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STRUCTURED MONITORING OF PSYCHOTROPIC MEDICATION IN UNIVERSITY
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ABSTRACT

Introduction: The use of psychotropic medications has emerged in children, but the monitoring practices are diverse. With the
aim of systematizing psychotropic medication practices in children, the Medication Unit was launched at the department of
child psychiatry of Tampere University Hospital (TAUH ) in February 2021. Aims and methods: The aim of this retrospective
patient report-based study was to examine the performed psychotropic medication monitoring in the Medication Unit
between 1 February and 31 December 2021. Results: The median age of the study patients (n = 57) was 10.7 years and
77% were males. The most common medications at the first visit to the Medication Unit were methylphenidate (44%5)
and risperidone (23%). Performed somatic monitoring followed the medication group-specific guidelines well, but
target symptom reporting and dialogue concerning adverse effects was not as systematic. Conclusion: The monitoring
of psychotropic medications in the Medication Unit was well executed, systematic and followed the local guidelines well.
During this study, co-operation with the nursing staff, clearly defined tasks, predefined protocols and proper facilities
probably benefitted the monitoring. Further studies on strategies to improve psychotropic medication practices within the

child psychiatric service system are needed.
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INTRODUCTION

The global trend in using psychotropic medications in
children and adolescents has been rising in recent years,
including in Finland (1-6). The use of methylphenidate,
which is the first-line medication for attention-deficit/
hyperactivity disorder (ADHD), increased 5-6-fold in
children and adolescents between 2006 and 2016 (4,7).
Also, the use of antipsychotic medications, most commonly
second-generation antipsychotics (SGAs), increased 1.4-fold
in Finnish children and 2.2-fold in adolescents between
2008 and 2017 (1). The use of antidepressants, mostly
selective serotonin reuptake inhibitors (SSR1Is), doubled
in Finnish minors between 2008 and 2018. Most of this
increase appeared in adolescents (8). In primary schoolers
the increase was smaller and in pre-schoolers the SSRI
use has decreased (8). Further, the use of psychotropic
polypharmacy has emerged (6,9,10). Except for ADHD
and some SSRI medications, due to the limited number
of paediatric pharmacological trials, official indications
for psychotropic medications are few in children under
the age of 13 years (7able 1), thus off-label prescribing is
common (11-14).

The treatment of ADHD consists of multimodal
psychosocial support methods, combined with medication
(15). ADHD medications (7able 1) are usually well tolerated
and effective in reducing the core symptoms in children
(15,16). The common adverse effects are a diminished
appetite, elevation of blood pressure (BP) or heart rate
(HR), and sleep disturbances (15). However, alpha-2 agonists
may cause hypotension and bradycardia (15,16). Several
countries, including Finland, have created clinical guidelines
for the initiation and monitoring of ADHD medication
(Tuble 2) (15,16).

SGAs in children are mostly prescribed off-label
(Table 1). Risperidone, aripiprazole and quetiapine are
often prescribed for the symptomatic treatment of severe
aggression and behavioural disorders comorbid with ADHD
and autism spectrum disorders, and further, for anxiety and
depressive disorders (1,5,17). SGAs are associated with
metabolic adverse effects. An increased appetite, weight gain
and deviations in lipid and glucose metabolism may affect
up to 60% of children using SGAs (18,19). Neurological
adverse effects, such as extrapyramidal symptoms, akathisia,
neuroleptic malignant syndrome or tardive dyskinesia, may
also emerge (19,20). SGAs may prolong the QT interval
(21,22). Even though the risk seems to be small in healthy
children, an individual assessment is needed (21,22).
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International guidelines for initiation and monitoring of
SGA treatment in children have analogous principles, but
follow-up frequency and monitoring methods may differ
(Tuble 2) (23-25).

Fluoxetine and sertraline are the most commonly used
antidepressants in children and adolescents (7uble 1) (6,8).
They are generally well tolerated and most of the adverse
effects appear in the early stages of treatment or after a dose
increase (19). Nausea, changes in appetite or headache are
usually transient (19,26). Activation, agitation and insomnia
may also appear and the elevated risk of suicidal thinking
and behaviour should be noted (19,27). Further, there is
a risk of QT interval prolongation and, extremely rare
but potentially life-threatening, serotonin syndrome (19).
Monitoring recommendations for SSRIs are described in
Table 2.

Diagnostics, target symptom definition, individual risk
assessment and careful monitoring are key issues when
prescribing psychotropics in children, especially with off-
label prescriptions and polypharmacy (14,15). Despite the
guidelines, clinical monitoring practices may be inadequate
(28-34). Special concerns have arisen with SGAs, which are
mostly prescribed off-label and carry a significant risk of
metabolic effects. The lack of SGA monitoring was also
noted in a Finnish study performed in Tampere University
Hospital’s (TAUH) department of child psychiatry (35). It
revealed that the frequency of growth and BP measurements
and metabolic laboratory tests at SGA initiation varied
from 27% to 49%, and 46-77% of the patients had enough
measurements to estimate possible metabolic changes during
the follow-up (35). The means to improve SGA monitoring
in children have been investigated in several studies (36,37).
It seems that national guidelines are not sufficient but the
implementation of local clinical guidance and monitoring
protocols may be helpful although their effects seem to
wane as time passes (36,37). To improve monitoring more
permanently, the protocols need to be tailored to fit the local
practices and organizational commitment is necessary (37). A
paediatric SGA monitoring protocol was also implemented at
TAUH in 2015 (35). Despite temporary improvement, a yet
unpublished study by Honkola et al. (2022) showed that the
protocol did not spread to common clinical practice (35,38).
Thus, more effective means were needed. To address the
contradiction between increasing psychotropic prescriptions
and insufficient monitoring practices, the Medication Unit
at TAUH’s department of child psychiatry was launched
in February 2021.
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Table 1. Official indications of attention-deficit/hyperactivity disorder (ADHD) medications, second-generation antipsychotic (SGA)
medications and selective serotonin reuptake inhibitors (SSRIs) available in the market for children under the age of 13 years in Finland
(according to the Duodecim l4&ketietokanta) and the United States (according to the Food and Drug Administration, FDA)(2744)

Indication for children under the age of 13 years
In Finland According to the FDA
ADHD medications
Methylphenidate ADHD > 6 years of age ADHD > 6 years of age
. . ADHD > 6 years of age if ADHD > 6 years of age
Lisdexamfetamine . . .
methylphenidate is not effective
. ADHD > 6 years of age if ADHD > 6 years of age
Dexamfetamine . . .
methylphenidate is not effective
Atomoxetine ADHD > 6 years of age ADHD > 6 years of age
Guanfacine ADHD > 6 years of age if stimulants are ADHD > 6 years of age as monotherapy and as
not suitable or effective adjunctive therapy to stimulant medications
SGAs!
Aggression and/or conduct disorder in Bipolar mania (= 10 years of age)
Risperidone patients > 5 years of age with diagnosis of Irritability associated with autism (> 5 years of
intellectual disability (max 6 weeks) age)
Quetiapine Bipolar mania (= 10 years of age)
Bipolar mania (= 10 years of age)
. Irritability associated with autism (= 6 years of
Aripiprazole
age)
Tourette’s disorder (= 6 years of age)
Asenapine Bipolar mania (= 10 years of age)
Lurasidone Bipolar depression (= 10 years of age)
Paliperidone Schizophrenia (= 12 years of age)
. . Manic or mixed episodes of bipolar
Ziprasidone .
disorder (> 10 years)
SSRIs?
. MDD? > 8 years of age MDD > 8 years of age
Fluoxetine
OCD* > 7 years of age
Sertraline OCD > 6 years of age OCD > 6 years of age
Fluvoxamine OCD > 8 years of age OCD > 8 years of age
Escitalopram MDD > 12 years of age

! Available SGAs with no official indications either in Finland or the USA: Olanzapine, Sertindole,

Cariprazine, Brexpiprazole, Loxapine, Clozapine
2 Available SSRIs with no official indications either in Finland or the USA: Paroxetine, Citalopram
3 Major depressive disorder

4 Obsessive-compulsive disorder
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Table 2. Recommendations for the monitoring of psychotropic medications in children (15,16,19,22-24,26,37,39-41,44)
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Monitoring Somatic monitoring
Medication Upon initiation (Regularly during the | (Regularly during the Laboratory tests
follow-up)* follow-up)*
ADHD
medications
All Assessment of target symptoms Symptoms Growth No systematic testing
Physical examination Efficacy BP, HR is needed upon
* Growth? Sleep Neurological initiation or during
« BP% HR* Appetite examination monitoring
Individual risk assessment Mental health changes ECG?® when
+ Cardiac disease or risk factors Adverse effects necessary®
Special
considerations
Stimulants
Atomoxetine Pay special attention Liver enzymes if
to possible emergence symptoms of liver
of suicidality dysfunction appear
Guanfacine Pay special attention
to BP and HR
(bradycardia and
hypotension)
» Close monitoring
is needed during
the initiation and
with each dose
increase
SGAs Definition and assessment of Symptoms Growth Upon initiation and
target symptoms Efficacy * Weekly weight regularly during
Physical examination Mental health changes monitoring follow-up
* Growth Nutritional status during the first 6 * Metabolic
* Waist circumference Adverse effects weeks parameters’
* BP, HR Lifestyle * Waist * Blood count
» Neurological status circumference * Alanine
Individual risk assessment < BP,HR aminotransferase
+ Cardiac disease or risk factors » Neurological * Prolactin®
* Metabolic disease examination - ECG*
» Neurological adverse effects
Information if prescription is
off-label
Lifestyle education
_—
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Monitoring Somatic monitoring
Medication Upon initiation (Regularly during the | (Regularly during the Laboratory tests
follow-up)* follow-up)*
SSRIs Definition and assessment of Symptoms ECG when necessary
target symptoms Efficacy

Physical examination
Individual risk assessment
» Cardiac disease or risk factors

Adverse effects

Close monitoring
needed

during the first weeks
and months.

» Pay special
attention to
possible emergence
of suicidality
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! Timing of monitoring varies in recommendations
2 Weight and height

3 Blood pressure

* Heart rate

5 Electrocardiogram

¢ Before initiation when there is an individual or family history of cardiological disease or a doubt of previous arrhythmias

7 Fasting blood glucose and lipids
8 Recommendations vary

THE MEDICATION UNIT

TAUH is one of the five university hospitals in Finland, with
a catchment area of approximately 900,000 inhabitants.
The department of child psychiatry consists of an acute and
inpatient unit, where children come mostly with emergency
and urgent referrals, and four non-urgent outpatient units.
All the units offer specialist level psychiatric services for
children aged 0-12 years. On a yearly basis approximately
1800 children are treated in TAUH department of child
psychiatry. The Medication Unit serves all units of TAUH’s
department of child psychiatry. Patients are referred to
the Unit for initiation or monitoring of psychotropic
medication. The referring physician stays in charge of
the overall psychiatric treatment, while the Medication
Unit is responsible for medication monitoring. The Unit
operates one and a half days a week in an office that has
sufficient equipment for monitoring. Child psychiatric
residents work in co-operation with two trained nurses,
who, e.g., schedule visits and laboratory tests and perform
measurements of growth, BP and HR. A senior consultant
is available for an hour per day.

Kakko et al.

For the Medication Unit, medication group-specific
instructions and a checklist for initiating and monitoring
were created based on the available guidelines for ADHD
(15), SGA (39-41) and SSRI (26) medications (7uble 2).
With all medications, the evaluation of growth, BP and HR
—and with ADHD and SGA medications also neurological
examination — are recommended at 1 month and 4 months
after initiation, and every 6 months thereafter. A phone
contact is recommended 1-2 weeks after baseline or after a
dose increase. Further, with SGAs, regular monitoring of
relevant laboratory tests (7uble 2) and ECG are recommended.
An easy to order set of laboratory tests is available for SGA
monitoring. With SSR1Is, a weekly evaluation of psychiatric
symptoms (especially suicidality) is emphasized during the
first month of treatment. The use of psychiatric rating scales
is recommended with all medications at all visits. A tightening
of the schedule is recommended after a dose increase or if
adverse effects emerge.
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AIMS

The aim of this study was to examine how the monitoring
of psychotropic medication was performed in the newly
launched Medication Unit of TAUH’s department of child
psychiatry.

MATERIAL AND METHODS

This retrospective patient report-based study was performed
at TAUH’s department of child psychiatry between 1
February and 31 December 2021 and was approved by the
director of the TAUH Research Services. The inclusion
criteria were: 1) a referral to the Medication Unit between
January and August 2021, 2) at least one contact with the
Unit (visit or a phone call), and 3) the patient’s age was below
13 years. These criteria were met by 57 patients who were
followed until either the discontinuation of the treatment
in the Medication Unit or 31 December 2021, whichever
came first. The following data were collected from the
electronic patient records: background information (age,
gender, family status), diagnoses, information concerning
the referral and monitoring visits (the referring unit, the
reason for the referral), the medication (generic name),
performed somatic monitoring (weight, height, BP, HR,
neurological status, ECG, laboratory tests), the assessment
of target symptoms, medication response and adverse effects
(whether discussed or not), and the use of a psychiatric rating
scale (wWhether used or not). Due to different medication
group-specific monitoring instructions, the study sample
was divided into three groups: 1) patients using ADHD
medications (stimulants, atomoxetine, guanfacine) and
possibly SSRIs but not SGAs (ADHD medication group
47%,n =27), 2) patients using SGAs (with or without other
medications, SGA group 40%, n = 23), and 3) patients using
only SSR1Is (SSRI group, 12%, n = 7).

Categorical variables are described with frequencies, and
the statistical significance of the possible differences between
patient groups was tested with Fisher’s or Fisher-Freeman-
Halton exact test. Continuous variables are described with
medians (Md) and quartiles (IRQ = Q1-Q3), and group
differences were tested with the Kruskal-Wallis test. P-values
< 0.05 are considered statistically significant and values
between 0.05 and 0.10 indicative. IBM SPSS Statistics,
version 28 was used for all statistical analyses.

Structured monitoring of psychotropic medication
in university hospital child psychiatry in Finland

ORIGINAL STUDY | PSYCHIATRIA FENNICA
2022;53:138-153

PEER-REVIEWED

RESULTS

The median age of the study patients at baseline (BL)
was 10.7 years and 77% were males. The patients in the
SSRI group were statistically significantly older compared
to the other patients. Background information, ICD-10
F-category (psychiatric) diagnoses and psychotropic
medications at BL are described in Table 3. The most
common diagnoses were ADHD and conduct or mixed
conduct and emotional disorder. Over 80% of the patients
had at least two diagnoses and 26% also had an ICD-10
Z-category diagnosis reflecting environmental factors,
e.g., family circumstances, influencing the patient’s health.
One third of the patients were referred to the Medication
Unit from acute or inward units. The most common
reason for referral was a request for the monitoring of
an ongoing medication. At BL, 77% of the patients used
psychotropic medication as a monotherapy, most commonly
methylphenidate and risperidone. During the follow-up, the
number of patients using only one psychotropic medication
decreased to 63%. Three quarters of the patients had at least
two contacts with the Unit during the study period (Table 3).
Thirty-two per cent of all contacts were conducted by
phone.

The frequencies of target symptom reporting,
conversations about medication response and adverse
effects, use of psychiatric rating scales and performed somatic
monitoring in the medication groups are described in Tuble 4.
At BL, target symptoms were reported in approximately half
of the patients in the SGA and SSRI groups and in one quarter
of the ADHD group. A conversation about medication
response was carried out with 71-100% and of adverse effects
with 43-83% of patients at BL, both statistically significantly
or indicatively more often with patients using SGAs. During
the study period, the response and adverse effects were
discussed, and a psychiatric rating scale was used at least
once with almost all patients. Measurements of growth, BP
and HR were performed for almost all patients at BL and
at least once during the study period. Repeated measures
were available for 74-81%. In the SGA group, monitoring
of laboratory tests was significantly more common, and
monitoring of ECG and repeated neurological examinations
were indicatively more common (7able 4).
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Table 3. Background information of the study patients in the Medication Unit of Tampere University Hospital’s child psychiatric department,

for three medication groups and the whole sample

Kakko et al.
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Medication group P All
ADHD! SGA? SSRI?
(n=27) (n=23) n=7)
Md (IQR)* Md (IQR)* Md (IQR)* Md (IQR)*
Age at baseline 9.8 11.0 12.8 <0.001 10.7
(8.9-10.9) (10.2-12.3) (11.8-12.9) (9.4-12.3)
% % % %
Gender ns
Boy 78 83 57 77
Caregiver ns
Both biological parents 44 27 50 37
Parents separated 44 46 33 43
Foster care 13 27 17 20
Number of ICD-10 F-diagnoses ns
1 33 39 57 39
2 52 30 43 42
34 15 30 0 19
F-diagnoses with a frequency > 10% in All
Obsessive-compulsive disorders F42 4 13 29 ns 11
Reaction to severe stress and 4 26 14 0.060 14
adjustment disorders F43
Hyperkinetic disorders F90 96 57 0 <0.001 68
Conduct or mixed conduct 37 57 14 ns 42
and emotional disorder F91-92
Childhood emotional disorders F93 15 9 29 ns 14
Referred from TAUH’s child psychiatric ns
Acute and in-patient units 22 39 29 30
Out-patient units 78 61 71 70
EEE—
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Reason for referral ns
Medication initiation 19 4 29 14
Monitoring ongoing medication 82 96 71 86
Medication at baseline
ADHD medication 100 44 0 < 0.001 65
Methylphenidate 70 26 0 <0.001 44
Lisdexamfetamine 7 9 0 ns 7
Guanfacine 7 9 0 ns 7
Atomoxetine 19 0 0 0.076 9
SGA medication 0 91 0 <0.001 37
Risperidone 0 57 0 <0.001 23
Aripiprazole 0 35 0 < 0.001 14
SSRI medication 0 13 100 <0.001 18
Sertraline 0 13 43 0.003 11
Fluoxetine 0 0 57 < 0.001 7
Number of contacts per patient 0.019
1 15 30 29 23
2 7 35 29 21
>3 78 35 43 56
! Patients using ADHD medication without SGAs, possibly combined with SSRIs
2 Patients using second-generation antipsychotics alone or combined with ADHD and/or SSRI medications
3 Patients using solely SSR1s
4 Median and quartiles (lower-upper quartile)
Structured monitoring of psychotropic medication Kakko et al.
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Table 4. Frequencies of clearly reported target symptoms, discussing response and adverse effects and performing measurements during the
first visit (baseline), at least once, and at least twice during the whole follow-up period for the patients of the Medication Unit of Tampere
University Hospital’s child psychiatric department, for three medication groups

Baseline At least one measurement At least two measurements*
Medication group p Medication group P Medication group P
ADHD' SGA? SSRP ADHD' SGA? SSRP ADHD' SGA? SSRP®
m=27) n=23) (m=7) m=27) (m=23) (m=7) m=23) (m=16) (m=5)
Y% Y% % Y % Y % Y% Y% ns
Clearly reported 26 44 57 ns 33 52 71 ns 17 38 60 ns
target symptoms
Medication 74 100 71 0.012 96 100 100 ns 91 94 80 ns
response discussed
Adverse effects 74 83 43 0.097 93 100 100 ns 87 75 60 ns
discussed
A psychiatric rating 85 83 86 ns 100 100 100 ns 83 75 60 ns
scale used
Somatic
measurements
performed
Weight 89 91 100 ns 100 100 100 ns 78 81 80 ns
Height 89 91 100 ns 100 100 100 ns 74 81 80 ns
BMI® 89 91 100 ns 100 100 100 ns 74 81 80 ns
Blood pressure 93 91 100 ns 100 100 100 ns 78 75 80 ns
Heart rate 89 91 100 ns 100 100 100 ns 74 75 80 0.069
ECG 30 61 43 0.094 33 83 43 <0.001 4 31 20
Neurological 59 65 43 ns 70 78 57 ns 17 50 20 0.067
examination
Some laboratory 4 65 29  <0.001 4 87 43 <0.001 4 56 0 <0.001
tests taken
Blood count 4 65 29  <0.001 4 87 43 <0.001 0 38 0 0.002
Fasting blood 0 57 29  <0.001 0 78 29  <0.001 0 31 0 0.011
lipids
Fasting blood 0 52 29  <0.001 0 74 29  <0.001 0 38 0 0.002
glucose
Prolactin 0 48 14 <0.001 0 70 14 <0.001 0 31 0 0.011

! Patients using ADHD medication without SGAs, possibly combined with SSRIs

2 Patients using second-generation antipsychotics alone or combined with ADHD and/or SSRI medications
3 Patients using solely SSR1s

4 Among patients who had at least two contacts

> Body Mass Index
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DISCUSSION

At TAUH’s child psychiatry, special attention has been
put into safe medication practices during the last decade.
As a result, a Medication Unit was established in 2021.
The main finding of this study was that in the Medication
Unit, the monitoring of psychotropic medications was well
executed, systematic and followed the local medication
group-specific guidelines well.

At TAUH, the prior SGA-monitoring protocol
implemented in 2015 substantially improved monitoring
during the study period (35). However, as in previous studies
(37,42), a yet unpublished study by Honkola et al. (2022)
performed at TAUH showed that the mode of action did not
spread to overall clinical practices (38) and an organizational
change was needed. Studies show that in order to succeed,
monitoring practices should be tailored locally and supported
with concrete tools and reminders (25,37). These principles
were used as guidelines when planning the Medication Unit.
During the present study in the Medication Unit, the frequency
of somatic monitoring was good in all medication groups.
Further, in the SGA medication group, for which reference
data from the same location was available, the frequencies
were considerably better than before the implementation
of the monitoring protocol and the Medication Unit (35).
Further, non-invasive methods such as growth monitoring
were used systematically in the Medication Unit and over
half of the patients had a neurological examination, which is
important for the estimation of possible neurological adverse
effects (20). As was recommended, ECG and laboratory
tests, targeting the detection of possible cardiological and
metabolic adverse effects, were more common in children
with SGAs compared to other medications. These findings
were probably influenced by the collaboration and the
clearly defined tasks of the residents and the nurses. The
systematic measurement of growth and BP were tasks clearly
entrusted to the nurses in the Unit, as was scheduling of
the visits according to the protocol. Also, previous studies
indicate that multidisciplinary collaboration can facilitate
psychotropic medication monitoring, especially in outpatient
settings (31,33). Further, a well-defined medication-specific
monitoring protocol, a checklist, a predetermined set of
laboratory tests and proper facilities in the Unit may have
supported the monitoring during this study.

Besides somatic monitoring, dialogue with patients and
caregivers regarding medication target symptoms, response
and adverse effects is essential (14,15). According to the
findings of this study, these still need attention. Medication
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response was discussed at least once with most of the patients.
However, despite a clear reminder in the checklist, target
symptoms often remained unreported, especially with ADHD
medications. This is an interesting finding and may reflect
the idea that target symptoms of ADHD medications are
widely known. Nevertheless, patients and caregivers may
not be familiar with them and may have other expectations
than the clinicians. The finding does not necessarily indicate
that the target symptoms were not evaluated, but rather
that they were not clearly reported. Exact definition and
reporting are essential in order to evaluate the response.
Furthermore, psychotropic medications are often used as
symptomatic treatment, and in children they are often off-
label. This highlights the need for careful evaluation and
reporting of symptomatic changes and the risk-benefit
balance. The importance of reporting is especially evident
when there is more than one physician attending to the
medication monitoring. A promising finding in this study
was, however, that psychiatric rating scales were used with
most of the patients during the study period. This, also, was
probably influenced by the checklist and the monitoring
routine, which recommended their use, and the collaboration
with the nurses who ensured that the scales were available.

Dialogue regarding adverse effects took place at least
once with most of the patients during the study period.
However, at the first visit to the Unit, the adverse effects
of SSRIs received far less attention than those of ADHD
and SGA medication, or at least they were not noted in the
patient reports. Dialogue on adverse effects with the child and
the caregiver is an important part of monitoring, and with
SSRIs caregivers need to be informed of the risk of possible
suicidality in order to safeguard the patient when needed
(27). It is possible that the medication group differences are
due to physicians’ better knowledge of the adverse effects of
ADHD and SGA medications. The national guidelines for
ADHD and the prior local study concerning SGA monitoring
may also have influenced the result. Based on this finding,
more emphasis should be put on educating physicians of
the adverse effects of psychotropics, and means to inform
patients and caregivers about them, especially concerning
the medications less commonly used in children.

The good quality monitoring detected in this study
suggests that the follow-up of psychotropic medication
deserves a time and place of its own, and novel approaches
to achieve this goal are needed. This study showed that
monitoring may be well performed and medication safety
improved even separately from the unit responsible for the
child’s treatment as a whole. However, when the Unit focuses
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on medication, the risk may be that not all aetiological factors
associated with the patients’ wellbeing and symptoms are
sufficiently considered, especially when physicians work in
rotation — even when the nurses in the Unit provide some
continuity. Despite guidance and supporting structure,
the evaluation of the benefits and risks of psychotropic
medications in children is always a challenging task. Children
with complicated polypharmacy and multiple psychosocial
factors affecting their symptoms probably benefit more from
a traditional single-physician working model. However, as
with all children using psychotropics, medication safety
and thorough monitoring practices need to be considered
as priorities.

CONCLUSIONS

The monitoring of psychotropic medications in the
Medication Unit at TAUH’s department of child psychiatry
was well executed, systematic and followed the local
guidelines well. However, further studies on strategies
to improve psychotropic medication practices and affect
possible barriers of monitoring within the child psychiatric
service system are needed.

STRENGTHS AND LIMITATIONS

A major strength of this study is that it produced naturalistic
information of a new clinical working model to improve
medication monitoring and safety. However, the short
duration, small number of study subjects in different
medication groups and the lack of a control group are
limitations that may affect the generalizability of these
results.
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