thanksgiving reminds us to be grate-
ful for many things.  Often, it is a loss 
that reminds us of how fortunate and 
blessed we are.  The first Thanksgiving 

Yes, I Would Like To Contribute To 
The Potter-Randall County Medical Society Endowment Fund

The endowment fund was established in 1981 to promote the advancement of general education in medical science 
in Potter and Randall counties through discussion groups, forums, panel lectures, and similar programs. It is the 
hope of the society that, through the endowment fund, the work of our physicians will be continued by increased 
public awareness and understanding of the advances in medical science.

We are happy to accept memorials and/or honorariums. Notification of gift is sent immediately. Amount remains 
confidential. Your contribution is tax deductible. Please make checks payable to Potter-Randall County Medical 
Society, and send to PRCMS, 1721 Hagy, Amarillo, Texas 79106.

Enclosed is my contribution of $ __________________
Print Name____________________________________________________________________________
Address ______________________________________________________________________________
City ___________________________________________  State _________  Zip _________________
My gift is in memory of ___________________  My gift is in honor of _________________________
Please send acknowledgement of this gift to:
Name ________________________________________________________________________________
Address ______________________________________________________________________________
City ___________________________________________  State _________  Zip _________________

✁
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Executive Directors’ Messages
by Cindy Barnard, Outgoing Executive Director 
& Katt Massey, Incoming Executive Director

Dear Readers,

As I prepare to step down after 34 incredible years with this 
organization, I want to take a moment to reflect on our journey 
together and express my heartfelt gratitude.

When I joined, I could never have imagined the remark-
able experiences and relationships that would shape my career. 
Together, we’ve navigated challenges, celebrated milestones, and 
driven meaningful change in our community. Each of you has 
played a vital role in our success, and I am deeply grateful for 
your support and dedication.

I am proud of what we have achieved-launching initiatives 
that have made a lasting impact, fostering partnerships that have 
expanded our reach, and cultivating a culture of collaboration 
and innovation. It has been a privilege to work alongside such 
talented and passionate individuals.

As I transition into retirement, I carry with me cherished 
memories and the knowledge that this organization is in capable 
hands. I am excited to see where you will take it next and how 
you will continue to build on our legacy.

Thank you for the wonderful years, the laughter, and the 
shared purpose. Though I am stepping back, I will always remain 
a supporter of our mission and a friend to this community.

With warmest regards and best wishes for the future,
Cindy Barnard

Our Next Issue Of 
Panhandle Health

Features:
Maternal Health

The 1000 days
with Guest Editor:

Dr. Christine Garner

Hello PRCMS Members and beyond,

I am the new Executive Director of the Potter-Randall County 
Medical Society.

Amarillo is dear to my heart. I will self-proclaim that I am 
its biggest fan. This community has given me and my family so 
much, and contributing to what it has to offer the Panhandle is 
my passion.

2024 was jam packed for me, from Rotary to HOODOO 
Mural Festival, Opportunity School’s LIPS, and then Christmas 
Round-Up, with a few things in between. I have begun to slow 
down on my volunteer positions within the community--not 
stepping down but refocusing. So, when the Executive Director 
position at PRCMS was posted, I knew it would be a good fit for 
me. 

I am ready to focus on PRCMS. Cindy left big shoes for 
me to fill – a size 34 (year) -and I am excited about supporting 
a group of health care providers who pour themselves into the 
community every day. I look forward to meeting you all. 

We hope you can join us for “Walk with a Doc.” It will begin 
at Medi Park in February 2025. Stay tuned for details.   

Katt Massey
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street tacos from a local food truck, hand 
shaken specialty cocktails, and live music. 
Our board heard from many of the med-
ical society members who were glad to 
place a face-to-name for the many refer-
rals they share. We were also glad many 
members with young families took the 
evening as an opportunity for an easy, fun 
date night.

The Couples Social served to kick 
off our 2024 fundraising efforts for our 
Hard Hats for Little Heads event at The 
North Side Toy Drive. We are proud to 
announce that the Alliance has raised 
$2000 this year and recently delivered 
our first set of books to Heal the City as 
part of TMA’s Texas BookShare initia-
tive. Additionally, we will hand out hel-
mets to area kids on December 14th. Our 
community outreach continued with the 
Alliance providing cookies and speaking 
about our organization at a grand rounds 
event hosted by TTUHSC in recognition 
of Physician Suicide Awareness Day.

We have had a fun year in 2024 and 
cannot wait to dance and dine with every-
one in January. Save the date for “Twirl 
Your Girl”, an evening of steak and coun-
try dance lessons on January 16th at The 
Western Horseman Club. Thank you 
again for being an active, enthusiastic 
membership. Happy Holidays everyone!

2024 has been a year of rebirth and 
growth for the Potter Randall County 

Medical Alliance. Fun membership 
events have been a priority for the board, 
and we hope you have enjoyed them as 
much as we have. This year we’ve hosted 
a BUNCO night, medical student and res-
ident outreach events, a family potluck 
and BBQ competition and a cookies and 
costumes daytime event for Halloween. 
We have intentionally planned events to 
hopefully reach all facets of our mem-
bership and really appreciate everyone’s 
enthusiastic reception and attendance. 
Our intention is to work to blur the line 
between spouse and physician and wel-
come all members of the medicine family 
to the Alliance. 

September brought back an annual 
member favorite; the Fall Couples Social. 
A beautiful, September evening played 
host to the outdoor social event at the 
SchniederJones shared home at Lake 
Tanglewood. Friends, old and new, net-
worked and caught up over delicious 

Message from the Potter-Randall  
County Medical Alliance
by Alena Martin & Madeline Lennard, Co-Presidents 
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really show up on a test. As an introduc-
tion to this issue of Panhandle Health, I 
wanted to share these lessons with you, 
too.  

LESSON #1: MENTAL HEALTH IS 
HEALTH.  

We should be conceptualizing mental 
illness the same way we do physical ill-
ness.  When you’ve been struggling with 
something like reflux, you go see your 
doctor, you ask for help, you make life-
style changes and you take medications if 
needed.  I would wager that most patients 
wouldn’t hesitate to make that appoint-
ment and wouldn’t feel any shame in 
filling that prescription for omeprazole.  
Why should it be any different for mental 
illness?  My hope is that we create spaces 
in our practices that invite patients to ask 
for help when they need it without fear of 
judgement, that we teach our community 
to prioritize their mental health, and that 
we work to destigmatize going to therapy 
or taking psychiatric medications.

With my students, I always try to 
highlight the complex interplay between 
physical and mental health.  The rela-
tionship is bidirectional, so it behooves 
non-psychiatric physicians to recognize 
and treat mental illness when present.  If 
you’re looking for a quick read that backs 
this up, check out The Heart and Soul 
Study by Ruo et. al from JAMA in 2003 
(Ruo B, Rumsfeld JS, Hlatky MA, et al. 
Depressive symptoms and health-related 
quality of life: the Heart and Soul Study. 
JAMA. 2003 Jul 9; 290:215-221).

LESSON #2: THE DIAGNOSIS ISN’T 
THE DESTINATION.

We all know that arriving at an accu-
rate diagnosis is important, but in psy-
chiatry that diagnosis isn’t our final 
destination.  I try to explain to my patients 
that a diagnosis helps us guide treatment 

and talk to other providers so we’re all on 
the same page, but, at the end of the day, 
I don’t want patients to overidentify with 
a diagnosis. I am more interested in their 
functioning than in the words we use to 
describe their illnesses.  Our goals should 
always be to decrease symptom burden, 
improve functioning and enhance quality 
of life.  Social media has given us access 
to more information than ever and helps 
connect us with people with shared expe-
riences, but it also exposes us to vast seas 
of misinformation.  There are corners 
of social media platforms that seem to 
romanticize mental illness, and we have 
seen more patients come in seeking “pop-
ular” diagnoses.  I use these encounters 
as an opportunity to explain that it is 
always a good time to wonder and learn 
about ourselves.  A diagnosis is unlikely 
to be the key to earth-shattering changes 
in their lives, but I am glad they are ask-
ing for help, and I am happy to help them 
learn about themselves and find ways to 
improve their lives (see lesson #4 below).  

LESSON #3: LISTEN MORE THAN 
YOU TALK.

Once in a blue moon, someone will 
tell me they are interested in psychiatry 
because they love talking to patients.  I 
always ask them how they feel about lis-
tening to patients.  I love getting to hear 
patients’ stories and playing detective in 
piecing together the clues of illnesses.  
We can’t look at a brain scan or draw any 
blood tests to determine what psychiat-
ric illness may be present.  That means 
we come to our diagnostic impressions 
through the clinical history, though lis-
tening to our patients.  I try to help my 
students learn to ask questions that invite 
patients to share their narratives and cre-
ate space for them to explore their symp-
toms in a safe environment.  On my clinic 

Dear Panhandle Health Reader,

I was so excited when I was asked 
to be the guest editor for this issue of 
Panhandle Health, and that there was 
an entire issue dedicated to mental 
health.  By way of introduction, I am 
a psychiatrist and the Regional Chair 
of the Psychiatry Department at Texas 
Tech University Health Sciences Center 
in Amarillo.  I have dedicated my life to 
treating mental illnesses and teaching 
future physicians about psychiatry.  Being 
an educator is one of the best parts of my 
job, and this issue of Panhandle Health 
feels like a natural extension of that.  

Mental illness is common.  According 
to the CDC, more than one in five adults 
live with any mental illness (https://www.
cdc.gov/mental-health/about/index.
html). That means odds are you or some-
one you care about has struggled with a 
mental illness at some point.  As a physi-
cian engaged in patient care, even if you 
aren’t a psychiatrist, you will be caring 
for patients with psychiatric needs--es-
pecially out here in the Panhandle where 
my primary care colleagues treat the vast 
majority of psychiatric illness.  This is 
due to a nationwide shortage of psychi-
atrists that is felt even more acutely here 
at home.  The more we talk about mental 
health, the better off we’ll be – how to rec-
ognize psychiatric issues in our patients, 
the barriers facing patients seeking care, 
and how to care for our own mental 
health as physicians.  These conversations 
help to break down the stigma that is still 
alive and well for people with psychiatric 
diagnoses.  

Recognizing that many of the medical 
students who pass through my office will 
not pursue psychiatry, there are lessons 
that I try to impart to them.  These lessons 
aren’t part of the curriculum and don’t 

Guest Editorial          
by Amy Stark, MD
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days, I do relatively little talking.  I ask 
questions to get the conversation going 
and to clarify patterns and symptoms, but 
I listen much more than I talk.  There is 
therapeutic value for the patient in sim-
ply being heard and feeling understood.  
Learn to listen. 

 
LESSON #4: MEDICATIONS AREN’T 
ALWAYS THE ANSWER.

This may be a surprising lesson com-
ing from a psychiatrist.  Not every feeling 
needs to be medicated, nor should it be.  
There are times when sadness is a nor-
mal, appropriate reaction—for instance, 
grieving the loss of a loved one.  Anxiety 
can serve an adaptive purpose to keep us 
safe or prepared.  Especially with young 
patients, it can be beneficial in the long 
term to help them find ways to cope with 
negative emotional states instead of just 
reaching for a “PRN” or as-needed med-
ication.  

Certainly,  when functioning is 
impaired, we should consider treatment, 
but again, treatment isn’t always going to 
be medications.  I know I have a bias here, 
but I think everyone should be in therapy.  
Learning about ourselves and developing 

skills to process and manage our emo-
tions is one of the best gifts we can give to 
ourselves.  A nice bonus: there are no side 
effects to therapy!  In medicine, we often 
recommend “lifestyle changes” which 
usually adds up to a healthier diet, better 
sleep and making time for physical activ-
ity.  These lifestyle changes have a role in 
psychiatric illness, too.  Movement is one 
of the best treatments for both physical 
and mental ailments.  Making time for 
joyful movement helps with stress man-
agement, energy and mood.  I tell my 
patients that they don’t have to be pound-
ing out their 10,000 steps on a treadmill, 
but just to find a way to move their body 
each day that brings joy: dodgeball, belly 
dancing, walking the dog – the world is 
your oyster.  

I think one of the marks of a good 
psychiatrist is not just knowing when to 
prescribe medications, but when not to 
prescribe and when to deprescribe.  This 
can be a challenge in a fast-paced world 
where people want quick fixes for things, 
but helping our patients by develop-
ing well-rounded treatment plans that 
include more than just pharmacologi-
cal interventions will always be the best 
approach.

In this issue, you will read about psy-
chiatric issues across the lifespan and in 
special populations.  You will learn about 
some of the unique challenges and oppor-
tunities for psychiatric patients in the 
Panhandle.  You will learn about some 
exciting treatment options (not just med-
ications!) that are newly available or on 
the horizon.  I hope you find this issue 
enjoyable and educational, and the les-
sons I’ve shared are helpful to you.  If we 
are able to dispel one myth about mental 
illness or chip away just a bit at the stigma 
that still exists for psychiatric patients, 
then we have successfully done our job 
here.  Thank you for spending time with 
us learning and growing and for your 
commitment to our community.

With Gratitude,
Amy Stark, M.D.
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If Mama ain’t happy, ain’t nobody 
happy; Perinatal Psychiatry and a 
call to treat Mama
by Ruth Grant, MD and Kate Jurek, MS4

they may also contribute to the develop-
ment of perinatal mental illness. While 
it is unclear whether genetics, hormonal 
fluctuations, structural changes in the 
brain, or stress contribute most to the 
development of perinatal mental illness 
(another version of the age-old nature 
vs. nurture debate), it is abundantly clear 
that, no matter the cause(s), perinatal 
mental illness is common and takes an 
enormous toll on everyone involved. 

PREVALENCE
Many women experience slight mood 

changes, anxiety, and emotional lability 
during pregnancy and then following 
childbirth. These symptoms are likely due, 
at least in part, to hormonal changes and 
are normal. These symptoms do not nec-
essarily warrant treatment. In contrast, 
perinatal mood and anxiety disorders 
(PMADS) are mental health conditions 
that significantly interfere with a woman’s 
life, and warrant further assessment and 
treatment. The perinatal period is defined 
as pregnancy and the first year postpar-
tum. The World Health Organization 
(WHO) estimates that approximately 
10%-15% of women will develop a PMAD 
(29).

Perinatal anxiety disorders are com-
mon (15-23%) and include generalized 
anxiety disorder (GAD), posttraumatic 
stress disorder (PTSD), and obsessive 
compulsive disorder (OCD). Perinatal 
anxiety disorders may go unrecog-
nized initially, because physical symp-
toms of anxiety (including fatigue, 
irritability, tension, difficulty concentrat-
ing, and insomnia) may be dismissed as 
normal in pregnancy and postpartum 
(23). Common worries in perinatal GAD, 
include worry about the baby’s wellbeing, 
worry about one’s own physical health or 

ability to be a good mother, and worry 
about dying. PTSD often presents with 
hypervigilance, irritability, nightmares, 
and unwanted memories or flashbacks. 
Miscarriage, abortion, preterm deliv-
ery, stillbirth, and difficult deliveries 
may result in a mother having perinatal 
PTSD. Perinatal OCD often presents with 
unwelcome thoughts, images, or urges to 
harm the newborn. In her book, “Good 
moms have scary thoughts: A healing 
guide to the secret fears of new mothers”, 
author Karen Kleiman explains that over 
90% of mothers have intrusive thoughts 
about their baby (14). Even though most 
mothers experience these thoughts, 
mothers are often afraid to voice these 
worries for fear others will think poorly of 
them, or worse, report them to child pro-
tective services. Again, while it is normal 
for mothers to worry about their children, 
the anxiety experienced by mothers with 
perinatal anxiety disorders is so frequent, 
intense, and persistent, that it hinders a 
woman’s ability to function normally.

Perinatal depression affects approxi-
mately 1 in 7 mothers and presents with 
sadness, indifference, and changes in 
sleep and appetite. Some mothers feel 
worthless or guilty. Others complain of 
difficulty concentrating or making deci-
sions. Suicidal ideation is common in 
women with perinatal depression, with 
estimates ranging from 5 to 14% (18).

Postpartum psychosis is an extremely 
rare disorder, affecting 0.1% of new 
mothers. Symptoms include delusions, 
hallucinations, and disorganized thoughts 
or behavior. While bipolar disorder is a 
strong predictor of this condition, over 
50% of women with postpartum psycho-
sis have no prior psychiatric history (6).

INTRODUCTION
About 208 million women worldwide 

get pregnant every year (2). While preg-
nancy and childbirth can be a joyful time, 
it is also an incredibly stressful time for 
most women. On the Holmes and Rahe 
Stress Scale, a list used to assess 43 stress-
ful life events that can contribute to ill-
ness, pregnancy and gaining a new family 
member ranked twelfth and fourteenth 
(13). Unplanned pregnancies, which 
account for nearly half of all pregnancies, 
present even more challenges and often 
force women to make difficult decisions 
about abortion, relinquishing a child to 
adoption, or raising a child without the 
necessary financial and/or emotional 
support (15). Whether intended or unin-
tended, pregnancy and the addition of a 
new child result in profound changes for 
a woman. Indeed, there are few areas of 
a woman’s life that are left unchanged by 
pregnancy and motherhood. A woman’s 
body, career, finances, sleep, time, and 
brain are often forever changed.

We are just beginning to understand 
how a woman’s brain is changed by preg-
nancy and motherhood. New research 
using magnetic resonance imaging (MRI) 
shows widespread reduction in cortical 
gray matter volume and increases in white 
matter during pregnancy (12). Some of 
these structural changes persist up to six 
years postpartum, whereas others revert 
to levels similar to those of the precon-
ception period by two months postpar-
tum. Interestingly, pregnancy alone does 
not account for all brain changes seen in 
motherhood, as evidenced by the fact that 
adoptive mothers also experience nota-
ble changes in brain activity (8). These 
structural and functional changes are 
theorized to help mothers recognize and 
respond to their baby’s needs. However, 
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Generalized Anxiety Disorder-7 (GAD-
7), and Edinburgh Postnatal Depression 
Scale (EPDS) may provide some insight 
into whether a woman is experiencing 
symptoms of depression and/or anxi-
ety. However, physicians must recognize 
that these screening tools, while helpful, 
have a limited scope and do not assess for 
symptoms of mania or psychosis. In addi-
tion, women may be hesitant to answer 
these questionnaires honestly. It is no 
secret that stigma is a major challenge in 
addressing mental health disorders. This 
stigma is even more pronounced in the 
perinatal period, when mothers may feel 
guilty for being depressed during preg-
nancy or after childbirth. This guilt may 
be exacerbated in mothers who strug-
gled with infertility prior to getting preg-
nant. It is estimated that 60% of perinatal 
women with depressive symptoms do not 
receive a clinical diagnosis--and that 50% 
of those with a diagnosis do not receive 
treatment (21). Therefore, it is imperative 
that physicians have a high index of sus-
picion when assessing for PMADs. 

PSYCHOTHERAPY
Psychotherapy is a mainstay of treat-

ment for PMADs. Interpersonal psycho-
therapy (IPT) and cognitive-behavioral 
therapy (CBT) are effective treatments 
for mood and anxiety disorders. While 
goals for therapy differ, they often include 
processing trauma, setting/maintaining 
boundaries, and learning new communi-
cation strategies in hopes of improving 
relationships, changing unhelpful behav-
iors, and developing coping strategies to 
deal with anxiety or overwhelming emo-
tions. Research shows that about 75% of 
people who enter psychotherapy benefit 
from it (3). Of note, the most important 
predictor of success in therapy is the qual-
ity of the relationship between therapist 
and client (9). Therefore, physicians rec-
ommending therapy should tell patients 
that it may take a few tries to find a thera-
pist who is a good fit.  

RISK FACTORS FOR PERINATAL 
MOOD AND ANXIETY DISORDERS

Risk factors for PMADs include his-
tory of mental illness, biological factors, 
poverty, intimate partner violence, sub-
stance use, absence of a social support 
network, racism and discrimination, 
extreme stress, exposure to violence, 
natural disasters, and trauma (29). 
Unfortunately, pregnancy is associated 
with an increased risk of intimate partner 
violence and homicide. In fact, the lead-
ing causes of pregnancy-associated deaths 
are homicide, suicide, and drug overdose 
(4). Pregnancy-associated homicides 
accounted for 8.4% of maternal mortal-
ity deaths. African American women, 
women under the age of 25, and unmar-
ried women are at the highest risk for 
pregnancy-associated homicide (4).

CONSEQUENCES OF PERINATAL 
MENTAL ILLNESS

The consequences of PMADs are 
widespread. Prenatal exposure to mater-
nal depression is associated with still-
birth, preterm birth, low birth weight, 
attachment difficulty, and detrimental 
effects on cognitive, behavioral, and psy-
chomotor development of the child (24). 
Depressed mothers have been found 
to be more punitive, hostile and reject-
ing, and less responsive to their children 
(21). Children of depressed mothers have 
significantly higher rates of various psy-
chopathologies in adolescence including 
depression, oppositional defiant disor-
der, and conduct disorder (21). While it 
is well-known that mental illnesses can 
be inherited, this increased risk of psy-
chopathology in children of depressed 
mothers is not explained by genetics 
alone. Research has shown that children 
adopted by mothers with depression are 
also at risk (24).

Partners of people with PMADs also 
bear the consequences of untreated men-
tal illness. People with anxiety and depres-
sion are often irritable, and they may take 
out their frustration on their loved ones. 
Partners of people with PMADs may feel 
frustrated, disconnected, or helpless. They 

are also at increased risk of developing 
a PMAD themselves. While the rate of 
partners developing a PMAD is 10%, this 
rate jumps to 50% if the birthing parent 
has a PMAD (27).

Maternal consequences of untreated 
mental illness include relationship diffi-
culties, social isolation, physical health 
problems, maladaptive substance use, 
missed work, unemployment, poverty, 
homelessness, and suicide. Research on 
the financial toll of untreated PMADs 
in the United States estimated that the 
societal cost of untreated PMADs from 
conception through 5 years postpartum 
was $14 billion in 2017, or ~$32,000 
per affected mother-child dyad (19). 
While some of these costs are absorbed 
by employers and insurance companies, 
the vast majority of these financial costs 
are borne by the mother. Drug-related 
deaths, suicide, and homicide account 
for 22% of pregnancy-associated deaths 
in the United States (4). In 2022, nearly 
49,500 people in the United States died by 
suicide (5). Maternal suicide has tripled 
over the last decade and is the leading 
cause of maternal mortality, accounting 
for about 20% of postpartum deaths (1). 
Of note, more than half of pregnancy-as-
sociated suicides involved intimate part-
ner conflict (4).

TREATMENT / PREVENTION
Treatment of most illnesses begins 

with prevention. PMADs are no different. 
Exercising, getting sufficient sleep, eating 
a balanced diet, practicing mindfulness 
and gratitude, connecting with support-
ive friends and family members, spending 
time in nature, and avoiding alcohol and 
other substances are known to improve 
mental health. When prevention fails, the 
next step in treatment is identification. 
In the United States, the expected num-
ber of prenatal medical visits is between 
8-14 for a low-risk, term pregnancy (28). 
While these visits tend to focus on the 
physical health of both the expectant 
mother and the neonate, they do offer an 
opportunity for physicians to assess for 
PMADs. Screening tools, including the 
Patient Health Questionnaire-9 (PHQ-9), 
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EXERCISE
Exercise may be an effective com-

plement or alternative to psychotherapy 
and pharmacotherapy. Exercise triggers 
an increase in endorphin levels and neu-
rotransmitter production. Walking, jog-
ging, yoga, strength training, and dancing 
have all been shown to reduce depression 
levels. The benefits of exercise tended 
to be proportional to the intensity pre-
scribed--with vigorous activity being 
better--but even light physical activity 
(walking, yoga) provides clinically mean-
ingful effects (25).

SLEEP
Fragmented maternal sleep is an 

under-addressed modifiable risk factor 
for PMADs, both during pregnancy and 
postpartum. Postpartum, a mother’s noc-
turnal sleep is typically frequently inter-
rupted and often insufficient due to infant 
night feedings. Sleep disturbances sig-
nificantly increase the likelihood of sui-
cide attempts and suicidal thoughts (11). 

Therefore, researchers suggest that “in the 
setting of postpartum depression, periods 
of consolidated sleep should be viewed as 
a crucial daily medicine.” (17). They rec-
ommend protecting one 4-5 hour period 
of consolidated nighttime sleep during 
which a partner or other adult takes over 
1-2 infant night feedings. 

PHARMACOTHERAPY
Neurotransmitters are chemical mes-

sengers that carry signals from one nerve 
cell to another nerve cell, muscle cell, or 
gland. After delivering its message, a neu-
rotransmitter either fades away (a process 
called diffusion), is reabsorbed by the 
nerve cell that released it (a process called 
reuptake) or is broken down by enzymes 
(a process called degradation) (7). There 
are over one hundred neurotransmitters. 
Serotonin, norepinephrine, dopamine, 
glutamate, and gamma-aminobutyric acid 
(GABA) are neurotransmitters impli-
cated in mental health conditions. While 
there are several types of antidepressants, 

including selective serotonin reuptake 
inhibitors (SSRIs), serotonin and norepi-
nephrine reuptake inhibitors (SNRIs), 
atypical antidepressants, tricyclic antide-
pressants (TCAs), and monoamine oxi-
dase inhibitors (MAOIs), they all work by 
preventing the breakdown of neurotrans-
mitters in the brain, thus allowing the 
neurotransmitter to continue passing fur-
ther messages. Research on antidepres-
sant use during pregnancy has generally 
focused on SSRIs (as opposed to other 
types of antidepressants). While there 
are rare risks (preterm birth, low birth 
weight, respiratory distress) associated 
with prenatal exposure to SSRIs, SSRIs 
are generally considered safe to take 
during pregnancy. The exception to this 
rule is paroxetine, which may increase the 
risk of heart defects in neonates exposed 
during the first trimester (22). Although 
they do pass into breast milk in small 
amounts, SSRIs are also safe during 
breastfeeding. When deciding whether 
to initiate or continue antidepressants 
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during pregnancy and/or postpartum, it 
is critical that physicians weigh the rela-
tively benign risks of exposure to SSRIs 
with the even greater risks of exposure to 
a mother with untreated PMADs.

Mood stabilizers, including lithium, 
valproic acid, carbamazepine, and lamo-
trigine are used to treat bipolar disorder. 
Lithium is considered the gold standard 
treatment for bipolar disorder. It works by 
reducing excitatory (dopamine and gluta-
mate) and increasing inhibitory (GABA) 
neurotransmission (20). Maintenance of 
lithium treatment during pregnancy helps 
prevent relapse during pregnancy and 
postpartum. Lithium is excreted renally, 
and therefore blood plasma levels depend 
on intravascular volume and glomerular 
filtration rate (GFR). As pregnancy pro-
gresses, total body water, plasma volume, 
and glomerular filtration rate (GFR) are 
increased, leading to a decrease in lith-
ium blood levels. Therefore, lithium 
doses often have to be adjusted over the 
course of pregnancy and then again prior 
to delivery or immediately postpartum. 
Because lithium has a narrow therapeutic 
range of 0.5-1.2 mmol/L, it is critical that 
physicians monitor lithium levels closely 
during the perinatal period. Prenatal 
lithium exposure during the first trimes-
ter has been associated with cardiovas-
cular malformations including Ebstein 
anomaly (26). This condition is rare. 
Nonetheless, physicians should weigh 
tapering lithium during the first trimester 
against the risks of relapse. Whereas the 
benefits of lithium and lamotrigine may 
outweigh the risks during pregnancy and 
postpartum, valproic acid and carbamaz-
epine are known teratogens potentially 
causing neural tube defects and should be 
avoided in women of child-bearing age. 

Antipsychotics are approved for the 
treatment of schizophrenia, bipolar dis-
order, and psychosis. The frequency of 
antipsychotic use during pregnancy has 
nearly doubled during the last decade. 
Discontinuation of antipsychotics during 
pregnancy increases the risk of bipolar 

and schizophrenia episode recurrence. 
Atypical antipsychotics (including clozap-
ine, risperidone, lurasidone, lumateper-
one, olanzapine, quetiapine, ziprasidone, 
aripiprazole, and paliperidone) appear to 
be safer during the perinatal period than 
typical antipsychotics (10). Although data 
are still limited, most studies on atypical 
antipsychotics suggest these agents are 
safe during pregnancy and breastfeeding.

The first FDA-approved medication 
specifically for postpartum depression 
was brexanolone in 2019. Brexanolone 
is administered to inpatients via intra-
venous infusion over sixty hours. The 
benefits of brexanolone include its rapid 
onset of action, but challenges include its 
limited access, high cost ($34,000, which 
does not include cost of hospital stay), 
need to withhold breastfeeding during 
treatment, and requirement to monitor 
the infusion in the hospital setting (16). 
The first FDA-approved oral medication 
for the treatment of postpartum depres-
sion was zuranolone in 2023. It is taken 
once daily for fourteen days and does 
not require inpatient hospitalization. 
However, its cost is still prohibitive for 
many. Without insurance, zuranolone 
costs nearly $16,000 for the 14 day course 
of treatment. Zuranolone is present in 
breast milk in small concentrations, and 
the current recommendation is to “pump 
and dump” breast milk during treatment 
and then for one week after. Both brex-
anolone and zuranolone, acting as a syn-
thetic neurosteroids, work by modulating 
GABA receptors; they provide an exciting 
glimpse into the future of treating psychi-
atric illnesses (16).

While pharmacotherapy can provide 
immense relief to mothers experiencing 
PMADs, psychotropic medications often 
take weeks to months to be fully effec-
tive. Patients who are suicidal, homicidal, 
manic, or psychotic may need to be hos-
pitalized while medication is initiated/
titrated. Unfortunately, many mothers 
are resistant to inpatient psychiatric hos-
pitalization, since they are separated from 
their baby over the course of their hospi-

tal stay. Some hospitals have removed this 
barrier to care by opening mother-baby 
psychiatric units. However, these units 
are still rare in the United States. 

CONCLUSION
In conclusion, the importance of rec-

ognizing and treating mental illness in the 
perinatal state cannot be overemphasized. 
The benefits of early and effective treat-
ment to these patients can be widespread 
and lifesaving. 
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Every child has a monster under their 
bed.  As children grow, some of those 

monsters remain and some are forgotten.  
I remember when I was a child, I was 
quite positive that there was a ghost 
snake that would roam the halls between 
my bedroom and my parents’.  And not 
only was it a snake but it was a ghost 
snake!  Meaning it could go through 
walls.  I believed that closing my eyes 
tight or grabbing my lightsaber was all 
the protection I needed. This was also my 
defense if Chucky or any other living doll 
would be lurking.  I never brought this up 
to my parents because I knew somehow 

that I would not be believed.  Also, in 
my defense, my parents never asked me 
if I was concerned about any paranormal 
entities creeping in the house.  Over 
time and with the help of puberty, these 
monsters did not bother me anymore.  
No, I became worried about other 
invisible monsters such as rejection, 
failure, and talking to the opposite sex.  

Similarly, mental health issues in 
pediatrics are very much like a monsters 
under a child’s bed.  Children do not 
always bring them up, and parents or 
physicians do not often ask about them.  

In fact, for some, opening that door on 
mental health might cause the provider 
stress.  It is often said that “ignorance 
is bliss.”  Unfortunately, ignorance of 
mental health issues is not blissful for 
our pediatric patients.  In fact, it is a 
disservice.  Multiple possibilities exist for 
why mental health goes unrecognized in 
pediatric patient, ranging from distinct 
and less recognized presentations from 
adult populations, to mislabeling as 
normal development, to provider stigma 
(1). This wide variety of confounders 
can prevent successful diagnosis and 
treatment of these disorders.

Monsters under the bed: Understanding 
Pediatric Mental Health Issues
by Anders Leverton, MD
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Data collected by the Centers for 
Disease Control and Prevention have 
shown that the most common mental 
health disorders in childhood are 
attention deficit hyperactivity disorder 
(ADHD),  anxiety ,  and behavioral 
disorders such as depression.  Ideally, 
after reading this article, the reader will 
have an increased understanding of these 
illnesses and can identify tools to assist 
them in battling these monsters and 
finding victory in relief for their patients. 
Now on to battle. 

A T T E N T I O N  D E F I C I T 
H Y P E R A C T I V I T Y  D I S O R D E R 
(ADHD)

Contrary to public perception, cases 
of ADHD have been described since 1775 
(2); however, the concept and definition 
have changed multiple times.  In 1901 
Dr. George Frederick Still described 
ADHD as “an abnormal defective moral 
control in children.”  By 1980 the DSM-
III described ADHD as attention deficit 
disorder with or without hyperactivity.  
Today, ADHD has 2 flavors, but if you are 
lucky you can get them in combination 
as a third subtype! They are inattentive 
type, hyperactive type, or combined type.  
Myths often arise about misunderstood 
concepts, and ADHD is no different.  
One myth is that it is overdiagnosed.  In 
reality, it is actually underdiagnosed, 
possibly due to provider bias (3).  There 

are social biases and racial biases, but the 
bias I fear most is a misinformation bias.  
Within the last decade in Amarillo, you 
may have seen billboards linking ADHD 
medications to school shootings.  These 
scare tactics rooted in misinformation 
can prevent parents from seeking 
treatment for their children.  Believe 
it or not, that is a bunch of nonsense.  
Stimulant medications have an unfairly 
earned poor reputation due to stunts like 
those billboards.  Stimulant medications 
are evidence-based and represent the 
first-line treatment for ADHD; they are 
often underappreciated for the degree of 
benefit they can confer.

Compared with children who have 
untreated ADHD, those treated have 
increased self-esteem, a prolonged 
l i fe  expectancy,  improved school 
p e r f o r m a n c e ,  a n d  l o n g e r - l a s t i n g 
relationships.  From my own personal 
experience, not recognizing that I 
had ADHD until I was older led to 
my teachers constantly reprimanding 
me and, consequently, my inability to 
complete assignments or understand 
concepts.  The end result was that I 
believed that I was truly unteachable 
and that becoming a physician was out 
of my reach.  That is just one example 
of how impaired self-esteem can be an 
unintended consequence of untreated 
ADHD.  Poor self-esteem can also lead 
to depression, which has significant 
effects on cardiovascular as well as mental 
health.

Another prevailing myth is that 
ADHD can be caused by bad parenting.  
Through the use of PET scans, however, 
we see that individuals with ADHD 
actually have decreased activity in the 
frontal lobes where executive functions 
like decision-making, exercising good 
judgment and problem-solving are 
concentrated.  Thus, treatments for 
ADHD stimulate the frontal lobes 
to make them more active; this is 
accomplished with the use of stimulants.

While I said that an environmental 
factor like poor parenting is not the 
“cause” of ADHD, it can be associated 
with ADHD.  There are genetic and 
neurological factors that underlie this 
disorder, but there is also an increased 
risk with intrauterine exposure to 
alcohol, tobacco, or opioids, with birth 
complications, and even with adverse 
childhood events (ACEs).  ACEs are 
events that result in a change in how 
your brain functions.  These can be 
traumatic experiences, abuse, or even 
having CPS come to investigate your 
family.  Poor parenting in and of itself 
will not give you ADHD, but it most 
certainly can contribute to predisposing 
risk factors.  This is not to say that a 
person with ADHD necessarily had poor 
parenting or experienced any ACEs, just 
that environmental factors and early life 
stressors should be considered when 
evaluating patients.

As a final note on ADHD, I want 
to remind all practitioners that this is a 
lifelong diagnosis.  It cannot be cured 
and does not go away just because a 
patient ages.  As one becomes older, 
though, managing it can become easier.  
It is also worth noting that adults may 
manifest symptoms in different ways 
from children, as adults are more 
attuned to societal expectations and 
norms.  Contrary to the earliest thoughts 
on ADHD, this is not a disorder of 
immorality, but a neurodevelopmental 
disorder with biological, psychological, 
genetic and environmental etiologies.  
Medication may not always be needed as 
patients learn other ways to help them 
focus and develop behavioral patterns 
and skills that mitigate symptom impact.  

ANXIETY
Anxiety sucks!  Every person in the 

world has experienced anxiety.  You 
may have been anxious before you 
approached a romantic interest for the 
first time, the night before a major exam, 
or when your boss asks for a volunteer 
to complete a long task while looking 
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straight at you.  Anxiety is something 
everyone experiences, and, in fact, some 
anxiety can serve an adaptive purpose. 
However, when anxiety is overwhelming 
and impairing function, it is pathological, 
and we call it an anxiety disorder.  One in 
12 children and one in four adolescents 
experience an anxiety disorder (4).  
Anxiety first develops around age 6 
months when infants display stranger 
anxiety.  In preschoolers, anxiety usually 
manifests around fears related to the 
dark, certain animals or imaginary 
situations.  School-aged children often 
have anxiety regarding bodily harm.  The 
trend continues into adolescence with 
anxiogenic triggers shifting yet again, 
becoming more generalized to school and 
social competence; adolescent anxiety 
usually remits as teenagers mature.  
However, at any point in childhood or 
adolescence, an anxiety pathology may 
manifest if this normal development is 
obscured, or if the anxiety itself is causing 
enough distress to interrupt functioning.

In pediatrics, anxiety can come in 
many different shapes--from separation 
anxiety disorder, to specific phobias, 
to generalized anxiety disorder.  Rarely, 
if at all, when patients come to see their 
PCP will the reason for the visit say 
anxiety. Anxiety can be insidious in 
onset and develop slowly over time; 
it takes a high index of suspicion and 
great history taking skills to tease out 
the various symptoms.  A common 
theme in pediatrics is that the patient’s 
difficulty or inability to communicate 
contributes to challenges in accurate 
diagnosis.  Contributing to the difficulty 
in discovering these disorders is that 
the stress of the individual may not be 
externally evident; it can be experienced 
as more internally than what is outwardly 
observable.  

Anxiety symptoms include school 
refusal, perfectionistic tendencies, fatigue, 
muscle tension, nightmares, or avoidance 
of people, places or things known to 
cause anxiety.  Clearly, this is much more 

difficult to see than a foreign body in an 
ear canal causing pain.  There are multiple 
validated questionnaires to help screen 
for anxiety disorders, but these can be 
limited by parent and patient perspective 
on the level of distress.  The best way to 
diagnose an anxiety disorder is with time 
and patience. Nothing can take place of a 
thorough history. 

When defining what anxiety is, 
however, it is also important to remember 
what it is not.  Anxiety symptoms can 
also mimic other disorders such as 
thyroid disorders.  To complicate this 
further, issues of physical health can lead 
to symptoms of anxiety.  Mental health 
is health, and the mind-body connection 
is strong.  It is important to not think of 
mental health issues being different from 
health issues in general, as they go hand in 
hand.  Being thorough in your evaluation, 
considering the contribution of comorbid 
diagnoses or ruling out physical disorders 
as causes is paramount.  Do not fall into 
the trap of thinking psychiatry is divorced 
from the rest of medicine.
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W h i l e  A D H D  i s  a  l a c k  o f 
stimulation to the brain, anxiety is 
actually the opposite.  It is suspected 
that hypermetabolism in the frontal 
p r e - c o r t i c a l  a r e a  i s  a  p l a u s i b l e 
pathophysiologic mechanism.  These 
theories underlie best practices in 
treatment.  Treatment for anxiety is 
best accomplished with concurrent 
psychotherapy and pharmacotherapy.  
Cognitive behavioral therapy (CBT) is 
the preferred initial therapeutic modality, 
because anxiety can be accelerated by 
our own thoughts, beliefs and behaviors.  
Reshaping those thoughts, beliefs and 
behaviors will therefore decrease that 
hypermetabolism.  Selective serotonin 
reuptake inhibitors or SSRIs are the first-
line options for pharmacotherapy in 
anxiety disorders in both children and 
adults.

Anxiety can steal your youth.  That is 
to say, long-term complications of anxiety 
can prevent our patients from enjoying 
the fruits of youthfulness.  Anxiety can 

lead to children avoiding school and 
missing out on important times for 
education and social development.  In 
teenagers, anxiety may prevent them 
from enjoying basic life experiences.  This 
can vary from going on dates, indulging 
in hobbies, or (when severe) reaching 
their further dreams.  Yes, everyone has 
anxiety, but when it is causing distress 
or impairing functioning, its effect on 
the individual must be evaluated more 
closely, and anxiety disorder must be 
considered.

DEPRESSION
Depression can aptly be described 

by the title of a Run-D.M.C. song “It’s 
Tricky.”  Simply because it is!  Depression 
is under-recognized and undertreated 
in the pediatric population.  As with the 
other disorders discussed above, part 
of the reason is that the presentation 
can be difficult to discern and can easily 
be confounded with normal pubertal 
changes.  Highlighting this difficulty 
is the range of symptoms children 

Retired

Comprehensive

can experience.  Presenting signs and 
symptoms can range from psychosomatic 
complaints, to social isolation, and even 
to psychotic symptoms in cases of severe 
disease.  

This heterogeneous presentation can 
leave providers confused as to where 
even to begin diagnostically.  A simple 
approach can be to use a validated 
screening tool ,  remembering that 
the majority of tools are designed for 
screening in adolescents.  If a diagnosis 
of depression is missed, the consequences 
can be lethal, but missing depression can 
have lasting effects other than suicide.  It 
has been shown that depression leads to 
poor health outcomes in adulthood such 
as early onset cardiovascular disease (5).  
As primary care providers, we have a 
duty to prevent disease.  Depression can 
affect much more than mental health, and 
overlooking a diagnosis of depression in 
childhood might cause our patients (and 
internal medicine and family medicine 
colleagues) more problems down the line.
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As with anxiety, depression has 
significant immediate effects as well.  The 
depressed patient experiences clinical 
distress and impaired functioning, but 
the degree of suffering that is experienced 
may not be outwardly observable to 
clinicians, even though unbearable to our 
patients.  Imagine having to carry a large 
weight up a hill that is just barely within 
your capabilities, and instead of people 
offering to help you they simply see a 
person who should be able to do it and 
walk away.  How long will it take for you 
to break under that weight? 

Just as depression is underdiagnosed, 
it is often untreated or undertreated.  
As those practicing in Amarillo are 
keenly aware, there are limited number 
of psychiatrists to care for a massive 
number of patients; this creates barriers 
to care and leaves the bulk of psychiatric 
care to be provided by primary care 
practitioners.  As primary care physicians, 
we are the first line of defense in treating 
psychiatric illness in our communities.  
There can also be a subconscious bias or 
shame that people have when considering 
seeking therapy with a psychiatrist 
or psychologist.  This is, of course, 
compounded by societal stigma.  

B lackbox  warnings  are  p laced 
on medications to help reduce poor 
outcomes.  Medications classified as SSRIs 
and SNRIs have a black box warning for 
increased risk of suicidal thinking and 
behaviors in children, adolescents and 
young adults.  When this warning first 
was added for SSRIs and SNRIs, many 
patients stopped taking their prescribed 
medications, even when they had been 
helping with no deleterious effects 
experienced.  Subsequently, patients 
who went untreated were found to have 
an increased risk of suicidal thinking 
and behavior beyond the risk associated 
with taking one of these medications. We 
should use informed consent and shared 
decisions making when developing 
treatment plans for our patients, with 
each plan tailored to the needs of the 
individual.  And we must consider that 

untreated depression is a greater risk 
factor for suicide than the medication 
itself in most patients.  These medications 
remain the first line pharmacological 
intervention for children and adolescents 
experiencing depressive disorders.

Adolescence  i s  a  cruc ia l  t ime 
for social, emotional, and cognitive 
development, and it can be compromised 
by depression.  In a world that is seeing an 
increase in bullying and worsening trends 
of mental health disorders in children, 
PCPs need to be increasing their ability to 
detect these disorders and to initiate and 
manage treatment.  Our pediatric patients 
struggling with their mental health need 
us now more than ever.

I no longer think about the ghost 
snake, or dolls coming to life and trying to 
get me.  Now, my nights are occasionally 
filled with my own children coming to 
tell me the big bad wolf is in their closet, 
or that they think someone is outside the 
window.  Thank God I have not found 
any wolves in any closet yet.  While 
these cries for help are often tedious and 
possibly crafty ploys to stay up longer, 
it is a constant reminder to think about 
the unseen--to evaluate something 
that remains unseen but is experienced 
internally.  In the end, mental health is 
something that we can’t afford to take for 
granted in our pediatric patients.  These 
disorders, with practice and diligence, can 
be diagnosed and treated, and we are the 
first line of defense.
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MENTAL HEALTH IMPACT 
Primary care providers (PCP) are the 

gateway to a patient’s healthcare. They 
meet many a patient’s medical needs 
and often bear the responsibility of 
caring for a wide variety of conditions. 
This certainly includes mental health 
disorders. Primary care plays a large role 
in lessening the burden of mental health 
disorders in this country. Importantly, 
mental health disorders commonly 
contribute to a patient’s presentation, as 
these conditions affect more than one in 
five U.S. adults (1). The most common 
chief complaints that are likely to be seen 
include symptoms of fatigue, weight gain, 
lack of concentration, and irritability. 
Often these vague symptoms are signs 
of anxiety or depressive disorders, 
especially in patients with chronic health 
conditions. With that background, it’s 
no surprise that many patients see their 
PCP with a mental health concern as 
their chief complaint, and this number is 
increasing. A national study published in 
Health Affairs found that, from a sample 
of 109,898 visits, the proportion of visits 
that addressed mental health concerns 
increased from 10.7 percent of visits in 
2006/2007 to 15.9 percent by 2016 and 
2018 (2). 

Primary care physicians and providers 
are well-equipped and prepared to 
address these patients by remaining 
vigilant to how mental health conditions 
affect one’s entire being. PCPs are also 
in a unique position being able to treat 
a wide variety of patient populations, 
including many that are considered 
vulnerable .  These  would  inc lude 
populations such children, pregnant 
women, and the elderly.  For most 
patients, primary care is the easiest way 
for a patient to access mental health care. 

Texas Tech has trained many internal 
medicine and family medicine physicians 
to provide comprehensive care to patients 
of all ages in the Panhandle. Some of these 
physicians now have well-established 
practices in rural communities such 
as Perryton, Childress and Dimmitt. 
They are able to see patients the same 
day and to arrange follow-up within a 
couple of weeks; because they have an 
established relationship with that patient, 
they already know his or her story. 
Additionally, a PCP may be the provider 
that a patient sees most frequently, or 
indeed the only provider that a patient 
sees. That leaves these providers in a 
position where addressing mental health 
disorders and beginning treatment is 
critical. 

THE ROLE OF A PCP
Primary care physicians fill many 

gaps in psychiatric patient care due to 
the populations and volume they serve.  
While most people understood how 
mental health disorders impact a primary 
care office, it is important to keep in mind 
what gaps in care these providers are able 
to address. Firstly, there is generally a 
shortage of, or in some regions complete 
lack of, psychiatry providers. In the 
Panhandle region specifically, there is a 
lack of access to most specialists, and 
psychiatry providers are no exception. 
Our patients are often limited by factors 
including cost, travel distances, and even 
complete lack of available mental health 
providers. Often the wait for a child to 
see a child and adolescent psychiatrist 
is up to 12 months or longer. Adult 
patients may be put on waiting lists for 
months, even when referred by the PCP. 
In addition, insurance issues can create a 
barrier to accessing psychiatric specialist 
care. Specifically, those with government-

issued insurance, such as Medicaid, often 
have easier access to primary care when 
compared to specialty providers. Since 
many specialists in Amarillo do not 
accept Medicaid, many residents must 
travel to Lubbock, Dallas or further to 
access care. For some, these may not be 
realistic options; this is another important 
barrier that PCPs are able to overcome.

 Apart from access issues, the patient 
rapport that has been established with a 
PCP is a huge benefit in mental health 
treatment that should not be understated. 
Patients often have an established trust 
with their PCP that has taken take 
months or years to build. This rapport 
can improve treatment acceptance 
and adherence. This relationship also 
allows for conditions to be observed 
and addressed early on in disease 
progression. This allows close follow-up 
for monitoring of symptoms, especially 
when new psychotropic medications 
are started. Lastly, primary care has 
the potential to contribute to reducing 
stigma surrounding mental health on 
the individual patient level. By not being 
labeled as a psychiatry or mental health 
provider, primary care providers may 
be viewed through a different lens by 
patients. This could allow a more open 
conversation between a provider and 
patients regarding mental health. These 
gaps are all barriers to care that can be 
appropriately addressed by primary care. 

CHALLENGES FACED
With the gaps that PCPs address in 

mind, it’s important to acknowledge the 
challenges that can arise when it comes 
to treating these patients and their 
associated mental health conditions. 
When treating mental health disorders, 
a major limitation in primary care is 

Mental Health in Primary Care
by Kelsey Sprinkles, MPH and Nicole Lopez, MD
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time. More than most settings, a PCPs 
office has very limited appointment 
length time. This can make treating 
mental health conditions challenging 
and may mean that it takes several 
visits before the practitioner can make 
appropriate diagnosis and treatment 
recommendation. This lack of time can 
interfere with a provider’s comfort level 
in treating more complex mental health 
conditions. Also, a PCP, not being a 
mental health specialist, may feel a lack of 
confidence in treating patients with acute 
psychiatric concerns, like psychosis or 
catatonia. When treating these complex 
patients, it can also be frustrating not 
to have accessible resources for referral 
of patients who need a higher level of 
care. This is an especially prevalent 
concern in the Panhandle. Furthermore, 
as mentioned previously, a PCP’s office 
is responsible for treating people from 
all walks of life, including vulnerable 
populations like children, pregnant 
people, and the elderly. This adds another 
challenge in tackling mental health 
disorders because of more complicated 
medicat ion management  and the 
increased importance of follow-up. 
Finally, the vulnerable populations in a 
PCP’s office may also include immigrants, 
where language and cultural barriers can 
make communication about psychiatric 
issues even more difficult. These are 
all obstacles facing the PCP who treats 
mental health conditions, especially in the 
Panhandle. 

HELPFUL RESOURCES
While not all these problems have 

easy solutions, there are important 
considerations and resources that can 
make addressing these concerns more 
feasible (Most of the following resources 
are specific to Texas or the Panhandle). 
The Waco Guide is a useful tool that aims 
to address some of the unmet clinical 
needs that PCPs face in treating mental 
health. This guide uses algorithms to 
aid in diagnosis and treatment. It can 
be a helpful starting point for many 
common mental health presentations. 
Another easily accessible resource for 

the Panhandle is the Child Psychiatry 
Access Network (CPAN) and Perinatal 
Psychiatry Access Network (PeriPAN). 
These services provide quick “curbside” 
consults  that  a l low a PCP to ask 
questions regarding these two vulnerable 
populations and their management. 
Usually, a psychiatrist will be available 
within 30 minutes for quick advice, and 
sometimes they will be able to schedule 
a direct consult. Lastly, the Panhandle 
Mental Health Guide is a resource 
specific to the Panhandle area that 
compiles all the available services offered 
in the region. It is a helpful reference in 
providing guidance to patients in need of 
a specific service. All these resources help 
to lessen the difficulty that local PCPs face 
when treating mental health issues in the 
Panhandle. 

A  N O T E  F R O M  A  F A M I L Y 
MEDICINE PHYSICIAN  

It is often helpful to see things as our 
patients see them, especially those with 
anxiety and depressive disorders. One 
patient described how she was terrified 
to see a provider about her mental health. 
Places like urgent care centers and the 
ER would often view her as a chore and 
would rush through the appointment 
because there was not anything “physical” 
that they could treat. She stated that she 
was fortunate to find a primary care 
physician who cared enough to take 
10-15 minutes to listen to her story and 
was on her side about addressing her 
anxiety and depression. This relationship 
gave her the ability to open up and be 
honest about what was happening. This 
allowed her to get on the right treatment 
plan with medication and a counselor.  
She continues to come back to Amarillo 
to see this provider because of the trust 
she has in him. 

As primary care providers, it is 
important that we do our own research 
and continue to stay up to date with the 
latest in continuing education in the field 
of mental health and to remind ourselves 
that we are a part of a team of people that 
includes social workers, LPCs, nurses, 

psychologists and psychiatrists. Working 
together can help the patient see that they 
are not alone and that there are people 
they can count on.  
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Constructing the Future of Mental Health: 
Developing a Panhandle State Hospital
by Amanda Mathias, PhD and the Meadows Mental Health Policy Institute

$9.37 billion for behavioral health 
funding across 28 state agencies. Senate 
Bill 30 (Huffman), the supplemental 
budget, provided an additional $2.31 
billion to expand mental health capacity, 
including $2.26 billion for state hospitals 
and inpatient psychiatric capacity. 
Senator Joan Huffman, Chair of the 
Senate Finance Committee, called it 
the single largest increase in behavioral 
health funding by any state legislature in 
U.S. history. 

SHE RAISED HER HAND – HOW 
THE TEXAS PANHANDLE JOINED 
THE STATE HOSPITAL SYSTEM

In February 2022, Lieutenant 
Governor Dan Patrick accompanied 
Kevin Sparks, then a Texas Senate 
candidate, on the campaign trail to 
visit the people of the Texas Panhandle. 
During their visit, they held a special 
session with a select group of area judges 
and sheriffs. In attendance that day was 
the ever-forthright, always Panhandle-
devoted Potter County Judge Nancy 
Tanner. 

For a decade, Judge Tanner has spent 
three days a week reviewing and hearing 
cases for commitments to mental health 
treatment and has seen too many of them 
recidivate repeatedly through the judicial 
system. Knowing that the community 
has inpatient capacity and outpatient 
treatment options, Judge Tanner realized 
the individuals who pass through her 
court needed specialized, extended 
stabilization periods. And so, when 
Lt. Governor Patrick asked about the 
community’s needs, she raised her hand 
and, in her southern twang, told him 
exactly what they needed — beginning 
the discussion for a new hospital for the 
Texas Panhandle.

IN GOD WE TRUST, ALL OTHERS 
BRING DATA – COORDINATING 
THEIR CASE

After news circulated that Lt. 
Governor Patrick had promised the 
Potter County judge a new state hospital, 
the local provider community, led and 
organized by Texas Panhandle Centers 
executive leadership, quickly developed 
the Texas Panhandle Behavioral Health 
Taskforce (TPBHT). The taskforce 
is composed of representatives from 
multiple local health systems as well 
criminal justice leadership, Judge 
Tanner, and regional health-related 
institutions. In partnership with the 
Meadows Mental Health Policy Institute 
(Meadows Institute), TPBHT executed a 
coordinated, data-informed proposal to 
present to the Texas Legislature. Senator 
Sparks, Representative Four Price, and 
Representative John Smithee then worked 
diligently at the Texas Capitol to ensure 
the proposal was included in all funding 
discussions.

MENTAL HEALTH NEEDS
The Texas Panhandle, a region 

characterized by its unique geography, 
culture, and economy, faces significant 
public health challenges, particularly in 
the realms of mental health and substance 
use. The quantitative data analysis 
completed by the Meadows Institute to 
inform the legislative proposal estimates 
that 75,000 of the 320,000 adults in 
the region have a mental health need. 
Most (81%) adults with mental health 
needs had mild or moderate conditions 
that providers can often treat in an 
integrated primary care setting. However, 
approximately 17,000 adults were 
estimated to have a serious mental illness 
(SMI) in 2022 and may require intensive 
mental health services. Among the adults 
with SMI, nearly 50% were living in 
poverty.

T H E  T E X A S  L E G I S L A T U R E 
PRIORITIZES MENTAL HEALTH

In 2016, the Texas Legislature 
recognized the need for improvements 
to the state mental hospital system’s 
deteriorating conditions, outdated 
building designs, and insufficient 
information technology systems. In 
response, the 85th Texas Legislature 
appropriated an initial $300 million and 
directed the Texas Health and Human 
Services Commission (HHSC) to develop 
a comprehensive inpatient mental health 
plan for the state. Where feasible, public 
and private entities would partner with 
HHSC in development of a master plan 
for each region. The 86th and 87th Texas 
Legislatures invested in accordance with 
the finalized plan, bringing the total 
commitment to nearly $1.4 billion by the 
end of 2021. As these projects began to 
modernize the state hospital system in 
parallel with an overwhelming forensic 
waitlist, a focus on regionalization of state 
hospitals developed. Leading up to the 
88th Legislative Session, policymakers 
shared a strong resolve to do more 
for mental health in Texas, and state 
leadership made it a session priority. In 
the wake of the Uvalde school shooting 
and the ongoing, long-term impact of 
COVID-19, a clear and growing need 
to expand effective programs, address 
workforce shortages, and build additional 
capacity for care became evident. 
Depression and anxiety rates were 
soaring, and hundreds of state hospital 
beds were offline due to staffing issues.

By the end of the 2023 session, the 
88th Texas Legislature had appropriated 
a record $11.68 billion for behavioral 
health, an increase of more than 30% 
from the previous session. House 
Bill 1 (Bonnen), the 2024-25 General 
Appropriations Act, included nearly 
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The Meadows Institute estimates 
that major depression was the most 
common diagnosis among adults (11% 
of adults), followed by specific phobias 
(6%), generalized anxiety disorder (5%), 
and post-traumatic stress disorder 
(5%). In 2022, an estimated 5,000 adults 
suffered from bipolar I disorder, 1,600 
had schizophrenia, and 30 adults ages 
18-34 were estimated to have a new, first 
episode of psychosis.

A C C E S S  T O  I N P A T I E N T 
TREATMENT

Most providers and the community 
assume that regional hospitals have 
limited psychiatric inpatient bed 
capacity. However, the Meadows 
Institute identified that, between 2020 
and 2022, Panhandle adults accounted 

for 8,572 psychiatric bed admissions, 
with 94% occurring at regional hospitals 
(Northwest Texas Hospital, Oceans 
Behavioral Hospital of Amarillo, and 
Pampa Regional Medical Center). 
Notably, the number of admissions 
to Panhandle region psychiatric beds 
increased by about 9% annually.

A comparatively small (and declining) 
number of Panhandle residents were 
admitted to non-Panhandle psychiatric 
beds for care, averaging 174 admissions 
per year. Overall, these data indicate 
that Panhandle residents have sufficient 
psychiatric beds available to serve their 
needs.

Entire Panhandle
 Total Adult Population  320,000
Population in Poverty  100,000
 All Mental Health Needs (Mild, Moderate, & Severe)  75,000
 Mild Conditions  32,000
 Moderate Conditions  29,000
 Serious Mental Illness (SMI)  17,000
SMI in Poverty  8,000
 Specific Diagnoses 
 Major Depression  35,000
 Bipolar I Disorder  5,000
 Anxiety Disorders 
      Generalized Anxiety Disorder 17,000
      Panic Disorder 10,000
Social Phobia 9,500
Specific Phobia 18,000
 Post-Traumatic Stress Disorder 15,000

Twelve-Month Mental Health Prevalence Among Panhandle Adults, 1, 2

1. Population data from U.S. Census Bureau’s American Community Survey 2018-2022, 5-year data release. 2023 December. Available from: https://www.census.gov/
data/developers/data-sets/acs-5year.2022.html
2. All Texas population estimates are rounded to reflect uncertainty in the underlying American Community Survey estimates. Because of this rounding, row or 
column totals may not equal the sum of their rounded counterparts, and percentages may not always add up to 100%.
3. “In poverty” refers to the estimated number of people living below 200% of the federal poverty level for the region. Poverty data obtained from the U.S. Census 
Bureau, American Community Survey 2018-2022 Five-Year Public Use Microdata Sample (PUMS):  https://www.census.gov/programs-surveys/acs/data/pums.html
4. Kessler RC, Chiu WT, Demler O, Merikangas KR, Walters EE. Prevalence, severity, and comorbidity of 12-month DSM-IV disorders in the National Comorbidity 
Survey Replication. Arch Gen Psychiatry. 2005 Jun;62(6):617-27. PubMed PMID: 15939839.
5. Kessler RC, Chiu WT, Demler O, Merikangas KR, Walters EE. Prevalence, severity, and comorbidity of 12-month DSM-IV disorders in the National Comorbidity 
Survey Replication. Arch Gen Psychiatry. 2005 Jun;62(6):617-27. PubMed PMID: 15939839. 
6. Texas county-level mental health prevalence estimates, 2022. Dallas, TX: Meadows Mental Health Policy Institute.
7. Poverty data from U.S. Census Bureau’s American Community Survey 2018-2022, 5-year data release. 2023 December. Available from: https://www.census.gov/data/
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A C C E S S T O S T A T E H O S P I T A L 
TREATMENT

While data indicate that the 
Panhandle has sufficient inpatient 
psychiatric treatment capacity, a shortage 
remains in the regional availability of the 
intensive, specialized level of care and 
extended periods of treatment--most 
specifically, for forensic patients--that a 
state hospital supports.

The Panhandle lacks necessary 
crisis alternatives and civil and forensic 
inpatient capacity, particularly for the 
indigent and uninsured. As a result, 
residents and law enforcement must 
travel a minimum of three hours to access 
safe and secure inpatient bed options. 
Not only is the travel extensive, but the 
wait time for admissions is also lengthy.
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Nearly a quarter (22%) of the adults 
admitted to hospitals outside the 
Panhandle region were admitted to state 
hospitals. The number of admissions 
to state hospitals among Panhandle 
residents declined by 44% between 2020 
and 2022. Texas Panhandle Centers 
admitted fewer than 274 adults to state 
hospitals between FY 2019 and FY 
2023 — roughly 55 admissions per year. 
Admissions slightly declined between FY 
2020 and FY 2021 before rebounding to 
their highest level in 2023 (<70). More 
than half (about 54%) of these admissions 
were forensic.

A REQUEST GRANTED AND A 
COMMUNITY RESPONDS

This community effort culminated 
in the 88th Texas Legislature approving 
$159 million to construct a 75-bed non-
maximum-security Panhandle State 
Hospital. The new state hospital will 
support the behavioral health needs 
of people with serious mental illness, 
substance use disorders, or co-occurring 
conditions for both civil and forensic 
adult patients. Regionally located, 
the state hospital will allow people to 
remain connected to their families and 
communities in the Panhandle as they 
receive treatment and seek recovery.

With funding secured, local leaders 
and our legislators continued their 
extensive work by turning to the next 
task at hand — finding land. The 
Legislature approved the budget for the 

design and construction of the hospital’s 
actual structure but charged HHSC 
with partnering with the Panhandle 
community to identify the appropriate 
location and the land on which to build.

After contributions by the City of 
Amarillo, our local representatives and 
elected officials, West Texas A&M, and 
many others, Texas A&M University 
announced that its Board of Regents 
unanimously voted to approve a land 
deal in Amarillo for a 10-acre tract of 
land to help build the only state hospital 
for inpatient mental health care in the 
Panhandle. The Texas A&M System will 
lease this site to HHSC for $1 per year. 
Construction is expected to break ground 
in late 2024, with the hospital beginning 
admissions in fall 2027. 

For anyone familiar with the culture 
of the Texas Panhandle, it would come 
as no surprise that the pioneer spirit 
of its people in identifying resources 
and working together as a community 
to leverage and evolve their use for the 
betterment and growth of their home 
drove this creative solution — the 
beginning of a better system of care for 
families, friends, and neighbors.

Amanda Mathias, PhD, Executive 
Director of the Meadows Institute-
Panhandle, brings 25 years of experience 
in both community social services and 
community mental health. Her clinical 
career centered around serving the 

indigent, homeless, and underserved 
populations living with co-occurring, 
complex medical and behavioral health 
disorders. For most of the last decade, Dr. 
Mathias has applied her clinical expertise 
to transforming local systems through 
clinical implementation strategy aimed at 
improving and integrating state-of-the-art 
programming throughout the community 
mental health systems of Texas and 
nationally. She works closely with national 
leaders seeking to improve quality and 
access to care through innovative and 
sustainable practices.

Fiscal Year Overall Commitment Type
Civil / Voluntary Forensic

2019 60 21 39
2020 61 17 44
2021 44 25 19
2022 39 21 18
2023 <70 <41 <29
Total <274 <125 <149

Number of State Hospital Admissions from the Texas Panhandle Center 
by Year and Commitment Type, All Ages (FY 2019–FY 2023)

9. As of 2024 Texas Health and Human Services Commission is labeling values between 1 and 2 as “<3” to ensure patient confidentiality. 
10. Reyes V. Texas A&M University Board of Regents approve land deal to bring mental health hospital to Amarillo. Myhighplains.com. 2024 May. Available from: 
https://www.myhighplains.com/news/local-news/texas-am-university-board-of-regents-approve-land-deal-to-bring-mental-health-hospital-to-amarillo/
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DEFINING HAPPINESS
Time and time again, we hear the 

statement, “Just be happy.” But what 
does happiness really mean? Can it truly 
be measured? And is it purely a mental 
state, or does it have a physical side as 
well? These are important questions that 
touch upon not just psychology but also 
physiology, philosophy, and our daily 
human experience. Happiness is not just 
an abstract mental state; it has tangible 
physical effects on the body. Extensive 
research demonstrates that positive 
emotions are closely associated with 
physiological processes that promote 
well-being and longevity. Happiness 
works alongside various systems in the 
body that help improve overall health, 
reduce the risk of chronic disease, and 
promote longevity.

CAN HAPPINESS BE MEASURED?
While happiness may seem like 

an abstract concept, it can indeed be 
measured, though not in absolute terms. 
Researchers often measure happiness 
through self-reported surveys, such as 
the Subjective Well-Being Scale (SWB), 
which asks individuals to assess their 
satisfaction with life (7). These surveys 
assess life satisfaction of participants 
through various socioeconomic variables. 
They help us measure both short-term 
and long-term happiness and understand 
the numerous factors which influence a 
person’s happiness. Additionally, positive 
emotions and happiness correlate to 
biological indicators, including the release 
of neurotransmitters such as dopamine 
and serotonin, which create feelings of 
pleasure and contentment (6).

Physical changes in the body also 
indicate a person’s level of happiness. 
Lower levels of the stress hormone 

cortisol, improved heart health, and a 
strengthened immune system are just 
some of the physiological markers that 
suggest happiness is not just a mental 
state but has tangible effects on physical 
health (10).

T H E  P H Y S I O L O G Y  A N D 
P A T H O P H Y S I O L O G Y  O F 
HAPPINESS

From a biological  perspect ive , 
happiness results  from a complex 
interaction between various brain 
s y s t e m s ,  n e u r o t r a n s m i t t e r s ,  a n d 
hormones that create positive emotional 
states. Key players in this process include 
dopamine, serotonin, oxytocin, and 
endorphins, which we often refer to as 
“feel good” hormones (6).

Dopamine is responsible for feelings 
of pleasure and reward and is released 
when we engage in activities that 
bring joy, such as eating tasty food, 
exercising, or achieving goals. Serotonin 
regulates mood and social behavior, 
contributing to feelings of satisfaction 

and calm. Oxytocin, sometimes called 
the “love hormone,” plays a significant 
role in social bonding and trust, while 
endorphins help alleviate pain and induce 
euphoria.

Research has also identified structural 
and functional differences in the brains 
of people who report higher levels of 
happiness. These individuals tend to 
have increased activity in the prefrontal 
cortex and anterior cingulate cortex, 
areas responsible for decision-making, 
emotional regulation, and goal-directed 
behavior.  Furthermore, the limbic 
system, particularly the amygdala and 
hippocampus, is deeply involved in 
processing emotions and memories, 
playing a  crucial  role  in how we 
experience happiness. Studies have shown 
people with lower levels of happiness have 
different activations of different parts of 
the brain. Through use of functional MRI, 
researchers measure activity levels of 
these brain areas. Different areas, each of 
which responds to emotional variability, 
display increased activity, as shown in 
Figure 1 (4). 

The Science of Happiness: An Exploration of 
the Growth Mindset and Optimism
by Ardalan Naghian, MS4, TTUSOM

Tang YY, Hölzel BK, Posner MI, 2015
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Pathologically, an imbalance in these 
neurochemical systems leads to mood 
disorders such as depression, where the 
brain’s capacity to experience happiness 
is diminished. Restoring balance through 
therapy, mindfulness, or medication helps 
patients regain emotional equilibrium 
and increased levels of happiness. While, 
clearly, pre-existing physiological factors 
influence happiness among individuals, 
we can strive to implement various 
mindfulness techniques to better our 
ability to achieve happiness.

H A P P I N E S S  T H R O U G H  T H E 
G R O W T H  M I N D S E T  A N D 
OPTIMISM

C a r o l  D w e c k ,  a n  A m e r i c a n 
psychologist, developed the concept of 
the growth mindset in 2012. Her idea 
refers to the belief that one’s abilities 
and intelligence develop through various 
effort and learning techniques. This 
mindset fosters resilience, enabling 
people to view failures not as roadblocks 

but as opportunities for growth (1). 
The growth mindset exists in contrast 
to the fixed mindset. Individuals who 
rely on the fixed mindset often fixate on 
failures or interruptions in their lives, 
unable to move forward and implement 
positive changes learned from their past 
experiences.

Optimism also plays a significant 
role in a person’s ability to achieve and 
maintain happiness. Optimism refers 
to the tendency to focus on the positive 
aspects of life and to expect favorable 
outcomes. Optimistic individuals are 
better equipped to handle stress and 
overcome chal lenges,  from minor 
setbacks to life-altering events (8). They 
cultivate happiness by framing adversity 
as temporary and solvable,  rather 
than permanent and overwhelming. 
Mindfulness teaches us to incorporate 
optimism into our daily lives through 
good thoughts, good words, and good 
actions: principles that align with positive 
thinking and behavior.

Ultimately, happiness is a blend of 
mental and physical experiences. The 
growth mindset enables us to navigate 
failures with resilience, seeing them 
as necessary steps toward progress. 
Opt imism a l lows  us  to  approach 
life with a hopeful outlook, which 
enhances our ability to handle stress 
and to maintain mental well-being. 
Together, they provide the foundation 
for a happier, healthier life. Happiness 
also improves our physical health, 
with tangible benefits such as reduced 
stress, a stronger immune system, and 
better cardiovascular health. Therefore, 
happiness is both a mental mindset and 
a physical reality. By cultivating practices 
that foster happiness--such as adopting a 
growth mindset, maintaining optimism, 
and being mindful of our thoughts 
and actions--we not only improve our 
emotional well-being but also enhance 
our overall health and quality of life.
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T H E  P H Y S I C A L  B E N E F I T S  O F 
HAPPINESS

Happiness has a profound impact on 
long-term health, influencing multiple 
bodily systems in positive ways. Research 
shows that happiness significantly helps 
to reduce the risk of chronic diseases, 
to promote longevity, and to enhance 
immune function. People who report 
higher levels of happiness also tend to 
have lower levels of cortisol, the hormone 
linked to stress. Lower cortisol levels 
directly correlate with reduced blood 
pressure and improved cardiovascular 
health, offering protection against heart-
related conditions (10).

In recent years, numerous studies 
have explored the physiological effects 
of happiness,  particularly through 
mindfulness practices such as cultivating 
a  growth mindset  and opt imism. 
Researchers have observed changes in 
brain structure and function, including 
increased gray-matter volume, greater 
cort ica l  th ickness ,  and enhanced 
neuroplasticity. These findings suggest 
that mindfulness practices lead to 
measurable short-term and long-term 
benefits, contributing to overall brain 
health and emotional resilience.

LOOKING FORWARD
Happiness, though subjective, is a 

powerful force that influences both mind 
and body. By adopting a growth mindset, 
fostering optimism, and practicing 
mindfulness, we face life’s challenges with 
greater resilience while also experiencing 
the physical benefits of a healthier, more 
fulfilling life. However, it’s essential 
to acknowledge that not every day 
will be filled with happiness. Life’s 
unpredictability often brings challenges 
beyond our control, and it’s important to 
accept that sadness is a natural part of the 
human experience.

As we navigate the ups and downs of 
life, it’s okay to feel down at times. What’s 
crucial is how we approach those difficult 
moments: with support and adaptability. 
As we ride the rollercoaster of life, we 

cannot experience the ups without 
experiencing the lows. How we confront 
the lows shapes our strength and well-
being.

People can call or text 988 or chat 
988lifeline.org for themselves or for a 
loved one who may need crisis support. 
No matter where you live in the United 
States, you can reach a trained crisis 
counselor who can help.
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| continued on page 34

The New, The Novel, and 
The Next Generation of 
Psychoactive Medications
by Trista Askins Bailey, PharmD, BCGP, BCPS, FASCP;   
Jacy Sconce, PharmD Candidate 2025;    
Emily Lundy, PharmD Candidate 2025

ket for prescribing. Dextromethorphan/
bupropion (Auvelity®) was recently 
approved for MDD and has shown to 
improve depression symptoms as soon 
as one week from initiating the medi-
cation, which is a quicker onset com-
pared to most other antidepressant 
options. Dextromethorphan acts to 
block N-methyl-D-aspartate (NMDA), 
which helps to decrease brain excitabil-
ity, while bupropion functions as an 
antidepressant through dopamine and 
norepinephrine reuptake inhibition, 
augmenting the action of dextrometho-
rphan. Dextromethorphan/bupropion 
is typically reserved for depression that 
is not responsive to first-line treatment. 
Cariprazine (Vraylar®) is a second-gener-
ation atypical antipsychotic that was orig-
inally approved in 2015 for schizophrenia 
and bipolar disorder. In 2022, cariprazine 
received extended approval as an add-on 
therapy for MDD to help augment the 
psychoactive medications that patients 
may already be taking. 

In the area of anxiety, escitalopram 
(Lexapro®) gained extended approval for 
generalized anxiety disorder (GAD) in 
children 7 years old and older in 2023, 
which is exciting for a medication that has 
been in use for over 20 years. This exten-
sion makes escitalopram one of three 
SSRIs with FDA approval for GAD in this 
age group, joining citalopram and fluox-
etine. Escitalopram comes in a tablet and 
solution version, which will be helpful for 
younger patients. However, prescribers 
still need to be aware of the boxed warn-
ing for all SSRIs, including escitalopram, 
regarding the increased risk of suicidal 
thoughts and behaviors in pediatric and 
young adolescents that was previously 
noted in short-term studies. Prescribers 
should watch closely for suicidal ideations 
in this patient population. 

The last 5 years have brought sig-
nificant changes to the treatment of 
postpartum depression. Prior to 2019, 
there were not any FDA-approved med-
ications for postpartum depression and 
most options, such as SSRIs, used were 
based on off-label indications. In early 
2019, brexanolone (Zulresso®) received 
approval for postpartum depression as a 
novel progesterone-based molecule sim-
ilar to allopregnanolone. This molecule 
acts as a positive allosteric modulator on 
the GABA-A receptor. However, it does 
have a complicated administration regi-
men, since it is given as a 60-hour contin-
uous intravenous infusion. Brexanolone 
is only available under a Risk Evaluation 
and Mitigation Strategy (REMS), and it 
also must be given in a monitored set-
ting, such as a hospital, due to its risk of 
excessive sedation and/or sudden loss of 
consciousness during administration (for 
which is has a strong boxed warning).  
While brexanolone is an innovative take 
on postpartum management, this com-
plex hospital-based administration may 
intimidate both new mothers and pre-
scribers. To combat this issue, an oral 
GABA-A receptor positive modulator 
was developed as zuranolone (Zurzuvae®) 
in 2023. Zuranolone is an oral medication 
taken over a two-week period; it begins 
to show improvement within days of 
starting treatment. These special charac-
teristics make zuranolone a better option 
than previous postpartum depression 
treatments, like brexanolone and SSRIs, 
that take longer to evoke a response and 
require longer overall treatment periods. 
(See also the article by Grant and Jurek in 
this issue.)

Schizophrenia treatment has long 
relied on the antagonism of dopamine 
and serotonin receptors utilized by 

Over the course of the past several 
years, significant advancements 

have been made in the pharmacological 
treatment of mental health disorders. 
Newer agents within various medica-
tion classes have been approved, offering 
improved safety profiles by reducing the 
adverse effects associated with older ther-
apies and enhancing the duration of 
therapeutic benefits. Additionally, com-
bination products have emerged, har-
nessing the synergistic effects of multiple 
agents to target specific psychological 
conditions more effectively. Research has 
also led to the discovery of novel mech-
anisms of action, enabling treatments 
to engage neurotransmitter pathways in 
innovative ways. Furthermore, several 
established medications have received 
expanded approvals, broadening their 
use to new indications or patient popu-
lations. These advances in psychoactive 
medication treatments offer new hope for 
improving patient outcomes by enhanc-
ing efficacy, minimizing side effects, and 
expanding therapeutic options.

R E C E N T  U P D A T E S  I N 
PSYCHOACTIVE MEDICATIONS: 
NEW OPTIONS ON THE HORIZON

Recently, the field of depression has 
welcomed some new players. Gepirone 
(ExxuaTM), approved in 2023 for 
major depressive disorder (MDD), has 
a novel mechanism that targets sero-
tonin but acts as an agonist rather than 
a reuptake inhibitor. This new mecha-
nism offers a different side effect pro-
file that does not include the usual 
weight gain or sexual dysfunction asso-
ciated with selective serotonin reuptake 
inhibitors (SSRIs), making gepirone a 
suitable candidate for patients strug-
gling with these side effects. However, 
despite FDA approval, it is currently 
unknown when it will be on the mar-
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Major Depressive Disorder Updates Clinical Pearls Dosing Range
Gepirone (ExxuaTM) Novel 

mechanism
Acts as a serotonin agonist 

rather than a reuptake inhibitor, 
which results in increased 

serotonin

18.2-72.6 mg orally once daily

Dextromethorphan/bupropion 
(Auvelity®)

New medication Combination of 
dextromethorphan (a commonly 

used over-the-counter cough 
medicine) and bupropion (a 

long-used antidepressant) that 
synergistically works together 

45mg/105 mg orally twice daily

Cariprazine (Vraylar®) Extended 
approval

Second-generation antipsychotic 
approved as adjunct therapy for 

major depressive disorder

1.5-4.5 mg orally once daily

Generalized Anxiety 
Disorder

Escitalopram (Lexapro®) Extended 
approval

Approved for generalized 
anxiety disorder in children 7 

years and older

10-20 mg orally once daily

Postpartum Depression
Brexanolone (Zulresso®) Novel 

mechanism
Intravenous form of a naturally 
occurring progesterone called 

allopregnanolone - must be 
given as a 60-hour infusion in 

the hospital 

Weight-based intravenous 
infusion of 30-90 mcg/kg/hour

Zuranolone (Zurzuvae®) Novel 
mechanism

Oral formulation of positive 
allosteric modulator for 

GABA-A receptors that can be 
given as an outpatient

50 mg orally once daily

Schizophrenia
Xanomeline/trospium 

(CobenfyTM)
New medication A combination of xanomeline 

(muscarinic agonist) and 
trospium (muscarinic 

antagonist)

50 mg/20 mg orally twice daily 
up to 125 mg/30 mg orally twice 

daily

Attention-Deficit 
Hyperactivity Disorder
 Viloxazine (Qelbree®) New medication Mechanism similar to 

atomoxetine and provides 
another non-stimulant option 

for ADHD

200-600 mg orally for adults
100-400 mg orally for children 

<17 years old

Insomnia
Daridorexant (Quviviq®) New medication Orexin antagonist that helps to 

promote sleep onset
25-50 mg orally at bedtime

Agitation due to Alzheimer’s 
Disease

Brexpiprazole (Rexulti®) Extended 
approval

Only FDA-approved medication 
for agitation associated with 
dementia due to Alzheimer’s 

disease 

0.5-3 mg orally once daily

Table 1: Selected updates in psychoactive medications for certain psychological disorders
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first-generation typical and second-gen-
eration atypical antipsychotics. However, 
there is a high rate of discontinuation of 
treatment due to the immense number 
and severity of adverse effects associated 
with these medications. Xanomeline/tro-
spium (CobenfyTM), approved in 2024, 
utilizes a novel mechanism with a com-
bination of xanomeline (a muscarinic 
agonist) and trospium (a muscarinic 
antagonist, typically used to treat overac-
tive bladder). The pro-muscarinic actions 
of xanomeline act centrally in the brain to 
treat schizophrenia while the anti-musca-
rinic actions of trospium work to prevent 
peripheral adverse effects, such as exces-
sive salivation and increased urination. 
The side effect profile of xanomeline/
trospium is mild in comparison to other 
antipsychotics and consists mostly of gas-
trointestinal effects. 

Other mental health disorders have 
seen new treatment options approved 
in the last few years. With the approval 
of viloxazine (Qelbree®) in 2021, chil-
dren 6 years old and older have another 
non-stimulant option for ADHD man-
agement that works similarly to ato-
moxetine by blocking the reuptake of 
norepinephrine. In 2022, patients with 
insomnia gained access to daridorexant 
(Quviviq®), an orexin antagonist that has 
less daytime sleepiness and less fall risk 
than its counterparts. Daridorexant has a 
shorter half-life than other agents in this 
class, which reduces daytime sleepiness. 
Lastly, the FDA has approved brexpipra-
zole (Rexulti®) for use in agitation asso-
ciated with dementia due to Alzheimer’s 
disease. At this time, brexpiprazole is the 
only agent with this indication and may 
represent a major step in treatment of 
behavioral and psychological symptoms 
of Alzheimer’s disease. Prescribers still 
need to be aware that brexpiprazole is a 
second-generation atypical antipsychotic 
and still carries a boxed warning for 
increased mortality associated with use in 
dementia-related psychosis. (See Table 1)

T E A C H I N G  O L D  D R U G S  N E W 
TRICKS

In recent years, research has increas-
ingly explored the therapeutic potential of 

substances traditionally known for their 
recreational or illicit use. Drugs such as 
ketamine, cannabidiol (CBD), 3, 4-meth-
ylenedioxy methamphetamine (MDMA), 
and lysergic acid diethylamide (LSD) are 
being studied for their ability to address 
complex mental health conditions, 
including depression, anxiety, post-trau-
matic stress disorder (PTSD), and more. 
These studies suggest that, when used 
under controlled conditions, these sub-
stances can offer significant symptom 
relief with manageable side effects, mark-
ing a shift toward innovative approaches 
in psychiatric care.

Ketamine is approved as an agent for 
induction and maintenance of general 
anesthesia. It is known as a “dissociative 
anesthetic” because it induces a state of 
calmness and relaxation. However, it is 
also used as an illicit drug that can induce 
hallucinations with distorted perceptions 
of sight and sound. A study published in 
2024 tested the use of low-dose ketamine 
in treatment-resistant depression (TRD). 
Results showed that ketamine was effec-
tive in reducing depression and anxiety 
symptoms rapidly after administration, 
with benefit lasting for about 7 days with 
no serious adverse effects. Some tran-
sient minor adverse effects were reported, 
including lightheadedness, blurred vision, 
and numb lips, but none lasted longer 
than 2 hours. This study shows that ket-
amine is not only efficacious in TRD, but 
also can be considered safe with no signif-
icant long-term adverse effects. 

Cannabis has long been used as an 
illicit substance that induces a euphoric 
high for most users. While cannabis 
plants produce many types of cannabi-
noids, the two main ones are cannabidiol 
(CBD) and delta-9-tetrahydrocannabinol 
(THC). THC is the substance that pro-
duces the psychogenic effects, includ-
ing hallucinations. However, CBD is a 
non-psychotropic agent and is the active 
agent in a FDA-approved product in the 
United States for certain seizure disorders 
under brand name Epidiolex®. Recently, 
CBD has shown significant benefits in 
patients with anxiety disorders. In 2024, 
a study was published evaluating the use 

of CBD in patients with mild to moderate 
anxiety. It showed significant improve-
ment in anxiety symptoms when com-
pared to placebo. Only minor side effects 
were reported, occurring in about 23% of 
participants. Patients in this study also 
reported improvements in their depres-
sion symptoms and sleep disturbances, 
which often accompany anxiety. 

The product 3, 4-methylenedioxy 
methamphetamine (MDMA), which 
is also known as Ecstasy or Molly, is a 
stimulant that historically is used as a 
party drug due to its energizing proper-
ties. This drug can also induce serotonin 
release, leading to research of its use in 
stress-related disorders. For example, a 
study conducted in 2021 evaluated the 
use of MDMA as an adjunct therapy for 
patients with severe PTSD. The patients 
receiving MDMA reported significant 
improvements in PTSD symptoms when 
compared to placebo. MDMA also had 
minimal transient side effects and no 
reports of severe adverse events, show-
ing it could be studied further as a poten-
tially effective and safe option. Recently, 
however, the FDA refused to approve 
MDMA-assisted psychotherapy, pending 
further studies.

LSD is a potent hallucinogenic that 
is typically abused for its psychedelic 
properties. It currently has no medical 
indication but has recently been studied 
for a potential role in anxiety due to its 
action on serotonin receptors. In 2022, 
a trial evaluated whether LSD could be 
a treatment option in patients with anx-
iety. Participants receiving LSD treat-
ment reported significant reductions in 
anxiety and depression symptoms over a 
16-week span when compared to placebo. 
Minimal adverse events were reported, 
with only one serious adverse event that 
consisted of an acute anxiety/delusional 
episode. This shows that LSD could be 
further studied as an adjunctive therapy 
option for patients with anxiety.

In conclusion, the field of mental 
health treatment has experienced remark-
able progress with the development of 
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novel medications and the repurposing 
of existing psychoactive agents. These 
advancements offer new hope for indi-
viduals struggling with a range of psy-
chological conditions, providing more 
effective treatments with fewer side 
effects. Innovations such as combina-
tion therapies, novel mechanisms of 
action, and the extended use of psycho-
active medications for new patient pop-
ulations reflect a growing commitment 
to personalized and precise medical care. 
Furthermore, research into previously 
stigmatized substances like ketamine, 
CBD, MDMA, and LSD highlights a shift 
toward exploring unconventional options 
to address complex mental health chal-
lenges. As science continues to evolve, 
these new and novel treatments represent 
promising avenues for improving out-
comes and quality of life for patients, cre-
ating the next generation of treatment for 
psychological conditions.
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Agents Psychological Disorder Studied
Ketamine - Treatment resistant depression

- Anxiety

Cannabidiol (CBD) - Mild to moderate anxiety
- Depression symptoms

- Sleep disturbances
3, 4-methylenedioxy methamphet-
amine (MDMA)

- Severe post-traumatic stress disorder

Lysergic acid diethylamide (LSD) - Anxiety
- Depression symptoms

Table 2: Selected illicit drugs with some evidence 
for use in psychological disorders



Winter 2025   Panhandle health     37

The Rural Roads of Mental Health
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West Texas A&M University

Just like heart disease and diabetes, 
mental illness is a health condition with 
a plethora of associated risks, prevention 
strategies, and treatment options.  Long 
term poor mental health can be associ-
ated with a shorter lifespan and increased 
comorbidities such as obesity, diabetes, 
heart disease, and cancer.  A 2022 WHO 
report stated that people with serious 
mental health disorders are expected to 
die up to 20 years sooner than the normal 
population for curable physical reasons 
(1). 

Individuals in rural regions, such 
as the Texas Panhandle, face numerous 
challenges different than those of urban 
areas. By understanding these challenges 
and implementing targeted strategies, 
communities can work towards improv-
ing mental health outcomes for rural 
residents. Through collaboration, aware-
ness, and the expansion of resources, 
we can foster a greater understanding of 
mental health issues in rural areas, creat-
ing a more supportive environment for 
mental health and encouraging a positive 
change across the Texas Panhandle. Three 
distinct challenges for rural regions with 
regards to the management of mental 
health issues include significant barriers 
in availability, accessibility, and accept-
ability.  

RURAL AVAILABILITY 
In the Texas Panhandle, the interplay 

of geographical, cultural, and socio-eco-
nomic factors significantly influences 
the management of mental health. Our 
rural regions are characterized by vast 
landscapes, agricultural communities, 
small towns, and a deep-rooted spirit of 
self-reliance. We boast of the rich cultural 
heritage in our close-knit communities 
as we work together to produce the vast 
amounts of food, fuel, and fiber that feed, 

power, and clothe the nation. While hard 
work and supportive communities play a 
significant role in mental health, so does 
the availability of mental health resources.    

Of the 254 counties in Texas, 246 
counties are designated as mental health 
professional shortage areas, and only 83 
Texas counties report having a psychia-
trist (3).  Psychiatric Nurse Practitioners 
have stepped in to fill the gap with a 134% 
increase in the profession over the last 
10 years. Regardless of the increase in 
mental healthcare providers, an unequal 
distribution of mental health providers 
persists when rural areas are compared 
to urban areas. The ongoing shortage of 
healthcare workers has had a significantly 
greater negative impact for rural com-
munities over urban regions and, unfor-
tunately, the ongoing shortage of health 
workers is anticipated to continue at least 
for another decade (4). 

RURAL ACCESSIBILITY
For the rural communities that are 

fortunate enough to have mental health 
providers available locally, the associated 
cost of accessing these services can repre-
sent a significant barrier. Rural residents 
are typically older, poorer, less educated, 
suffer from a greater number of chronic 
conditions, and are less likely to have ade-
quate resources, including transportation 
and adequate health insurance coverage. 
While telemedicine and telehealth ser-
vices offer a viable solution for mental 
health consultations, up to 30% of rural 
residents still do not have the capabilities 
for adequate connectivity (5).  

Rural Health Clinics often provide 
the only access to both primary care and 
mental health services for counties and 
communities. Federal law requires that 
care in rural health clinics be provided 

T H E  M E A N I N G  O F  M E N T A L 
HEALTH 

If you asked your closest friends 
and family members to define mental 
health, you will likely get a wide array of 
responses. Mental health has different 
meanings for individuals based on unique 
perspectives and personal experiences, 
ranging from the adoption of good coping 
skills to a mild case of anxiety or depres-
sion to a serious mental illness resulting 
in substantial impairment. The World 
Health Organization (WHO) defines 
mental health as “a state of well-being that 
enables people to cope with the stresses 
of life, realize their abilities, learn well 
and work well, and contribute to their 
community.  It is an integral component 
of health and well-being that underpins 
our individual and collective abilities to 
make decisions, build relationships, and 
shape the world we live in” (1). No mat-
ter how we define mental health or which 
path we choose to travel in our under-
standing and acceptance of the realities of 
mental health, we can probably all agree 
that mental health plays a crucial role in 
the overall well-being for individuals and 
communities.  

THE PREVALENCE OF MENTAL 
HEALTH CONDITIONS

According to the most recent US sta-
tistics, at least one in five adults and one 
in three youth experience a mental health 
condition each year. Rates of mental ill-
ness across the US have steadily increased 
over the last five years. While mental 
health rates have been similar for both 
urban and rural areas, research indicates 
residents in rural areas experience signifi-
cantly more challenges when it comes to 
managing mental health. In fact, suicide 
rates in rural regions are nearly double 
that of our urban counterparts, increasing 
by 55.3% from 2011 to 2022 (2). 
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by Nurse Practitioners at least 50% of 
the time, but staffing challenges con-
tinue to make this difficult. Texas regu-
latory restrictions for Nurse Practitioners 
continue to be one of the most signif-
icant barriers for rural health clinics. 
The preponderance of evidence suggests 
that burdensome regulations in Texas 
increase costs to facilities and patients 
and decrease quality and access to care 
(6).  Unfortunately, Texas continues to 
rank the lowest of any state in access and 
affordability of health care. I believe that, 
by addressing regulatory restrictions, our 
legislative leaders have an opportunity to 
improve the future health of Texans.    

  
RURAL ACCEPTABILITY 

Decreased health literacy and a culture 
that emphasizes strong self-reliance and 
resiliency can deter help-seeking behav-
iors. A 2023 study assessing the awareness 
of mental health in rural communities 
indicated that 50% of the participants 
held only a basic understanding of men-
tal health and mental illness, revealing a 
prevalence of overall negative perceptions 
in rural communities (7). These negative 
perceptions, coupled with a long-stand-
ing spirit of self-reliance and a pervasive 
mistrust for outside institutions, can hin-
der individuals from seeking care; this 
contributes to a complex mental health 
landscape where issues such as depres-
sion, anxiety, and substance abuse may 
be prevalent yet underreported and, as a 
result, undertreated. 

RURAL ROADS AHEAD 
Despite the myriad of challenges in 

rural areas, we can all do our part in 
positively impacting mental health by 
breaking down known barriers. We can 
increase our awareness of mental health 
conditions, highlight the importance of 
seeking help, encourage individuals to 
access available services, and remove 
barriers blocking our path toward bet-
ter health (8). Collaboration among local 
organizations, healthcare providers, 
schools, law enforcement and state legis-
lators can create a comprehensive support 
system for mental health. By working 

together, these entities can identify and 
address the unique needs of individual 
communities as well as the healthcare of 
Texans across the state.

RURAL CONNECTIONS 
Communities can invest in the over-

all infrastructure by creating local part-
nerships with regional universities like 
WTAMU to access remote care as well 
as to participate in regional educational 
opportunities. These efforts can create a 
pipeline of professionals dedicated to 
serving home communities, thus mak-
ing it easier for individuals within the 
community to seek help and access care. 
WTAMU and the Laura and Joe Street 
School of Nursing offer a number of pro-
grams--from our rural neighborhood 
nurse program to our mental health tele-
health outreach to our collegiate addic-
tion recovery education and support 
(CARES) program--where both individ-
uals in your communities and on campus 
can connect with WTAMU for new or 
ongoing support. In addition, WTAMU 
offers hands-on comprehensive educa-
tional experiences for individuals desiring 
to pursue any number of career oppor-
tunities, including a wide array of health 
and mental health specialties. We know 
the needs for education and healthcare 
are lifelong, and those needs don’t stop 
at a county line. We are proud to serve as 
the only regional university in the Texas 
Panhandle, and we look forward to part-
nering with you as we positively impact 
individuals and communities throughout 
our region and beyond. 
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Conceptualization and Care for 
Those with Post-Traumatic Stress 
by Elizabeth Clark, MA, LPC-S and Lori Thompson, MS4 (TTUSOM)

tem is hypersensitive. Survival responses 
are engaged more readily, or in complex 
cases, engaged most of the time (3, 4).  

Post Traumatic Stress Disorder 
(PTSD) is the DSM diagnosis we use to 
describe a specific set of symptoms an 
individual experiences in reaction to a 
traumatic event. For this article, I will use 
the term PTS. 

EARLY TRAUMA AND COMPLEX 
PTS

Early in my schooling, I assumed that 
if someone experienced a traumatic event 
when they were “too young to remem-
ber” it would not impact them as much.  
I know now that the opposite is true. 
Trauma will most significantly impact 
whatever part of the brain is developing at 
the time. When we consider all the brain 
development that takes place in utero 
and first few years of life, it becomes clear 
that early trauma can have a devastating 
impact, even if there is no narrative mem-
ory (1, 2, 4). 

Consider a tree. A mature tree can 
endure a thunderstorm, and, while it 
may lose a few branches, by the follow-
ing season we probably won’t be able 
to see the impact of the previous storm. 
The same storm, however, may affect the 
growth of a young tree for the rest of its 
life. Our brains are much the same way. 
Our brains develop from bottom to top, 
inside out (2, 3, 4). Without protective 
support and early intervention, early 
trauma impacts lifetime development. 
There may be insults in mood and sleep 
regulation, relational health and attach-
ment, immune function, and many other 
health factors. 

Complex PTS or Complex PTSD 
(C-PTSD) is the result of repeated or 
prolonged exposure to traumatic events 
or neglect where escape is not possible. 
C-PTSD is common in survivors of child-
hood physical or sexual abuse and early 
life trauma. C-PTSD impacts an individ-
ual’s affect regulation, identity and world-

view. As a result, there is often significant 
relational distress. Acute PTS, occur-
ring from single or time-limited inci-
dents such as a motor vehicle accident or 
assault, is more likely to result in hyper-
arousal and intrusive symptoms. C-PTSD 
more often results in a higher rate of dis-
sociation, learned helplessness and per-
petual shame (2, 3, 4, 5). 

THE IMPORTANCE OF THOROUGH 
A S S E S S M E N T  A N D  H I S T O R Y -
TAKING. 

Clinicians cannot easily define the 
origin of mental illness. Mental illness at 
times occurs organically, with no clear 
contributing events. Even when we sus-
pect this is the case, exploring an individ-
ual’s unique history is crucial. If we only 
consider symptom presentation, it is easy 
to assume the hypo-aroused individual is 
depressed or the patient with severe rela-
tionship distress has borderline person-
ality disorder. And while they may very 
well meet the criteria for these diagnoses, 
if we are not asking the right questions, 
we miss the opportunity to treat contrib-
uting factors. While standardized mea-
sures like the PCL-5 or DES-II can help 
us assess symptoms, a life experiences 
inventory or an adverse childhood events 
(ACE) scale can further alert us to the 
possibility of PTS that is subclinical or 
highly dissociative (5).

Regardless of the measure, our goal 
is to maintain curiosity. Curiosity is an 
antidote to judgment; it helps us to stay 
compassionate for ourselves and others. 
It is the practice of really seeing people. 
Can we be curious enough to consider 
that the symptoms we observe exist for a 
reason? Perry and Winfrey offer a small 
but powerful reframe in their book “What 
Happened to You.” Rather than ask-
ing “What’s wrong with you?”, they ask 
“What happened to you?”.  

If we can take the time to learn some-
one’s experience, will we foster safety in 

INTRODUCTION
People are amazing. Our brains and 

bodies are sophisticated and innately 
equipped for survival. Despite this, suf-
fering exists. At times, difficult circum-
stances will overwhelm us and leave us 
with post-traumatic stress (PTS), a psy-
chological injury. Like all injuries, PTS 
deserves care, compassion, and inten-
tional treatment. In this article, I aim to 
glimpse into how we conceptualize and 
care for PTS. Although this article is an 
oversimplification, I believe this conver-
sation matters. 

DEFINING PTS
Post Traumatic Stress occurs when an 

event overwhelms an individual’s capac-
ity to cope. When we experience threat 
or prolonged stress, our nervous system 
responds with fight/flight or freeze/fold 
mechanisms to increase our potential for 
survival. Fight/flight responses promote 
safety through action, while freeze or fold 
(compliance) responses promote safety 
through enduring situations we cannot 
escape (1, 2). PTS disrupts an individual’s 
perception of time. Individuals with PTS 
do not just remember traumatic informa-
tion cognitively; they experience it as if it 
is still occurring. As a result, the mech-
anisms intended to keep us safe (fight/
flight/freeze) become highly sensitive. 

Imagine what it might look like to be 
“stuck” in fight/flight. We might describe 
an individual stuck in fight/flight as 
hyper-aroused or hypervigilant. They may 
suffer from reactivity, anxiety, sleep dis-
turbance, muscle tension and pain, a high 
resting heart rate, or high blood pressure. 
Now imagine someone stuck in a freeze 
response. They might be hypo-aroused, 
avoidant, depressive, numb or apathetic, 
have difficulty with connection or inti-
macy, and suffer from increased dissocia-
tive symptoms. Depending on the trigger 
or the relationship, some individuals will 
suffer from both states. In all cases of PTS, 
there are intrusive memories, images, or 
sensations, and the stress response sys-
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the relationship, and the information we 
learn will lead to more appropriate treat-
ment. 

A WORD ON SECONDARY GAINS
I attended training with Ana Gomez, 

a leading expert on treating PTS in chil-
dren. Ana offered a metaphor to describe 
the difficult work of trauma recovery: 

Imagine growing up in Alaska where 
you learn you must wear a big heavy coat 
to survive. One day you are uprooted 
and move to sunny Mexico. In your big, 
heavy coat, you are hot and uncomfort-
able. People look at you funny and tell 
you, “Hey, life would be better if you 
just take the coat off.” But in your mind, 
you would rather be hot, uncomfortable, 
and misunderstood than risk freezing to 
death. 

Individuals with PTS are often hesi-
tant or even terrified to practice different 
behavior. Skills that were once adaptive 
for survival, like aggression or over-com-
pliance, are now maladaptive. To practice 
something different feels incredibly risky. 
This is especially evident in C-PTS (5). If 
a complex trauma survivor learned early 
in life that saying “no” led to increased 
abuse, she will avoid setting boundaries 
in adulthood. After all, boundaries lead 
to more suffering. In adulthood, it is not 
that she lacks the skills to say “no” or set 
boundaries: it is that setting boundaries 
feels fundamentally unsafe. 

When an individual has primar-
ily survived by freezing or dissociation, 
unfreezing will result in anger and rage 
(4). Unfreezing in psychotherapy involves 
the work of connecting to the body after 
one has been disconnected or numb. This 
requires tolerance of emotions and sen-
sations. Cognitively, it is the shift from 
shame (“I am wrong or bad”) to anger 
(“what happened to me was wrong or 
bad”). If the survivor has learned that 
anger itself is unsafe or “bad,” there will 
be a temptation to re-freeze. In trauma 
therapy, however, anger is necessary. It 
represents a shift in responsibility and is 
often painful and scary. 

When we observe confusing or frus-
trating responses in others, we must 

assume they are doing their best. We will 
never truly know the risk required to do 
something different. Healing is incredibly 
scary.

TREATMENT APPROACHES
Treatment for PTS aims to reduce 

symptoms and improve the quality of 
life for those who suffer. Treatment often 
includes both psychotherapy, which aims 
to process traumatic information both 
cognitively and somatically, and psycho-
pharmacology to reduce symptoms and 
restore day-to-day functioning. People 
matter, and we desire to diminish suffer-
ing and restore quality of life. 

P S Y C H O T H E R A P Y  A N D  T H E 
I M P O R T A N C E  O F  S T A G I N G 
TREATMENT

T h e  A m e r i c a n  P s y c h o l o g i c a l 
A s s o c i a t i o n  a n d  W o r l d  H e a l t h 
Organization recognize several effective 
strategies to treat PTS. In individual psy-
chotherapy, the appropriate staging and 
pacing of treatment is one of the most 
important factors to consider. 

Individuals suffering from PTS often 
lack safety in their bodies, have a low 
stress tolerance, and may have second-
ary gains that make treatment risky. 
We must stage therapy to honor the 
complicated work of healing. When we 
move too quickly to trauma processing, 
treatment can be ineffective at best and 
re-traumatizing at worst. Treatment 
can be conceptualized in the following 3 
phases: establishing safety and stability, 
memory work or trauma processing, and 
post-traumatic grieving and the practice 
of new behaviors and boundaries. These 
phases are often not linear but offer a 
framework for psychotherapists (3, 5).

P H A S E  O N E :  E S T A B L I S H I N G 
SAFETY AND STABILITY

Trauma survivors often feel unsafe in 
relationships, in the world, and in their 
bodies. Psychotherapy must first focus on 
creating safety. Effective psychotherapists 
will establish safety in the therapeutic 
relationship and guide the client in devel-
oping inner safety, or safety in the body. 
Goals in this phase will include establish-
ing a safe therapeutic relationship, devel-
oping internal resources or coping skills 

to tolerate difficult feelings or emotions, 
and identifying or developing external 
support resources.  

To establish safety within the thera-
peutic relationship, I must acknowledge 
my position of power. I am far less vulner-
able than my clients in our relationship. 
I practice empathy and nonjudgement 
while establishing firm boundaries for our 
work together. I will not take advantage 
of any client’s vulnerability. For exam-
ple, clients who have survived through 
freezing or dissociation are more likely to 
be over-compliant in therapy. They may 
agree to talk about subjects or participate 
in therapeutic interventions that don’t yet 
feel safe. So, we will practice boundaries 
in our therapeutic relationship (5). I have 
a small stop sign in my office that clients 
can use to signal a boundary with me if 
they feel they are outside their *window 
of tolerance” (3)*. We will check in fre-
quently regarding their therapeutic expe-
rience.

We will also work to establish inter-
nal resources that help the client connect 
safely to their body. Hyperarousal often 
results in “flooding,” where the individual 
is overwhelmed with sensations. Hypo-
arousal will result in feeling numb or dis-
connected. We will practice connecting 
to the body safely, titrating sensation to 
build tolerance (4)**. Phase one interven-
tions may include mindfulness, breath 
work, self-compassion, external coping 
skills, or regulation scheduling. Body-
based interventions may be used specif-
ically to increase heart-rate variability, 
which may be connected to emotional 
regulation and is often lower in those 
with PTS (2). 

Self-compassion is especially help-
ful during phase one (2, 5). Survivors of 
trauma may view themselves harshly or 
repeat messages internally that they heard 
from abusers (i.e. “you are not good 
enough”, “suck it up”, “it is your fault”). 
Self-compassion allows the survivor to 
respond to their suffering differently–
with kindness and validation rather than 
judgment. This is a prerequisite to mem-
ory processing in phase two. 
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PHASE TWO: MEMORY WORK AND 
TRAUMA PROCESSING

We often think of phase two when we 
consider trauma work. As stated before, 
there are several effective approaches, 
including but not limited to eye move-
ment desensitization and reprocessing 
(EMDR), somatic therapies, internal fam-
ily systems (IFS), trauma-focused cog-
nitive behavioral therapy (TF-CBT), 
exposure therapy, narrative therapy, and 
many others. I will not deeply explore any 
one intervention as I believe the overar-
ching concepts are more important. I rec-
ommend a combination of both cognitive 
and body-based approaches. Survivors 
often cognitively know the event is over 
but still feel the impact as though they 
are reliving the event. We aim to process 
body memory as well as narrative mem-
ory. If the trauma was pre-verbal, or if 
survival heavily relied on dissociation, 
there may be little narrative memory. 
Somatic (body-based) approaches aim to 
disengage survival responses (fight/flight/
freeze) and allow the individual to recon-
nect to a safe state, often referred to as 
social engagement (3, 5).

Treatment goals in phase two include 
distinguishing the past from the pres-
ent, both cognitively and in the body 
(i.e., what was true then is not true now), 
continued practice in self-compassion, 
reframing beliefs around responsibil-
ity, and disengaging the nervous system 
response, all serving to return to a pre-
trauma baseline (or new experience of 
safety if the case is complex).

PHASE THREE: POST TRAUMATIC 
GRIEF AND THE PRACTICE OF 
NEW BEHAVIORS AND BOUNDAR-
IES

Grief does not always include trauma, 
but trauma will always include grief. 
While processing a traumatic experience 
brings relief, it will also bring waves of 
grief. We don’t fully grieve while we are 
still surviving. Once a trauma survivor 
distinguishes between past and present (a 
goal of phase two), they often realize just 
what their trauma stole from them. They 
may grieve lost time, lost opportunity, 
or even the hope for a “redo”. We must 
not ignore the painful process of grieving 
when we find ourselves in the aftermath 
of trauma (5). 
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While trauma processing may help 
disengage the overactive nervous system, 
it will not erase the once-effective strat-
egies that kept the individual safe. Like 
physical therapy for an injury, PTS survi-
vors must now commit to the intentional 
practice of new patterns and behaviors. 
Trauma survivors will work to find mean-
ing and identity, to live out their values, 
and to engage in healthy relationships--all 
of which will take intention and risk. 
Therapeutic support will continue during 
this time. 

PSYCHOPHARMACOLOGY
Psychotherapy is the cornerstone 

of PTS treatment, but medications play 
a crucial role in easing symptoms like 
hyperarousal, intrusive thoughts, and 
mood disturbances. Providers frequently 
prescribe SSRIs, such as sertraline orpar-
oxetine, to address comorbid condi-
tions like generalized anxiety and major 
depressive disorder. These medications 
are also FDA-approved for primary 
PTSD; they regulate mood and anxiety by 
increasing serotonin levels. Providers may 
also prescribe medications targeting alpha 
receptors, such as prazosin and clonidine. 
Prazosin is particularly effective for trau-
ma-related nightmares, while clonidine 
has shown promise in reducing hyper-
arousal by calming the nervous system. 
Benzodiazepines treat acute anxiety, but 
providers often limit long-term use due to 
risks of dependency and interference with 
psychotherapy. Providers may consider 
antipsychotics and mood stabilizers in 
more complex cases. Emerging research 
on ketamine and psilocybin offers excit-
ing potential for PTSD treatment (6). 

Research supports several psycho-
pharmaceutical options to reduce symp-
toms and support those who suffer.  
Medication support is often necessary 
to promote stability during phase one of 
psychotherapy but may be re-evaluated 
after memory processing in phase two. 
With thorough assessments and curiosity, 
medication management may provide the 
scaffolding for patients to do the difficult 
work of psychotherapy. 

FINAL CONSIDERATIONS
PTS impacts every area of function-

ing. As a result, individuals may have 
difficulty accessing care. There are often 
financial barriers in addition to second-
ary gains. Individuals may have trou-
ble attending appointments due to the 
severity of symptoms. Sometimes, our 
first intervention is to provide support 
for day-to-day functioning and to main-
tain compassion for individuals who are 
unable or not ready to engage in psycho-
therapy. 

Supportive relationships are the most 
important protective factor. Attachment 
is a child’s primary (if not only) means of 
safety (1, 2, 4). Safe relationships increase 
resilience and the capacity for self-regu-
lation. When we create safe relationships 
and community, we treat trauma at its 
core. 

Treatment of PTS is often slow and 
challenging. Providers who work with 
vulnerable populations and high need-cli-
ents risk burn-out. I often struggle to 
balance boundaries around time, energy, 
and resources with my desire to serve 
vulnerable people. I do not pretend to 
have a solution, but I aim to steward my 
gifts and resources so that I can oper-
ate according to my value system for as 
long as I am able. This work is important 
because people matter. As healing profes-
sionals, we must grieve the suffering we 
witness and connect to our own sources 
of support. 

*Window of Tolerance is a concept 
from Sensorimotor Psychotherapy. The 
window of tolerance describes the degree 
to which an individual can tolerate stress 
before moving to fight/flight or freeze.

**Titration is a concept from Somatic 
Experiencing. It is the practice of intro-
ducing increased exposure to sensation or 
emotion intermittently in order to incor-
porate more and more intense experiences 
safely and within the window of tolerance.

For more information on the complex 
neurobiology of PTSD and research sup-
ported treatment options, I recommend 
the following article:

Shalev A, Cho E, and Marmar CR. 
Neurobiology and treatment of post-
traumatic stress disorder. The American 
Journal of Psychiatry. 2024; 181: 705-719.
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Options for Treatment-Resistant 
Depression (TRD)
by James Rush, MD

times it is difficult to pool data together. 
We do know as a community that, when a 
patient fails an antidepressant and moves 
on to another one, the chance of that next 
antidepressant working goes down sig-
nificantly. After a patient has failed four 
antidepressants, the chance of the next 
antidepressant working is somewhere 
around 10% (depending on which scale is 
used). Clearly, new treatments are needed 
to improve this response rate. I am going 
to discuss multiple treatments for TRD 
while spending the most time on esket-
amine, as I feel it has the best efficacy. 

N E W A P P R O A C H E S F O R T R D : 
ESKETAMINE

Esketamine nasal spray (Spravato) is 
a noncompetitive N-methyl-d-aspartate 
(NMDA) receptor antagonist approved 
by the United States Food and Drug 
Administration, in conjunction with an 
oral antidepressant, for the treatment 
of TRD in adults and for the treatment 
of depressive symptoms in adults with 
MDD who have acute suicidal ideation 
or behavior. It is thought that esketamine 
works on the neurotransmitter gluta-
mate, a neurotransmitter that traditional 
antidepressants have not touched. The 
majority of the antidepressants being 
used today work on serotonin, norepi-
nephrine, and/or dopamine. Several 
real-world studies have demonstrated 
the benefit of esketamine treatments in 
adult patients with TRD. Based on a piv-
otal trial for the treatment of depression 
in the clinical setting, which used esket-
amine with an oral antidepressant, about 
70% of patients can achieve at least a 50% 
reduction in symptoms. The esketamine 
studies also showed that 52.5% of patients 
taking esketamine treatments plus an oral 
antidepressant achieved remission. This is 
a huge improvement from past results in 
this field of psychiatry. 

Esketamine treatments do require a 
larger time commitment on the patient’s 
part. The FDA recommends that patients 
come in for esketamine treatments twice 
per week for four weeks, then once per 
week for four weeks, then every other 
week for four weeks for their first three 
months of treatments. After this, most 
patients require some form of mainte-
nance to preserve their good response. 
Patients are required to spend a monitor-
ing period of at least 2 hours in the office 
while receiving the esketamine treat-
ments. Patients are not supposed to drive 
after their treatment until they have had a 
good night’s sleep. As a result, the esket-
amine treatments require a time com-
mitment and some planning. However, 
I was taught that most things in life 
require time, commitment, and planning 
in order to be successful. The major side 
effects reported with esketamine are dis-
sociation, dizziness, sedation, nausea, and 
hypertension. A patient should have their 
vital signs monitored closely during the 
session. The medication has a short half-
life, and studies of at least five years dura-
tion have shown no long-term side effects 
or addiction with esketamine.

N E W  A P P R O A C H E S : 
T R A N S C R A N I A L  M A G N E T I C 
STIMULATION (TMS),  COMBI-
NATION THERAPY, L-METHYL-
FOLATE 

Another  treatment  for  TRD is 
Transcranial Magnetic Stimulation 
(TMS). TMS is a non-invasive medical 
procedure that uses magnetic fields to 
stimulate nerve cells in the brain. TMS, 
which is approved by the FDA, requires 
six weeks of once-daily sessions. TMS 
sessions normally last between 10 and 60 
minutes, depending on the specific pro-
tocol. A typical session is 20 to 40 min-
utes long, but some TMS machines can 

Major Depressive Disorder (MDD) is 
one of the leading causes of disabil-

ity worldwide, affecting approximately 8.9 
million adults with medication-treated 
major depressive disorder in the United 
States, including approximately 2.8 mil-
lion adults (30.9%) who exhibit treat-
ment-resistant symptoms (1). MDD 
affects most families in the United States 
directly or indirectly. One of the most 
frustrating things about MDD is that it 
can be difficult to treat. Individuals with 
treatment-resistant depression (TRD) 
often experience prolonged depressive 
episodes, which can lead to treatment dis-
continuation prior to reaching recovery 
(2). These prolonged or recurrent depres-
sive episodes can result in difficulties with 
social and occupational function, decline 
of physical health, suicidal thoughts, and 
increased health care utilization (3, 4). 
TRD is commonly defined as the absence 
of a response to two or more oral antide-
pressants of adequate dose and duration 
(4, 5). Response and remission rates are 
commonly-used outcome criteria for the 
treatment of depression, with the ultimate 
goal of achieving remission. 

T h e  S e q u e n c e d  T r e a t m e n t 
Alternatives to Relieve Depression 
(STAR*D) study by the National Institute 
of Mental Health (NIMH) found that 
patients with difficult-to-treat depression 
can improve after trying multiple treat-
ment strategies. The study’s results have 
been in the news recently. Originally, 
patients receiving up to four different 
treatments were thought to have a cumu-
lative remission rate around 67%. More 
recent analysis of this trial in 2023 found 
that those rates were probably overesti-
mated, and the real cumulative remission 
rate was around 35%. Providers across the 
country use different scales such as PHQ-
9, HAM-D, or MADRS, and so some-
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deliver high-frequency magnetic pulses in 
10 minutes or less. About half of patients 
who undergo the treatments improve, 
and about a third experience remission 
from depression. These are great results 
for this patient population. TMS also 
requires time and commitment for the 
patient to get better.

Other treatments for TRD include 
the newer add-on medications that are 
normally in the atypical antipsychotic 
category. These medications include arip-
iprazole (Abilify), brexpiprazole (Rexulti), 
cariprazine (Vraylar), and extended-re-
lease quetiapine (Seroquel XR). Add-on 
medications are added to an antidepres-
sant to give further relief with a different 
mechanism of action. They are normally 
used at lower doses where they have 
properties such as dopamine agonism. 
L-methyl-folate (Deplin) is another newer 
add-on medication that is a vitamin. This 
medication is sometimes appealing to 
patients who cannot tolerate antidepres-
sants very well. The atypical antipsychot-
ics can have side effects such as weight 
gain, hyperlipidemia, QTc prolongation, 
extrapyramidal symptoms, tardive dys-
kinesia, and sexual adverse effects. These 
medications should be closely monitored 
by the patient’s mental health provider.

THE CONTINUED IMPORTANCE 
OF THE PSYCHOLOGIST AND THE 
THERAPIST  

Individual therapies like Cognitive 
Behavioral Therapy (CBT) are also very 
wise to consider in patients struggling 
with TRD. The Texas Panhandle has 
many well-qualified therapists who offer 
these services. Most sessions last around 
an hour and meet regularly, such as 
weekly or every other week. With the 
popularity of Telemedicine, patients in 
the Texas Panhandle can access therapists 
all over the state and all over the nation 
(if that therapist has a Texas license). For 
patients needing more intensive services, 
both psychiatric hospitals in Amarillo 
offer Intensive Outpatient Programs 
(IOPs) that meet three to five days per 
week in a group setting for four to six 

hours per day. It is my belief that a com-
bination of therapy and medication gives 
a patient with TRD their best chance of 
improving. 

In summary, the future looks bright 
for psychiatry and the treatment of TRD. 
As mentioned above, several new and 
effective treatments have recently become 
available. Medications (such as psilocy-
bin) with unique mechanisms of action 
are on the horizon. I do encourage all 
patients to invest time into improving 
their mental health and not to shy away 
from treatments that require more time. 
I also always encourage patients to do 
their own research on legitimate medical 
web sites (not people’s blogs) for treat-
ments that are soon to be approved. With 
a cooperative approach involving medi-
cations and non-drug therapies, more 
patients with treatment-resistant depres-
sion are able to achieve remission than 
ever before.
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Dr. James (“Jave”) Rush has practiced 
psychiatry in the Texas Panhandle since 
2009. He has served as the Chief Medical 
Officer for the national telehealth com-
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one of the leading providers of Spravato, 
a cutting-edge treatment for Refractory 
Major Depressive Disorder.
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Mental Health during the Menopause 
Transition 
by Joanna Wilson, DO

and the risk increases as well in women 
with a history of an adverse childhood 
event (ACE) While obtaining a detailed 
history of earlier traumas is not neces-
sary, acknowledging the presence of an 
ACE can be one more detail to consider 
when determining the appropriate depth 
of screening. In addition, women with a 
family history of depression, anxiety, and 
bipolar disorder are also at increased risk 
of developing depression or anxiety in the 
perimenopause.

In women without prior history of 
mood disorders, lifestyle and life events 
increase her risk of developing one. 
Commonly, inadequate sleep duration or 
quality prevents the required brain reset 
for proper headspace. Detecting com-
mon issues - snoring, restless legs, pain, 
awakenings due to gastric reflux, over-
active bladder, postnasal drip – in her or 
her partner might prevent the exhaustion 
which frequently precedes the collapse of 
her defenses to mood instability; simple 
measures might eliminate those middle-
of-the-night thoughts of creative ways to 
silence a noisy bedpartner. In addition, 
sleep disruption by shift work and time-
zone travel frequently disrupts mood. 
Vasomotor symptoms, known as night 
sweats, bother most women by affect-
ing normal sleep stages and fragmenting 
sleep in devastating fashion.

Midlife stressors - career and finan-
cial challenges, health issues of self and 
loved-ones, caregiving obligations, and 
grieving the inevitable changes which 
occur because of aging – frequently con-
tribute to mood issues. Women in this life 
stage often forgo their own emotional and 
physical care and focus on the needs of 
others, which erodes her social support 
network and her emotional and physical 
resilience.

DETECTION AND NON-PHAR-
MACOLOGIC MANAGEMENT OF 
MOOD DISORDERS IN THE PERI-
MENOPAUSE

Screening tools commonly employed 
during annual visits work just as well 
during the menopause transit ion. 
Importantly, they help clarify the diag-
nosis of anxiety or depression from 
grief, a common experience of women 
in this age group. The Patient Health 
Questionnaire-9 (PHQ-9) for depression 
and the Generalized Anxiety Disorder-7 
(GAD-7) for anxiety are available for free 
online and are commonly embedded in 
electronic medical records. 

Once anxiety or depression is diag-
nosed, a holistic approach to treatment 
is best. Exercise helps reduce vasomotor 
symptoms and improves cognition and 
mood. Brainstorming low-cost exer-
cise ideas and achievable goals for each 
patient improves the likelihood of 
implementation of exercise in her daily 
life. Sleep-quality improvement tech-
niques and cognitive behavioral therapy 
for insomnia are first-line treatment; if 
unsuccessful, the use of non-habit-form-
ing sleep prescriptions offer great relief 
from sleep problems. Since many studies 
show alcohol negatively affects mood and 
sleep, alcohol avoidance should top the 
list of helpful suggestions.

Nutrition and supplements show 
great promise for mood benefit. The 
Mediterranean diet, rich in omega-3 
fatty acids and phytoestrogens, has been 
proven to improve depression and anx-
iety. Data suggests that the intestinal 
biome plays a huge role in neurotrans-
mitter levels in the brain, and the vege-
table-rich Mediterranean Diet cultivates 
biome diversity and neurotransmitter 

Thanks to a recent flash of media 
attention, the menopause transition 

discussion is finally heating up in the 
medical community.

As a woman progresses through her 
fourth and fifth decades, ovarian egg 
aging results in unpredictable hormone 
fluctuations, which affect nearly every 
cell in a woman’s body, including her 
brain. Many areas of the brain are rich in 
estrogen receptors, and several are rich in 
progesterone receptors as well. Estrogen 
fluctuations in the menopause transition 
can affect a woman’s mood, sometimes 
to the degree of depression and anxiety. 
The peak timing of mood disorders for 
a woman is two years before and after 
her last menstrual period. Since the final 
menstrual period is a mystery until a 
whole year has passed, deciding when a 
woman is in this critical window remains 
an elusive art.

RISK FACTORS FOR ANXIETY AND 
DEPRESSION IN THE MENOPAUSAL 
TRANSITION

Identifying risk factors for depres-
sion and anxiety lies in the hands of all 
health care providers. A woman’s prior 
sensitivity to hormonal fluctuations pre-
dicts increased sensitivity to the hormone 
roller coaster of the menopause transi-
tion. A history of premenstrual dysphoric 
disorder, anxiety or depression related 
to pregnancy and postpartum eras, and 
intolerance to prior hormone therapy ( 
especially contraceptives) increases the 
likelihood of recurrence of depression or 
anxiety during  the hormone fluctuations 
of perimenopause.

A history of depression, anxiety, or 
bipolar disorder increases risk of recur-
rence in the perimenopause transition, 
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balance. Some supplements, such as vita-
min D3, zinc, EPA, and creatine may also 
be helpful in women who are deficient 
in them. Finally, avoiding heavily pro-
cessed foods, such as fast-food and pack-
aged foods with strangely long expiration 
dates, gives the biome better opportunity 
to aid brain function.

Despite jammed schedules and end-
less to-do lists, engaging in meaningful 
moments of joy and personal growth 
helps lower the healthy mood threshold!

Professional counseling (which can 
include interpersonal psychotherapy 
to aid women struggling with physical, 
occupational, and social role transitions 
at midlife), as well as cognitive behavioral 
therapy (CBT) (which helps to identify 
and alter negative thoughts) play a cen-
tral role in mood treatment. Counselors 
and therapists offer a safe space, free from 
judgement and shame, where a person 
can repair and build from within. Often, 
combining therapy with medications 
achieves the best results.

PHARMACOLOGIC MANAGEMENT 
OF THE PERIMENOPAUSE

Prescription treatment should take 
several factors into consideration, such 
as the presence of vasomotor symptoms 
or chronic pain. Pregabalin is commonly 
used for pain and off-label for anxiety. 
Some medications might be less ideal due 
to side effects such as sexual dysfunction, 
weight gain, and potential interactions 
with other medications (e.g., paroxe-
tine with tamoxifen). Good choices for 
women in the perimenopause include 
vortioxetine and desvenlafaxine due to 
less impact on sexual function and weight 
gain. Serotonin-acting antidepressants 
may also help reduce the frequency and 
severity of vasomotor symptoms. Initially, 
choosing the medication which worked 
well in the past for depression or anxiety 
is generally recommended.

Pharmacotherapy is  even more 
nuanced in the realm of fluctuating hor-
mone levels, though there is no need to 
check hormone levels in women expe-

riencing typical perimenopausal symp-
toms. Likewise, a follicle stimulating 
hormone (FSH) level is not necessary if 
she has no risk of conception or if more 
than 12 months have passed since any 
spontaneous vaginal bleeding. Until that 
time, combination hormonal contracep-
tion stabilizes hormones and provides 
contraception until she is past the meno-
pause and no longer fertile.

Estrogen therapy in the perimeno-
pause and early post-menopause greatly 
benefits mood and may be used as first-
line treatment in the appropriate patient 
after discussing its risks and benefits.  
Many FDA-approved, well-tolerated, and 
affordable options exist in a wide range 
of doses. Often, even the lowest potency 
patch or pill provides plenty of bene-
fit. Remember to add progesterone or a 
progesterone-receptor agonist to protect 
a woman’s uterus in the presence of sys-
temic estrogen therapy. Since progester-
one helps with sleep maintenance, adding 
it may also aid in sleep deficiency. 

If estrogen is not suitable in a woman 
with vasomotor symptoms, data sup-
ports the mood benefits of elinzanetant, 
a non-hormone prescription for vasomo-
tor symptoms. Evidence for testosterone 
or CBD/THC for depression or anxiety is 
insufficient.

In summary, hormone fluctuations 
alter brain regions and can predispose 
some women to episodes of depression or 
anxiety for a few years before and a few 
years after her final menstrual period. 
Annual screening for anxiety and depres-
sion, especially in vulnerable women, 
provides opportunities for intervention. 
Lifestyle optimization with great atten-
tion to regular exercise, Mediterranean 
diet, and high-quality sleep of adequate 
duration creates the foundation of treat-
ment, with counseling and pharmaco-
therapy as additional proven benefits. 
Systemic estrogen (with progesterone, if 
necessary), solo or paired with traditional 
pharmacotherapy, helps stabilize the hor-
mone chaos and improve mood during 
the perimenopause transition.
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Behind Closed Doors: Mental 
Health Challenges in Aging 
by Kaitlyn Moseley, MD and Ellen Hampsten, MD

viduals over the age of 65 are homebound 
or have functional limitations that make 
leaving their homes difficult. These indi-
viduals are effectively hidden in their own 
homes, separated from communities, 
healthcare, and support networks.

DIAGNOSING AND MANAGING 
DEPRESSION IN THE ELDERLY

This disease is depression, and diag-
nosing it in older adults is particularly 
challenging because its symptoms often 
differ from those in younger people. 
While younger adults tend to experience 
mood disturbances, dysphoria, sadness, 
or guilt, older adults are more likely to 
show physical signs—sleep problems, 
fatigue, slowed movements, loss of inter-
est in life, and feelings of hopelessness. 
Complaints about memory issues, trou-
ble concentrating, slower cognitive pro-
cessing, and executive dysfunction can 
mimic dementia, making it even harder 
for healthcare providers to identify.

This disparity in presentation, paired 
with differing generational attitudes and 
stigma surrounding mental illness, also 
contributes to the underdiagnosis and 
treatment of depression in older adults. 
Among those aged 55 and older, men 
aged 85 and older have the highest suicide 
rates, highlighting the urgency of rec-
ognizing and addressing this silent epi-
demic.

Effective treatment for depression is 
typically multimodal, incorporating both 
cognitive behavioral therapy (CBT) and 
medication. These approaches not only 
alleviate depressive symptoms but also 
reduce the risk of suicide. The risk of sui-
cide can also be decreased by the presence 
of protective factors. Protective factors 
such as strong social relationships, com-

munity involvement in volunteer organi-
zations or religious groups, and consistent 
access to quality healthcare play a crucial 
role in reducing suicide risk. Establishing 
these protective connections and helping 
individuals recognize their support sys-
tems are critical components of care.

Pharmacologic treatment of depres-
sion and other psychiatric illnesses in 
the elderly presents additional chal-
lenges, because of patient physiology, 
drug metabolism, and sensitivity to side 
effects. The most notable attempt to miti-
gate potential medication- associated risk 
in the elderly was spearheaded in 1991 
by Dr. Mark H. Beers. He developed a 
set of criteria for inappropriate drug use, 
which was defined as use of medication 
where the potential risks outweigh the 
potential benefits. Criteria were reviewed 
and adjusted repeatedly by a panel of 13 
experts to reach a consensus of medica-
tions that should be avoided in the elderly 
residing in nursing homes. Over the next 
three decades, the “Beers Criteria” were 
updated and adopted by various agen-
cies as a standard of care and as a qual-
ity indicator. While this set of criteria is a 
valuable tool to help reduce medication- 
related adverse events, it can be restric-
tive and can lead to under treatment as it 
leaves few alternatives.

A seemingly simple office visit for 
depression in an elderly male with a his-
tory of stroke, high blood pressure, and 
vertigo can be significantly more difficult 
when attempting to mitigate medication 
side effects that could increase falls, alter 
blood pressure, or cause gastrointestinal 
symptoms.

Between 10 and 20% of  people 
over age 65 live with a potentially 

life-threatening condition that often goes 
unnoticed. This illness often hides from 
friends, family, healthcare providers, 
and sometimes even from the individ-
ual affected. It’s easy to dismiss as part of 
aging, with phrases like “I’m just slowing 
down” or “I’m not feeling up to things 
like I used to”. It can be hidden in a laugh 
as car keys are forgotten, a skipped TV 
show after years of faithful viewing, or in 
a 4 AM trip to the coffee pot after a sleep-
less night. Perhaps it’s the crossword puz-
zle that is left unfinished or the cat’s food 
dish that goes unfilled because getting up 
takes longer than it should. 

Social connections may begin to 
fade—daily video chats turn into occa-
sional phone calls, weekly bridge games 
become monthly, and preparing for 
church is interrupted by distractions like 
leaving clothes in the wash. Simple tasks 
become more daunting, and anticipation 
about the future grows into anxiety. In its 
most severe form, this condition can even 
lead to loss of life.

This illness can be exacerbated by the 
presence of other chronic health con-
ditions, which is especially concerning 
since 80% of older adults have at least one 
chronic condition. Additional factors, 
such as financial strains following retire-
ment, chronic pain, the experience of loss 
(e.g., death of a spouse, deaths of friends), 
or family members moving away, further 
increase risk of this disease.

Decreased functional ability—dif-
ficulty driving to social events or reli-
gious services—only heightens the sense 
of isolation, creating a new meaning for 
the term “Silent Generation.” In the U.S., 
between 1.9 million and 3.6 million indi-
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BEHAVIORAL MANIFESTATIONS 
OF DEMENTIA AND DELIRIUM

A family may bring to the clinic a 
loved one who has had an increase in 
emotional outbursts or aggressive behav-
ior. Advanced dementia can manifest 
as psychological or behavioral changes, 
including violent outbursts. Physicians 
must then navigate the difficult balance 
between alleviating the distress of both 
the patient and the family while manag-
ing the risks and side effects of psychiat-
ric medications. These situations become 
even more complex when patients are 
no longer capable of making their own 
healthcare decisions and multiple family 
members are involved in care. 

In the inpatient setting, geriatric 
patients are at increased risk for hospi-
tal-associated delirium, or a temporary 
and severe alteration in mental status. 
Delirium is reported to affect up to one-
third of hospitalized patients over the 
age of 70. Effective treatment is compli-
cated, as many medications that are the 
standard of care for younger popula-
tions carry significant “black-box” safety 
warnings when used in older adults. As 
a result, healthcare providers often face 
difficult decisions, balancing the need 
to protect patients with the potential for 
serious side effects, the most common 
being altered mental status and increased 
risk of falls.

A PATIENT-CENTERED APPROACH
Consider a patient with Parkinson’s 

Disease (PD) who is unable to take oral 
medications, including those required 
to manage their Parkinson’s symptoms. 
There are no alternative formulations 
available. In addition, hospitalized PD 
patients with delirium (as mentioned 
above, a common problem) may not 
always respond to behavioral and envi-
ronmental measures; in these patients, 
pharmacological treatments for delirium, 
such as antipsychotics like haloperidol or 
olanzapine, may exacerbate Parkinsonian 
symptoms. In such cases, clinicians might 
opt for alternative treatments, such as 
quetiapine or benzodiazepines, both of 

which pose their own risks, including 
sedation and impaired cognitive function. 
This dilemma underscores the complex-
ity of managing mental health in older 
adults, where therapeutic interventions 
must be carefully weighed against the 
potential for harm.

The challenges and considerations in 
the treatment of mental illness in aging 
populations are vast and multifaceted. 
Every individual brings a unique set of 
medical conditions, personal experiences, 
and preferences, making a one-size-
fits-all approach inadequate. Successful 
treatment requires more than simply 
prescribing medication—it necessitates 
a transparent, ongoing dialogue between 
patients, families, and healthcare provid-
ers (including the nursing staff). These 
conversations must address the risks and 
benefits of different treatment options, 
especially considering that older adults 
often contend with overlapping mental 
health issues and chronic physical condi-
tions.

In navigating treatment pathways, 
healthcare providers must also stay mind-
ful of generational differences in how 
mental illness is perceived and how older 
adults respond to care. Cultural, emo-
tional, and social factors greatly influence 
each individual’s mental health experi-
ence. Therefore, a holistic, patient-cen-
tered approach is essential, ensuring that 
treatment plans are not only medically 
appropriate but also aligned with the 
patient’s values, preferences, and lifestyle. 
Flexibility, compassion, and collaboration 
are key, and mental health care for older 
adults must evolve with their changing 
needs. 

The subtlety of symptoms, the com-
plexity of treatment, and societal per-
ceptions often cause the mental health of 
older adults to be overlooked. Conditions 
like depression may remain hidden, 
masked by the broader challenges of aging 
and other chronic illnesses. However, 
early recognition, a comprehensive 
approach that integrates both medication 

and therapy, and fostering strong social 
connections can significantly improve 
outcomes. For healthcare providers and 
individuals of the community alike, stay-
ing vigilant about both the physical and 
emotional health of older individuals is 
crucial to addressing this growing public 
health issue. 
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Psychiatry in the Panhandle:     
The Past 30 years
by Mike Jenkins, MD

chiatrists Dr. Mitchell Jones, Dr. Hugh 
Pennal, Dr. Dewey Brittain, and Dr. 
Buster McCoy. These physicians had 
been providing almost all of the psychi-
atric care for the entire panhandle and 
surrounding areas for decades. They were 
responsible for building the Northwest 
Texas Hospital Psychiatric Pavilion. 
These men also provided the teaching 
and clinical instruction for the growing 
Texas Tech School of Medicine. Upon my 
return to Amarillo, this group of physi-
cians blessed me by adopting me into 
their group and thus providing for the 
foundation and trajectory of my career. 

In 1991, I began a solo private prac-
tice in psychiatry. I would share call in 
covering the Northwest Texas Hospital 

Pavilion and the emergency room with 
the long-established group of Dr. Jones, 
Dr. McCoy,     Dr. Brittain, and Dr. 
Pennal. Another outstanding physician 
that I had the privilege of working closely 
with was Dr. Mustafa Hussain, who was 
then and continues to be very dedicated 
to the Texas Tech School of Medicine 
as well as to the people of the Texas 
Panhandle. I followed their dedicated 
work ethic and close working relationship 
with Texas Tech School of Medicine in 
Amarillo.   

Throughout my years in private prac-
tice, I also had a worked with the public 
mental health system—specifically, Texas 
Panhandle MHMR, which is now Texas 
Panhandle Centers. During this time, in 

I attended Texas Tech University School 
of Medicine in 1982 and came to 

Amarillo in 1984 for my third and fourth 
year clinical rotations. After completing 
most of my rotations, my intention was to 
practice obstetrics and gynecology. I then 
began my final rotation in psychiatry with 
Dr. Mitchell Jones, who instilled in me a 
love for psychiatry and became my men-
tor through the years. 

After completing a psychiatric res-
idency at the University of Texas Tech 
Health Sciences Center in San Antonio 
and Audie Murphy VA hospital, my wife 
and I wanted to return to Amarillo. We 
interviewed at a private psychiatric hos-
pital in Amarillo. While in Amarillo, I 
met with Northwest Texas Hospital psy-
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close collaboration with a young psychi-
atrist, Dr. Alex Natividad, we established 
a telemedicine system to increase access 
to psychiatric care for the residents of 
the top 26 counties of the Texas panhan-
dle. The system was the first of its kind in 
Texas.

Upon leaving private practice, I joined 
the Texas MHMR as chief medical officer.  
Throughout this time, I taught and men-
tored 3rd and 4th year medical students 
from the Texas Tech University School 
of Medicine in Amarillo. These students 
were educated in the areas of serious 
mental illness and how to interact with 
their patients in the future, regardless of 
the specialty they chose. I spent 13 years 
at Texas Panhandle MHMR, the public 
mental health system, before accepting 
the position of chairman of the depart-
ment of psychiatry at Texas Tech School 
of Medicine in Amarillo. 

Since my return to Amarillo, I have 
had the honor and privilege to witness 
the return of many excellent physi-
cians to practice psychiatry in the Texas 
Panhandle. These dynamic psychiatric 
physicians include Dr. Jave Rush. He is 
responsible for one of the largest esket-
amine or specialty medication clinics 
in the region. This is a clinic for people 
suffering from severe treatment-resis-
tant major depression. Dr. Rush is also 
actively involved in teaching students 
and supporting Texas Tech School of 
Medicine. Dr. Amy Stark, now chairman 
of the department of Psychiatry at Texas 
Tech School of Medicine in Amarillo, is 
also a returning student. She is extremely 
well-trained and has proven to be a leader 
in advancing psychiatric care throughout 
the panhandle. Dr. Stark has become a 
highly sought after mentor for the current 
medical students in training. Dr. Stacia 
Lusby has been instrumental in providing 
psychiatric care for the indigent, as well as 
those with intellectual and developmental 
disabilities in the area.

There are also many prior Texas Tech 
students who have returned to the pan-
handle to practice medicine in a variety 

of fields, including pediatrics and internal 
medicine, surgery, orthopedic surgery, 
cardiology and many others. 

Advances in treatment in psychiatry 
over the many years I have practiced have 
been incredible. The diagnosis and treat-
ment of psychiatric conditions has come 
100 years in the last 10 years. Medications 
are much more effective now, with fewer 
side effects. That would include anti-
depressant medications, mood stabi-
lizers, and antipsychotic medications, 
as well as anti-anxiety medications. For 
depression, there is now esketamine, or 
Spravato, which is a very rapid and effec-
tive treatment for major depressive dis-
order unresponsive to other treatments. 
There are now improved neuromodula-
tion techniques, including noninvasive 
brain stimulation methods like transcra-
nial magnetic stimulation (TMS), which 
modulates neural activity and improves 
symptoms. Psychotherapy treatment 
modalities such as cognitive behavioral 
therapy and eye movement desensitiza-
tion and reprocessing (EMDR) are very 
effective when used concurrently with 
medication to alleviate the symptoms 
of virtually all psychiatric disorders. An 
increase in integrative approaches in psy-
chiatry has emphasized the importance of 
incorporating psychiatric treatment into 
primary care. Understanding the under-
lying neurobiological source of mental 
illness is leading to new treatments, path-
ways and interventions, including novel 
medications which target specific neu-
rotransmitter systems. To summarize, 
psychiatric treatment continues to evolve, 
and extensive ongoing research and clini-
cal trials promise a very hopeful future for 
bringing almost all psychiatric disorders 
to the point of remission. 

There are many challenges facing psy-
chiatric care in this region. One specific 
challenge is a lack of providers and a very 
large patient population. With this being 
said, I remain optimistic for the future, 
especially with several dynamic psychiat-
ric physicians returning to the panhandle, 
and the possibility of a psychiatric resi-

dency at Texas Tech University School 
of Medicine in Amarillo. Along with the 
building of a new psychiatric state hospi-
tal, Amarillo will be able to provide com-
prehensive care and improve accessibility 
to psychiatric treatment for many across 
the Texas panhandle.

For myself--37 years of practice and 
counting--it has been an honor and priv-
ilege to provide psychiatric care for peo-
ple of the Texas panhandle. The future of 
psychiatry in this region is in good hands 
due to hard-working past and present 
psychiatric professionals, along with fine 
institutions and facilities for the treat-
ment of those most in need of mental 
healthcare in Texas.

Dr. Michael D. Jenkins attended 
Texas Tech University, and then Texas 
Tech University School of Medicine. He 
completed a residency in psychiatry with 
a fellowship in sleep medicine at The 
University of Texas, San Antonio. Dr. 
Jenkins is married and has 2 children and 
3 grandchildren. In his free time, he enjoys 
traveling.
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Behavioral and Psychological Symptoms of 
Dementia: Overview and Treatment 
by Steve Urban, MD, MACP

short essay, I will describe the various 
dementias and some psychological man-
ifestations that characterize each type. 
Then I will discuss management—both 
behavioral and pharmacological—of 
some of these syndromes. Unfortunately, 
the drug treatments that I will discuss are 
often ineffective and carry the risk of seri-
ous and potentially fatal side-effects. Few 
large, carefully- controlled studies have 
been conducted, and guidelines are often 
vague. And yet, sometimes, these symp-
toms carry significant risk of self-harm 
or harm to others, and you are asked to 
intervene.

THE DIAGNOSIS OF DEMENTIA
The diagnosis of dementia requires 

that more than one cognitive domain 
(memory, language,  visuospatial func-
tion, behavior, executive function) 
be significantly impaired and that the 
impairment interferes with daily func-
tioning. Most dementias affect memory 
early on, and memory loss is often the 
chief complaint, usually by the family. 
But isolated memory loss by itself doesn’t 
mean that the patient is demented. It 
may represent something we call mild 
cognitive impairment (MCI). Although 
dementia is often preceded by MCI (the 
average duration of pre-existing MCI 
before Alzheimer disease is about 5 
years), as many as 50% of patients with 
MCI never go on to dementia. Sometimes 
the deficit improves (perhaps the patient 
had an intercurrent illness or subclinical 
depression) and sometimes it remains 
stable, providing an irritation to the 
patient and family members but not 
impairing daily function. The rate of pro-
gression from MCI to dementia is 5-15% 
per year. Although behavioral interven-
tions (e.g., brain exercises) may be slightly 
helpful, there is no safe and widely-ac-

cepted medication that alters the natural 
history of MCI. This is an area of active 
investigation.

Several memory assessment tools are 
available to help diagnose and character-
ize cognitive decline. Commonly used 
are the Mini-mental Status Examination 
(MMSE) and the Montreal Cognitive 
Assessment (MoCA). Many of these 
employ 30-point scales to character-
ize the stage of the dementia: 26-30: no 
impairment, 21-25: mild impairment, 
11-20: moderate impairment, <10: severe 
impairment. Although these instruments 
assess multiple cognitive domains and 
are very useful clinical tools, they only 
give a snapshot at one point in time and 
do not assess the degree of functional 
impairment. Sometimes, formal neuro-
psychological testing (which is a bit hard 
to obtain in the Panhandle these days) 
is required for more detailed analysis of 
cognitive function.

Most primary care doctors, particu-
larly geriatricians, are taught how to eval-
uate cognitive impairment in the clinic. 
If the diagnosis of dementia appears 
likely, a workup for treatable causes of 
dementia—including laboratory studies, 
CNS imaging and sometimes specialized 
tests—is undertaken to rule out “treatable 
causes of dementia” such as Vitamin B12 
deficiency, hypothyroidism, and normal 
pressure hydrocephalus. (In this author’s 
opinion, finding a “treatable” cause of 
cognitive loss isn’t all that it’s cracked up 
to be. I saw several patients with elevated 
TSH levels who progressed despite appro-
priate L-thyroxine replacement. And 
determining which patient with dilated 
ventricles will respond to CNS shunting 
remains an imperfect art).

When you are caring for a patient 
with dementia, you are participating in 
a slow-moving tragedy of unimaginable 
proportions. A beloved spouse is grad-
ually fading away; a mother or father is 
becoming so distant that they don’t rec-
ognize their own children. Whereas sud-
den death of a loved one is shocking and 
unexpected, the progress of dementia 
is heartbreakingly slow and agonizing. 
Loved ones suffer every single day. There 
are few more devastating things in life, 
and you as a physician or caregiver bear 
witness to this tragedy.

This situation becomes even more 
complicated when Behavioral  and 
Psychological Symptoms of Dementia 
(BPSD) develop. As we will see, apathy 
and depression often accompany demen-
tia; they usually become more persistent 
as the dementia progresses. Things only 
become worse if agitation begins to com-
plicate the issue. The patient may become 
verbally abusive or combative; a usual-
ly-placid loved one starts to shout and 
punch at the nurses. Or the patient devel-
ops delusions or hallucinations—they will 
accuse their elderly spouse of infidelity or 
think that their grandchildren have been 
replaced by impostors. Hallucinations 
(either visual or auditory) can be frighten-
ing to the patient and bewildering to fam-
ily members. Other patients may become 
disinhibited. Grandpa starts exposing 
himself to passers-by, and the formerly 
mild-mannered preacher begins to curse 
like a sailor. And the occurrence of many 
of these psychiatric symptoms portends 
a markedly worse prognosis (often a 2 or 
3-fold increase in mortality rate) in the 
course of dementia.

Preventing and managing psycholog-
ical symptoms of dementia becomes an 
important job of the care team. In this 

CASE REPORT
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I will mention one especially treach-
erous pitfall: the pseudo-dementia of 
depression can be very difficult to distin-
guish from Alzheimer Disease and the 
other dementias. Purportedly, checking 
a PHQ-9 or ordering detailed neuropsy-
chological testing will parse this out, but 
that it not always so. I will never forget a 
patient who seemed (from history, clin-
ical exam, MoCA, and negative lab and 
imaging studies) to have Alzheimer dis-
ease. I gave her a trial of SSRIs, to no 
effect; she was well-heeled, so I sent her 
to the Memory Clinic at Duke University 
for a second opinion. They concurred in 
the diagnosis of AD. Fast forward a few 
years, when my wife and I were dining 
out. Ms. X came up to me and brightly 
said, “Dr. Urban, do you remember me? 
You thought I had Alzheimer disease, and 
all the time I was just depressed. Now I’m 
right as rain!” What can you say; separat-
ing the pseudo-dementia of depression 
from AD can be tricky. Life—and diagno-
sis—can be complicated!

CLASSIFICATION OF DEMENTIA, 
AND BPSDS THAT CHARACTERIZE 
EACH TYPE

Of the common causes of demen-
tia, Alzheimer disease (AD) is the most 
prevalent, making up over 60 % of all 
cases. Five million Americans are living 
with AD at any one time.  Psychological 
co-morbidities are common in the multi-
year course of AD. Depression and apathy 
occur in 60-80% of AD patients, and each 
increases the mortality rate twofold or 
more. Given the difficulty in picking up 
the pseudo-dementia of depression, and 
the problems eliciting a reliable response 
to questionnaires from a cognitively-im-
paired patient, patients are often given 
a therapeutic trial of an antidepressant 
(usually a SSRI) early on in the course of 
AD. Apathy can be just as troubling to 
the family. Their loved one just seems to 
lack motivation to get up and around, to 
attend to personal hygiene, and to coop-
erate with planned activities. One patient 
colorfully told me: “my give-a-shitter is 
broke.” Agitation occurs at some time in 
30-60% of AD patients (especially with 

changes in environment or intercurrent 
illness). Hallucinations, delusions, and 
derepressed behaviors are common, espe-
cially as the disease progresses. As you 
can well imagine, these behavioral fea-
tures are distressing the family members 
(and sometimes to the patients them-
selves), and they significantly increase the 
chances that the patient will be institu-
tionalized.

Certain dementias carry risks of par-
ticular psychiatric manifestations (4). 
Dementia with Lewy bodies (DLB) is one 
of the gait-predominant dementias (along 
with normal pressure hydrocephalus and 
Parkinsonian dementia). That is to say, 
in these conditions, gait difficulties and 
instability are early signs of the illness. 
You should think of DLB if the patient 
has recurrent visual hallucinations early 
in the course, has prominent fluctuations 
in level of consciousness (e.g. overwhelm-
ing daytime somnolence), or has REM 
sleep behavior disorder. In REM sleep 
behavior disorder, people act out their 
dreams; this includes thrashing about or 
shouting but may involve violent flailing 
that can injure the bedpartner. Also char-
acteristic of DLB is extreme sensitivity to 
neuroleptic medications (especially 1st 
generation psychotropics). Treatment of 
the hallucination with neuroleptics, for 
instance, may result in severe extrapyra-
midal reactions, orthostatic hypotension, 
and even death. If these behavioral fea-
tures occur early in the course of demen-
tia, you should consider dementia with 
Lewy bodies.

Another dementia with prominent 
neuropsychological symptoms is fronto-
temporal dementia (FTD). I have often 
said that FTD is my least favorite dis-
ease to encounter. It is often familial, has 
a relatively young age of onset (often in 
the 50s or 60s), and can be very difficult 
to diagnose. This is because the psycho-
logical symptoms often precede mem-
ory loss. In the frontal lobe or behavioral 
variant of FTD (the commonest subtype), 
patients experience frontal lobe disinhi-
bition. They lack executive ability and 

have no insight into their deficit. They 
may make erratic business decisions, 
become rude and insulting to coworkers, 
tell inappropriate jokes, or display socio-
pathic tendencies—all long before the 
diagnosis is ever made. Plus, this disease 
is very difficult to treat. Although com-
pulsive behaviors in FTD may respond to 
SSRIs, cholinergics and memantine don’t 
help. FTD progresses more rapidly than 
the usual dementia, and patients often 
require early institutionalization. It is 
simply a horrible disease.

Other dementias have their character-
istic behavioral manifestations. Vascular 
dementia can lead to “pseudobulbar 
affect” (sudden, uncontrollable outbursts 
of laughing or crying). Parkinsonism 
is associated with a very high incidence 
of depression, and a 30-60% chance of 
impulse-control disorder, especially with 
dopamine agonist therapy. The latter may 
include impulsive gambling, hypersexual-
ity, binge eating, etc. 

PREVENTION AND NON-PHARMA-
COLOGIC MANAGEMENT OF BPSD

Every expert recommends that pre-
vention and management of BPSDs 
begin with non-pharmacological mea-
sures. Numerous interventions have been 
studied, and most have shown low- or 
moderate-quality evidence of benefit. 
Interventions have usually been studied 
in the nursing home setting, but many are 
amenable to use at home by family mem-
bers or caretakers. Interventions include 
activity-centered therapy (exercise 
classes, water therapy, structured activ-
ities), sound-based treatments (music 
therapy, playing recordings of the voices 
of loved ones), aromatherapy, bright-light 
therapy, touch therapy—the list goes on 
(2). It is hard to tell from reviewing the 
literature which approach is best—but 
most experts recommend an individu-
ally tailored, multimodality approach, 
with more intense periods of reorienta-
tion when the patient becomes agitated or 
combative.
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Before going on to pharmacology, 
I want to emphasize two things: (a) that 
non-pharmacological measures are rec-
ommended by all experts (since many 
drug interventions pose a risk of signif-
icant side effects), and (b) that the staff 
and doctors should be attentive to the 
possibility that a deterioration, especially 
if sudden or rapid, may indicate delir-
ium (a temporary, reversible confusional 
state). Although we associate such dete-
riorations with a change of surroundings 
(i.e., hospitalization, or even a seemingly 
minor change such as moving to a new 
room), you should be cognizant of fever 
or infection (e.g., a urinary tract infec-
tion), medication side effect, unrecog-
nized pain (e.g., a fracture or pressure 
ulcer) as a precipitating cause. If identi-
fied, these precipitating causes are often 
treatable, and the patient will usually 
return to their baseline state.

PHARMACOLOGIC MANAGEMENT 
OF BPSD

Most management decisions are based 
not on an underlying diagnosis, but on 
syndromes or manifestations that may 
call for treatment. I will review the treat-
ment for each manifestation below.

1. Depression. Antidepressants seem 
to work less well in the population of 
demented patients than in non-demented 
patients. Several studies have shown 
equivocal results with SSRIs or SNRIs. 
The best data exists for citalopram, but 
at a higher-than-usual dose of 30 mg/d. 
To complicate matters, it can be hard to 
use standard measures of benefit (i.e. the 
PHQ-9) due to the unreliability of patient 
answers to the questions

2. Apathy. Apathy is often associ-
ated with frontal lobe hypometabolism 
on functional MRI scans, suggesting that 
frontal-subcortical connections are dis-
rupted. There is no approved treatment 
for this distressing syndrome. Use of 
modafinil has led to equivocal results, 
and trials with psychostimulants such as 
methylphenidate are ongoing. In general, 

I would say that treatment of apathy with 
psychostimulants is not ready for prime 
time.

3. Agitation. Most occasions to con-
sider pharmacotherapy relate to agitation 
(3). It can lead to self-harm (i.e. falling 
out of bed) or harm to others (i.e. hitting 
the nurse’s aide) and is very distressing 
to families. Standard management has 
been with atypical antipsychotics, espe-
cially low doses of quetiapine (Seroquel), 
risperidone (Risperdal) or olanzapine 
(Zyprexa), but the FDA has imposed a 
black box warning on most first and sec-
ond-generation antipsychotics due to 
a 1.6-fold increase in the incidence of 
stroke and short-term mortality.  Two 
recent studies (12-week placebo-con-
trolled studies of 433 and 270 patients) 
have led to FDA approval of brexpipra-
zole (Rexulti) for treatment of acute agi-
tation in demented patients. Although no 
increased side-effects or mortality were 
observed in either study, in my opin-
ion the improvement was modest, and 
this medication costs $1,600 per month 
(retail price). The management of acute 
agitation is complicated; perhaps a small 
increased risk of mortality is not the 
worst conceivable outcome in an inex-
orably deteriorating, severely demented 
patient. Close consultation with the fam-
ily is paramount in this situation.

4. Psychotic symptoms such as delu-
sions or hallucinations (1). These symp-
toms, if mild and non-distressing to the 
patient, may often be tolerated without 
drug treatment. If severely distressing to 
the patient, treatment with second-gen-
eration antipsychotics has been standard 
therapy; quetiapine (Seroquel) has often 
been used. But recent data seems more 
favorable for risperidone and aripipra-
zole (Abilify) in this population. A recent 
study has favored the consideration of 
pimavanserin (Nuplazid), in patients with 
Parkinsonian dementia. This drug is not 
a dopamine blocker (like most antipsy-
chotics) but is a mixed agonist/antago-
nist of several of the serotonin receptors. 

Consequently, it won’t worsen the 
movement disorders in PD (or in DLB). 
Subgroup analysis, however, showed ben-
efit only in PD; patients with Alzheimer 
disease showed no significant improve-
ment. Therefore, the FDA approved it for 
use only in PD patients. Pimavanserin 
costs almost $5,000 per month; so stan-
dard atypical antipsychotics are still 
the usual choice in non-Parkinsonian 
dementia patients.

5. Disinhibition is a very difficult 
symptoms to treat. Patients with compul-
sive features may respond to SSRIs, but 
other symptoms are currently untreat-
able. Trying to get family members and 
visitors to understand that these are not 
voluntary or intentional actions may help. 
I tell family members that, if Reverend 
Jones begins to swear profusely and grab 
at the nurses, it is not really the good 
Reverend who is misbehaving. The dis-
ease has taken over, and their loved one 
is no longer calling the shots. The fam-
ily should cherish the memories of what 
their loved one was like before this terri-
ble disease took over. 

6. Anxiety. The important thing to 
remember here is that benzodiazepines 
make demented patients worse—whether 
you are treating anxiety or agitation. 
Giving a demented patient a benzo is 
like giving them a couple of stiff drinks. 
For a patient who is already bewildered 
in their environment, this will only make 
things worse. If you completely knock 
them out, they will (hopefully) wake up. 
Reorientation procedures are often help-
ful acutely, and SSRIs may provide slight 
benefit in the long run.

7. Pseudobulbar affect. In patients 
with vascular dementia and distress-
ing “emotional incontinence”, the com-
bination of dextromethorphan and 
quindine (Neudexta) has been approved 
by the FDA. Why this combination of 
two generically available and cheap drugs 
is priced at $1,000/month is beyond me.
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CONCLUSION
Dementia is a personal tragedy that 

inflicts almost unimaginable suffering on 
the family. You should always be aware 
that you, who see the patient once a 
month, have no idea of the magnitude of 
the patient’s bewilderment or the fami-
ly’s slowly unfolding grief. Remember 
too that no two demented patients—no 
matter what the underlying diagnosis, no 
matter what the stage—are ever quite the 
same. Some patients are sweet and placid 
as they slowly melt away from the world; 
some become “another person”, speaking 
cruelly to loved ones or thrashing about 
in agitation. Of course, we caregivers 
want to respond to the situation—some-
times with orientation techniques or 
nonpharmacological management, some-
times with medications. We want to pre-
vent harm and to decrease the suffering 
of the patient, family members, and nurs-
ing staff alike. In our zeal to relieve symp-
toms, however, we need to be aware of the 
flimsiness of our tools, of their ability to 

cause harm as well as relief, of the benefit 
of simply holding the hand of the sufferer. 
Nature is not always red in tooth and 
claw; sometimes she quietly disrespects 
your dignity while she is getting you out 
of the way. All our interventions cannot 
disguise this uncomfortable truth. So, do 
what you can; do your best to relieve the 
suffering that you see. But understand 
that, in the management of dementia, 
there are limits to the amount of good 
that you can do.
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neuropsychiatric symptoms in dementia. 
Curr Opin Neurol. October 2023; 36 
(5):498-503.

4. Maristany AJ, Sa BC, Murray C, et al. 
Psychiatric manifestations of neurological 
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Dr. Steve Urban is a retired internal 
medicine doctor. He spent 20 years in private 
practice and 20 years in academic medicine 
at the Texas Tech School of Medicine, before 
his retirement. He still lectures and tutors 
occasionally at the medical school. He has been 
on the editorial board of Panhandle Health 
off  and on since the 1990’s. He has served as 
editor-in-chief five times, and will turn the 
editorial reins over to Dr. Scott Milton after 
this issue.
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Dermatology

HIGH PLAINS DERMATOLOGY 
CENTER, P.A. 

Scott D. Miller, MD 
Jason K. Jones, MD 

Christi A. Baker, MD
Tyler H. Enos, MD 

4302 Wolflin Ave. 

Near I-40 & Western 

(806) 355-9866 

Fax (806) 355-4004

____________________

PALO DURO  
DERMATOLOGY, PLLC 

Larry C. Roberts, MD  
M.A., F.A.A.D. 
Diplomat of the  

American Board of Dermatology 
2005 N. 2nd Ave., Ste.D 

Canyon, Texas 79015 

(806)510-3376  •  Fax: (806)510-3379 

www.paloduroderm.com

Hearing 
PHYSICIANS HEARING CENTER 

Royce A. Armstrong, Au.D., CCC-A 
Ryanne Tindell, BS 
Audiologist Intern 

3501 S. Soncy Road #140 
Amarillo, TX 

(806) 352-6901 • Fax (806) 352-2245

internal meDicine

Mouin M. Jaber, MD 
Board Certified in Internal 

Medicine 
3504 N.E. 24th 

Amarillo, TX 79107 
(806) 381-1732 • Fax (806) 381-0748

____________________

AMARILLO DIAGNOSTIC CLINIC 
6700 W. Ninth 

Amarillo, TX 79106 
(806) 358-0200

Gastroenterology 
Daniel A. Beggs, MD 

R. Todd Ellington, MD  
James E. Lusby, MD 

Haq Nawaz, MD
Infectious Disease 

J. Taylor Carlisle, MD
Flint Smith M.D. 
Internal Medicine 

Holly Mitchell, MD 
Adrian Pay, MD

Neurology 
Sean Milligan, MD 

Pulmonary Diseases 
Timothy S. Mooring, MD, ABSM 

Javier Dieguez, MD 
Robert Walley, DO 

Rheumatology 
Ming Chen, MD, Ph.D 

Ali Hussein, MD
Sleep Disorders 

Timothy S. Mooring, MD, ABSM 
Physician Extenders 

Kyla Beedy, RN, FNP-C 
Lindsey Criss, AGACNP-BC 

Mousumi Dey, PA-C 
Misty Lance, RN, FNP-C 

Tiffany Randle, RN, MSM, FNP-C 
Ashley Roberts, RN, FNP-C 

Shelli Tracy, FNP-C 
Kayla Williamson, ACNPC-AG

nepHrology

AMARILLO NEPHROLOGY 
ASSOCIATES, PA

Daniel Hendrick, MD 
CV Sreenivasan, MD 

Esther Iheukwumere, MD 
Adan Gonzalez, MD 

1805 Point West Pkwy STE 100                 
Amarillo, TX 79106 

(806) 418-8620 • Fax: (806) 418-8606

amarillonephrology.com
 

neurosurgery

S.W. NEURO SCIENCE
& SPINE CENTER

Bret D. Errington, MD 
   Board Certified by  

the American Board  
of Neurological Surgery - Cranial 

and Spinal Neurosurgery

J. Brett Gentry, MD 
Neurological & Spinal Surgery 

Board Certified - American Board  
of Neurological Surgery

Wayne “CP” Paullus III, MD 
Neurological & Spinal Surgery 

Board Certified - American Board of 
Neurological Surgery

    705 Quail Creek Dr.  
                 Amarillo, TX 79124  

(806) 353-6400

SPINE & ORTHOPEDIC SURGERY
Michael O. LaGrone, M.D., P.A.

1600 Coulter St # B,
Amarillo, TX 79106

____________________

William M. Banister, MD 
1901 Medi Park, C-10 
Amarillo, TX 79106 

(806) 279-1183 • Fax: (806) 350-7693
Most Insurance Accepted Including 
Medicare. Diplomat - the American 

Board of Neurological Surgery
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PROFESSIONAL CARDS
obstetrics & 
gynecology

PANHANDLE OBSTETRICS  
& GYNECOLOGY 

Dudley E. Freeman, MD 
Gregory A. May, MD 
Cullen Hopkins, MD 
Jamie Wilkerson, MD

Sarah Bergeron, RNC, WHNP 
Ashley Mullin, RN, FNF 

Brenna Payne, RNC, WHNP 
7620 Wallace Blvd. 
Amarillo, TX 79124 

(806) 359-5468 • Fax (806) 358-1162
____________________

WOMEN’S HEALTHCARE 
ASSOCIATES, P.L.L.C. 

Carin C. Appel, MD 
Kathryn N. Bonds, MD 
David L. Chastain, MD 

Jill A. Gulizia, MD
Christina M. Huseman, MD  

Amanda Murdock, MD 
Keelie R. Tucker, MD 

Jennifer Graham, APRN, NP-C
Maria Campbell, APRN, CNP 

1301 Coulter, Suite 300 
Amarillo, TX 79106 

(806) 355-6330 • Fax (806) 351-0950 
whaonline.ne

obstetrics & 
gynecology

TEXAS TECH UNIVERSITY 
HEALTH SCIENCES CENTER 

DEPARTMENT OF 
OBSTETRICS AND GYNECOLOGY 

Amarillo Campus 
1400 Coulter • 414-9650 

www.ttuhsc.edu/amarillo/som/ob

Obstetrics & Gynecology 
Teresa E. Baker, MD 
George Barnett, MD 

  Stephen J. Griffin, MD 
Brandon Haney, MD

Tanay Patel, MD 
         David Vineyard, JD, MD 

Tosha Brandon, APRN, FNP-C 
    Renee Gray, MSN, WHNP-BC 
Chad Winchester, MSN, WHNP-BC

Gynecologic Surgery 
Teresa E. Baker, MD 
George Barnett, MD 

Stephen J. Griffin, MD 
            Robert P. Kauffman, MD  

David Vineyard, JD, MD

Maternal Fetal Medicine 
Obstetric Ultrasound 

Thomas J. Byrne, MD, FACOG

Menopausal Management 
Robert P. Kauffman, MD

Reproductive Medicine & Infertility 
Pediatric Gynecology 

Gynecologic Ultrasound 
Robert P. Kauffman, MD

Genetic Counseling 
Ramona Martinez, RN

Canyon Campus 
3404 4th Ave., Suite D. • 414-9944 

www.ttuhsc.edu/canyon/

Obstetrics & Gynecology 
     Tosha Brandon, APRN, FNP-C 

Brenna Melugin, APRN, FNP-BC

     

opHtHalmology 
PANHANDLE EYE GROUP, L.L.P. 

Specializing in the Diseases 
& Surgery of the Eye 

www.paneye.com 
Amber Dobler-Dixon, MD 
Glaucoma Laser & Surgery 
Amarillo: 7411 Wallace Blvd. 

(806) 350-1100 • (866) 567-0948

Robert E. Gerald, MD 
Comprehensive Ophthalmology  

7308 Fleming Ave.  
Amarillo, TX 79106 

(806) 359-7603 • (800) 283-8018

John W. Klein, MD 
Comprehensive Ophthalmology,  

Cataract Surgery 
13 Care Circle 

Amarillo, TX 79124 
(806) 353-2323 • Fax (806) 351-2323 

(888) 393-7488

C. Alan McCarty, MD 
Comprehensive Ophthalmology,  

Cataract Surgery 
7411 Wallace Blvd. 
Amarillo, TX 79106 

(806) 351-1177 • (800) 782-6393

              Crystal Truong, MD 
Comprehensive Ophthalmologist 

and Cataract Surgeon

W. John W. Murrell, MD 
Comprehensive Ophthalmology, 

Cataract & Oculoplastic 
Reconstructive Eyelid Surgery 

7411 Wallace Blvd. 
Amarillo, TX 79106 

(806) 351-1177 • (800) 782-6393

 Vish Reddy, MD 
Comprehensive Ophthalmologist 

and Cataract Surgeon
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Sloan W. Rush, MD 

Cornea, Cataract & Refractive 
Surgery 

7625 Fleming Ave. 
Amarillo, TX 79106 

(806) 353-0125 • (800) 225-3937

            J. Edward Ysasaga, MD 
Antonio V. Aragon, II, MD 

Ryan Rush, MD 
Jennifer Gallagher, MD 

Diseases & Surgery of the Retina, 
Vitreous, & Macula 

7411 Wallace Blvd. 
Amarillo, TX 79106 

(806) 351-1870 • (888) 404-1870

ortHopaeDic surgery

James R. Parker, MD 
Board Certified 

Specializing in Sports Medicine  
& Total Joint Replacement 

7000 W. 9th Ave. 
Amarillo, TX 79106 

(806) 350-2663 • Fax (806) 350-2664

otolaryngology (ent)
PANHANDLE EAR, NOSE & 

THROAT 
3501 South Soncy Road, Ste. 140 

Amarillo, TX 79119-6405 
(806) 355-5625 Fax (806) 352-2245 

Stacie Morgan, MD 
Amber Price, MD

 

Tully J. Currie, MD 
Michael Daniel, MD
William Davis, MD 
Aaron Elliott, MD 
Paul Hakim, MD 
Michael Hall, MD 
Richard Khu, MD
Megha Kureti, MD 
Luke Lennard, MD 

Cameron Manchester, MD 
Paul Pan, MD

William Parker, MD 
Robert Pinkston, MD 
Martin Uszynski, MD 
Lawrence Zarian, MD

rHeumatology

Janet Schwartzenberg, MD 
Board Certified in Rheumatology 

1215 S. Coulter Suite 302  
Amarillo, TX 79106 

(806) 350-2384 • Fax (806) 677-7617

surgery
AMARILLO SURGICAL GROUP 

6 Medical Dr. • Amarillo, Texas 79106 
(806) 212-6604 • Fax (806) 212-0355

David Langley, MD 
General / Vascular Surgery

Shane Holloway, MD 
Surgical Oncology / General 

Surgery
Chance Irwin, MD 

General / Vascular Surgery
Sam Kirkendall, MD 

General Surgery
Chris Kolze, MD 
General Surgery

Erica Wheat, MD 
General Surgery/Breast Surgery

Travis Vowels, MD 
General Surgery/VascularSurgery

_________________
PANHANDLE SURGICAL GROUP 

1301 S. Coulter, Suite 413
Amarillo, Texas 79106

(806) 677-7952 • Fax (806) 353-6081
Bleu Schniederjan, MD

Bo Neichoy, MD
David McNeir, MD

pain management/
treatment

ADVANCED PAIN CARE 
Thomas E. Merriman, MD  

1901 Medi Park Place  
Suite 2002 

Amarillo, TX 79106 
(806) 353-4699 • Fax (806) 353-4551

Victor M. Taylor, MD 
7901 SW 34th 

(806) 350-7918 • Fax (806) 418-8982
1901 Medi-Park Dr. Bldg. C, Ste. 2 

Amarillo, TX 79106
____________________

INTERVENTIONAL PAIN 
MANAGEMENT 

Brian S. Murrell , MD 
Board Certified in Pain 

Management & Anesthesiology 
4104 SW 33rd Ave., Suite 200 

Amarillo, TX 79109 
(806) 803-9671 • Fax (806) 803-9674

plastic &
reconstructive surgery
Patrick Proffer, MD, F.A.C.S. 

Reconstructive Surgery of Breast & 
Body 

Board Certified by  
The American Board of Plastic 

Surgery 
Member of the American  
Society of Plastic Surgery 

1611 Wallace 
(806) 352-1185 • Fax (806) 352-4987 

www.drproffer.com

raDiology
HIGH PLAINS RADIOLOGICAL 

ASSOCIATION 
1901 Medi Park, Suite 2050 

Amarillo, TX 79106 
(806) 355-3352 • Fax (806) 355-5367 

Gage Agers, DO
John Andrew, MD 
April Bailey, MD 

Charles Brooks, MD 
Richard Campin, MD 
Crandon Clark, MD 
Stanley Cook, MD 
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Spotlight on New, Honorary & Life Members

P.O. Box 2821 
Amarillo, TX  79105
(806) 372-3801
Fax (806) 372-3826

brandon@longhornre.com
pam@longhornre.com
kim@longhornre.comkim@longhornre.com

* Horses
* Cattle
* Pasture Cattle
* Feedlots
* Dairy Cattle
* Transportation
* Livestock Market Auction* Livestock Market Auction
* Poultry

Insuring Livestock By 
Safeguarding Tomorrow’s 
Veterinary Excellence 
Today

NEW MEMBERS
Donna Ayala, MD
Alexis Borden, DO
Nayeli M. Cabrera, DO
Ryan T. Corjay, DO
Sayyidda Mohammed, MD
Adrian Mola De La Rosa, MD
Allison E. Ogle, DO
Rachel Walker, MD

HONORARY MEMBERS 
Charles Kerr Hendrick, MD

LIFE MEMBERS
Masoud A. Alzeerah, MD
Leora Pate Andrew, MD
Robert Merrill Ball, MD
Bill Scott Barnhill, MD
Richard Harris Bechtol, MD
Howard Lysle Berg, MD
Gayle Holberg Bickers, MD
Bill Frank Byrd, MD
Turner M. Caldwell, III, MD
Dennis Lane Canon, MD
G. Arturo Carrillo, MD
David G. Carruth, MD
Rhodesia A. Castillo, MD
Harry J. Cazzola, MD
Ronald Lowell Chaffin, MD

Pamela Ann Chandler, MD
Jeffrey Donald Cone, MD
John L. Coscia, Jr., MD
R. H. Cox, Jr., MD
John Lewis David, Jr., MD
Lon Miles Davis, MD
Pablo Rafael Diaz-Esquivel, MD
Leonard Edwin Dodson, MD
Thomas D. Easley, MD
William Robert East, MD
Richard Harold Franklin, MD
Rolf W O Habersang, MD
James Edward Hamous, MD
J. Franklin Howell, Jr., MD
Douglass Young Hyde, MD
Robert Earl Jackson, III, MD
Richard Lee Jennings, MD
Thomas L. Johnson, MD
John C. Kelleher, Jr., MD
Richard Glenn Kibbey, III, MD
Michael Alan Lary, MD
Jake Crabtree Lennard, MD
Nazre Mawla, MD
Richard F. McKay, MD
John Perry McKinley, MD
Clyde Allen Meeks, MD
Rod M. Nugent, Jr., MD
Robert W. Paige, MD

Virgil A. Pate, III, MD
Mahendra J. Patel, MD
Vinodkumar Somabhai Patel, MD
Phillip O. Periman, MD
Gary Robert Polk, MD
Randal Earl Posey, MD
Brian Thomas Pruitt, MD
Harvey Mac Richey, III, DO
Miguel A. Rios, MD
Pablo S. Rodriguez-Vinas, MD
Matthew C. Scalapino, MD
Martin L. Schneider, MD
Shu Shum, MD
Earl Clifton Smith, MD
Howard Wayne Smith, MD
Rush Alexander Snyder, Jr., MD
Kent K. Sorajja, MD
James S. Spurlock, MD
Margaret E. Thurmond-Anderle, MD
Paul E. Tullar, Jr., MD
Robert Steven Urban, MD, MACP
Aniceta Veloso Velky, MD
Bruce L. Weinberger, MD
Michael D. Williams, MD
Geoffrey Lee Wright, MD
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