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How frequently to test INR and at what time should Coumadin be given?
Coumadin is usually given in the afternoon at 4pm.  It is acceptable to give it a little earlier or later.  The INR is checked to be sure that the level of anticoagulation is appropriate.  For patients who are on a stable dose of Coumadin, the INR should be checked at least monthly.  If there is a dosage change, then the INR should be monitored more frequently until the dose is stable again.

Many factors affect the level of anticoagulation, including dietary changes and concomitant medications.  Published guidelines are available to help decide how to monitor anticoagulation after other medications are added or deleted from a patient’s treatment.
How diligently should you push a patient to accept CPAP for sleep apnea?  Where are sleep studies done?

Many patients have been diagnosed with obstructive sleep apnea and are prescribed a CPAP machine for use at night.  It is true that many patients find the CPAP mask uncomfortable and are only sporadically compliant with using it.  The benefits can be dramatic for some patients, with an improved mood, less day time fatigue, and more energy.  Not to mention the reduced risk of cardiac events due to better oxygenation.  However, it can be a struggle to achieve compliance.  It sometimes works to start off with suggesting using the CPAP for an hour or two at first and gradually increasing the time as the patient will tolerate.  Many hospitals have sleep centers or sleep labs where the overnight sleep study can be done.  In our area, pulmonary specialists do most of the sleep studies.
How many inhalers are generally used for treating COPD?  Do the inhalers increase agitation and anxiety?

Most patients are given both a beta agonist type inhaler and a steroid based inhaler for long term use.  There are several ways to combine treatment to hopefully reduce inflammation in the airways and also dilate the bronchial tree.  Some patients will develop more anxiety and tremulousness when they use a beta agonist inhaler.  However, the effect is usually time limited. And it is good to remember that COPD seems to be associated with a high baseline level of anxiety and depression.  The amount of steroid in the steroid type inhalers is not enough to induce psychotic symptoms and the benefits generally outweigh the risks.
Q&A with Dr. David Osser

I work in a general primary care setting providing psychiatry services (Comm. Health Center of Cape Cod).  In this setting, I see many patients whose depression, irritability, racing thoughts, insomnia, etc. point to diagnosis of bipolar disorder, which has never been treated with mood stabilizers.  These patients are admitted to my care with moderate symptoms not requiring inpatient care, but are acute in much the same sense as inpatients are acute, except for severity and dangerousness.  So they are outpatient acute bipolar patients.  Is there data bearing on the treatment of these patients?  What meds to use as first line might be different than what is recommended for acute treatment in the inpatient setting.
I think the recommendations are not that different for ambulatory bipolars, if accurately diagnosed.  I recommend the "gold standard" lithium as the first-line mood stabilizer.  However, given the patient's preferences, side effect proclivities, etc., it's not unreasonable to use quetiapine given the emerging (much of it unpublished) database on it.  Lamotrigine is a slow acting option for depressed bipolars.  Though the acute efficacy studies were largely negative, it has proven preventive efficacy.  It appears to be of little or no value for acute hypomania, mixed, or manic episodes though.  I would avoid antidepressants.  The best evidence is that they carry a high risk to worsen the course of this disorder.

Why is Abilify study treated bipolar patients randomized and placebo group had 23% manic relapse over 1 year.  Why so low??

It was low because these studies, as well as most of the studies conducted to get FDA approval of different drugs for mania, were placebo controlled.  Only the mildest, nicest, most cooperative manics enter into studies where placebo is an option.  Unfortunately, there is very little research on more "real world" patients that we typically see on inpatient units for whom it would be out of the question ethically to enter them into a placebo controlled study. 

