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Suicidality and Psychosis Following Vaping Related
Lung Injury

Poster Presenter: Chad Percifield, D.O.

Co-Authors: Zachary Cohen Hommer, M.D., Bradley
Adam Demijohn, M.D., Carol Janney, Samuel Lin

SUMMARY:

The use of modified electronic cigarettes and
unregulated black-market devices to vape
tetrahydrocannabinol has been increasing in recent
years. Vaping THC is inconspicuous, odorless, and
more convenient when compared to traditional
means of smoking THC. Vaping THC, however,
presents novel health concerns including vaping-
related lung injuries. We present the case of a 20-
year-old female with history of major depressive
disorder, recurrent, severe and heavy THC use by
vaping who had two inpatient treatments separated
by 2 weeks. Her first admission was for suicidal
ideation and was preceded by ICU treatment for
vaping-related lung injury. Her second admission
followed a suicide attempt by several methods
including stabbing, electrocution and ingestion. The
patient was noted to be exhibiting psychotic
features during her second admission. The patient
was stabilized on quetiapine 600 mg nightly,
fluoxetine 60 mg daily and gabapentin 100 mg daily
prn anxiety and discharged home. The increasing
popularity of vaping as a means of THC consumption
presents several concerns. There is a current
epidemic of vaping-related lung injuries, particularly
among those who vape THC and data suggests that
the rates of vaping amongst adolescents has
increased substantially. Furthermore, there is little
research regarding mental health consequences of
vaping THC, but considering the high potency of
vaping solutions, an increased risk of THC-induced
psychosis and schizophrenia spectrum disorders
should be considered. In this poster, we discuss this
patient case as well as the concerns described above
surrounding vaping THC.

No. 2
The CHOP Program: Ending the Cycle of Recidivism
for Rough Sleepers

Poster Presenter: Rebecca Gwynn Creel, M.D.
Co-Authors: Ana T. Turner, M.D., Colleen Bell, M.D.

SUMMARY:

Those persons who have the highest recidivism rate
in Jacksonville, Florida's jail system are also
experiencing homelessness. From 2009-2012, 43
misdemeanor offenders cost the Jacksonville
Sherriff’s Office over $400,000. The cost to arrest
and jail a person in Jacksonville, FL, includes $884 for
booking and $62 per day to house them. The
average cost to the community for jail time,
emergency room visits, social services and other
costs related to one person experiencing
homelessness is $50,000 per year. However, it costs
between $12,000 and $24,000 to provide a
permanent supportive housing solution for that
same individual. The Sulzbacher Center and
Jacksonville Sherriff's Office have also partnered
with the Public Defender’s Office, State Attorney’s
Office, judges, the jail, and Salvation Army probation
programs to launch the CHOP program (Chronic
Homeless Offender Program) to get chronic
offenders experiencing homelessness off the streets
and out of jail. We will describe how 10 community
partners developed a probationary program to break
the cycle of homelessness and associated crimes and
ultimately decreased costs to the city by over
$88,000 in one year. Using a cross-sector
collaboration, 23 persons were identified who had
numerous incarcerations related to homelessness.
They were offered the chance to comply with
probation, terms of a lease, and weekly case
management meetings in exchange for rapid
housing, access to free drug/alcohol rehabilitation,
and wrap-around services including job placement
and peer specialist. Twelve months prior to the
program the identified persons had been arrested 67
times for a total of 871 days in jail, along with 28
Crisis Stabilization (CSU) stays. Twelve months after
the program, there had been 26 arrests, 182 days in
jail and 0 CSU stays, leading to a decrease in costs by
$88,829. Case examples of those who not only
remained out of jail but obtained recovery from
alcohol, reconnected with family, and became
contributing members of society through the CHOP
program are also included in this review.
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Medical Student Psychotherapy Experiences and
Impact on Attitudes Towards Mental lliness

Poster Presenter: Jia Pamela Guo, B.S.

Co-Authors: Shi Xun Fang, B.S., Sahil Munjal, M.D., E.
Shen, Ph.D., Paige Bentley, Ph.D.

SUMMARY:

Introduction: Negative perceptions towards mental
illness held by medical students may adversely affect
their willingness to care for psychiatric patients and
have negative implications for the field of psychiatry
(1). Despite stress, depression, and burnout that can
occur in medical school, students are often
uncomfortable seeking personal psychotherapy (2).
There is limited research investigating the impact of
personal psychotherapy experience on student
attitudes towards mental health and specialty
choice. Understanding this impact and potential
barriers to psychotherapy is critical to cultivating
medical graduates comfortable and competent in
caring for their own psychological well-being as well
as that of their patients. Methods: The IRB of the
Wake Forest School of Medicine (WFSM) approved
this study. A convenience sampling method was
used to recruit WFSM MD students via email survey
on a volunteer basis. Results were analyzed with
descriptive statistics, and regression analysis to
identify independent outcome predictors. We will
collect basic demographic information, history of
psychotherapy participation, mental health
extracurricular experience, and barriers in accessing
therapy. The survey includes a medical student
version of Mental lliness Clinicians’ Attitudes Scale 2
(MICA) (3). Results: Preliminary results yielded 238
completed surveys, excluding psychology major
students (n=10) as their studies may have induced
positive biases towards psychotherapy and mental
health. Average age was 25.7, SD =3.17; and
predominantly female (M 37.8%, F 58.8%, 3%
uncategorized/other). One-way ANOVA between-
subjects compared the effect of personal therapy
experience before (PT-past, n=33) or during medical
school (PT-now, n=44); both before and during (PT-
both, n=56), and never (PT-none, n=105) on MICA.
Prior therapy experience (past, now, and both) had a
significant effect on MICA at the p<.05 level [F(2,
214) =3.18, p = 0.037]. Post hoc comparisons using
the Tukey HSD test indicated that the mean score for
PT-past and PT-now (M = 34.69, SD = 7.51) was

significantly different than PT-none condition (M =
37.95, SD = 7.79). Discussion: These results suggest
that prior therapy experience influences medical
student attitudes towards mental illness. Students
who had therapy experience before or after entering
medical school reported a positive attitude toward
people with mental illness. However, bias may exist
as students who choose to attend therapy may
exhibit lower stigma towards mental health. Further
data analysis will be conducted to identify barriers to
therapy, and examine possible associations between
therapy exposure, attitudes, and psychiatry specialty
choice. Conclusion: This preliminary cross-sectional
study offers insights into student behavior and
attitudes regarding mental health care. As this study
is ongoing, further data analysis will be conducted to
identify drivers of behavior.
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Firearm Ownership in Patients Admitted to an
Inpatient Alcohol and Drug Detoxification Unit
Poster Presenter: Jeremy Weleff, D.O.
Co-Author: Brian Scott Barnett, M.D.

SUMMARY:

Introduction: Access to lethal means is an important
risk factor for suicide and homicide, but data on the
prevalence of firearm ownership amongst patients
with mental illness or substance use disorders are
scarce. Despite the need to evaluate firearm access
for effective suicide and violence risk assessments,
the few studies exploring this topic demonstrate low
documentation rates of firearm access in medical
records. Therefore, we sought to investigate firearm
ownership, captured upon routine admission
screening, amongst those admitted for inpatient
alcohol and drug detoxification. Methods: We
retrospectively reviewed charts for all admissions to
an alcohol and drug detoxification unit between
1/1/2009-5/16/2020. Data on patient demographics,
admission diagnosis, length of stay, and results of a
standardized admission suicide screening tool, which
inquires about firearm access, current suicidal
ideation, past suicide attempts, past non-suicidal
self-injurious behavior (NSSIB), family suicide history,
and inpatient psychiatric treatment were extracted.
Multivariate logistic regression were performed to
assess for differences between patient variables and
firearm ownership. Results: 10,652 admissions were



identified. Patients were mostly male (64%; 6811),
Caucasian (79.4%; 8462), and a mean age of 44.7
12.7 years (range: 18-93). Admissions were mostly
for detoxification from alcohol (68.7%; 7316),
opioids (6.6%; 707), and sedatives (4.7%; 504).
Firearm ownership was not documented in 36.3%
(3,354) of admissions. Excluding these records,
10.4% (759) of patients screened were identified as
owning a firearm. Firearm ownership was associated
with having previous suicide attempts [OR: 1.30,
p=0.04], having a previous suicide plan [OR: 1.70,
p=0.01], being homeless [OR: 1.55, p=0.04], and
being married [OR: 2.57, p<0.01]. Having a family
history of suicide was negatively associated with
firearm ownership [OR: 0.74, p=0.03]. No
associations were found between firearm ownership
and age, gender, Caucasian ethnicity and diagnosis
of Alcohol Use Disorder. Discussion: Compared to
past studies in emergency rooms and inpatient
psychiatric units, the firearm ownership rate in this
population was similar and also lower than amongst
the general population. Lacking documentation for
firearm ownership, despite the use of a standardized
admission tool is concerning, given firearm
ownership and addiction’s links to suicide risk.
Firearm ownership’s associations with previous
suicide attempts and plans, as well as homeless
status, are concerning, since these are important risk
factors for suicide completion. Conclusion: Like
studies of firearm ownership in other treatment
settings, we found that screening for firearm
ownership was poor, even with the use of a
standardized admission template. Though only a
small portion of patients reported owning a firearm,
associations between firearm ownership and other
important suicide risk factors were identified.
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Suicide and Law Enforcement: A Literature Review
Poster Presenter: Aidaspahic S. Mihajlovic, M.D.,
M.S.

Co-Author: Jon Fredrick T. Casas

SUMMARY:

The problem addressed in this study was the high
suicide rates of current and former police officers in
the United States. Police officers define their work as
stressful due to the uncertainties of each shift and
the possible trauma that could be witnessed

throughout their workweek. [1] Unfortunately,
mental health stigma and the lack of training within
agencies contribute to the reasons why police
officers are skeptical about sharing their concerns
with anyone. [2] According to Blue H.E.L.P., a
nonprofit organization that works to reduce mental
health stigma within law enforcement, between
2016 and 2019, 463 law enforcement officers
worldwide committed suicide by agency-issued
firearms. [3] In the US in 2019, 228 current or former
police officers died by suicide — a record high
number —compared with 172 officers in 2018. The
state of New York had the highest number of
suicides, 27, followed by California, 23, Texas, 18,
and Florida, 15. [4] Among the 228 officers, 90%
were male and approximately 25% were veterans
with at least 20 years of service. At least 38 states
had one suicide last year. [4] According to the
National Alliance on Mental lliness (NAMI), 1 in 4
police officers has thoughts of suicide at some point
in their life. [5] A recent meta-analysis found that of
272,463 police personnel from 24 countries, the
prevalence of depression was 14.6%, for
posttraumatic stress disorder (PTSD) 14.2%, for
generalized anxiety disorder 9.6%, for suicidal
ideation 8.5%, hazardous drinking 25.7%, and
alcohol dependence 5.0%. [6] Lack of support,
administrative pressure, and avoidant coping
strategies are just a few of the occupational
stressors in police work that are associated with
troubling mental health outcomes. [6, 7] Efforts are
being made to curb this crisis. In 2018, there were
nearly 25,000 “contacts” between Chicago Police
Department (CPD) clinicians and department
members and their families; this was double that of
2016. [8] Similarly, in August 2019, the New York City
Police Department (NYPD) announced that it is
launching a “peer-to-peer support program,” in
which volunteers within the department will “ask,
listen, encourage, and follow-up with all members of
the service.” [9] Bolstering support for the program,
a 2020 study found that within an Ontario police
department’s peer-support program, this was more
than a conversation — it enhanced mental health
literacy among police officers and significantly
contributed to stigma reduction. [10] During these
unprecedented times, rife with civil unrest,
economic uncertainty, and a global health crisis, we
are all, in one way or another, confronting unique



circumstances that challenge our mental health and
well-being — challenges that, at times, push
individuals toward the unfortunate outcome of
suicide. Through this poster, we will explore the
current state of mental health within perhaps one of
our most talked-about yet most overlooked
populations: our law enforcement officers.

No. 6

Covid-19 Pandemic and Increased Risk of Suicide
Poster Presenter: Kenneth Oforeh, M.D.
Co-Authors: Chiedozie Ojimba, M.D., Terence
Tumenta, M.D., Tolu Olupona, M.D., Olaniyi O.
Olayinka, M.D., M.P.H.

SUMMARY:

Suicide accounts for one death every 40 seconds,
which is approximately 800,000 deaths. There were
44,965 cases of suicide in 2016, and it ranks as the
10th leading causes of death in the United States.
Common factors that increase the risk of suicide
include strong family history, depression, presence
of psychotic symptoms, and substance use disorder.
Also, acute psychosocial stressors such as social
isolation, unexpected and recent loss of spouse or
work, stress and anxiety in a natural disaster or
pandemic have been indicated. The COVID-19
pandemic started in 2019, and over 23.4 million
COVID-19 cases have been reported globally. Since
then, there has been an increase in suicidality,
medical and other mental health disorders due to
social isolation, economic recession and barriers to
treatment, especially in the vulnerable population.
The increased suicidality has been attributed to
factors such as increased fear, stress and anxiety
with or without mood or anxiety disorders. Multiple
lines of evidence have shown an increased risk of
suicide in patients with previously diagnosed
psychiatric disorders since the pandemic. However,
limited studies have shown an increased risk of
suicide in patients without previously diagnosed
mental health illness. Hence we report a case of a
25-year-old African American female with no prior
mental health disorder or suicide attempt who
presented with acute psychosocial stressors related
to COVID-19 pandemic.

No. 7

A Case Report of Familial Cyclical Vomiting
Syndrome: A Unique Presentation During
Differential of Obsessive Compulsive Disorder
Poster Presenter: Raheel Imtiaz Memon, M.D.
Co-Authors: Marvi Memon, M.D., Aurif Akhtar Abedi,
M.D.

SUMMARY:

Familial Cylical Vomiting Syndrome (CVS) is an illness
of idiopathic etiology characterized by recurrent
episodes of vomiting lasting for hours to days.
Methods We present a case of adolescent with
clinical features and family history consistent with
CVS. The age of onset was around age 14 or 15 in all
siblings. Selective serotonin reuptake inhibitors was
beneficial for this family. We searched databases,
PubMed and Scopus, for the relevant articles
pertaining to pathophysiology and management of
CVS. Results In this case, 15-year-old male presented
to us for worsening anxiety. For last two years,
patient had recurrent and persistent thoughts about
food getting stuck in to his throat and choking and
bloating sensations, resulting in extreme distress. He
reported history of vomiting, burping, and spitting to
suppress his anxiety. Other symptoms includes panic
attacks happening more often and around Christmas
time in 2019. He was admitted to hospital where he
received as needed lorazepam after assessment.
Patient was started on fluoxetine 10 mg daily to
target anxiety and panic attacks. The role of
serotonin has been studied in the pathophysiology
of functional disorders, including CVS. Psychosocial
stressors such as thoughts about food, school,
trauma, or social situation, triggers the release of
corticotrophin-releasing factor that stimulates
brainstem vagal receptors. Treatment for CVS is
primarily empirical with multiple disciplinary
approach that includes gastroenterologist, primary
care physicians, psychiatrist, and therapist. Both
psychological and pharmacological interventions,
such as antidepressants and cognitive behavioral
therapy have been beneficial. Conclusions Early and
prompt identification and management of CVS helps
in better prognosis and improved social and
functional outcomes. It also helps children and
adolescents from using cyclical vomiting as defense
against anxiety in certain home situations.
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Use of Bupropion in the Management of Negative
Symptom Schizophrenia: A Cast Report

Poster Presenter: Pradilka N. Drunalini Perera, M.D.
Co-Authors: Afrina Zaman, M.D., Samuel Ayodeji
Adeyemo, M.B.B.S., Patrice Ananie Fouron, D.O.,
Ayodeji Jolayemi, M.D.

SUMMARY:

Antipsychotic treatment has been documented as
the mainstay for the management of schizophrenia.
Evidence in literature has suggested that the
management of negative symptoms of schizophrenia
continue to be a treatment challenge. Therefore the
residual negative symptoms can become more
pervasive and visible after the treatment of positive
symptoms leading to impaired marked deficit in vital
daily functions of patients. We present a 57 year old
male patient with a long standing history of
schizophrenia who presented to the psychiatric
emergency with acute symptoms schizophrenia.
Following antipsychotic treatment the patient
showed some improvement of positive symptoms
however profound negative symptoms of
schizophrenia became visible. His negative
symptoms include anhedonia, amotivation, alogia,
affective flattening and passive social withdrawal.
We added Bupropion to manage the negative
symptoms and patient achieved good treatment
response. This case suggests that the anti-depressive
effects of Bupropion might be a valuable treatment
option in the treatment of negative symptoms of
schizophrenia.

No. 10

A 52 Year Old Female With Presentation of Atypical
Delirium

Poster Presenter: Syed Naveed Kamal, M.D.
Co-Authors: Sameerah Akhtar, Alessandra
Santamaria, M.D.

SUMMARY:

Development of delirium in patients is sudden in
onset and challenging for clinicians to diagnose and
treat. The etiologic factors are numerous and clinical
presentation may range from a stuporous state to
severe restlessness. Clinical and diagnostic work up

even fail sometimes to delineate the possible causes
of acute consfusional state. Presence of current or
past psychiatric disease makes the situation more
complicated. Often in clinical settings, delirium is
misdiagnosed as psychosis or catatonia despite the
lack of sufficient affective symptoms. “Delirious
mania”, also known as “Bell’s mania” is a rare clinical
entity that can justify the concomitant presence of
mood symptoms and acute mental confusion
presenting in a bizarre pattern. Though the condition
has not received a formal diagnosis in DSM
classification-it is reported to be a potentially lethal
condition. More often it is associated with Bipolar
disorder presenting with mania and delirium.
Understanding the temporal profile of development
of the symptoms is very crucial to reach the
diagnosis. Patients of geriatric age group with
multiple medical co morbidities compound the
situation further.

No. 11

A Case of Cannabis Induced Catatonia and
Management With ECT

Poster Presenter: Aditi Sharma

Co-Authors: Sanjay Chandragiri, Vinod Sharma, M.D.

SUMMARY:

Introduction: Catatonia is a clinical syndrome
categorized by a discrete group of psychomotor
disturbances which can range from immobility,
mutism, refusal to eat or drink, and negativism to
excessive psychomotor agitation. It can be divided
into three subtypes; retarded, excited and malignant
type. Retarded catatonia mostly comprises of
symptoms including mutism, negativism, immobility,
echolalia, staring, and rigidity; excited catatonia is
associated with psychomotor agitation. Malignant
catatonia is a life-threatening presentation
characterized by movement disturbance, autonomic
dysregulations, hyperthermia, and can be fatal.
Catatonia prevalence is reported to be between
7.6% to 38% in the United States, which has been
increasing with the increased use of recreational
substances.. Case Description: We are presenting a
case of an 18-year-old Hispanic male who presented
with mixed episodes of retarded and excited
catatonia after extensive cannabis smoking. His first
psychotic episode, with paranoid delusions and
hallucinations which occurred at the age of 16 after



smoking cannabis, progressed to severe catatonia
after prolonged and continuous use of medical
marijuana. He was treated with different modalities
and responded to electroconvulsive therapy (ECT),
after which he was transferred to the psychiatry unit
and was started on quetiapine for his paranoia and
became stable. This report will also focus on the
neuropsychopharmacology of cannabis and its
negative effects on the brain functions. Discussion:
Although there is limited literature and evidence
available for cannabis-induced catatonia, the
increasing prevalence of cannabis use disorder of
2.9% to 30.6% indicates that physicians should
consider cannabis as the probable etiology of
catatonia in the future . Furthermore, catatonia is an
unpleasant and traumatic experience for the patient;
physicians should be cautious to recognize and treat
it as soon as possible. Extra consideration should be
given to the likely negative effects of marijuana.
Doctors should be vigilant when prescribing medical
and legalized marijuana. More research is needed to
explore the emerging iliness due to cannabis
smoking, and physicians need to be watchful to
consider cannabis as a potential differential for the
etiology while diagnosing and treating catatonia.

No. 12

Catatonia: Diagnostic Difficulty and Treatment
Strategies in a Manic Patient

Poster Presenter: Roshan Chudal, Ph.D., M.B.B.S.,
M.P.H.

Co-Authors: Caesa Nagpal, M.D., Shitij Kapoor, M.D.,
M.P.H.

SUMMARY:

BACKGROUND: Catatonia is a complex syndrome
that occurs in many of the acute psychiatric
conditions (1). Mostly commonly it presents in
Schizophrenia but can be present in major mood
disorders, with neurological disorders and general
medical conditions (2). Treatment is very challenging
when presenting with increased depressive and
psychotic symptoms (3). We present a case of a 41-
year-old Hispanic female with past psychiatric
history of Major Depressive disorder presenting with
increased psychotic symptoms and catatonia.
METHOD: Ms. A is a 41-year-old Hispanic female
with previous psychiatric history of Major Depressive
disorder was admitted to an acute psychiatric unit

for increased depressive symptoms with suicidal
thoughts for 1 week, not eating and not talking to
family members. On admission, she was selectively
mute with significant thought blocking, poor oral
intake and poor hygiene. Lorazepam was started at 1
mg PO tid for catatonia and was restarted on her
outpatient medications, Citalopram 30 mg PO gam
for depression. Citalopram was discontinued on day
2 to observe patient just on Lorazepam. Patient
started eating more and talking more on day 3. On
day 3, she gave more history and reported problems
with sleep with increased goal directed activity with
paranoia, a week before admission to the hospital.
She was started on Risperidone 1 mg PO g am and
ghs for mood and psychotic symptoms. Due to
reports of extrapyramidal side effects, Risperidone
was changed to Quetiapine which was titrated up to
250 mg/ day with good response. Lorazepam was
tapered off before discharge. Routine labs were
drawn including TSH which were within normal limits
and UDS was negative. She denied any other
substance use. After 8 days of hospitalization, her
symptoms were much improved, denied any suicidal
ideations, homicidal ideations, affect much
improved, eating good and sleeping well.
DISCUSSION: Catatonia is a complex syndrome that
occurs in many of the acute psychiatric conditions.
Mostly commonly it presents in Schizophrenia but
can be present in major mood disorders, with
neurological disorders and general medical
condition. Treatment is very challenging when
presenting with increased depressive and psychotic
symptoms due to increased risk of neuroleptic
malignant syndrome when treated with
antipsychotics. We propose treatment with
psychotropics should be withheld until the cause of
catatonia is known such as in our case it was the
switch to increased manic symptoms that caused
catatonia. Citalopram for treatment of depression
was withheld initially, and she was started on
antipsychotics once the etiology was clearer.
CONCLUSION: Treatment of catatonia is challenging.
Benzodiazepines remain the mainstay of treatment.
We propose treatment with psychotropics should be
withheld until the cause of catatonia is known.

No. 13
Olfactory Hallucinations in the Context of COVID-19
Poster Presenter: Parul Kumar, M.D.



Co-Author: Alexander C. L. Lerman, M.D.

SUMMARY:

Background: Patients with schizophrenia are at
increased risk for SARS-CoV-2 infection (COVID-19
iliness) and its complications, including mortality.
Method: We present here a case of a woman with
schizoaffective disorder and migraine with multiple
symptoms of psychiatric decompensation due to
medication non-adherence, who also presented with
new-onset olfactory hallucinations. Results: Despite
the obvious symptoms of her psychiatric illness and
no other signs of medical illness, the olfactory
hallucinations were unusual, creating an index of
suspicion for SARS-CoV-2 infection, for which she
tested positive. Conclusion: The authors discuss the
expanded differential diagnosis for olfactory
hallucinations in patients with psychiatric illness in
the context of the SARS-CoV-2 pandemic.

No. 14

Polypharmacy in a Patient Taking Valbenazine for
Tardive Dyskinesia, Leading to a Case of
Neuroleptic Malignant Syndrome

Poster Presenter: Michelle T. Jaehning, M.D.

SUMMARY:

Neuroleptic Malignant Syndrome (NMS) is a life-
threatening neurologic emergency characterized by
fever, altered mental status, autonomic dysfunction,
and muscular rigidity. Although NMS is associated
with neuroleptics, we introduce a novel case report
suggesting that polypharmacy, which includes a
neuroleptic as well as valbenazine, may increase the
risk of developing this reaction. There have been no
reported cases of NMS associated with valbenazine.
Patients with a history of NMS were excluded in
clinical trials involving valbenazine and NMS was
excluded as part of the extrapyramidal symptoms
reported in clinical trials post-treatment, however,
our case study argues for a closer investigation on
polypharmacy with Ingrezza, and the association
with NMS. Our patient is a 71-year-old Caucasian
female who took multiple medications including
valbenazine, a VMAT-2 inhibitor that is FDA
approved for the treatment of adult patients with
tardive dyskinesia. She has a psychiatric history of
schizophrenia and tardive dyskinesia, and no
substance abuse history, and was admitted to the

medical service with stiff posturing, tremors, and
rigidity. She had a fever of 103°F, heart rate over 120
bpm, and initial CPK of 7870 iU/L. When all other
medical etiologies were ruled out, it was concluded
that she had NMS. The patient did not respond to
questioning. By report, the patient developed
bronchitis a month prior to admission, was
subsequently given a 10-day course of antibiotics,
and has experienced mental deterioration since with
an unstable gait and five falls during the past month.
Her home medications included amlodipine 2.5 mg
daily, benztropine 0.5 mg b.i.d., trazodone 50 mg
g.h.s., valbenazine 80 mg daily, and paliperidone
palmitate quarterly injections with last dose two
months prior to admission. She was reportedly
taking clonazepam 0.5 mg b.i.d., but this was
recently tapered, with her last dose one week prior
to admission. She was also taking amantadine 100
mg b.i.d. in the recent past, and this was
discontinued when benztropine was started. She
began benztropine a month ago, starting with twice
daily dosing, increasing to three times daily dosing a
week later, however, her mental status worsened,
and the dose was reduced back to twice daily dosing.
She had been psychiatrically stable with paliperidone
palmitate injections. She had been taking
valbenazine for about seven months and this helped
alleviate her tardive dyskinesia. In a literature
search, we have not found a case of NMS in a patient
taking valbenazine. In this poster, we discuss a case
of NMS in a patient with exposure to valbenazine,
among other agents.

No. 15

“l Burn Myself to Get High”: A Case Report on How
Pain Can Be an Addiction

Poster Presenter: Gurtej Singh Gill, M.D.

Lead Author: Khai Tran, M.D.

Co-Author: Panagiota Korenis, M.D.

SUMMARY:

Introduction: Authors have argued that engagement
in Non-Suicidal Self Injurious (NSSI) involves
addictive components similar to those of other
behavioral or process addictions. The following
elements of addiction have been widely accepted:
(a) compulsivity, (b) loss of control, and (c)
continued use of the substance or behavior despite
negative consequences. Authors have also discussed



the role of tolerance in addictive behaviors and its
connection to specific neurochemical processes,
such as the endogenous opioid system. We present a
case of patient who showed addictive patterns to
her NSSI. Case Report: Ms X is a 24 year old female
with past history of Major Depressive Disorder who
was admitted to the inpatient psychiatric unit after
presenting to the psychiatric emergency department
for worsening suicidal ideation and self-injurious
behavior. She was noted to have multiple tear drop
burn scars on her forearms. According to her, these
wounds are her way of “getting high”. She reported
that she used to have severe anxiety and she was
using marijuana as a way to cope. On one occasion
when she was not able to buy cannabis, out of
frustration, she decided to burn her arm. She
described the pain as “sharp and good”. Since then
she has been burning her arms with lighter for the
craving. She expressed that the high that she
experienced with the burning was “intense at first,
then mellowed out and lasted long”. Patient was
then stabilized on Lexapro as well as Vistaril to be
used as needed, she was able to refrain from
inflicting pain during her stay. Upon discharge,
patient was referred to outpatient addiction service
where she has a psychiatrist and therapist. Patient
has not had any readmission since discharge.
Discussion: Compulsive behavior is preceded
immediately by negative emotions and performed to
serve the purpose of alleviating negative emotions.
Lack of control seems evident in such situations
because acts of NSSI exceed the individual''s
intentions or expectations. The proposed criteria for
the DSM-5 diagnosis of NSSI are in alignment with
the view that individuals who self-injure continue to
engage in NSSI despite negative effects. Tolerance in
self-injuring individuals" experience of NSSI would
provide an additional reason to classify NSSI as a
process addiction. Researchers have found that
engagement in NSSI becomes progressively intense
and frequent for some people who self-injure.
Endorphins contribute to the experience of analgesia
(absence of pain) and increase an individual''s sense
of comfort and control or power. Authors have
suggested that engagement in NSSI may activate the
Endorphin Opioid System (EOS) as a result of the
experience of pain accompanying NSSI. Authors have
further asserted that, as individuals who self-injure
continue to activate the EQS for the attainment of an

intended result (e.g., improved mood), they may
develop tolerance to the endorphins triggered by
NSSI.

No. 16

“l Don’t Use Drugs”: A Case of Unexpected PCP Use
in an Older Patient

Poster Presenter: Jason I. Koreen, M.D.

Co-Author: Santiago Castaneda Ramirez, M.D.

SUMMARY:

TM is a 58-year-old African American female,
employed as a mail carrier for USPS, with no known
previous psychiatric history, who was brought to the
emergency room by emergency services after being
found partially unclothed outside her apartment. On
arrival, the patient was not oriented to time and was
confused. A psychiatry consult was requested to rule
out any psychiatric causes for her confusion. On
interview, TM was initially distant and found to have
thought latency. She denied psychiatric history or
care of any kind and denied past suicide attempts or
gestures. She endorsed a medical history of
hypertension and diabetes mellitus. However, it was
not clear if the patient was adherent to her
medications as her blood pressure was elevated. TM
admitted to occasional alcohol use, stating her last
drink was 1-2 days ago, but denied having a drinking
problem. Her ethanol level was found to be < 10
mg/dL and she did not exhibit any symptoms of
alcohol withdrawal. TM also denied use of any illicit
substances. The patient’s son was met with and
reported his mother was not at her baseline and
stated, "my mother usually is normal and nothing is
wrong with her". On the Mini-Mental state exam,
when TM was asked to draw a clock showing the
time 1010, all of the numbers were skewed to the
right side. On memory recall, she was unable to
recall the provided words at both 3 and 5 minutes.
When the patient was asked to perform serial
sevens she became evasive and appeared to
minimize her inability to perform this and other
tasks. CT head was done and showed no
abnormalities. However, considering the cluster of
symptoms there remained an outside possibility that
the patient may have had a lacunar stroke. Other
differential diagnoses per the medical team also
included meningitis/encephalitis or toxin/drug use
which the patient continued to deny. An MRI of the



brain demonstrated no acute ischemia, yet exhibited
multiple foci hyperintensity in the cerebral white
matter bilaterally, consistent with mild chronic
microvascular ischemic disease and a chronic left
basal ganglia lacunar infarct. Urine toxicology was
negative for all substances, except for Phencyclidine,
which the patient later admitted to using. TM was
determined to have acute toxic metabolic
encephalopathy secondary to Phencyclidine
intoxication. Two days later, she fully recovered to
her baseline mental status and was discharged home
and recommended to follow up with an outpatient
substance program. In this poster, we discuss the
unlikely use of Phencyclidine in older patient
populations and the other potential differential
diagnoses that can arise when substance use status
is unknown. Although PCP use in the mature older
adult population is less common, surreptitious
substance use along with silent infarcts may
complicate and muddle clinical assessment.
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“l Was Trying to Spiderman My Way Off a Roof”: A

Case of a Patient With Schizophrenia and Synthetic
Cannabinoid Use Disorder Who Fell From a Building
Poster Presenter: Santiago Castaneda Ramirez, M.D.
Co-Author: Jason I. Koreen, M.D.

SUMMARY:

KM is a 29-year-old man, unemployed previously
domiciled at a residential program, with past
psychiatry history of schizophrenia and substance
use disorder, extensive prior psychiatry admissions
including state hospital and treatment over
objection, history of public masturbation (including
in front of children), history of incarceration for
assault in second degree who was brought to the
hospital by an ambulance due to disorganized
behavior. On initial evaluation, the patient was
disheveled, malodorous, disorganized, oddly related,
and rambled “I was trying to spiderman my way off a
roof”. The patient then clarified that he fell off a 7-
story building. Patient reported he was climbing
down the building, and denied jumping off, suicidal
ideation or attempt. Patient complained of back and
leg pain. Trauma team was activated. CT of the
abdomen and pelvis was performed, showing chance
fracture of the L1 vertebral body with a retropulsed
fracture fragment causing approximately a 50%

narrowing of the spinal canal, widening of
interspinous process between T12 and L1, and
oblique fracture of the transverse process of L1. DX
of the left foot showed comminuted displaced
fracture through the left calcaneus. Patient was
taken to surgery for thoraco-lumbar decompression
instrumentation and fusion of T11-L3 and open
treatment of calcaneus fracture. During hospital
admission, the patient remained agitated,
aggressive, and displayed self dangerous behavior
such as taking off his left foot cast, with disorganized
thought process, and poor insight and judgement,
thus requiring 1:1 observation as well as
intramuscular injections for agitation. Collateral
information obtained by his mother revealed that
the patient left the residential program about a year
ago, has not been adherent to medications, was
street homeless, and was using synthetic
cannabinoids. Previous medication trials included
Quetiapine and Olanzapine, however most recent
treatment before admission consisted of Valproic
acid 750 mg twice a day and Risperidone 2 mg twice
a day which were restarted during hospitalization.
The patient required psychiatric hospital admission
for stabilization once medically optimized. Synthetic
cannabinoid use has been associated with lethal
outcomes and has been linked as contributory or a
cause of death and traumatic injuries. Some
exploratory studies have shown that nabiximols (a
combination of THC and CBD) and naltrexone can
help relieve withdrawal symptoms and reduce
cannabis use but it is not clear if they are effective in
synthetic cannabinoid dependence. This case
highlights the impact of synthetic cannabinoid
dependence in patients with chronic mental illness
who despite multiple interventions, including state
hospitalization, still exhibit risk behavior including
accidental deaths and have been unsuccessful when
discharged back into the community. Treatment of
this subset of patients is extremely challenging.
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A Case Series About Perioperative Management of
Buprenorphine

Poster Presenter: Shuo Qiu

Co-Author: Sachinder Vasudeva, M.D.



SUMMARY:

Introduction In 2010, the US consumed 80% of
world’s opioid pain medication supplyl. From 1999-
2018, more than 200,000 people died in the US from
overdoses from prescription opioid pain
medications2. Buprenorphine is becoming a popular
medication used to treat opioid use disorder.
Currently, there is no consensus on continuing vs.
holding buprenorphine preoperatively.1,3,4
Management of post-operative pain in patients on
buprenorphine has been divided, with evidence
showing for and against stopping buprenorphine
prior to surgery.1 Methods This case series
examines 6 VA patients who have undergone a
variety of surgeries with different levels of expected
pain. Patients were assessed for opioid relapse post-
operatively and characteristics that may contribute
to relapse. Information regarding their surgeries,
buprenorphine dose, pain management, and UDS
were collected. Patients’ comorbid psychiatric
diagnoses, medications and psychosocial situations
were also reviewed to assess their risks of

relapse. Results The six patients have undergone a
variety of surgeries with different levels of pain.
Patients who have undergone cataracts and dental
extractions continued buprenorphine without
significant complaints of pain. Patients who
underwent major surgeries such as hip replacements
and wrist joint arthroplasty stopped their
buprenorphine prior to surgery and received full mu
opioid agonists post-operatively. After finishing their
opioid pain medications, they restarted their
buprenorphine. With the exception of patient 3,
none of patients had a positive UDS. Patient 3 had
three illicit substances, amphetamine,
benzoylecgonine and opioids, in his UDS. Discussion
Patients show resiliency against opioid use in their
negative UDS even when undergoing surgeries
involving stopping their buprenorphine. Patient 3
was prescribed opioid pain medications for 3 months
after his right lower extremity nerve compression. It
was unlikely that stopping his buprenorphine
perioperatively but rather his prolonged use of
morphine that triggered his opioid relapse. Patients
who had undergone minor surgeries with low
expected pain can safely continue buprenorphine.
Our patients who had undergone minor surgeries
while using buprenorphine did not reported

significant pain. Buprenorphine can help manage
moderate levels of pain. Patient 4 had undergone a
total knee replacement. After he ran out of his
opioid pain medications, he increased his
buprenorphine from 16 to 32 mg daily to manage his
post-operative pain.4 Many approaches exist to
manage pain perioperatively in patients prescribed
buprenorphine. Regardless of which approach,
patients should be monitored perioperatively for
cravings and withdrawal from opioids. The surgeon
should collaborate with the buprenorphine provider
and anesthesiologist to manage opioid use disorder
and pain in a safe and effective manner 1,4.
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A Case Study of Withdrawal Management in a
Patient Abusing Designer Benzodiazepine
Analogues

Poster Presenter: Daniel Michael Tuinstra, M.D.
Lead Author: Ali Saleem, M.D.

Co-Authors: Mark Juel, M.D., Chad Percifield, D.O.

SUMMARY:

Benzodiazepines have long been prescribed as
effective medications for the treatment of anxiety
disorders in the United States. “Designer”
benzodiazepines are non-FDA approved substances
that are functional analogs or derivatives of
approved benzodiazepines and have been gaining
popularity over the past 10 years. They are relatively
easy to acquire through online sources with
qguestionable legal and ethical practices and pose
significant public health risks due to lack of
regulation. We present the case of a 33-year-old
male who was voluntarily admitted to a dual-
diagnosis inpatient psychiatric hospital unit for
worsening suicidal thoughts. Patient had a history of
major depressive disorder(recurrent, severe, and
without psychotic features); post-traumatic stress
disorder; unspecified anxiety disorder; borderline
personality disorder; opioid use disorder(severe);
alcohol use disorder (severe); cocaine use disorder
(mild); and benzodiazepine use disorder (severe).
The patient noted drinking a half gallon of vodka
daily and using one milligram tablets of etizolam six
to seven times per day (total daily dose: 6-7mg) prior
to admission. He noted purchasing etizolam online
from India. The patient was continued on
gabapentin, paroxetine, and quetiapine. Gabapentin



was titrated to 600 mg three times daily for anxiety,
quetiapine was titrated to 300 mg nightly for mood
instability, and paroxetine was continued at 30 mg
daily for depression and anxiety. The patient was
successfully detoxed off alcohol and designer
benzodiazepines using a diazepam taper. After five
days the patient was successfully discharged to
outpatient psychiatry. Benzodiazepines, though
effective for anxiety-reduction, have well-
documented addictive potential and can be lethal in
overdose. The increasing popularity of designer
benzodiazepines, their ease of accessibility, and lack
of established drug monitoring leads to risk of abuse
and potential adverse effects for individuals using
them. In this poster, we review the current medical
understanding of designer benzodiazepines,
including pharmacology, manufacturing and
distribution, and clinical concerns. We also discuss
options for improving monitoring, testing, and
clinical management of designer benzodiazepine
use.
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A Report of Penile Abscess in a 60-Year Old Patient
Subsequent to Local Injection of MDMA

Poster Presenter: Brittany Michael, M.D.
Co-Authors: Ana Reyes, Tessy Korah, M.D.

SUMMARY:

Molly is the crystal or powder form of MDMA (3,4-
methylenedioxy-N-methylamphetamine), a chemical
with well-known stimulant and hallucinogenic
effects. MDMA, also known as Ecstasy, can produce
positive effects of empathy, intimacy, euphoria, and
heightened self-confidence and sensory perceptions.
Acute negative effects of MDMA include tachycardia,
hyperthermia, bruxism, psychosis, and even death.
Ecstasy is commonly administered via oral ingestion
of capsules or tablets, pulmonary inhalation,
suppository absorption, or intravenous (1V)
injection.1 To our knowledge, this is the first report
of direct penile injection of MDMA by a patient and
the complications thereafter. Herein, we present a
case of a penile abscess developing after the
injection of MDMA into the dorsal veins. The patient
is a 60-year old homeless Caucasian male with a
history of polysubstance use disorder who presented
to the psychiatric hospital with hallucinations and
suicidal ideation following ecstasy use one day prior.

Over the past 1.5 months, the patient had been
alternatingly injecting and snorting Molly every day,
experiencing hallucinations with increased use. At
presentation, he reported injecting into the veins of
his anterior forearms. Three days after admission,
the patient began to complain of pain in his penis.
He revealed that he had injected Molly into his penis
and noticed increased edema. The patient stated
that Molly injections into his forearms were usually
painful due to the crystallization of the drug upon
injection. He opted to inject into his penis due to the
“increased blood flow” resulting in reduced pain. A
medical consult was placed, and a 1.5 cm abscess
with minimal drainage and surrounding erythema
was identified on the base of the penis. The
treatment course consisted of PO Minocycline and
IM Rocephin. Direct injection of drugs in substance
use disorders is associated with a wide range of
medical complications. Apart from tissue and
bloodstream infections, other commonly reported
complications include bacterial endocarditis, human
immunodeficiency virus (HIV), viral hepatitis, organ
edema, and an isolated case of penile lesion
subsequent to local methamphetamine injection .2,
3 Existing literature on MDMA administration
commonly reports on oral drug ingestion and
associated psychiatric manifestations. In this case
report, we present, to our knowledge, the first case
of reported direct penile injection of MDMA.
Further, we discuss the challenges of identifying
uncommon administration sites among IV drug users
as well as the importance of obtaining a thorough
history to prevent the spread of infection and its
accompanying complications.
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Cannabis-Induced Periodic Catatonia

Poster Presenter: Hojun Yoo, M.A.

Co-Authors: Jasmine Lin, M.S., Rebecca L. Joyce, B.S.,
Vanya Jain, B.A., Najeeb U. Hussain, M.D.

SUMMARY:

Background: There is a substantial and growing body
of evidence that chronic cannabis use is associated
with psychotic disorders, both increasing the risk of
later development of schizophrenia as well as
exacerbation of symptoms of existing schizophrenia.
Its long-term use has also been linked to the
development of mood disorders, such as bipolar and



depression, and anxiety disorders. Catatonia is a
motor syndrome associated with psychiatric
disorders marked by an inability to move normally.
There have only been two reported cases of
catatonia associated with cannabis use: one with
waxing and waning symptoms of catatonia and
another with cannabis-withdrawal induced retarded
catatonia. Here we present a case of periodic
catatonia with alternating symptoms of retarded and
excited catatonia associated with chronic cannabis
use. Method: A 21-year-old male with no past
psychiatric or medical history and daily cannabis use
for the last five years presented to the crisis
psychiatric emergency department with symptoms
of periodic catatonia lasting one month. The patient
initially had a weeklong episode of excited catatonia
with hyperkinesis and stereotypy, restlessness, and
impulsivity. In the week afterwards, he became
isolative, anxious, and paranoid, interrupted by brief
episodes of mutism and staring. He then returned to
baseline functioning for a few days, before returning
to another period of excited catatonia with mutism,
hyperkinesis, restlessness, and stereotypy. Upon
presentation to the hospital, the patient displayed
mutism, inhibited movement, posturing, negativism,
and staring. After a positive lorazepam challenge
test, the patient was admitted to the inpatient
psychiatry unit and supportive management was
started. He was started on oral lorazepam 4mg/day
and after his symptoms resolved, he was discharged
on the third day. Results: As stated, the patient had
no past psychiatric history and no past medical
history. There was no family history of psychiatric
conditions. The patient’s vitals were stable with no
obvious signs of any systemic disease. Urine drug
screen was positive for cannabinoids only, and the
patient and multiple collaterals denied use of any
other substances other than cannabinoids. All other
investigations including EKG, CT head, complete
metabolic panel including serum electrolytes and
liver and renal function tests, and complete blood
count with differential were found to be within
normal limits. Conclusion: In this patient with normal
vitals and lab values and no signs of infection, no
medical history, and no personal and family
psychiatric history, cannabis was the most likely
cause of his catatonia. The patient responded
positively to the lorazepam challenge test, validating
the diagnosis of catatonia despite the unusual

presentation with alternating symptoms of retarded
and excited catatonia.
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Case Study of the Vivitrol Injection, an Effective
Treatment for Opioid and Alcohol Use

Poster Presenter: Aaiza Malik, M.D.

Co-Author: Julie Teater, M.D.

SUMMARY:

Background: The opioid epidemic is worsening, with
overdose deaths tripling between 1999 and 2014.
The greatest increase in heroin-related deaths
occurred in the Midwest. Various medications have
been approved for treatment of opioid use disorder
including Suboxone, Subutex, methadone, and
naltrexone. Naltrexone is an opioid receptor
antagonist that blocks the reinforcing effects of
opioids and reduces alcohol consumption and
craving. This case study will focus on Vivitrol, the
injectable form of naltrexone. Though Vivitrol has
also been FDA approved for alcohol use disorder in
2006, this case study focuses on vivtrol’s indication
for opiate use disorder and exploring its efficacy for
maintaining sobriety from opiates combined with
various therapy modalities at a Midwestern
academic medical center. Methods: Patients must be
opioid-free for 7-10 days prior to initiating Vivitrol
injection, meaning that they must complete the
opiate detoxification phase (2-5 days). At this point
patients were either started on oral naltrexone
50mg for several days to ensure that the medication
was tolerated, or if the patient had had naltrexone in
the past then they could be started on the Vivitrol
injection. If the patient tolerated the first Vivitrol
injection, then it could then be given every 28 days.
Liver function tests were monitored at initiation and
periodically during treatment. Patients were
encouraged to engage in therapy (PHP, IOP, or
individual counseling) at initial intake appointment
when counseled about the Vivitrol injection. Data: As
of November 2019, 58 patients are on the Vivitrol
injection at a Midwestern Medical Center. Of these
patients, 46 are being treated for opiate use disorder
and 12 are being treated for alcohol use disorder. Of
these, the 5 patients with the longest amount of
time on the injection were for opioid use disorder.
At the initial intake assessment patients were
offered outpatient counseling, PHP, or IOP along



with the Vivitrol injection after detoxification if
indicated. Results: 55 out of 58 patients were
engaged in some form of counseling or programming
(individual counseling, IOP, or PHP) in conjunction
with the Vivitrol injection. Interestingly, 2 out of the
3 patients who did not choose to engage in
counseling were being treated for alcohol use
disorder. As of November 2019, the patient receiving
the injection for the longest period of time had
received 19 injections. The amount of opioids that
the patient was using at initial intake assessment did
not seem to be correlated to how many injections
they received or if they continued to follow up,
though the longer the patient had already been
sober from opiates prior to initial presentation did
appear to correlate to how long the patient was
maintained on the Vivitrol injection. Overall, the
Vivitrol injection was effective in maintaining
sobriety from opiates in this select patient
population. It was more effective if used in
conjunction counseling or programming.
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Designer Trouble: A Case Report on Flubromazolam
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SUMMARY:

Background: Designer Benzodiazepines (BZD) have
quickly gained wide popularity for recreational use.
They are not marketed as medications but exist for
research. These drugs are highly potent and have
immediate anti-anxiety and muscle relaxant effect.
They are readily available over the internet, in
different formulations and are extremely
inexpensive. Case presentation: A 42-year-old
female with past medical history of epilepsy and IV
drug use and past psychiatric history of unspecified
anxiety, unspecified depression and polysubstance
use (stimulants, opioids and BZD) presented to the
ED via EMS after she was found unresponsive. En
route, patient received Narcan 4 mg IN and Narcan 2
mg IM without significant improvement. Upon
arrival, patient was placed on supplemental oxygen
via nasal cannula with mild improvement as she was
saturating in mid 80s. She was tachycardiac at 104
and her urine toxicology was positive for BZD,

fentanyl and amphetamine. She was eventually
admitted to medicine ICU to be monitored for BZD
withdrawal and placed on CIWA-Ar. Psychiatry was
consulted for the suicide risk assessment. Patient’s
CIWA showed a downward trend from 9 to 2 by day
4 with stable vital signs. Patient admitted to have
consumed 45 mg of Flubromazolam prior to
admission for anxiolysis. Patient reported daily use
for the last 2 months. There were no acute concerns
for safety. Patient left AMA on day 4. Discussion:
Data suggests that lethal dose of Flubromazolam is 3
mg daily [1]. Our patient reported using 15 times the
lethal dose. Fortunately, patient remained stable
through her stay in the ICU. Flubromazolam is a high
potency synthetic BZD, with strong sedative and
amnestic effects and overall carries a comparatively
higher risk than other synthetic benzodiazepines [2].
The mechanism of action is similar to GABA agonism
[3]. For the most part, due to their novelty, they
remain undetected on routine urine drug screen
even though our case showed detection. Conclusion:
Flubromazolam is a relatively new designer BZD,
highly potent, carrying serious adverse effects. Thus,
it needs more research to achieve better
understanding and pan education for the general
public.
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Differential Diagnosis in a Patient With Persisting
Psychosis After Alcohol Cessation

Poster Presenter: Molly Fels, M.D.

Co-Author: Dina Telis

SUMMARY:

Alcoholic hallucinosis, a subset of alcohol-induced
psychotic disorder, presents with primarily auditory
hallucinations that begin during or shortly after
alcohol use and is distinct from withdrawal delirium.
In patients who have recently discontinued alcohol
use, the emergence of psychotic symptoms may be
attributable to alcoholic hallucinosis or may
represent a mood or psychotic disorder that was
previously undetected due to concurrent
intoxication. This presents diagnostic and treatment
challenges in both acute and long-term
management. We discuss a challenging case of
differentiating bipolar mania with psychosis from
alcohol-induced psychosis in a person with alcohol
use disorder, as well as review of related literature.



A 48 year old male with no formal psychiatric history
presented with psychotic symptoms and erratic
behavior after abrupt cessation of alcohol use 3
weeks earlier. He had previously been drinking 1-2
pints of liquor daily. He denied withdrawal
symptoms but had been sleeping only 2 hours per
night, praying for hours, and experienced auditory
hallucinations. His wife reported that on the night of
presentation, he told her the mob was coming to get
them and ran out of the apartment. The differential
diagnosis included bipolar mania and alcohol-
induced psychotic disorder and he was admitted to
the inpatient dual diagnosis unit. History from the
patient’s wife included periods of depression and
irritability, with times over the past months where
he was eating and sleeping more than usual, as well
as times when he accused her of poisoning his food.
It was unclear if he had a history of mania,
hypomania or major depression outside of the
context of active alcohol use, as he had not had
significant periods of sobriety in many years. Chart
review revealed that the patient had presented to
the ED years earlier believing that he had been
poisoned, but at the time this was attributed to his
intoxication. He was started on valproic acid for
mood stabilization and paliperidone for psychosis.
His auditory hallucinations resolved and paranoia
improved. He followed up at clinic 3 weeks after
discharge, at which time he had maintained sobriety
and did not have any mood or psychotic symptoms,,
but was then lost to follow-up Patients with alcohol
use disorder present a challenge in assessing if
symptoms that occur after alcohol cessation are an
alcohol-induced psychotic disorder, or if an
underlying mood or psychotic disorder had gone
undetected due to the effects of intoxication. In our
patient, it became more clear during his
hospitalization that his alcohol use had masked prior
episodes of depression and mania, and that this was
likely missed when he was evaluated years earlier in
the ED for paranoid ideation. Longer-term evaluation
of similar cases may lead to important clarification of
diagnosis and treatment decisions for these patients.
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Exploring the Clinical Utility of Urine Screening for
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SUMMARY:

Kratom use has increased in the United States and
abroad. Kratom is known to have stimulant-like
effects in low doses and opiate-like effects at high
doses. Although substances such as kratom are often
perceived as safe due to being “natural” or available
over the counter, there are significant adverse
effects known to be associated with the use of
kratom. Specifically, development of psychosis is
known to be associated with chronic use of kratom.
We present the case of a 20-year-old male with a
history of Generalized Anxiety Disorder, who
presented to the hospital with delusional thoughts,
auditory hallucinations, visual hallucinations, and
paranoia for 4 days. The patient reported ingesting
large amounts of kratom during the preceding 4
months as well as alcohol, marijuana and
dextromethorphan for 4 days prior to admission. His
urine drug screen was negative for all substances.
The patient’s psychosis resolved with the
administration of 300 mg of Seroquel nightly and he
was discharged home. Urine screening for kratom in
known or suspected users could be clinically
advantageous for several reasons. First, urine “dip-
sticks” testing for kratom and metabolites are widely
available commercially, cheap and easy to perform.
Many kratom users do not understand the substance
as being abusable or having health risks or addiction
potential. The use of urine screening would allow for
insight-oriented conversations with patients
regarding kratom in the context of substance abuse.
Furthermore, knowing whether symptoms of
psychosis are kratom-induced or not may help to
avoid inaccurate diagnoses such as schizophrenia
and inform treatment decisions regarding the
appropriateness and length of antipsychotic
pharmacotherapy. Finally, kratom is associated with
several drug interactions and verifying kratom use
with urine screening could help avoid safety risks
associated with co-use of kratom and many
psychotropic medications. Considering the concerns
described above, we discuss in this poster the
potential role of urine screening for kratom use in
clinical practice.
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From Psychiatric Admission to Neurosurgery
Consult: CT Discovers Large Epidermoid Brain Cysts
in Patient Admitted for Alcohol Detox

Poster Presenter: Brian D. Wright, M.D.

Co-Authors: Mary Margaret Blue, Sarah Kate
Chambley

SUMMARY:

Our patient, who initially presented for voluntary
alcohol detox, reported persistent jaw pain and
unilateral loss of hearing, during his admission to
psychiatry. His escalation of pain and history of fall
prompted a medicine consult in order to obtain a CT
of his head. The results showed a large fluid density
lesion resembling an epidermoid brain cyst.
Epidermoid cysts, although usually benign, can cause
mass effect on the brainstem and cerebellum as in
our patient. The patient was transferred from
behavioral health to the medicine service, obtained
a neurosurgery consult, and is awaiting treatment.
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Imodium Abuse and Opioid Withdrawal: A Case
Report
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SUMMARY:

Introduction: Imodium, generic name Loperamide,
is an opioid receptor agonist and acts on the mu
opioid receptors in the myenteric plexus large
intestines; it does not affect the central nervous
system like other opioids.[1] This drug affects the
peripheral 1 receptors, inhibiting its passage through
the blood-brain barrier, which in turn prevents
evident cerebral symptoms.[2] Many people are
using Loperamide to self-medicate withdrawal
symptoms associated with opioid use disorders.
Rather than using Loperamide to simulate the
euphoric high of opioid drugs, people are now taking
the drug as a way to treat physical dependence to
opioids. Loperamide abuse for this reason has
become so pervasive and problematic it has been
dubbed the “poor man’s Methadone.”
Unfortunately, using Loperamide as a replacement
for opioids also requires very high doses of the
medication, which can lead to overdose. Ingesting
large and frequent amounts of Loperamide carries a

high risk of experiencing cardiac arrhythmias, such as
ventricular dysrhythmias, prolongation of the QRS
duration and QTc interval; and respiratory
depression, which can lead to death.[3] Overdoses of
loperamide have been steadily increasing in number
and severity nationwide over five years.[4]
Loperamide is not detected on routine blood and
urine toxicity screens. A special assay, which is not
readily available, is required for detection of
loperamide in the serum which leads it for more
abused.[5] We report a 38-year-old female who
came in with cardiac arrythmia from Imodium abuse.
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It’s the E: An Uncommon Presentation of Chronic
Ecstasy Use
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Co-Author: Arun George Prasad, M.D.

SUMMARY:

Introduction Ecstasy/Molly is a “rave” drug which
gained popularity among youth and adults in the
early 2000s as an “enactogen”. The active
constituent is MDMA(3,4-
methylendioxymethamphetamine). It was estimated
that approximately 11 million people reported using
ecstasy in 2004. Rarely, ecstasy has been known to
cause agitation. Case Summary Mr Cis a 22 year old
male who was brought in by Emergency Medical
Services and police because he was threatening
family members with a knife at home after
consuming Ecstasy. He had a history of being
diagnosed with Attention Deficit Hyperactivity
Disorder (ADHD) as a child and had been on
Strattera and Tenex. According to the patient, he
was consuming ecstasy regularly two times a day for
the last year. As per family, patient had been
increasingly paranoid. exhibiting erratic behavior
and had been increasingly aggressive and abusive.
On evaluation, patient was emaciated, unkempt, had
psychomotor agitation, rapid speech and labile
affect. He would walk out of interviews and threaten
staff. Of note in his labs, Urine toxicology was
positive for amphetamines and cannabis. He would
frequently explode, bang the telephone and the
nursing station windows. He required emergent
medications and 4 point restraints on multiple
occasions. On day 6 of admission, his CPK was
elevated (5850 Units) and he was admitted to the



medical floor on 1:1 observation. Patient was sent
back to the psychiatry floor after intravenous
rehydration once his CPK had trended below 5000.
On return to he was transferred back for fever and
tachycardia and started on intravenous antibiotics
and fluids. On day 3, he eloped. Police were notified
but he was not found. Discussion The case presented
unique challenges. Agitation and psychosis as the
presenting feature for ecstasy use is uncommon.
This symptom is something that may be important to
keep in mind while dealing with patients with
ecstasy related substance use disorder. Secondly,
management of agitation in an emaciated patient
who was not responding to medication alone was
challenging. The case invokes thought of developing
a treatment protocol for agitation management in
patients with elevated CPK especially with the risks
associated with Neuroleptic Malignant Syndrome
and Rhabdomyolysis. One possibility may be to
ensure adequate hydration. Another unique
challenge of the case was the patient elopement
which occurred from the medical floor. A feasible
option may be to have trained staff and a room for
administering intravenous fluids and antibiotics.
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K2 Induced Agitation Resistant to Medication
Intervention

Poster Presenter: Madison Collins, M.D.
Co-Author: Daniel Thomas McGovern, M.D.

SUMMARY:

Mr. M is a 47 year old homeless male with past
psychiatric history of unspecified schizoaffective
disorder and alcohol use disorder who presented to
the psychiatric emergency room brought in by EMS
for assaulting a bystander with coffee. Patient
presented severely agitated and violent requiring
immediate chemical restraints. Patient’s urine
toxicology was negative, however patient reported
using K2 prior to being picked up by EMS. Patient
was admitted to the inpatient psychiatric unit for
safety and stabilization and required over 13
separate administrations of Haldol 5mg IM/Ativan
2mg IM/Benadryl 50mg IM and four locked
seclusions over his 9 day stay. Response to as
needed medications was inadequate and patient
continued to be violent and destructive requiring
repeated interventions. Prior hospital stays without

suspected K2 use did not require this excessive use
of medication interventions per records. This case
demonstrated a substance induced agitation almost
completely resistant to medication. There is no
formal algorithm suggested for treatment of K2
induced agitation. Most patients respond well to
first generation antipsychotics and benzodiazepines
for sedation as the substance metabolizes. In this
poster we present a unique case unresponsive to
traditional methods and discuss alternative
treatments.
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Kratom and Clindamycin Causing Dystonia and
Tardive Dyskinesia

Poster Presenter: Harsimar Kaur

Co-Author: Jatinder Singh

SUMMARY:

Introduction: Kratom is a drug derived from the
leaves of the tree Mitragyna speciosa, from southern
Thailand. Kratom is consumed throughout the world
for its stimulant effects and as an opioid substitute.
Studies showed affinity of kratom to y, 6, and k
opioid receptors and to dopamine D1 receptors (1).
The clinical manifestations of kratom effects are not
well defined and the clinical studies are limited.
Psychological manifestations are varied and range
from euphoria to aggression, hostility, delirium and
psychosis. On the other hand, clindamycin has been
rarely associated with neurotoxicity. There is only
one case report in the literature that describes
abnormal body movements in children after taking
clindamycin. In a recent animal study on hamsters,
clindamycin caused a significant decrease in
dopamine in the brain (cortex and medulla) and
GABA in the cerebral cortex (2). Method: We present
a case of a 26-year-old man with a history of daily
use of Kratom (18 tablets/day) for many years but no
significant medical issues. Results: He presented to
the ER with altered mental status and agitation post
a dental procedure and day 2 of starting on oral
clindamycin 150 mg TID. His UDS and alcohol levels
were negative, and clinical workup was insignificant.
He developed significant tremors and painful
dystonia in the upper and lower limb and tardive
dyskinesia involving facial muscles leading to ICU
admission for the management of agitation, dystonia
and altered mental status. Patient made full



recovery with supportive management and was
discharged after 10 days. Patient remained abstinent
from Kratom use for 1 year follow up and still
reports daily flashbacks from the traumatic
experience of dystonic reaction from his hospital
admission. Discussion: Kratom is now widely
available in health food stores and online and is
considered an emerging drug of abuse. At present
kratom is legal in the United States but has been
implicated in 44 deaths (3). Kratom is also being
used to treat opioid withdrawal without supervision
of a licensed healthcare provider. Our case highlights
the lesser but potentially serious toxicities and
interaction of kratom with other commonly used
medication.
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Legal Highs Lead to Dangerous Lows: Case Study of
a Male With N20 Use Disorder and Subsequent
Neurological Sequelae

Poster Presenter: Pooja Raha Sarkar, D.O.
Co-Authors: Kerry Marie Sheahan, D.O., Erin M.
Johnson, M.D.

SUMMARY:

Nitrous oxide (N20), most notable for its anesthetic
properties, is also popular as a recreational drug, in
the form of compressed air for cleaning electronics,
or whipped cream cannisters (“Whippets”) to
achieve a euphoric high. Recreational N20 use poses
significant risk to users partly due to ease of access
and limited screening for N20 recreational use by
medical providers. Here we present the case of a 37
year old male with a past medical history of
substance use (heroin, prescription opiates,
marijuana, alcohol, tobacco and nitrous oxide),
referred to outpatient psychiatry consult service by
his family for concerns of significant depression.
Evaluation revealed the patient self-medicated
anxiety and chronic pain with substantial “Whippet”
abuse, totaling upwards of 50 cannisters a day.
However, the patient also noted his mood worsened
the more he used N20. Given concern for nitrous
oxide-induced dorsal column degeneration
secondary to vitamin B12 depletion, which could
result in permanent brain damage or death, the

psychiatry team strongly urged the patient to
abstain from further use of Whippets. The team
discussed the benefit of SSRIs to target symptoms of
depression and anxiety, and furthermore advised
him to enroll in detox the same day. Despite
counseling, patient declined both SSRI and detox
treatment. Unfortunately, the patient continued to
use N20, and presented less than 2 weeks later to
the Emergency Department for acute-onset ataxia
and ascending neuropathy in all four extremities that
prevented ambulation. He required inpatient
hospitalization, and extensive neurological workup.
CT imaging of cervical and thoracic spine revealed
extensive V shaped hyper-intense T2/T2 signals
involving the dorsal column from C1 to T12,
consistent with subacute combined degeneration,
which can be attributed to prolonged nitrous oxide
use. Labwork also correlated with N20 use, notably
a normal B12 (307, range 232-1245) with elevated
homocysteine level (43.8, range 0-15) and
methylmalonic acid level (893, range 0 to 378). After
ruling out other causes, such as Guillain Barre, the
medical team determined this presentation was
indeed secondary to N20 use. The patient was
treated with vitamin B12 supplementation,
extensive physical therapy and close follow up. This
case highlights the severity of neurological
symptoms associated with Whippet use, as well as
the development of substance induced mood
disorder that resulted from repetitive N20 use. The
severe sequelae noted in this case exemplify risks
patients must be counseled on. As Whippet use
grows more prominent, public knowledge of the
very real and dangerous side effects lags. While N20
is typically most prevalent in adolescent populations
due to ease of access, there is impetus to screen for
inhalant use regardless of age in the psychiatric
setting and to integrate discussion of N20 use into
ongoing broader conversations about substance use.
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Mania With Psychotic Features Induced by Heavy
Cannabis Use in a High Functioning Postgraduate
Student

Poster Presenter: Harsimar Kaur

Co-Author: Ramnarine Boodoo, M.D.

SUMMARY:



Mr. S., a 27-year-old physically healthy Caucasian
male with a past psychiatric history of bipolar
disorder and schizophrenia, presented to the
emergency room after having verbal outbursts. He
tried to abscond from the emergency room and was
physically aggressive, necessitating use of physical
restraints. On arrival to the psychiatric inpatient
facility he was disinhibited, elated, distractible,
talkative, and exhibited flight of ideas. He was also
experiencing grandiose delusions, believing that he
was a famous actor. He reported using 2 bowls of
cannabis daily for several weeks prior to
hospitalization. According to information obtained
from his father this was his 4th psychiatric
admission; past admissions were similar in
presentation and were always preceded by heavy
cannabis use. Patient was started on quetiapine

which was titrated up to a total daily dose of 600mg.

Patient’s elation, delusions, aggression and
impulsivity quickly remitted, thought process
became linear. His father felt that he had returned
to baseline, and so he was discharged with strong
recommendations to refrain from further cannabis
use and to adhere strictly to prescribed medication
regimen. Three days after discharge patient was
returned to the emergency room by the police after
punching a glass window and threatening to walk
into the traffic. In the emergency room, he was
verbally and physically aggressive and was sexually
inappropriate. Patient was transferred to inpatient
psychiatry and was again found to be euphoric,
disinhibited, having grandiose delusions and
auditory hallucinations. He admitted to resuming
cannabis use just after discharge along with non-
adherence to psychiatric medication regimen as
prescribed on last discharge. He showed no insight
into the link between his psychiatric condition and
cannabis use. At this admission he was started on
paliperidone, long acting injectable formulation.
Medical cannabis use is legal in the majority of U.S.
states and eleven states allow recreational use.
Cannabis is used to refer to a plant that is used both
recreationally as well as for various medical
conditions that are not FDA-approved. There is an
established causal relationship between cannabis
use and acute psychosis and mania. (1) Although
many studies have shown a dose-response
relationship between cannabis use and psychosis,
the evidence is less robust in bipolar disorder. There

is also an association between cannabis use in
bipolar disorder with younger age of onset, poorer
medication adherence, and higher number and
longer duration of manic or depressive episodes. (2,
3) As restrictions on cannabis use decrease, research
into the neurobiological effects of cannabis as it
relates to the development of psychiatric continues.
In this poster, we discuss the challenges and
importance of recognizing and treating cannabis
induced bipolar disorder in patients with severe
cannabis use disorder who are currently in the
precontemplation stage of change.
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Methemoglobinemia Reversal Via Methylene Blue
in a Patient on Antidepressant Therapy

Poster Presenter: Mary-Anne Hennen, M.D.
Co-Authors: Elizabeth M. Fam, M.D., Rashi Aggarwal,
M.D.

SUMMARY:

Introduction: Methemoglobinemia (MH) due to
incidental ingestion of poppers is a rare but reported
phenomenon. “Poppers” are a class of volatile
nitrites that are quick, short-acting vasodilators;
when inhaled they produce a “rush” of warmth[v],
and can have an aphrodisiac effect as well as a
relaxing effect on smooth muscle. They are often
used recreationally for the high they can induce, as
well as to augment sex and facilitate anal sex.[i,ii]
MH refers to hemoglobin (Hgb) that is oxidized to a
ferric form that cannot bind oxygen as well as the
natural ferrous form.[vi,vii] This leads to poor oxygen
binding and can be fatal. Methods: We present the
case of a middle-aged male on antidepressants who
experienced acute MH following accidental ingestion
of poppers, and we review the literature on nitrite-
induced MH, its presentation and treatment.
Literature review was conducted using PubMed with
key terms: “poppers,” “volatile nitrites,”
“methemoglobinemia,” “methylene blue,” and
“serotonin syndrome”. Case Presentation: BB is a
44-year-old male with history of major depressive
disorder treated with paroxetine (last taken morning
of) and fluoxetine (last taken 4 days prior), who was
brought to the ED after ingesting an unknown
substance. He accidentally ingested poppers instead
of inhaling them. The bottle label had a warning that
it “may be fatal if ingested” and “do not drink,



contains isobutyl nitrite.” He then began to have
nausea, malaise, vertigo, palpitations, tachypnea,
and cyanosis of the fingers and lips. On admission,
his oxygen saturation was 91% on room air. Co-
oximetry revealed elevated %met-Hgb (22.5),
elevated %CO-Hgb (3.6), and decreased %02-Hgb
(42.2). He was diagnosed with MH. Given his history
of recent antidepressant use, it was uncertain if
administering MB would be appropriate, but as
hyperbaric oxygen was not available, toxicology
recommended giving MB and monitoring carefully
for alarm symptoms of serotonin syndrome (SS). 10-
15 minutes after receiving MB, the patient’s
symptoms resolved. His skin resumed a flushed
color, and his oxygen saturation was restored to 98%
on room air. Discussion: There have been multiple
cases of life-threatening MH as a result of popper
use via both inhalation and ingestion.[i,iii,iv] MH is
unresponsive to supplemental oxygen due to the
ineffective ferric state of Hgb. First-line treatment is
methylene blue (MB); alternative treatment for
those who cannot tolerate MB is hyperbaric
oxygen.[viii] There is a black box warning to avoid
MB use in patients concurrently taking SSRIs, SNRIs,
and MAOIs within the past 2 weeks, as it may cause
SS. MB has been reported to cause SS due to its
MAOI properties,[ix] especially when combined with
other antidepressants. In MH patients with no other
treatment modalities available, it may be necessary
to use MB, but further studies are needed to
determine the safety of this practice.

No. 36

New Onset Stutter in the Context of Severe Alcohol
Withdrawal

Poster Presenter: Megan Maier, M.D.

Co-Author: Matthew Koster, D.O., M.B.A.

SUMMARY:

Substance use is a prevalent cause of both medical
and psychological iliness that continues to pose
challenges for physicians diagnostically and clinically.
It can be difficult to diagnose psychological illness
that manifests as somatic issues, particularly when
substances are known to exacerbate symptoms like
anxiety and depression. In this case report, we
examine a patient presenting with a new onset
symptom of stuttering in the context of repeated
alcohol withdrawal and detox. Specific to stuttering,

there is little data in the literature that links
stuttering to alcohol withdrawal, and little data on
how stuttering and substance use and withdrawal
coincide. Therefore, we examine other possible
differential diagnoses, including conversion disorder,
as the patient presented in the case was noted to
have dramatic improvement by treating his anxiety
and working to overcome the deep shame and
embarrassment he felt as a highly functioning young
adult who continued to have significant struggles
with sobriety. The case presented demonstrates how
psychological stressors and underlying psychological
illness can often be masked or distorted by
substance use, specifically during the acute
presentation of withdrawal. This case further
explains that it is important to consider the context
of the patient’s presentation as well as the
presentation itself, both physically and
psychologically.
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Nitrous Oxide “Whippet” Abuse Presenting as
Acute Onset Psychosis, Suicidal and Homicidal
Ideation, Delirium, and Ataxia in a 57-Year-Old
Patient

Poster Presenter: Mohammad Qadri, M.D.
Co-Authors: Megan E. Acito, D.O., Cassandra Mary
Nicotra, D.O., Ateaya Lima, M.D.

SUMMARY:

Mr. H is a 57-year-old male with no significant
medical history, no prior reported history of
psychiatric treatment/admissions, past history of
Opioid Use Disorder (in remission), Alcohol Use
Disorder (in partial remission), who presented to the
emergency department with acute onset suicidal
ideation, homicidal ideation, fluctuating psychotic
symptoms, altered mental status, and gait
disturbance in the setting of escalating frequency of
recreational nitrous oxide use in recent weeks in the
form of “Whippets.” As per family, the patient was
previously employed in the airline industry and was
introduced to the substance at a party
approximately five years prior to onset of psychiatric
symptoms. He was admitted to the medical floors
for evaluation of acute neurologic deficits, seen by
the Consult-Liaison psychiatry team, and
subsequently admitted to the adult inpatient
psychiatric unit. His wide variety of symptoms



included intrusive suicidal ideation, homicidal
ideation directed towards family and hospital staff,
visual hallucinations, paranoia, bizarre behavior,
aggression, responding to internal stimuli,
nightmares, hypomania, insomnia, and sundowning-
like tendencies with disorganized behavior that was
particularly prominent in the evenings. Neurologic
deficits included sensory ataxia, defects in recent /
remote recall, dysmetria, disorientation, and
paresthesias, with a fluctuating presentation. Over
the duration of his inpatient medical / psychiatric
admission, he was treated with Seroquel (titrated to
a TDD of 500 mg), Melatonin, and a limited course of
Vitamin B12 (1000 mg x 2 doses) and Thiamine (100
mg x 4 doses). His lab / imaging studies included
elevated Vitamin B12 level (1515), normal
Methylmalonic Acid level (229), negative urine
toxicology, CBC abnormalities (anemia, leukopenia),
and MRI brain significant for mild microvascular
ischemic disease and mild periventricular T2/FLAIR
hyperintensity. In this poster, we explore this case of
nitrous oxide abuse manifesting with variegated
neuropsychiatric manifestations in a middle-aged
male and a successful treatment regimen. Various
cases of N20 abuse have been described in
literature, with a wide variety of presentations;
however, predominantly psychiatric presentations
tend to be more common in younger patients, with a
prior systematic review of the literature noting a
median age of 26 years (Garakani et al. 2016).
Notable points for consideration in this patient’s
case include the acute emergence of wide-ranging
symptoms, a limited course of Vitamin B12
treatment, worsening psychotic presentation during
the evenings, abnormally elevated levels of Vitamin
B12 upon initial presentation, and the largely
successful return to baseline mental status with high
doses of Quetiapine. The patient was stabilized over
approximately two weeks and ultimately discharged
to an outpatient MICA treatment program.
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Outpatient Loperamide to Buprenorphine Induction
Protocol

Poster Presenter: Jenny E. Lee, M.D.

Co-Author: Nassima Ait-Daoud, M.D.

SUMMARY:

Loperamide is an over-the-counter anti-diarrhea
medication that has a recommended maximum
dosage of 16 mg per day. It interacts with the
intestinal mu-opioid receptors, and at high doses, it
has central nervous system activity. There have been
several case reports and papers describing
loperamide misuse and abuse. Complications of
high-dose loperamide have been documented,
including cardiotoxicity, and death. The National
Poison Control Database reported 179 cases from
2008 to 2016.1 In 2016, the FDA issued a warning
about serious heart issues, including arrhythmias
with the misuse or abuse of loperamide.2 The 2017
Report of the American Association of Poison
Control Centers noted 1583 case mentions for
loperamide, including 1162 single exposures, of
which 374 were intentional, and 4 resulted in
death.3 In this poster we explore the mechanism
of action of lopramide surrounding its addictive
properties and describe an outpatient loperamide to
buprenorphine induction. It is the case of a 34 year
old male who was referred to the medication-
assisted treatment clinic for buprenorphine-
naloxone consideration due to uses of high doses of
loperamide daily for almost 10 years. Patient was
using up ----of loperamide a day as a way to control
withdrawal symptoms from opioid discontinuation
that happened 10 years prior. Because loperamide is
available over the counter, it was easier for him to
maintain his use over a decade and only became
worried about it when he learned from his PCP that
it could cause QTc prolongation. The patient stopped
using loperamide approximately 18 hours prior to his
induction. His initial Clinical Opiate Withdrawal Scale
was an 18, and it was most notable for irritability.
After a total of buprenorphine-naloxone 8-2 mg was
administered, his COWS score dropped to 2. He
continued to follow-up as an outpatient, and he
reported full medication adherence, no cravings, and
abstinence from any other substance use. Very little
is known on the management of loperamide misuse
and related addiction. There is one case report
reviewing the induction of a patient that was
abusing loperamide and exhibiting cardiotoxicity
using buprenorphine and this was a limited 7-day
taper because the patient was incarcerated. Another
case was recently published describing inpatient
treatment of loperamide associated opioid use
disorder with buprenorphine. This is the first



outpatient case presentation reporting and
describing a safe loperamide
to buprenorphine induction protocol.
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Persistent Alcoholic Hallucinosis: A Case Report and
Literature Review

Poster Presenter: Shivendra Shekhar, M.D.
Co-Author: Sachidanand R. Peteru, M.D.

SUMMARY:

Background: Alcoholic hallucinosis that is persistent
is an unusual consequence of long-term alcohol use
and happens during or after having increasing
amounts of alcohol. It is marked by delusions,
changes in mood, and auditory hallucinations along
with a clear sensorium. Method: A literature review
was conducted using the PubMed database.
Keywords used were “alcoholic hallucinosis” and
“schizophrenia” and “delirium tremens.” Case: A 34-
year-old male presented to the medical ER with
headache, nausea, tremors, anxiety, and auditory
hallucinations. Psychiatry consultation and liaison
team was consulted. The patient was anxious, had
delusions of persecution, and auditory
hallucinations. He verbalized the feelings of hurting
himself but had no intention to kill himself or others.
He was oriented to place, person, and partially to
time. He denied any manic, hypomanic, or
depressive symptoms. He reported to be a chronic
drinker and had a history of drinking 1-2 pints of
vodka almost daily for the last ten years. His most
recent drink was two days ago. The patient had one
past hospitalization for similar complaints. The
patient was admitted on the medical floor for
alcohol withdrawal and started on Lorazepam
protocol along with other supportive treatment. On
the third day of admission, his withdrawal symptoms
subsided, was more alert, but continued hearing
voices. He reported hearing such voices for more
than six months on multiple occasions in the past,
even after being sober. It appeared that the auditory
hallucinations are persistent in nature and get
escalated with drinking. He was started on IM Haldol
5mg every six hours PRN. He denied any active
suicidal or homicidal ideation, intent, or plan but
continued hearing these voices though they
decreased in severity on day four. He was advised to
quit drinking, switched to Haldol 5 mg PO bid, and

was discharged. He was followed-up in the
outpatient mental health clinic. Discussion and
conclusion: It is important to differentiate alcoholic
hallucinosis from conditions like delirium tremens
and schizophrenia. The duration of alcoholic
hallucinosis is typically less than six months and
usually resolves with abstinence but could become
chronic in 10-20% of cases. Neuroleptics are the
treatment of choice for acute alcoholic hallucinosis.
Other acute treatment alternatives include the use
of Valproate. Limited knowledge is available on how
long to continue treatment with these agents in
cases like ours of persistent alcoholic hallucinosis. It
is advised to treat such patients with antipsychotics
and referred to an outpatient mental health clinic
upon discharge for the follow-up to prevent any self-
harming behavior. Prospective studies on a large
scale are required for better management of such
cases.
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Rapid Cycling of Addiction: A Unique Presentation
in Patient With Asperger’s Syndrome

Poster Presenter: Khai Tran, M.D.

Co-Authors: Ingrid Haza, M.D., Rachel Schoolcraft,
M.D.

SUMMARY:

Addiction transfer or cross addiction is a condition
where one is substituting one form of addiction with
another when the former is no longer a viable
option. This is most frequently seen in obese
patients that have undergone bariatric surgery and
developed alcohol dependence later. It was
previously assumed that the prevalence of substance
use disorder (SUD) in autistic spectrum disorder
(ASD) patients is low due to the nature of their
illness. The presumption is that ASD patients are
socially withdrawn, follow strict rules and this
isolation makes them less likely to procure illegal
substances. However, recent studies suggest the
prevalence and risk for ASD patients having a
comorbid SUD is at least four times higher than the
general population. Our case describes his case
describes a patient who has a primary diagnosis of
substance use disorder as well as Asperger’s
syndrome. Case report: Mr X is a 22 year old man
with a past psychiatric history of social anxiety,
Major Depressive Disorder and alcohol use disorder



who presented to Inpatient Rehabilitation Recovery
after 3 weeks of inpatient psychiatric hospitalization
for alcohol rehab. He initially presented to the
Comprehesive Psychiatric Emergency Program
(CPEP) for substance induced agitation with suicidal
ideation and was subsequently admitted to the
inpatient unit for further management. Further
interview reviewed that patient has extensive
history of substance use starting at the age of 15
starting with his father’s Xanax and which made him
feel “better”. His alcohol use started at 16 and
became problematic when he entered college. He
had frequent blackouts and ER visits for intoxication.
He had short periods of marijuana, Tylenol and other
prescription drug use. The significant detail in his
substance use history was that when he was using
one substance, he appeared to be abstaining from
others. With psychoeducation regarding substance
use during his inpatient admission, patient was
amendable to attend. Patient received Vivitrol
injection as well as Naltrexone orally while in rehab;
he was also given Klonopin and Zoloft to address his
underlying psychiatric problem. Patient successfully
completed the rehab and was able to return to
school post discharge. Conclusion: Substance Use
Disorders are difficult ilinesses to treat alone and
even more so when other psychiatric comorbidities
are present. In this patient, the high frequency of
addiction transfer, unconventional addictive
behaviors and nonspecific preference for substances
made it difficult to address his substance use.
Ultimately, by combining psychotherapy with alcohol
use treatment as well as addressing his underlying
social anxiety, patient was able to show
improvement and continued to do well. While the
decision to prescribe him with Klonopin given his
history of addiction was challenging, the team
agreed that the benefits outweighed the risk and
proved to be the appropriate choice
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Sage Smudge Sticks and Marijuana: A Recipe for
Psychosis?

Poster Presenter: Kareem Seoudy, M.D.
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SUMMARY:
Psychosis resulting from cannabis overuse is
commonly observed in clinical practices today. This

is in large part due to the significant increase in
cannabis use. All age groups have shown increases in
past-month cannabis use since 2002, with the sole
exception of adolescents between ages 12 and 17.(1)
Further investigation is needed into the factors that
contribute to the development of psychotic
symptoms in some cannabis users while others
remain symptom-free. Significantly less is known
about the effects of another common plant —sage.
The plant Salvia apiana (white sage, Lamiaceae
family) is native to Southern California and parts of
Mexico.(2) Some Native American tribes local to this
region consider S. apiana to be sacred, and they burn
the leaves as incense for purification ceremonies.
The plant has also been used to treat sore throats,
coughs, chest colds, upper respiratory infections,
and poison oak rashes. The aqueous ethanolic
extract of S. apiana shows moderate CB1 activity
(58.3% displacement).(2) While the association
between Salvia divinorum and psychosis has been
explored (3), the effects of S. apiana in conjunction
with cannabis has not yet been documented. In this
case study, we examine why a cannabis user who
smoked a consistent amount of marijuana daily for
more than 10 years experienced substance-induced
psychosis. After she presented to the emergency
department with acute onset psychosis, it was
discovered that she was smoking marijuana while
burning white sage (S. apiana) concurrently for the
first time. She had no history of psychosis prior to
this incident. She received haloperidol 5 mg and
lorazepam 2 mg while in the ED, and her psychosis
resolved within two days without further treatment.
We suggest that there may be a potentiating
relationship between cannabis and S. apiana, as S.
apiana has moderate CB1 activity, a receptor that
cannabis also occupies. This warrants further
investigation into the relationship between cannabis
and S. apiana, as well as the mechanism through
which cannabis and S. apiana affect
neurotransmission at various receptors.
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SUMMARY:



Background: ‘Folie D’ivrogne’ or drunken madness
was a term first used in 1867 by Marcel to describe a
syndrome that is similar to what we know now as
Alcoholic Hallucinosis. It presents 12 to 24 hours
after a period of heavy alcohol consumption with
hallucinations and delusions. We present the unique
case of delayed onset of alcoholic hallucinosis in a
40-year-old African American male (AAM) who had a
ten-year history of heavy alcohol abuse with no
previous psychiatric history. He presented a week
after alcohol cessation with increased psychotic
symptoms. Method: Mr. A is a 40-year-old AAM with
no previous psychiatric history was admitted to an
acute psychiatric unit for increased psychotic
symptoms a week after sudden alcohol cessation. He
presented with paranoid delusions that armed
assailants were waiting on the roof of the building to
kill him. He reported auditory hallucinations of
different people in the building telling him “ We can
see you” making him increasingly paranoid. He was
started on Risperidone 1 mg/day, which was slowly
titrated to 2 mg/day. Routine labs were drawn
including TSH which were within normal limits and
urine drug screen was negative. He denied any other
substance use. After 8 days of hospitalization, his
symptoms were much improved. He denied any
auditory hallucinations and paranoia at discharge.
His sleep and appetite improved and he agreed to go
to inpatient rehabilitation after discharge.
Discussion: Alcoholic hallucinosis is a psychiatric
condition that presents as acute onset auditory
hallucinations typically occurring during or 12 to 24
hours after heavy alcohol consumption in the
absence of impaired consciousness. Auditory
hallucinations predominate, though delusions and
visual hallucinations may also be present. Although
the pathophysiology is not understood, it is thought
to share a neuropsychiatric background with
schizophrenia and can be commonly misdiagnosed
when presenting as delayed onset or as chronic.
Conclusion: This case highlights the fact that
although alcoholic hallucinosis typically occurs after
acute alcohol cessation, it can have a delayed
presentation that can be easily misdiagnosed.
Additionally, it responds well to treatment with
atypical antipsychotics, such as Risperidone.
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The Herbal Tea and Patches: An Uncommon
Dermatological Manifestation of an Uncommon
Drug

Poster Presenter: Kiran Jose, M.D.
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SUMMARY:

Introduction: Kratom refers to products from a
tropical tree (Mitragyna speciosa) in the coffee
(Rubiacea) family which is native to Southeast Asia.
It is used around the world for its stimulant effects
seen at a low dose and as an opioid substitute at
higher doses. It has been gaining popularity in the
United States for pain relief and controlling
withdrawal symptoms from opioid cessation. It is
commonly sold as a dietary supplement and
consumed in the form of leaf, tablet, or powder. It is
also found in other formulations such as topical
creams, tinctures, or balms. The primary
psychoactive components include mitragynine and
7-hydroxymitragynine which are partial agonist at ?-
opioid receptors. Kratom is not a Drug Enforcement
Agency (DEA) controlled substance and there are no
federal regulations monitoring its sales and
distribution. The Centers for Disease Control and
Prevention (CDC) noted that poison control centers
reported an increase in Kratom-related calls
between 2011 and 2015. In the recent years, Food
and Drug Administration has issued several advisory
warnings regarding safety issues and dangers of
products containing Kratom. Prolonged use of
Kratom is noted to cause several adverse effects
including dermatological manifestations such as
jaundice, pruritis, numbness and skin
hyperpigmentation. Case Report: We will discuss
Kratom and one peculiar dermatological
manifestation noted in a 23 year old man using
Kratom. Patient started using Kratom to treat his
opioid withdrawal symptoms. He presented as a
walk-in to inpatient detox with complaints of
anxiety, restlessness, nausea, body aches, and
tremulousness. He was started on Chlordiazepoxide
and Buprenorphine-Naloxone. On day 3, a
hypopigmented skin rash on palms was reported and
assessed. Patient was treated with Hydroxyzine and
topical prednisone but the maculopapular rash



spread further on palms, feet and back.
Diphenhydramine and hydrocortisone were given in
the unit with no effect, and patient was transferred
to the emergency room(ER) for further evaluation.
Patient was given Dicycloverine and ondansetron in
the ER. Subjective improvement was subsequently
reported. He successfully completed detox and
rehab and continued substance treatment as an
outpatient. Discussion: Continued use of Kratom
causes numerous severe side effects such as
intrahepatic cholestasis, arrhythmia, seizure, coma,
and death. Reported symptoms related to
withdrawal from Kratom include sweating, dizziness,
vomiting, itching, mouth and throat numbness and
sedation. Chronic use is also associated with weight
loss, insomnia, skin hyperpigmentation,
constipation, frequent urination, delusions,
hallucinations, and extreme fatigue. Studies have
shown individuals using Kratom as an opioid
substitute at a minimum of 5g/dose. Several
withdrawal symptoms and side effects are noted in
patients with prolonged use of Kratom. Papers have
found Kratom to cause hyperpigmentation, but none
reported hypopigmentation.
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Vivitrol Associated Delirium: A Case Report

Poster Presenter: Sukhmanjeet Kaur Mann, M.B.B.S.
Lead Author: Poorvanshi Alag, M.D.

Co-Author: Neera Gupta, M.D.

SUMMARY:

Extended-release injectable naltrexone, Vivitrol, is a
microsphere formulation of medication naltrexone.
It is a nonspecific, competitive, long-acting opioid
antagonist that exerts its effect on all three
receptors- K, 1, and d. It is used in the maintenance
of alcohol dependence and detoxified opioid
dependent patients. Injectable naltrexone, Vivitrol,
should be administrated every 4 weeks by deep
intramuscularly injection at a dosage of 380 mg, to
improve adherence. Unlike oral naltrexone,
injectable naltrexone does not undergo first-pass
metabolism in the liver. The side effect profile of
Vivitrol is similar to that of oral naltrexone and is
dose-dependent. The common side effects are
nausea, headache, reaction at the injection site,
dizziness, loss of appetite, myalgias; while other
serious adverse effects include depression, thoughts

of suicide, hepatotoxicity, delirium, and even death.
This case report focuses on the rare but serious
adverse effect known as Vivitrol-induced delirium.
56-year-old male resident of the Salvation Army
with history significant for depression, anxiety,
alcohol use disorder, and opioid use disorder was
brought to the emergency department for altered
mentation. The patient was reporting visual
hallucinations. Vitals were consistent

hypertension, tachycardia, tachypnea, and

febrile. An intravenous line was placed and the
patient was started on fluids, thiamine, dextrose,
vitamin B12, and folic acid. The patient’s laboratory
values were unremarkable except for mild elevation
of AST. The patient was started on the CIWA
protocol. Over the course of 48 hours, no significant
changes in the vitals were observed. It was decided
to lower the dose of lorazepam, secondary to
patient experiencing excessive sedation. On day 3,
the patient’s mentation and vitals improved
significantly. Once the patient became more alert
and oriented, additional history was gathered. The
patient denied any recent alcohol or drug, including
opioid use. He reported having been sober from
opioids for over a year. He informed the team
regarding recent discharge from an inpatient
treatment program. With the patient’s consent, the
hospital was contacted and it was confirmed, the
patient had received Vivitrol injection prior to
discharge which was consistent with his

report. Vivitrol was approved by the FDA in 2006 to
treat alcohol dependence and opioid dependence in
2010. Opioid antagonists, such as naltrexone, bind to
opiate receptors and block the activation of the
opioid receptor. Although the pathophysiology of
naltrexone associated delirium remains unclear,
health care providers should be aware of the
potential emergence of delirium associated with
Vivitrol.
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A Classic Case of HIV-Associated Mania
Poster Presenter: Margaret O'Brien
Co-Author: Caesa Nagpal, M.D.

SUMMARY:

Background: AIDS mania is a disorder associated
with the spread of the HIV virus to the brain. It
mostly occurs in the later stages of HIV. Prevalence



of manic symptoms is more common once CD4
count is lower than 200. We present the unique case
of HIV-associated mania in a 40-year-old African
American female (AAF) with no previous psychiatric
history who presented with psychosis and hyper
religiosity in the setting of untreated HIV. Method:
Ms. G is a 40-year-old AAF with past medical history
of untreated HIV and no previous psychiatric history
was admitted to an acute psychiatric unit for
aggressive behavior towards others, paranoid,
spitting at the delivery man at home, thinking they
are out to hurt her. She was very hyper religious,
paranoid of AA staff and peers, called them
homosexuals, and positive for loud self-talk for hours
at a time. She was started on Quetiapine 100 mg Po
g am and 100 mg PO ghs. Over days she continued
to do worse, Quetiapine was increased to 300 mg
per day. She got emergency meds Olanzapine 10 mg
IM x1 on Day 3 for being very loud, agitated,
threatening, not verbally redirectable. Meds were
then changed to Olanzapine 5 mg Po g am and 10
mg PO ghs for psychosis and mood to avoid
polypharmacy. Olanzapine was increased to 10 mg
PO g am and 15 mg PO ghs. She remained very
hyper religious, talking to God, giving references,
chanting out loud, irritable. She was then started on
Divalproex DR 500 mg PO g am and ghs for mood.
Routine labs were drawn including CD4/CDS8 ratio
profile which showed a CD4 count of 256 and a
CD4/CDS8 ratio of 0.43. After two weeks of
hospitalization, her symptoms were much improved,
no agitation/self-injurious behavior was noted by
staff. Patient was more stable and organized with
less preoccupation with the delusions and less
paranoid. She was referred to HIV clinic after
discharge to be started on HAART. Discussion: AIDS
Mania most commonly occurs in untreated HIV with
a CD4 count of less than 200. Early detection and
treatment is very important as it can affect the
prognosis of HIV and psychiatric problems.
Psychiatric medications can be used to control mood
and psychotic symptoms along with highly active
antiretroviral therapy initiation. Conclusion: This
case highlights the fact that although HIV-associated
mania typically occurs with a CD4 count of less than
200, it can present in individuals not treated with
antiretroviral therapy even in the setting of greater
CD4 counts.
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Methamphetamine, Cannabis and
Gammahydroxybutyric Acid Abuse in a HIV-Positive
Homosexual-ldentifying Male

Poster Presenter: Nada Alyousha, M.D.

Co-Authors: Jessica Lydiard, Lujain Alhajji, Vanessa L.
Padilla, M.D.

SUMMARY:

Mr. R is a 28 year old Hispanic homosexual veteran
male diagnosed with HIV, treated with Biktarvy
(bictegravir, emtricitabine, and tenofovir
alafenamide) for the last 5 years. He presented to
the outpatient psychiatry clinic with a 3-month
history of irritability, insomnia, crying spells, and
depressed mood, associated with verbal and physical
aggressive behaviors. Due to symptoms, Mr. R had
interpersonal difficulties with his partner, for which
the relationship ended. He also received a warning
letter at work due to repeated absences. Initially,
patient adamantly denied any substance use but
later on, he admitted to actively using
methamphetamine, GHB, and cannabis. Patient
stated using methamphetamine concomitantly with
GHB then followed by cannabis to treat his
withdrawal symptoms from the aforementioned
drug. His mood symptoms correlated with his
increase in recreational drug abuse. Patient was
referred to the outpatient substance abuse clinic
after he refused voluntary admission for
detoxification. In this poster, we discuss the
challenges in mental health management of cases
with methamphetamines and GHB use among
homosexual-identifying patients with co-morbid HIV.
Several studies describe Gamma-hydroxybutyric acid
(GHB) and methamphetamines are drugs of abuse
potentially leading to unsafe sexual behaviors and
contributing to the spread of HIV infection among
homosexual individuals. Recreational drug use
increases viral replication of HIV and interacts with
antiretroviral treatment.
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Psychosis or HIV Associated Neurocognitive
Disorder (HAND)? An Unusual Presentation of
Immune Deficiency

Poster Presenter: Anum Khan, M.B.B.S.

SUMMARY:



In this poster we will present a case of a 32 year old
male who presented in our emergency department
for manic symptoms and visual hallucinations after a
discharge from another medical facility, where he
had been treated for cellulitis. On examination in the
Emergency department, he was noted to have
bilateral parotid swelling.  Psychiatric symptoms
varied but predominantly included -irritability,
insomnia, overspending, disorganization, grandiosity
and visual hallucinations of a “guy telling him to “do
this and look here.” These symptoms had an onset
which coincided with the hospital discharge after
protracted treatment for cellulitis. Labs showed
pancytopenia and HIV positive antigen with CD4
count of 64 U/Liter. Brain CT scan did not show any
cerebral attenuation but MRI showed- Mild
nonenhancing confluent T2/FLAIR hyperintense
signal abnormalities involving the frontoparietal
centrum semiovale and corona radiata,
periventricular white matter and subinsular regions
bilaterally. Mild involvement of the pons. Imaging
findings may reflect an element of acquired HIV
encephalitis. CT scan of the parotid glands showed
bilateral cystic swellings and lymph nodal
enlargement. He was diagnosed with HAND. Patient
was placed on symtuza for HIV which caused an
improvement in his disorganization. He was
discharged on symtuza and PCP prophylaxis. On
follow up, there was some residual edema noted on
repeat CT and CD4 count had improved to 114.
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Attention-Deficit-Hyperactivity Disorder, Autism
Spectrum Disorder and Down Syndrome: A
Pediatric Case Report

Poster Presenter: Fabricio P. C. Miskulin
Co-Authors: Aline Miskulin, Karime Choueiri, Rosana
Antunes

SUMMARY:

Case Report: N.R., male, brazilian, 5-year-old with
Down Syndrome comes to the psychiatric
appointment in Campinas, Brazil after six months of
insomnia. His parents also stated he had shown
inattentiveness, motor agitation, lack of social
interaction, mutism, and aggressiveness for more
than a year. During the appointment, the patient
was unable to remain seated and he threw objects at
the floor. The SNAP-IV Scale demonstrated severe

hyperactivity and inattention symptoms. He was
diagnosed with Autism Spectrum Disorder (ASD) and
Attention-Deficit-Hyperactivity Disorder (ADHD). The
pharmacological therapy started with Risperidone
0,5mg per day during the first two weeks of
treatment and then increased to 1mg per day. After
this period, the patient showed great improvement
of insomnia and social interaction features, including
visual contact and signs of affection. Moreover, he
was significantly less aggressive and hyperactive.
Then, Methylphenidate was introduced — 10mg
every morning. One week later, he started to
vocalize his first syllables and he did not gain weight
as a side effect. The patient remains on medical
treatment, speech therapy and occupational
therapy. Discussion: Down Syndrome patients might
present an overlap of different neuropsychiatric
conditions besides their own variable degrees of
cognitive impairment, and the risk of presenting
such conditions is higher if compared to the general
population. It is believed that low development is
associated with limited cognitive function, thus
creating impaired coping, communication and
adaptive abilities, which may also be affected by
environmental and genetic factors'. The estimated
prevalence of Down Syndrome associated with
ADHD varies from 25% to 34%, and there is a
correlation between dopamine receptor 4 gene and
ADHD". It is known that 42% children with Down
Syndrome have ASD and 64% of children with DS and
Attention-Deficit—Hyperactivity Disorder also have
ASD?, The only published report about
pharmacological treatment for ADHD patients with
Down Syndrome recommended Guanfacine
0,1mg/kg/day as first choice medication®. However,
Guanfacine is still not available in Brazil. Therefore,
Methylphenidate was the most adequate
pharmacological treatment. ADHD diagnosis is
usually postponed mostly due to the inattentive
behaviour mistaken for other Down Syndrome
characteristics. Conclusion: As presented before,
ADHD and ASD are common pathologies among
Down Syndrome patients and the prevalence of both
diseases combined is significant. A thorough
anamnesis and the use of the right tools to screen
the patient can help diagnose these conditions.
Hence, the correct treatment improves patient and
family quality of life and facilitates the improvement
of cognitive and developmental abilities. Finally,



adequate recognition, diagnosis and treatment is
critical to help individuals with Down Syndrome and
these associations.
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Autism and Gender Dysphoria: A Case Report and
Review of the Literature

Poster Presenter: Alessandra Santamaria, M.D.
Co-Authors: Andrew Bradshaw, M.D., Michelle
Thorpe, M.D.

SUMMARY:

Autism Spectrum Disorder (ASD) and Gender
Dysphoria (GD) are two chiefly distinct psychiatric
phenomena that are observed to have a modest
concomitant association with one another. We
present the case of a 17-year-old male, self-
identifying as a 17-year-old female with atypical GD-
ASD features. This case report is used for
educational purposes and to elucidate some less
reported behavioral aspects of the comorbid
adolescent. We report this grossly negative and
aggressive behavioral phenotype to illustrate one
possible clinical manifestation of a rare dual
diagnosis. We first briefly review the available
literature on mood and cognitive presentations in
the GD-ASD adolescent to describe our patient
within known parameters. We then describe novel
behavioral subtypes of our patient as a reference for
the diagnostician.
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Effectiveness of Sulforaphane From Broccoli in
Autism Spectrum Disorder: A Systemic Review
Poster Presenter: Usman Ghumman, M.D., M.P.H.
Co-Authors: Eileen Martin, Marrium Ghumman,
Carla Alvarado

SUMMARY:

Objectives: Autism Spectrum Disorder (ASD) is
defined by DSM-5, as having persistent deficits in
social communication and social interaction in
multiple contexts as well as displaying restricted and
repetitive patterns of behavior, interests, or
activities. While there is no medication to treat the
core symptoms, recent research shows that broccoli
extract rich in Sulforaphane can cause improvement
in impaired behaviors. Sulforaphane can be
protective against oxidative stress, inflammation,

and DNA damage, all of which have been implicated
in ASD in different studies, and thus taking
Sulforaphane may become an essential tool for
helping with disruptive behaviors in this population.
Methods: An extensive literature review was
conducted on Pubmed, Psychinfo, ERIC, Scopus, and
CINAHIL for studies using the keywords
“Sulforaphane” and “Autism Spectrum Disorder”
which resulted in 4 studies. One study had 44
participants who then participated in a follow-up
study 4 years later, while the other study had 15
participants. Results: In our review, it was observed
that the intake of Sulforaphane leads to decreased
scores on the Aberrant Behavior Checklist (ABC),
Social Responsiveness Scale (SRS), and also Clinical
Global Impression Improvement Scale (CGI-I). It was
interesting to note that Sulforaphane intake not only
showed short term improvement but also showed
good results in 63 % of the population were in the
follow up due to favorable outcome. We also
observed that there was a positive correlation
between urinary metabolites and improved behavior
with decreased ABC and SRS scores. Conclusions: It
has been shown that pharmacological intervention
can lead to troublesome side effects which can be a
burden for the ASD population and their families.
Alternative medicine like Sulforaphane from broccoli
sprouts, which has shown to have fewer side effects,
should be studied in more depth. The studies which
have been done to date on Sulforaphane have
shown promising results.
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Out of Focus: Challenges of Removing a Diagnosis
for a Camera Avoidant Patient

Poster Presenter: Kerry Marie Sheahan, D.O.

SUMMARY:

Background: Reassessing a diagnosis of ASD in a
higher functioning cohort can be welcoming for
some families and extremely anxiety provoking for
others. For the later there is often a fear that,
without the diagnosis, their child will lose services
and there is a paucity of literature to help providers
with navigating this. We are often called upon to
reassess diagnoses of higher functioning ASD
children with co-morbidities, which is additionally
challenging with today’s accelerated use of
Telehealth and a rate of 20% of ASD diagnoses that



are missed virtually. Despite these challenges, we
present ways to address some gaps with the
following case. Case Report: TLis a 10 year old male
with a past medical history of Waardenburg
Syndrome and ASD struggling with irritability,
bullying, social distancing, untreated ADHD, and
depression. During the assessment he was slow to
respond to questions, camera avoidant, and showed
deficits in social-emotional reciprocity, eye contact,
and nonverbal communicative behaviors which were
complicated by intrusiveness from ADHD and self-
consciousness. TL reported avoiding eye contact and
cameras due to embarrassment from the facial
features of WS, one factor in contributing to
uncertainty around his ASD diagnosis in addition to a
lack of hypersensitivities or stereotyped movements.
In review of his IEP and prior neurological testing
they continued services for ASD despite a not
meeting threshold on ADOS. His testing indicated
extremely low scores in working memory, cognitive
proficiency, and processing speed but not meeting
criteria for intellectual disability. Components of his
testing profile were consistent with ADHD and did
provide some guidance around our observations and
guestioning of ASD as an appropriate

diagnosis. Results: Due to limitations such as
inability to watch in vivo social interactions, internet
bandwidth, connectivity difficulties, sound quality,
and external distractions we cannot definitively
remove diagnosis of ASD for TL. We suspect his
symptoms were not consistent with ASD but more
likely due to a combination of ADHD and a unique
cognitive profile. Strategies to engaging TL in
treatment and increase our opportunity to observe
TL on the telehealth platform were: obtaining
outside testing, TL turning off the self-view function,
calling parents if TL loses attention, and creating a
distraction free area. Conclusion: Studies have
shown that children who no longer met ASD criteria
maintain residual symptoms and continue to need
educational support. Despite our confidence in our
diagnosis of TL, his family is fearful of losing services
and there are clear limitations for reassessing ASD
virtually. Therefore, we highlight this case to show
the limitations of telehealth in re-evaluating ASD as
well as creativity to increase engagement and
highlight the implications for some of diagnoses that
allow services in the educational setting.
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Teasing Out Autism Spectrum Disorder in CHARGE
Syndrome: A Case Report

Poster Presenter: Diana Margaret Wang, M.D.

SUMMARY:

10-year-old male with CHARGE Syndrome (CS)
having multiple medical sequelae, including an
intellectual disability, was referred for a behavioral
evaluation due to self-injurious behaviors (hitting
himself to the point of leaving bruises). He was
previously evaluated for an Autism Spectrum
Disorder (ASD) at 32 months old due to being a high
risk patient but did not meet the criteria at that
time. At his current evaluation, patient was found to
have significant deficits in all realms of the ASD
Diagnostical and Statistical Manual of Mental
Disorders (DSM) 5 criteria based on the history
obtained from his family and from clinical
observations. The patient presented with social
deficits, inconsistent eye contact, speech delay,
repetitive mannerisms (tapping), ritualistic behaviors
(sitting in front of each house for 5 minutes when
walking in the neighborhood), rigidity (difficulty with
transitions), fixated interests (obsessing over
calendars and hotels), and sensory issues (visual
stimming behaviors, sensory aversions, inability to
orally tolerate food). Given these findings, the ASD
diagnosis was made. Applied Behavioral Analysis
(ABA) therapy was recommended and Risperidone
was prescribed to reduce patient’s self-injurious
behaviors. The patient’s ASD symptoms were
previously unrecognized and so his behavioral issues
were not appropriately addressed. Providers likely
associated his behaviors to his intellectual disability
and CS sequelae including impaired vision, bilateral
hearing loss. This case illustrates the importance as
well as difficulty in recognizing ASD in CS patients.
Rates of ASD are higher in the CS population, and
while patients with CS commonly display autistic-like
behaviors, those without comorbid ASD have much
better social and communication skills than those
with ASD. In this poster, we discuss the challenges
and importance in diagnosing ASD in the CS
population.
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Case Report: Clozapine-Induced Transaminitis
Poster Presenter: Khaled Said, M.D.
Co-Authors: Casey Lenderman, D.O., Zackary G.
Byard, D.O.

SUMMARY:

Clozapine is a second-generation antipsychotic
approved for management of treatment-resistant
schizophrenia (Novartis, 2010). Its most severe
documented side effects include agranulocytosis,
myocarditis and seizures (Novartis, 2010). However,
there are relatively fewer cases reporting hepatic
impairment secondary to clozapine usage
(Safferman, Lieberman, Kane, Syzmanski & Kinon,
1991; Gokaraju, Alkhatib, Hariharan & LaChance,
2015). Though it is less common than the conditions
above, it is still a significant complication that
clinicians should be aware of. In this presentation,
we describe a case of Clozapine-induced hepatitis,
including the clinical picture and its management.
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Psychiatric Manifestations in a Patient With
Hyperparathyroidism

Poster Presenter: Krupa R. Nataraj, M.D.
Co-Author: Traci Carroll, M.D.

SUMMARY:

Mr. H., a 54-year-old African-American male with a
past psychiatric history of alcohol use disorder,
bipolar disorder, and anxiety, presented to the
psychiatric clinic with suicidal ideation, homicidal
ideation, depression, increased aggression, and
anxiety. Upon chart review, relevant past medical
history was found to include kidney stones and
hyper-parathyroid hormone. An incidental finding of
elevated serum calcium was noted. Clinical
correlation between his psychiatric presentation and
this history prompted further investigation. Mr. H
was found to have radiographic evidence of bone
demineralization, a compression fracture in his
thoracic spine, and a parathyroid adenoma in the
right inferior parathyroid gland. Upon evaluation and
recommendation by the surgical team, the patient
underwent a right parathyroidectomy.

Consequently, the patient reported an improvement
in depression, homicidal and suicidal ideation, and
aggression within a few weeks of surgery. Numerous
neuropsychiatric symptoms are associated with
primary hyperparathyroidism, including anxiety,
depression, personality changes, psychotic
symptoms, and cognitive impairment. Some
evidence suggests that aggressive behavior, suicidal
ideation, and homicidal ideation can be associated
with hyperparathyroidism. Subclinical hypercalcemia
may be present for a prolonged period prior to
identification of hyperparathyroidism.
Neuropsychiatric symptoms often go unnoticed
when there is a lack of follow up appointments.
During the global pandemic, patients have limited
access to their doctors and have been coping with
stressors, making it more likely to miss
appointments with psychiatrists. In this poster, we
discuss the importance of evaluating patients with
neuropsychiatric symptoms for co-morbid
hyperparathyroidism and related symptoms,
especially during these difficult times.
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Tacrolimus Induced Hallucinations, Paranoia, and
Migraines

Poster Presenter: Hirsch K. Srivastava, M.D.
Co-Authors: Valeriy Zvonarev, M.D., M.P.H., Fei Cao,
M.D., Ph.D., Muhammad Farhan

SUMMARY:

Mrs. L, a 39-year-old Caucasian woman with a
known genetic predisposition to mental illness and
substance abuse and past psychiatric history of
anxiety, agoraphobia, panic attacks, and heavy
alcohol abuse as a teenager and adult leading to a
liver transplant in 2017 who presents to the
psychiatric consult service after a suicide attempt by
Benadryl overdose following alleged domestic abuse
at home with collateral information revealing bizarre
home behaviors including non-reality based
paranoia. On inpatient admission, it became clear
one of her aggravating psychogenic stressors was a
history of severe migraines onset after her liver
transplant 3 years prior. Over the years various
contributing factors have been investigated into the
sudden onset of severe migraines including side
effect from immunosuppressive Tacrolimus, donor
liver being 4 cm3 larger than original liver causing



abdominal neuroma affecting posture leading to
myofascial pain, and occipital neuralgia. Various
treatments for migraine such as NSAIDs, APAP,
Triptans, Antihypertensives, CAM, CGRPR inhibitors,
and occipital nerve blocks were tried — all of which
have proven unsuccessful. During her inpatient
admission for suicide attempt it became clear that
the migraines are associated with increased stress
and anxiety, and in particular became much more
frequent after the onset of COVID-19. There have
been increasing instances of psychiatric pathology
including auditory hallucinations three months prior
to admission and paranoid delusions immediately
before admission. In this poster we discuss
immunosuppressive therapy impact on patient’s
underlying psychiatric pathology potentially leading
to paranoid delusions and the resulting psychogenic
stress causing or significantly contributing to
migraine headaches which suddenly started post-
hepatic transplant.
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“l Was Hanging in Till the Quarantine Started. This
COVID-19 Threw Me Off!” A Case of First Episode
Mania in a 40-Year-Old Female With Cannabis Use
Poster Presenter: Jawad Manzoor, M.D.

Co-Author: Raj Addepalli

SUMMARY:

JK is a 40-year-old African American woman with no
previous psychiatric history brought into the
Emergency Department by emergency services
called by her brother. The patient barricaded the

door and attempted to burn something on the stove.

Per the patient, her brother and sister in-law have
been doing black magic on her. “They did it a few
months ago, and my right leg was paralyzed. | was
trying to do white magic to repel black magic by
burning sage on the stove.” Patient also reported
that she was stalked by her family on her Facebook
because she was posting critical commentary about
the world events. She reports periods of lack of
sleep, increased goal directed activity, and racing
thoughts. During the interview, the patient was
irritable and grandiose. At times, the patient goes on
to state that “l bet you | am smarter than all of you
here.” The family also reported that patient recently
started to wear braids. All of these things were out
of her character per the family. Patient had no past

psychiatric history. Patient was admitted for further
investigation and stabilization. While on the
inpatient unit, the patient admitted that ever since
the start of COVID-19, her marijuana use had
increased. She also reported difficulty with sleep,
stress, and anxiety due to COVID-19. Patient only
accepted supportive psychotherapy. Her manic
symptoms resolved to the extent that she was
discharged to her family. During the COVID-19
pandemic and resulting economic downturn, social
distancing, closure of schools and businesses,
shelter-in place, and increasing isolation have led to
an increase in anxiety and stress across the
population. This was also the case with our patient.
Having been confined to home, telecommuting to
work, and increased workload led to increase in
stress and anxiety for our patient. Based on the
recent data, 47% people reported that isolation,
worry and stress over the virus has negatively
affected their mental health. Patients with
underlying genetic predisposition and family history
of bipolar disorder are at risk of worsening the
course of bipolar disorder over time with marijuana
use. Research supports multidisciplinary approaches
to addressing the first episode of mental illness, such
as individual or group therapy, family support and
education, and medication. In our case, the biggest
impact on clinical outcome was associated with
involvement of family, education about mental
illness, and individual and group therapy
participation. The significance of individual and
group therapy was that the patient became more
aware of the nature of her mental illness and
connected with her peers who were also dealing
with their own mental issues. From a psychological
point of view, it allowed the patient to cope with her
own experience in the context of shared experience
with her peers. What this case teaches us is that we
should be more attuned to the patient’s
psychosocial factors in times of COVID-19 pandemic.
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A Case of Rapid Cycling Dexamethasone-Induced
Mania

Poster Presenter: Hassaan Gomaa, M.D.

Lead Author: Aum A. Pathare, M.D.

Co-Authors: Harsimar Kaur, John Garman, Sanjay
Yadav, M.D.



SUMMARY:

A case of rapid cycling dexamethasone-induced
mania Introduction: Dexamethasone is a widely used
corticosteroid due to its potent anti-inflammatory
and immunosuppressive effects. It has a variety of
adverse effects such as hyperglycemia, Cushing
syndrome, leukocytosis, increased risk for infections,
thrombosis, osteoporosis, and neuropsychiatric
disturbances. Mania is reported as an uncommon
side effect of dexamethasone that is usually
associated with higher doses of this agent.
Methodology: We present a case of dexamethasone-
induced mania in a 20-year-old non-binary individual
who was diagnosed with Hodgkin’s lymphoma grade
VIA, unfavorable due to bulky disease in the left neck
and left axilla, with extra-nodular disease in the
subcutaneous tissue, and started on chemotherapy
cycles of brentuximab vedotin, doxorubicin,
vinblastine, dacarbazine, and dexamethasone (12
mg). Results: The patient had two episodes of mania
after the first and second chemotherapy cycles, and
a mixed episode in between, in the span of a 5-6
weeks. The first episode was treated with olanzapine
20 mg with resolution of symptoms. However, the
patient stopped the medication abruptly as they
suspected that it was making them depressed. The
patient relapsed into mania and had an interrupted
suicide attempt where they tried to overdose on
olanzapine. Patient was admitted to the oncology
service, psychiatry was consulted, and patient was
started on risperidone that improved the manic
symptoms. Eventually, they were admitted to the
inpatient psychiatry unit and risperidone was
switched to quetiapine which was titrated to 300 mg
twice daily. Dexamethasone was stopped after the
fourth cycle of chemotherapy in the setting of rapid
cycling medication-induced bipolar and related
disorder. Conclusion: Dexamethasone in moderate
doses can induce mania that can be rapid cycling.
Dexamethasone-induced mania can be treated
successfully with antipsychotics alone and not
limited to lithium or valproic acid monotherapy.
Further studies with a larger power and other
corticosteroids are needed.
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Delusional Parasitosis and Paresthesias Versus
Bipolar Disorder: A Case Report and Literature
Review

Poster Presenter: Kripa Balaram, M.D.
Co-Author: Lendita Haxhiu-Erhardt, M.D.

SUMMARY:

Background: Psychosis can present in the setting of a
primary psychiatric illness or secondary to an
underlying medical condition. Among these medical
conditions, cyanocobalamin, or vitamin B12,
deficiency can lead to neuropsychiatric disturbances.
These new-onset symptoms, often with no previous
history, can include paresthesias, sensory deficits,
irritability, mood changes, insomnia, and even
psychosis. As with other causes of secondary
psychiatric symptoms, treatment would include
addressing the underlying medical condition. The
neuropsychiatric manifestations of B12 deficiency
often respond very slowly to treatment and may
even be irreversible. Case Report: We present the
case of a 36-year-old female with no psychiatric
history who presented to the ER with new-onset
symptoms of insomnia, irritability, impulsivity, and
suicidal ideation. On examination, her affect was
labile and tearful and her thought process was
racing. Collateral from family was also concerning for
personality and mood changes. She also complained
of a widespread rash and reported feelings of
“things crawling” on her body. She was admitted to
inpatient psychiatry with a diagnosis of bipolar |
disorder, most recent episode mixed. Her labwork
ordered at the time of admission indicated a
cyanocobalamin level that was significantly
decreased. It is likely that she was interpreting her
B12 deficiency-associated sensory paresthesias as
symptoms of delusional parasitosis. She was started
on a mood-stabilizing agent and B12
supplementation and discharged to outpatient
follow-up. Literature Review: A search of the pre-
existing literature indicated that vitamin B12
deficiency is often found in patients presenting with
symptoms of depression. Similarly, high levels of
serum vitamin B12 levels are associated with better
treatment outcomes in MDD. A literature review
indicated that there was one previous case report of
an elderly patient who presented with classic
symptoms of mania in the setting of decreased B12
levels. A retrospective case study discovered that a
large majority of patients with vitamin B12
deficiency presented with neuropsychiatric
symptoms, including mood changes, behavioral



disturbances, and cognitive deficits. There were no
trials, reports, or reviews on secondary symptoms of
mania or psychosis occurring specifically in younger
patients or in women. Conclusions: There is a great
amount of data relating vitamin B12 and folic acid
deficiencies to neuropsychiatric changes. Currently,
there is limited data on cyanocobalamin deficiency
leading to mania, hypomania, or psychosis. The link
between depression and B12 levels has previously
been established, along with the fact that mood
symptoms or neurological deficits are often slow to
respond to treatment or even irreversible.
Therefore, it is essential that providers screen for
these vitamin deficiencies as part of the workup to
identify any possible underlying medical etiologies of
new-onset psychiatric symptoms
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Electroconvulsive Therapy Plus Haldol in the
Treatment of Delirious Mania in Adolescent: A
Unique Case Report

Poster Presenter: Dinesh Sangroula, M.D.
Co-Authors: Robin Kimberly Caron, D.O., M.P.H.,
Mihika Nepal, Rikesh Chakradhar

SUMMARY:

Introduction: Delirious mania (DM) is a severe
neuropsychiatric syndrome associated with high
morbidity and mortality in Bipolar illness. Despite
the high prevalence of delirium in Bipolar disorder
(15-20%), DM is often underdiagnosed. Moreover, it
is not included as a DSM diagnosis, is highly resistant
to treatment and has no definitive treatment
protocol. Case Presentation: We present a case of a
16-year old Caucasian, male with average
intellectual functioning and a past history of Bipolar
1 disorder, ADHD, and Cannabis use disorder who
had been stable on Olanzapine 10 mg/day for about
a year. He presented to the inpatient unit for manic
episode with bizarre/disorganized behavior (in a
trance-like state, staring into space, perseveration)
accompanied by severe agitation, violent behavior,
and confusion. In the hospital, he was required a
higher level of care for safety as he had total of 61
episodes of personal safety emergencies for violent
and assaultive behavior. He also developed several
episodes of catatonia. On his mental status exam, he
had irritable mood with labile affect, rapid and
pressured speech, episodes of agitation and

violence, disorientation and disorganized behavior
(urinating and defecating, and eating his own feces,
disrobing spontaneously). Full neurological work-up
(MRI, LP, EEG) were done without any significant
findings and he was diagnosed with mania with
psychosis and delirium (DM). Medication tried
without success were Olanzapine (20mg /day),
Risperidone (4 mg /day), Quetiapine (400 mg/day),
Lithium ER (2259 mg/day), and Gabapentin (1200 mg
/day). The patient was found to respond partially
when administered Haloperidol PRN for agitation
which was continued as a standing dose of 10 mg at
bedtime. The patient responded well to the
combination of ECT (3 times/week) plus Haloperidol
which was converted to long-acting Decanoate100
mg every 4 weeks. Maintenance ECT was
recommended weekly post-discharge. Discussion:
DM typically presents with a rapid onset of severe
manic episodes with psychosis, confusion,
fluctuating level of sensorium, and/or catatonia.
Ensuring safety followed by medical/neurological
consultation with comprehensive medical work-up
should be the priority. Based on the limited data
evidenced on case reports or case series reports, the
most effective treatment recommendation are ECT
and/or Lorazepam, Valproate or Lithium.
Antipsychotics are generally not recommended but
our case responded with Haldol for

aggression. Conclusion: It is important to monitor
for the symptoms of delirium, catatonia, and
psychosis in patients with acute severe mania with
agitation. A trial of mood stabilizers with
Benzodiazepine such as Lorazepam is worthwhile if
diagnosis is confirmed. Most importantly, ECT should
be considered early with or without
pharmacotherapy to reduce morbidity and mortality.
Larger controlled studies are recommended for
developing and implementing evidenced based
protocol for treatment of DM.
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Frozen in Fear: A Case of Malignant Catatonia
Poster Presenter: Gauri Wable, M.D., Ph.D.
Co-Authors: Jeffrey McBride, M.D., Caesa Nagpal,
M.D.

SUMMARY:
BACKGROUND: Malignant catatonia is a life
threatening manifestation of catatonia. It presents



with behavioral changes, movement disturbances
and autonomic dysregulation. Early intervention
helps decrease mortality and morbidity in patients
with malignant catatonia. We present such a case of
a 24 year old woman with malignant

catatonia. METHOD: Ms. A is a 24-year-old Afro-
Hispanic female was admitted to an acute
psychiatric unit for increased psychotic symptoms.
She initially presented to a medical facility on an
emergency detention order. She was hearing voices
telling her to hurt herself and other people. A
neighbor called in a disturbance stating a female was
screaming for her life. Her younger sister thought
she was possessed. This has been ongoing since 3
months. She was started on Risperidone 0.5 mg PO
bid for psychosis. In first two days of admission, she
received multiple antipsychotics, Geodon 10 mg IM
repeated x 3, Quetiapine 100 mg PO ghs, Olanzapine
10 mg IM. She was also continued on Risperidone.
Impaired attention and memory was seen on day 4
along with increase in agitation for which she
continued to receive higher dosages of
antipsychotics. On day 5, she reported feeling like a
butterfly and jump off the bed. Her blood pressure
was increased, pulse was increased to 130-160. CK
levels were drawn and were 1772. She stopped
taking meds, stopped talking. Malignant catatonia
was suspected and all antipsychotics were stopped.
IV fluids were given with IV Lorazepam. On day 8,
was noticed to have improvement in catatonia and
was started on Quetiapine 25 mg PO g am and 50
mg PO ghs and was transferred to the acute
inpatient psychiatric facility. She continued to be
very psychotic and paranoid. Quetiapine was
increased to 200 mg PO ghs. Her course was
complicated again at the inpatient psychiatric facility
after switching antipsychotics to Haldol 5 mg PO q
am and ghs. She took 2 dosages of Haldol and
presented with increased agitation, catatonia and
autonomic dysregulation. She was then transferred
to the medical facility. DISCUSSION: Malignant
catatonia is a life threatening manifestation of
catatonia. It presents with behavioral changes,
movement disturbances and autonomic
dysregulation. It can present as catalepsy, stupor,
mutism, waxy flexibility, negativism, posturing,
rigidity, fever and autonomic dysregulation. Early
diagnosis and intervention is often challenging. It is
thought to be due to disturbances of the dopamine

and GABAergic receptors. Benzodiazepines and ECT
remain the mainstay treatment. CONCLUSION: This
case highlights the fact that early diagnosis and
intervention for malignant catatonia improves
mortality and morbidity.
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Lithium Induced Hypercalcemia and Parathyroid
Disorders. a Case of Long Term Lithium Treatment,
a Parathyroid Adenoma and Hypercalcemia

Poster Presenter: Julia Danielle Kulikowski, M.D.
Co-Author: Lawrence Samuel Martin, M.D.

SUMMARY:

This case reviews a patient on long term lithium
carbonate treatment for bipolar disorder who
developed a parathyroid adenoma suggesting the
benefit of periodic monitoring of calcium and
parathyroid hormone (PTH). A 43-year-old man with
a history of bipolar | disorder presented to a mood
disorders clinic for a consultation regarding
medication recommendations. The patient was
diagnosed with bipolar disorder in 1992 after a
manic episode and was initiated and maintained on
lithium carbonate 900 mg daily. Medical history was
relevant for lithium induced hypothyroidism
managed with levothyroxine. Within the last year,
the patient noticed increased thirst, muscle pain,
cognitive clouding, frequent urination and worsened
emotional blunting. Blood work revealed elevated
levels of serum and ionized calcium, 2.72 (2.18-2.58
mmol/L) and 1.37 (1.05-1.30mmol/L), respectively.
PTH level was 15.4 (1.6-9.3 mmol/L) and 24 hour
urine revealed hypercalciuria. Vitamin D,
phosphorus, magnesium, alkaline phosphatase,
creatinine and GFR were within normal limits. A PET
scan demonstrated increased uptake in the left
superior parathyroid gland indicating a parathyroid
adenoma. Medication options were discussed
including weaning lithium carbonate to alleviate
symptoms of hypercalcemia. The risk of mania
discouraged the patient from switching mood
stabilizers. Lithium levels remained therapeutic
between 0.68 and 0.71. Ultimately, the patient was
referred for a parathyroidectomy. Biopsies were
taken on four glands and revealed hyperplasia in the
left superior gland. PTH and calcium returned to
normal values following surgical resection as well as
a general decline in symptoms related to



hypercalcemia. The case describes a parathyroid
adenoma likely unmasked by lithium carbonate.
Lithium associated parathyroid adenoma was first
described in 1973. Research suggests elevated PTH
levels in individuals as a result of treatment with
lithium carbonate. There is debate in the literature
as to whether lithium causes hyperplasia or
accelerates the growth of pre-existing adenomas.
The mechanisms by which lithium carbonate causes
elevated PTH levels include action on modulators
within the parathyroid system that increase the set
point which detects calcium levels. Other
mechanisms suggest increased reabsorption through
the loop of Henle. Symptomatic hypercalcemia is
characterized by polydipsia, polyuria, fatigue and
weakness. Hyperparathyroidism is associated with
hypertension, cancer, renal failure, and fractures.
Considering the elevated risk of lithium associated
hypercalcemia and hyperparathyroidism and
parathyroid dysfunction, periodic monitoring of
calcium and PTH levels should be incorporated into
care to target the potential functional impairment
from hypercalcemia and sequelae of parathyroid
dysfunction.
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Mixed State Bipolar Disorder in Adolescent With
Tuberous Sclerosis

Poster Presenter: Celena Ma

SUMMARY:

Tuberous sclerosis is a multisystem genetic disorder
commonly comorbid with neuropsychiatric
disorders. This is the first case of a patient with
tuberous sclerosis with mixed episode bipolar
disorder with psychotic features. JR is a 19 year old
tuberous sclerosis and bipolar disorder patient who
was admitted to inpatient psychiatry after
presenting with suicidal ideations, grandiose
delusions, depressed mood, hopelessness, low self-
worth, and physical agression. He has been
experiencing auditory and visual hallucinations
during depressive episodes for 3 years. His seizures

began at 4 months old as infantile spasms, and he
subsequently was diagnosed with tuberous sclerosis
and focal epilepsy. A recent EEG showed left
temporal seizure focus. His last MRI was significant
for bilateral temporal, frontal, and parietal lobe
hamartomas and bilateral lateral ventricle
subependymal nodules. During the course of his
hospital admission, JR showed improvement of his
symptoms while on a regimen of aripiprazole,
topiramate, and carbamazepine. Theories for bipolar
disorder’s comorbidity with tuberous sclerosis
include epilepsy, structural brain lesions, and
genetics. Seizures, which occur in 90% of children
with tuberous sclerosis, may explain bipolar disorder
in such patients. Seizure originating from the
temporal lobe, which controls emotions and
memory, are associated with mood disturbances and
aggression. Studies have theorized that mania could
be a result of left hemisphere overactivity or right
sided underactivity. One study evaluating patients
with temporal lobe epilepsy (TLE) showed a 70%
frequency of lifetime psychiatric disorders, especially
mood disorders. The frequency of psychosis in TLE is
around 19%, and there is an increased risk if seizures
affect the dominant hemisphere, usually the left
side. JR’s symptoms could be attributed to left sided
overactivity caused by uncontrolled seizures based
on his EEG, especially given his history of medication
noncompliance. There is an association between
subcortical lesions and both manic and depressive
episodes and an association between cortical lesions
and manic episodes. Mania is associated more
frequently with right hemisphere lesions while
depression is associated more frequently with left
hemisphere lesions. Mania is also more frequent in
those with temporal and frontal lesions, regardless
of sidedness. JR’s manic symptoms could therefore
be explained by his numerous frontal and temporal
tubers and subcortical hyperdensities on MRI. His
mixed affective could also be attributed to the
bilateral presentation of his lesions. The causes of
bipolar in tuberous sclerosis patients are
multifactorial. Future studies studying
environmental risk factors, neuroimaging, and
genetics can reveal more concrete causative
mechanisms and may help identify high risk patients
for early interventions.
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New Onset Bipolar I, Manic Episode Following
Heavy Cannabis Use in a 61 Year Old Male: A Case
Report

Poster Presenter: Michael Holcomb, D.O.
Co-Authors: Thomas Finstein, D.O., Evan Allen, Peter
Rudlowski, M.D.

SUMMARY:

Intro: Cannabis use is becoming more prevalent in
today’s population with the co-occurring push for
decriminalization and legalization across the United
States1. With the increase in prevalence, we can
reasonably expect an increase in psychiatric
conditions that may be attributed to or exacerbated
by cannabis use. While cannabis use is linked as a
causal risk factor for the development of psychosis, a
dearth of evidence is available demonstrating its
association with bipolar mania2. Case: We report a
case of a 61-year-old patient with new onset of
manic symptoms in the context of cannabis use. This
is a previously high functioning U.S. Marine Corps
retiree who denied previous manic or psychotic
symptoms. This individual reported recent heavy
cannabis use followed by manic symptoms to
include irritability, insomnia, excessive spending,
flights of ideas, and pressured speech. Initial
laboratory and imaging work-up did not show any
abnormalities to suggest a medical cause for the
manic symptoms. A diagnosis of bipolar I disorder,
manic episode was made based on DSM-5 criteria.
Medication therapy was initiated with Risperidone
PO every night, Divalproex PO twice every day, and
Trazodone PO as needed at night for sleep.
Symptoms of mania subsided over his hospitalization
and he was discharged with follow up at an intensive
outpatient program. Discussion: Due to the
advanced age of the patient and recent cannabis
use, he was thought to have a manic episode that
was induced and/or worsened by his cannabis
consumption. Cannabis has been linked, through a
number of studies, to development psychosis;
however, an association between cannabis and
mania is not clearly defined. Because of the possible
overlapping genetics of psychosis and bipolar
disorder, it is theorized that cannabis use may
induce mania through a mechanism of action similar
to cannabis induced psychosis3. However, a primary
bipolar disorder that was previously undiagnosed
cannot be fully excluded because substance use is

overrepresented in people with bipolar disorder.
Patients commonly abuse substances in order to
“self-medicate” to treat bipolar disorder4.
Therefore, it is essential that providers complete a
thorough history when caring for these individuals.
None of the authors identify any conflict of interest.
The views expressed in this manuscript are those of
the authors and do not reflect the official policy or
position of the Department of the Army, Department
of Defense or the U.S. Government.
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Oral Ketamine for the Management of Severe
Treatment-Resistant Bipolar Depression
Poster Presenter: Prajeeth Kumar Koyada, B.S.
Co-Authors: Kristin L. Smoot, B.S., Evan Cordrey,
M.D., Mudhasir Bashir, M.B.B.S.

SUMMARY:

Introduction: Treatment-resistant bipolar depression
(TRBPD) is one of psychiatry’s most challenging
clinical conundrums to manage. We present a case
where 0.5 mg/kg oral ketamine followed by 1.0
mg/kg oral ketamine one week later produced a
robust antidepressant response in a patient with
severe bipolar depression refractory to 19
medications and at least 120 life-time
electroconvulsive therapy (ECT)

sessions. Presentation: Ms. A, a 62-year-old
Caucasian female with a past psychiatric history of
Bipolar | Disorder presented to the psychiatric
consult service with neuro-vegetative symptoms and
suicidal ideation (SI) with intent and a plan in the
setting of a bipolar depressive episode without
psychotic features. Over her 10 admissions in the
past two years, her bipolar depressive episodes were
resistant to treatment with 19 different medications
and only mildly responded to 76 total ECT sessions.
She was admitted to undergo ECT, and she
completed a total of 15 sessions over the next 40
days with no improvement of her symptoms. ECT
was discontinued and a 10-day trial of memantine
and trauma-focused narrative therapy showed no
effect. On hospital day 52, following escalation of
her Sl through self-injurious behavior, she was given
0.5 mg/kg oral ketamine solution (pre-treatment
HDRS/MADRS 33/44) with no adverse effects.
Afterwards, she denied Sl for the first time during
her stay (post-treatment HDRS/MADRS 7/18). Over



the course of her inpatient stay, she continued to
deny Sl while her neuro-vegetative symptoms
improved (HDRS 18 and 7 on hospital days 53 and
54, respectively). She returned to an improved
baseline by hospital day 60 (pre-treatment
HDRS/MADRS 26/45) and showed further
improvement in her symptoms following 1.0 mg/kg
oral ketamine (post-treatment HDRS/MADRS 2/3).
Post-discharge, she will have close follow-up for
weekly oral ketamine dosing for six weeks with her
outpatient psychiatrist. Discussion: This report aims
to add to the paucity of literature on the efficacy of
oral ketamine for TRBPD by describing, to our
knowledge, the first case of oral ketamine producing
a robust antidepressant response in a patient with
bipolar depression refractory to almost 20 different
medications and 100+ life-time sessions of ECT.
Furthermore, as oral ketamine costs less than $10
for a month’s supply, produced no adverse effects
peri- and post-administration, and resulted in
symptomatic improvement much faster than in
previous admissions (1-2 weeks vs. 1-2 months) for
our patient, we show that oral ketamine may
represent a viable alternative to ECT for a variety of
reasons such as cost, side effect profile, and
reductions in length of stay and prolonged hospital
courses. Conclusion: Oral ketamine shows promise
as a safe, tolerable, and affordable alternative to ECT
in the treatment of TRBPD. In this poster, we discuss
the potentially potent role of oral ketamine in the
psychiatrist’s armamentarium in the management of
this disease.
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Secondary Mania After Thalamic Stroke: Case
Report

Poster Presenter: Matthew T. Forster, M.D.
Co-Authors: Alejandro Chapa, Roshan Chudal, Ph.D.,
M.B.B.S., M.P.H., Kendra Anderson, Teresa Pigott,
M.D.

SUMMARY:

Background: Mania can present secondary to
neurologic, metabolic, toxic and infectious causes
(Satzer and Bond 2016). Organic mania secondary to
stroke is rare and seen only in 1-1.6% of cases
(Santos et al. 2011). We present a case of a 46 y/o
male with no previous psychiatric history and history
of thalamic stroke that presented with first episode

mania. Case: A 46 y/o male with a history of right
testicular cancer (diagnosed 2011, s/p resection
2016), bilateral thalamic stroke secondary to patent
foramen ovale (07/2019) without any past
psychiatric history presented to an outside hospital
(OSH) with law enforcement due to recent erratic
behavior. Pt was started on Risperidone 2 mg and
Lorazepam 2mg at the OSH for 3 days prior to being
transferred to the inpatient psychiatric hospital. On
admission, patient was unkempt with limited eye
contact, expansive affect, and noted grandiose
delusions. He endorsed a decreased need for sleep,
hyperverbal/rapid speech, increased energy, recent
impulsive behaviors and euphoria over the past
three weeks. Physical and neurological exams were
unremarkable. Routine laboratory examination was
grossly within normal limits, and urine drug screen
was positive for cannabis. Pt was started on
Aripiprazole 5 mg gam for mood stabilization. After 5
days of hospitalization, patient was compliant and
responding well to medication regimen.
Neuropsychological testing was completed prior to
his discharge on Day 7 of

hospitalization. Discussion: Neuropsychiatric
manifestations post-stroke include various mood
and behavioral disorders in up to 30 % of post-stroke
patients (Hackett ML et al. 2014). Although
differentiating the clinical presentations of primary
and secondary mania is difficult, several factors
point towards a secondary cause (Krauthammer et
al.1978). This patient’s clinical profile is consistent
with previous findings associated with post-stroke
mania including: being male with no personal
psychiatric history, late onset relative to primary
bipolar disorder, at least one vascular risk factor, and
a history of right hemispheric infarct with
involvement of the ventral limbic circuit. On
Neuropsychological Testing, cognitive impairments
in verbal and visual memory retrieval were found
secondary to deficits in basic attention and complex
executive functions. Conclusion: The similarity of
mania symptoms in both primary and secondary
mania coupled with varying temporal relationship
between stroke and onset of mania can delay the
identification and management of this infrequent
post-stroke neuropsychiatric disorder. Evaluation for
new onset mania should include a thorough medical
history, neurological examination, neuroimaging and
laboratory tests for underlying secondary causes.



With this patient, monotherapy treatment with
Aripiprazole 5mg daily was successful in treating
acute mania secondary to post-thalamic stroke.
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Sexual Dysmorphia in an Adolescent With Tuberous
Sclerosis

Poster Presenter: Celena Ma

Co-Author: Najeeb U. Hussain, M.D.

SUMMARY:

Tuberous sclerosis is a multisystem disorder
comorbid with neuropsychiatric disorders such as
intellectual disability, epilepsy, and hyperactivity.
Gender dysphoria is clinically significant distress
caused by the incongruence between one’s assigned
gender at birth and one’s experienced gender. The
structural brain changes found in this first known
case of a tuberous sclerosis patient with sexual
dysmorphia suggests a possible causal mechanism of
atypical gender identity development. JR is a 19 year
old tuberous sclerosis patient with bipolar disorder,
focal epilepsy, and multiple past psychiatric
admissions for self mutilation and suicidal ideations.
He was admitted presenting with abdominal pain
following the insertion of carrots into his anus as a
form of self harm. JR was 16 years old when he first
started to identify as a heterosexual transgender
woman. He even attended therapy at the
transgender health clinic with the intention to start
hormone therapy. However, he would frequently
switch from viewing himself as a heterosexual male
one day, and a heterosexual transgender female the
next. JR was diagnosed with tuberous sclerosis and
focal epilepsy during his childhood. His last MRI from
4 years ago was significant for bilateral temporal,
frontal, and parietal lobe hamartomas and bilateral
lateral ventricle subependymal nodules. T2/FLAIR
showed hyperintense foci throughout the cortex and
subcortical white matter. Studies have proposed
that gender dysphoria is associated with a fronto-
occipito-parietal disconnection between neuronal
pathways that process the self perception and body
ownership via the fronto-occipital fasciculus (IFOF)
(1). Self perception primarily involves the right IFOF,
and those with lesions encompassing such areas
have problems with self-referential thoughts and
developing a coherent model of self (2). Body
ownership primarily involves the right parietal lobe,

and those with such lesions have been reported to
be in denial of motor deficits and develop
disturbances with body schema (3). Transgender
individuals were found to have atypical IFOF
compared to cisgender individuals, with differences
more prominent in the right hemisphere (1). Thus,
neuroanatomical findings in transgender groups can
help explain the incongruity between self and body
that those with gender dysphoria experience. In JR’s
case, his hyperintense foci throughout his cortex and
subcortical white matter suggests he is at increased
risk for having aberrant IFOF leading to fronto-
occipto-parietal disconnection. In addition, his right
sided hamartomas found in the temporal, frontal,
and parietal lobes are located in areas involved in
ego-centricity and body ownership. JR’s neural
findings are likely causal factors to his sexual
dysmorphia and difficulties developing a coherent,
stable identity. Future neuroimaging studies can
therefore reveal more concrete causative
mechanisms of gender identity as well as other
elements that shape self perception.
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Treatment of Bipolar Disorder With Psychotic
Features in the Setting of Familial Long Qt
Syndrome

Poster Presenter: Matthew Joseph Johnson, D.O.
Co-Authors: Lainey Bukowiec, Andrew Malanga, D.O.

SUMMARY:

Long QT syndrome (LQTS) is a rhythmic disorder
than may occur in patients without any symptoms or
in patients presenting with syncope, seizures, or
even cardiac arrest. A number of mutations have
been identified in patients with familial LQTS.
Phenotypic clinical syndromes that fall within the
umbrella of inherited LQTS include an autosomal
dominant form with primarily cardiac manifestations
known as Romano-Ward syndrome, which is more
common, and an autosomal recessive form
associated with sensorineural deafness known as
Jervell and Lange-Nielsen syndrome, which has a
worse prognosis. The prevalence of inherited LQTS
presenting in infancy is estimated to be
approximately 0.05%, and due to the high



penetrance of familial LQTS in early life, this
estimate may be used to approximate the
prevalence of this disorder in the general
population. Treatment includes avoidance or
cessation of mediations known to prolong the QT
interval, aggressive treatment of electrolyte
imbalances, beta-blockers, and implantable
cardioverter-defibrillator (ICD) placement, with
patient-specific tailoring of therapy as appropriate
based on presenting symptoms and risk factors. We
describe a case of a 37-year-old female who
presented with bizarre behavior after ceasing use of
latuda secondary to angioedema. The patient
decompensated into a manic state with paranoia
and delusions. After admission, the patient had an
ECG with a QTc of 529 at which point the patient
was transferred to medicine for telemetry
monitoring with psychiatry consulting for the
patient. The patient was started on depakote, and
once stabilized medically, was transferred back to
inpatient psychiatry for psychiatric stabilization. QTc
ranged from 488-529 during hospital stay. During
trial of depakote, the patient’s mood stabilized and
psychotic symptoms dissipated without need for an
antipsychotic medication. The patient was medically
and psychiatrically optimized for a safe discharge
home with a plan for continued outpatient follow-up
with both psychiatry and cardiology.
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Worsening Bipolar Disorder Following a Cerebral
Vascular Accident

Poster Presenter: Megan Spelman

Co-Authors: Paul Wells, Greg Sullivan, M.D., Adam
John Fusick, M.D.

SUMMARY:

Mr. S is a 61 year old, Caucasian, left-

handed, married male with a past psychiatric history
of Bipolar Disorder Type Il who presented to the
hospital after a possible Transient Ischemic Attack.
While in the hospital, the patient was noted to have
racing thoughts, pressured speech and decreased
need for sleep consistent with his diagnosis. He was
currently being treated

with Lamotrigine and Psychiatry was consulted for
assistance. Overall, the patient was unable to
provide sufficient details about his psychiatric state
which required both a review of his

records and obtaining collateral information from his
wife. His history was remarkable for a nearly 30

year history of Bipolar Disorder Type Il where he
would experience one hypomanic episode a year
lasting 4-5 days. His daughter also is diagnosed with
Bipolar type Il and displays the same pattern of one
hypomanic episode per year. Notably, a year prior to
his

recent hospital admission, Mr. S suffered an infarct
in the right subinsular region. Prior to this event,

Mr. S did not require treatment with mood
stabilizers for his Bipolar Il Disorder as his mood
episodes had been manageable without medical
treatment for nearly 30 years. Since the event,

Mr. S experienced a worsening in his psychiatric
illness with waning depressive episodes and
hypomanic episodes now occurring 6 times in the
last year with each episode lasting 7-8

days. Furthermore, Mr. S’s mood disorder now
caused such disruption to his personal life that he
required intervention with mood stabilizers. Mr. S’s
diagnosis had changed to Bipolar Il Disorder, Rapid
Cycling. Ultimately, Mr. S’s presentation along with
his Rapid Cycling specifier constituted an abrupt
change in his mental iliness following his cerebral
vascular accident. The case of

Mr. S highlights the complex interplay of vascular eti
ology and psychiatric

pathology. While depressive disorders account for
the most frequently occurring psychiatric

disorder post-stroke, secondary bipolar disorder, or
in this case clinically significant worsening of a pre-
existing bipolar disorder, is often reported
anecdotally (Sater 2016). Since little is

understood about the precise mechanism, the
authors intend to expand the understanding of this
pathology

by exploring the Vascular Mania Hypothesis believed
to account for this phenomenon’s etiology (Vasudev
2010). In addition, the authors highlight known brain
structures and functional neuroanatomy responsible
for emotional regulation and associated with post-
stroke Bipolar disorder in order to

provide clinicians a

better comprehension of vascular etiology in psychia
tricillness.
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“l Am an Inserter”: Polyembolokoilamania and Self-
Embedding in Adolescent Girls

Poster Presenter: Fiona Diviya Fonseca, M.B.B.Ch.,
B.A.O., M.S.

Co-Author: Andrea Joanne Steele, D.O.

SUMMARY:

Polyembolokoilamania is the phenomenon of the
self-inflicted insertion of foreign objects into one
orifice or more. Insertion might also refer to the
introduction of objects through the skin
subcutaneously, as self-embedding behavior.
Interestingly, not all cases of foreign object insertion
are associated with underlying psychiatric pathology.
However, when applicable, it is critical to promptly
address any psychiatric problems. Although not
uncommon, there is a marked paucity of information
on self-injury by insertion in children and
adolescents in the absence of developmental delay
or attention-deficit hyperactivity disorder. This poses
a significant obstacle to the delivery of high-quality
care and treatment for child and adolescent patients
presenting with such symptomatology. In this
poster, two adolescent patients with self-injury by
foreign object insertion, as well as their histories and
treatment trajectories are presented. Our patients
share a commonality in that both of them were
sexually abused by a relative. They also have a
history of suicide attempts. This poster illustrates
the rationale behind and challenges to the
management of this form of self-injury. Predisposing
factors for polyembolokoilamania and self-
embedding are also described and discussed. The
motivation for such behavior ranges from self-
exploration to autoeroticism, to self-harm, to
reenactment of sexual abuse. Treatment
necessitates the employment of an integrative lens,
particularly for patients with a history of sexual
trauma. Psychotherapeutic and
pharmacotherapeutic approaches, as well as harm-
reduction strategies, are discussed. Through these
case presentations, this poster offers insight into
improving the quality of patient care for children and
adolescents presenting with self-injury by insertion.
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“l Am Haunted by Momo”: A Case of a 10 Year Old
With a Traumatic Past

Poster Presenter: Jason I. Koreen, M.D.

Co-Authors: Raj Addepalli, Santiago Castaneda
Ramirez, M.D.

SUMMARY:

The “Momo Challenge” was a dangerous “suicide
game” targeting children on social media and
enticing them to perform a series of dangerous
tasks. Momo was a terrifying character based on a
Japanese sculpture, which took the internet by
storm in 2018. This case depicts NW, a 10-year-old
African American boy in foster care, who was
removed from his biological mother in 2018 due to
physical and emotional neglect, and possible abuse,
and who was well until two months prior to his
presentation. The patient was brought into the
pediatric emergency department by emergency
services accompanied by his foster mother directly
from his usual weekly therapy appointment. NW had
reportedly attempted to harm himself by breaking
toys and a chair over his head and by grabbing a
knife before hurting himself. NW had been
discharged from his second inpatient hospitalization
earlier that day. On evaluation, he confirmed that he
tried to hurt himself because he “didn’t want to be
alive anymore.” He reported that he had been
tormented by “Momo” after being exposed to her by
a friend approximately 6-7 weeks prior. The patient
described Momo as a “chicken lady with big eyes
and a scary mouth” who would tell him and children
to kill themselves. On clarification, he described
Momo more as a thought and not a hallucination. He
reported that although he was no longer exposed to
Momo he was still “haunted” by her, having
frequent nightmares, and feared being home alone
where he thought of her the most. NW reported that
prior to being exposed to Momo he was feeling well
and had no problems. Collateral stated that one
week following the exposure he was hospitalized
twice, each for two weeks, having been discharged
from the second admission the day of his
presentation. As per his foster mother, NW had been
compliant with Fluoxetine 20mg, Risperidone 0.5mg
BID, Prazosin 1mg gHS, and melatonin 5mg gHS and
weekly psychotherapy. The foster mother confirmed
that prior to the patient’s exposure to Momo he was
feeling well and had no issues, but that following the
exposure the patient became agitated, aggressive
towards his foster siblings, and had difficulty
sleeping. The patient’s foster agency was contacted



a few months later and it was discovered that due to
the patient’s continued difficulties in the community
and need for a higher level of care he had entered a
Residential Treatment Facility. In this poster, we
discuss the potential harm that suicidal games and
provocative videos can have on children, especially
in those who are more vulnerable due to a prior
history of neglect, abuse, and unspeakable
upbringings.
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A Clinical Perspective on Video Game-Related
Violence: A Case Series of Adolescents Who
Presented to the Psychiatric ER After Playing Video
Games

Poster Presenter: Kushagra Nijhara, M.B.B.S.
Co-Authors: Daniel Antonius, Ph.D., Victoria L.
Brooks, M.D.

SUMMARY:

Videogames have been increasingly popular in the
modern era and are being used more frequently by
children of all ages. Given the widespread use of
videogames, there has been a growing concern in
media and the public about the possible negative
effects of violent videogames on the younger
generation. Observational studies and lab-based
experimental studies have demonstrated increased
aggression in children who play videogames but
there are only a few clinical studies on the impact of
videogames on psychiatric patients. To understand
more about aggression associated with the use of
videogames in psychiatric patients, we reviewed
charts of three adolescents who presented to the ER
with aggression shortly after playing a videogame.
Case one is an 11-year-old Caucasian male with a
previous diagnosis of attention deficit hyperactive
disorder (ADHD) and oppositional defiant disorder
(ODD) who was brought to the ER for evaluation
after an episode of physical aggression towards his
brother over a videogame. Case two is a 14-year-old
African American male with no psychiatric history
who was brought to the hospital for an emergency
mental health evaluation mandated by the police
following an episode of physical aggression that
occurred after his mother confiscated his videogame
console. Case three is of an 11-year-old Caucasian
male with a previous diagnosis of ADHD and ODD
who was brought to the hospital by the police for an

emergency mental health evaluation. The patient
had become physically aggressive towards his
mother without provocation after losing in a
videogame With these cases in mind, we present a
real-life model in which children and adolescents
might be negatively affected by videogame use. This
report also illustrates the predisposing factors for
videogame related aggression and the type of
aggression seen with videogame use. We discuss the
need for future research on this topic which would
help make guidelines for videogame use, especially
in children and adolescents with preexisting risk
factors for aggression.

No. 78

Actions Speak Louder: When Innocence Turns Into
Animal Cruelty

Poster Presenter: Megan Lin, D.O.

Lead Author: Estefany Cristina Garces Uribe, M.D.
Co-Authors: Pooja Yudhishthir Palkar, M.B.B.S.,
Graham Dersnah, Karl Zate, M.D.

SUMMARY:

Childhood animal cruelty is a complex and
multidimensional act. Increase in reports of
childhood animal cruelty worldwide has sparked an
interest in understanding the graver issues
underlying this behavior. This includes undiagnosed
or worsening of mental illness, exposure to any
abuse, neglect and domestic violence (1). Animal
cruelty is currently used as a diagnostic criterion in
DSM 5 for conduct disorder however there is paucity
of research backing the significance of such
behavior. Both intentional and unintentional acts of
cruelty may reflect underlying mental health
problems that need to be addressed (2). We present
evidence from cases of two children aged 6 and 10
years who presented with violent acts resulting in
fatality of their pets. Careful assessment and history
taking revealed several psychosocial stressors,
significant psychiatric family history and history of
abuse in both cases surfaced. We aim to highlight
why clinicians should be aware and perform
meticulous evaluation in children presenting with
animal cruelty as it is significantly associated with
development of antisocial personality disorder,
antisocial personality traits, conduct disorder and
substance use (3).
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Combined Impact of Prenatal MDMA Exposure and
Overcrowding on Intermittent Explosive Disorder
Poster Presenter: Ulziibat Shirendeb Person, M.D.,
Ph.D.

Co-Authors: Karl Zate, M.D., Albulena Ajeti, B.S.

SUMMARY:

MDMA is an indirect monoaminergic agonist and
reuptake inhibitor that primarily affects the
serotonin system (1). Prolonged exposure to MDMA
causes serotonin depletion (2) and it may adversely
affect fetal development as serotonin is involved in
morphogenesis of serotonergic neurons (3). Low
levels of cerebrospinal fluid 5-hydroxyindoleacetic
acid-metabolite of serotonin has been correlated
with impulsive aggression (4-6). We present the case
of a 10-year-old boy with past psychiatric history of
ADHD, on Vyvanse who was hospitalized for
aggression, attempting to drown his sibling in a
swimming pool. He had anger outbursts twice a
week over three months. The patient also exhibited
aggression and hyperactivity, had history of
destroying property and banging his head. He
behaves well between outbursts and after
aggressive episodes he is remorseful. Patient has
history of truancy and enjoys playing violent video
games. On evaluation, the patient appeared shorter
than stated age. He was cooperative, but with poor
eye contact. He had psychomotor retardation. His
speech was slow, low in volume, and impoverished.
Mood was “ok” affect was constricted. Thought
process was linear and goal-directed. Thought
content devoid of delusions and perceptual
disturbances. He denied wishes to harm his brother,
and reported that he was simply teasing him. His
memory and concentration were intact. Patient’s
insight, judgment and impulse control were poor. He
lives with ten other biological siblings, maternal
grandmother and shares a bed with five. Both
parents are drug users and homeless. Mother used
MDMA, morphine, and tobacco during her
pregnancy. Family history indicated anger issues and
mother had bipolar disorder. The patient used to cry
a lot during neonate stage, which may indicate
neonatal abstinence syndrome. His speech was
delayed but didn’t need special education. The
patient was diagnosed with intermittent explosive
disorder (IED). The Vyvance was discontinued due to

ineffectiveness, side effect and due to possibility
that the amphetamine may be activating and making
him more irritable. He was started on Abilify 2 mg
and titrated up to 5 mg daily. During his stay patient
didn’t have behavioral outbursts. He tolerated the
medication well and was discharged to follow up in
outpatient clinic. The patient didn’t demonstrate any
key signs of ADHD on unit such as, inattention,
hyperactivity or impulsivity, which is why he was on
only Abilify monotherapy. Discussion: Prenatal
MDMA exposure may have affected the
development of his serotonergic neurons, which
contributed to psychopathology of IED. Poor housing
conditions and crowding can disturb children’s sleep
and lead to negative mood and behavior. (7). R. Lee
et al discussed that aversive parenting associated
with the development of IED (8). Additionally,
unfavorable childhood environment and family
history of ongoing substance use may have
perpetuated his aggression.
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Can Violence and Self-Harming Behavior Result
When Healthy Socialization Is Switched With Video-
Gaming and Screen Life: The Case of a Teenager
Poster Presenter: Courtney Beth Kusler, M.D.
Co-Authors: Ulziibat Shirendeb Person, M.D., Ph.D.,
ljendu Peace Korie, M.D., Tazeen Azfar, M.D., Karl
Zate, M.D.

SUMMARY:

Background: Decades of research links excessive use
of video games to poor mental health outcomes in
children and adolescents. It is associated with
depressive disorders, anxiety disorders, aggressive
behaviors, and decreased empathy (1). Exposure to
violent media, including violent video games, can
lead to an increase in violent and aggressive
behaviors, such as assault or domestic violence.
There is not yet enough information to conclusively
associate violent media with more extreme
behaviors such as homicide or rape due to the
infrequency of these crimes causing small sample
size (6). However, literature reveals possible
neurobiological correlations with addictions that can
potentially be extended to include video gaming and
self harm addictions. Most studies have shown a link
between excessive screen time and the prevalence
of depressive and anxiety disorders. Objective: The



purpose of this case report is to hypothesize that
when healthy socialization is replaced with video
gaming and extensive time online, violent and self
harming behavior may result. Through this report we
hope to reinforce the importance of limiting screen
life in the pediatric population to improve their
mental health. Case Report: Here we present the
case of a 15 year old male, CJ, with a 9 year history
of excessive video game use who was admitted for
intense homicidal ideation and self-harming
behaviors. CJ has no past psychiatric or medical
history. Upon admission CJ’s parents presented a
journal along with two butcher knives they had
found in CJ’s room. Excerpts included graphic
illustrations of people hanging, drawings of a person
stabbing others, and drawings of a person smiling
while standing over dead bodies. Notably, all
excerpts were drawn or written in CJ’s blood.
Inpatient neuroimaging showed no acute cerebral
changes. While on the unit it was revealed that CJ
was playing violent video games inappropriate for
his age group for up to 7 hours per day on weekdays
and even longer on weekends. CJ’s parents had no
limitations on their son's gaming hours. On the unit,
therapeutic milieu was initiated, CJ was started on
10mg Prozac and was discharged after over 3 weeks
of inpatient treatment with 40mg Prozac.
Conclusion: In our current society, children are
exposed to screens and electronics at increasingly
younger ages for longer periods of time. Almost half
of children exceed the recommended 2 hours per
day of screen time. Past research has shown that this
excessive exposure to media leads to poor mental
health outcomes for children and lower capacity for
empathy. Thus in this case, the patient’s nine year
history of excessive video game use may have been a
risk factor for his self-harming behaviors and
homicidal ideation. It is vital for clinicians to stress to
parents the importance of monitoring the content
and timing of their child’s media consumption so
that these possible negative outcomes may be
prevented.
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Challenges and Best Practices for Transitional Age
Youths Entering College in the COVID-19 Era
Poster Presenter: Julie Kim

Co-Authors: Laura Sickles, M.D., Asha D. Martin,
M.D.

SUMMARY:

Ms. C., a 17 year old female, recent high school
graduate with plans to enter college in the fall, with
past psychiatric history of bipolar 1 disorder,
generalized anxiety disorder and cannabis use
disorder, with 1 prior inpatient and partial
hospitalizations, initially presented to the ED
accompanied by her parents for an interrupted
suicide attempt of running towards the balcony with
intent to jump. Patient’s attempted suicide occurred
in the context of worsened depressed mood and
isolation given COVID-19 social distancing
requirements and also self-discontinued psychiatric
treatment a few weeks prior. After 10 days of
psychiatric hospitalization, she was referred to our
hospital’s Adolescent Partial Hospitalization Program
(APHP) for ongoing stabilization and continued
medication titration. Initial treatment focused on
mood and safety. Once Ms. C’'s mood was stabilized,
her anxiety about her upcoming transition to college
came to the forefront and became a major area for
treatment intervention. In general, Transitional Age
Youths (TAYs) face many unique obstacles that bar
them from maintaining adequate psychiatric
treatment, or worsen existing psychiatric symptoms.
TAYs who go to college must be able to balance
academic challenges and navigating new and
different systems of mental health care, all while
developing greater independence and a sense of
identity, which is made even more challenging
during the COVID-19 era; these in totality can
culminate in increased stress and exacerbated
psychiatric symptoms. For Ms. C’s care, various
interventions for TAYs were implemented in
coordination with her outpatient psychiatrist and
therapist. In this poster, we discuss both the stresses
of transitions as well as best practices for TAYs,
especially noting unique obstacles and opportunities
in the current COVID-19 era.
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Challenges in Managing Mood Dysregulation in
Children With Many Adverse Childhood
Experiences: A Literature Review

Poster Presenter: Fauzia Zubair Arain, M.D.



Lead Author: Aiman Tohid, M.D., M.P.H.
Co-Authors: Nastacia Chavannes, M.D., Marilena
Adames-Jennings, M.D.

SUMMARY:

Background: Disruptive behavior combined with
mood dysregulation is one of the most common
presenting complaints of children to the ER.1 For
instance, a 10yearold African-American boy with
past psychiatric history of attention-
deficit/hyperactivity disorder (ADHD), oppositional
defiant disorder (ODD), and two previous psychiatric
hospitalizations, presented with acute exacerbation
of aggressive behavior and homicidal ideation
towards his parents. Home medications include
methylphenidate 27 mg once daily, clonidine 0.1
once daily, and risperidone 0.5 mg twice daily.
Treatment was complicated by non-compliance to
medications. There was a history inconsistent
parenting, predisposing him to poor attachment. His
father had been incarcerated during the time of the
patient’s birth and returned home when patient is 8
years old. The patient lived with his aunt for two
years. During this time, he had multiple visits to the
comprehensive psychiatric emergency program
(CPEP) and cases involving child protective services.
We did a systematic review to interpret associations
between adverse childhood experiences (ACEs) and
behavior dysregulation in children. Methods: Our
search of databases primarily included Pubmed,
Psychinfo, APA psychnet and Medline. We reviewed
35 articles and included 5 in this systematic review.
The first study was a meta-analysis which reported
increased risk of substance use, violence, and
physical health conditions associated with ACEs. The
second study analyzed data of 64,329 youth within
the Florida Department of Juvenile Justice to look for
suicide attempts associated with the presence of
ACEs. The third study was a systematic review of 42
articles related to ACEs. The fourth study analyzed
data collected for 22,575 youth of Florida
Department of Juvenile Justice about childhood
abuse, trauma, neglect, criminal behavior, and other
risk factors for ACEs. The fifth study used data from
64,000 juvenile offenders in Florida. Results: ACEs
increase the risk of psychological conditions,
developmental problems, and risk taking behaviors.1
The results of the second study showed that the
children with ACEs were at increased risk of all

health outcomes in comparison to the children with
no ACEs.2 Furthermore, the relationship between
childhood difficulties and suicide is interceded by
individual characteristics, especially with the
development of maladaptive personality traits in
adolescents. 3 Lastly, ACEs increase the risk of
becoming a chronic and serious juvenile offender by
35.4 Increased exposure to ACEs differentiates early-
onset and sustained criminality from other forms of
criminality.5 Conclusion: ACEs such as child
maltreatment, traumatic experiences, neglect,
exposure to domestic violence, frequent relocations,
etc., can affect the development of a child in
multiple ways including suicidal behavior, violence,
aggression, impulsivity, criminality, school difficulties
and substance abuse.
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Challenges in the Management of Psychiatric
Manifestations in Sturge Weber Syndrome: A
Literature Review
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SUMMARY:

Background: Sturge-Weber Syndrome (SWS) is a rare
neurocutaneous disorder typically characterized by
unilateral facial nevus flammeus in the trigeminal
nerve distribution, congenital glaucoma, and pial
angiomas in the ipsilateral brain and meninges.1
Although 75-90% of children with SWS present with
epilepsy, SWS syndrome is also associated with
severe behavioral and academic problems in
childhood such as behavioral disorders (50%), social
communication difficulties (45%), sleep difficulties
(26%), autism spectrum disorder (24%), and
academic difficulties.2 Previous studies of individuals
with SWS have mainly focused on the medical
aspects of this syndrome with less attention on the
psychobehavioral issues.3 To address this, we did a
literature review to assess the challenges in the
management of neuropsychological and behavioral
problems of children with SWS. Methods: A Pubmed
search was done using keywords “SWS in children",
"management”, and “Psychiatric and behavioral
problems”. The search results yielded 65 articles and
6 pertinent studies comprised of retrospective



population-based studies and a case-control study.
These were selected for this review based on high
quality and internal validity. Results: A study by Turin
et al. aimed to screen for psychiatric diagnosis and
included 16 children, age 3-34, with SWS. He found
that the most frequent diagnoses were mood
disorders (31%), disruptive behavior disorder (25%),
adjustment disorder (25%), and impulse control
disorder. These patients often need management for
problems with mood, attention, sleep, learning and
substance abuse.4 Another study by Madaan et al.
had shown that while developmental milestones and
neuroimaging are usually normal, half of the patients
with SWS are believed to develop mild to moderate
intellectual disability, requiring mental health
treatment and special education.1 A study by Raches
et al. had also shown that behavioral and academic
problems in childhood were concomitant with the
seizure disorder common in SWS; children with
seizures were 10 times as likely to have received
special education services.5 Even those with normal
MRI and EEG findings with absent or mild epilepsy
may experience difficulties with learning, social
communication, sleep and behavior.2 Conclusion:
Although SWS classically presents with a facial port
wine stain, glaucoma, seizures, and cognitive
impairment ranging from mild learning disabilities to
more global cognitive impairment, the
psychobehavioral features are prevalent in this
population but rarely studied.4,6,7. Autism
Spectrum Disorder, Social Communication
Difficulties, Impulse Control Disorder, Disruptive
Mood Disorder, Sleep and Behavioral Disorder,
Learning Disabilities and Developmental
comorbidities occur in a high proportion1 limited
number of studies exploring the challenges
associated with management of psychobehavioral
problems of children with SWS, this topic warrants
further exploration.
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Clonidine for Reduction of Agitation in Delirium in a
17 Year-Old Female Diagnosed With Presumptive
Anti-NMDA Receptor Encephalitis

Poster Presenter: Mehdi ElImouchtari

Co-Authors: Mira Nicchitta, Ryan Matthew White,
D.O., Kiran Khalid

SUMMARY:

Background: Anti N-methyl-D-aspartate receptor
encephalitis (anti-NMDARE) can present with
unpredictable neurological and psychiatric
manifestations [1]. Currently, the pharmacological
management of behavioral symptoms in anti-
NMDARE includes second-generation antipsychotics
(SGAs), benzodiazepines, and alpha-2 agonists such
as clonidine [2,3,4]. However, the literature
supporting these treatments is limited. We present a
case of a 17-year-old female treated with clonidine
and SGAs for agitation in presumptive anti-NMDARE.
Case Presentation: S is a 17-year-old African-
American female with past medical history of
asthma and obesity who presented to the
emergency department with new-onset seizures and
confusion, and a one-month history of headaches,
visual disturbances, and decreased hearing. On
admission her temperature was 100.2F, with
tachycardia and tachypnea. She received midazolam
in the ambulance and 1500 mg levetiracetam in the
emergency department. EEG showed mild
background asymmetry and intermittent right
parietal and occipital slowing. MRI was within
normal limits. Lumbar puncture suggested a non-
infective inflammatory process. On hospital day (HD)
4, empiric treatment was initiated for anti-NMDARE.
Her mental status deteriorated during
hospitalization: she exhibited reduction in response
to verbal commands, insomnia, and agitation
(pulling at IVs, absconding from bed, pushing family
and staff) alternating with sedation. Psychiatry was
consulted for recommendations. Haloperidol was
initially chosen as an alternative to as-needed
benzodiazepine due to midazolam-associated
agitation after sedated MRI. Haloperidol 1 mg was
discontinued on HD 7 after two doses, due to
oromandibular dyskinesias, and replaced with
olanzapine 2.5 mg as needed. Scheduled
psychopharmacologic support was required for
agitation secondary to corticosteroid administration.
Despite evidence of benefits of lorazepam in
autoimmune encephalitis [4] and due to initial
worsening of agitation on midazolam and parental
concerns, clonidine was scheduled for its favorable
side-effect profile, long half-life, and its use in similar
cases [3], with a lorazepam trial planned in the event
of inefficacy. Dosage was titrated to 0.2 mg at
bedtime with 0.1 mg morning and afternoon doses.
Over the next three days, the primary team reported



significantly reduced agitation, reduced insomnia,
and daytime somnolence. Clonidine was tapered
over three days to 0.1 mg at bedtime, 0.05 mg in the
morning, and no afternoon dose. Symptomatic
worsening occurred on HD 11, and nighttime dose
was increased back to 0.2 mg. On HD 13, the patient
was transferred to a hospital system with in-house
pediatric neurology support. At the time of
submission, she remains hospitalized for further
treatment with rituximab. Anti-NMDAR levels are
pending. Discussion: This case provides an example
of clonidine used as a safe and effective
pharmacologic support for agitation in the setting of
anti-NMDARE delirium.
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Conversion Disorder Post Suicide Attempt With
SSRI Overdose

Poster Presenter: Laura Planche, M.D.

Lead Author: Sophie Esther Weinberg, M.D.
Co-Author: Sagarika Ray, M.D.

SUMMARY:

Conversion Disorder in the DSM-V, also known as
Functional Neurologic Disorders in the general
medical community, is a disorder that features
neurological symptoms which cannot otherwise be
explained by a medical condition. Even though the
source of this disorder is not structural and the
cause is unknown, the symptoms are still
experienced by the patient. The symptoms often
bring great suffering and cause true loss of
functioning to both the patient and their families.
Contrary to general thought, the treatment includes
close follow up by all medical practitioners involved,
primary medicine, psychiatry, and psychology. Early
diagnosis and increased support by medical team is
proven to improve and hasten recovery. The
symptoms of this disorder vary from person to
person, but all involve the neurological system, such
as paralysis, weakness, tremors, loss of balance, non-
epileptic seizures, unresponsiveness, loss of taste or
smell, inability to speak, issues with vision, or even
deafness. The trigger for these symptoms cannot
always be identified. Sometimes they may be
triggered suddenly by a stressful event, or a trauma.
Sometimes there may be secondary gain identified,
but not always. The patient is usually unaware and
lacks insight into the trigger or the cause of the

onset of the symptoms. There are certain risk factors
that can increase the risk of this disorder. Other than
recent or past emotional, sexual, or physical trauma,
other risk factors include already being diagnosed
with epilepsy, migraines, tinnitus, other mental
health disorders, or having a family member with
this disorder. Untreated conversion disorder has a
poor prognosis, with poor quality of life, similarly to
those with identifiable causes of neurological
disease. In this discussion, we identified a female
adolescent patient who suffered from severe anxiety
and depression, with a history of sexual abuse,
family conflict, and tinnitus, no prior history of
seizures, who presented to the emergency room
after a suicide attempt via overdose of her
prescribed SSRI. Once admitted, she had an episode
of abnormal movements suggestive of seizure, likely
due to the SSRI overdose. Subsequently, this patient
continued to suffer from multiple episodes of non-
epileptic seizure activity in the weeks to come. She
was evaluated by Neurology multiple times, but the
cause remained unknown. The poster highlights an
unique occurrence of pseudo seizure like symptoms
following a suicide attempt with an actual seizure
episode due to the SSRI overdose in an adolescent

girl.
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Covid-19 and Social Media as Precipitating Factors
for Inpatient Psychiatric Hospitalization in an
Adolescent Male

Poster Presenter: Mehdi Elmouchtari
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SUMMARY:

Background: The global coronavirus disease 19
(COVID-19) pandemic has necessitated the use of
guarantine to prevent further spread. Past
qguarantines, including those related to the SARS
outbreak of 2003, have been associated with
increased rates of psychological distress[1].
Additionally, some studies have found an increase
incidence of PTSD symptoms among people
quarantined in the midst of infectious disease
crises[2]. For children, the disruption of in-person
schooling, the isolation imposed by quarantine, and
the socioeconomic instability inherent to this crisis
have already been seen to affect mental health[3], a
finding consistent with prior public health crises[2].



Case Presentation: ER is a 16 year old male with no
past psychiatric history, who presented to the
inpatient child psychiatry unit after an aborted
suicide attempt by hanging the previous evening. He
admits to feeling low occasionally in the past but
otherwise had no past psychiatric history. Four
months prior, in March of 2020, he broke up with his
girlfriend. After briefly reprising the relationship they
had officially ended the relationship two months
prior to admission. He states that the isolation
imposed by quarantine, along with the end of his
relationship, had led to him feeling that he had lost
all of his friends and supports, making it difficult to
cope with the breakup. He endorsed worsening
depressive symptoms, and in July 2020 he initiated
treatment with escitalopram 10 mg. In early August
2020, upon seeing an image of his ex-girlfriend
“moving on” on social media, he began to attempt
suicide by asphyxiation with an electric cord. He
decided mid-attempt to instead seek help at his
outpatient psychiatric appointment the next
morning, and at the appointment was encouraged
by his outpatient psychiatrist to seek inpatient
treatment. ER’s clinical course in the inpatient unit
was uncomplicated. His escitalopram was titrated up
to 20 mg and he was sent home after significant
symptomatic improvement with a safety plan and
close outpatient follow-up. Further investigation
during his hospital stay revealed that social media, in
this case a surrogate for social interaction,
exacerbated ER’s underlying depression and
psychosocial stressors by providing a warped view of
his peers and their own experiences of quarantine.
Instead of being a potentially protective factor and
alleviating the loneliness of quarantine, his
interactions via social media were detached from
the emotional realities of his peers’ isolation and
instead offered a series of joyful fagades. Discussion:
This case highlights the need to appreciate the roles
social media plays in adolescent social development,
and how this influences mental health in the context
of quarantine during the COVID-19 pandemic.
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Cultural Considerations in Psychiatric Treatment of
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SUMMARY:

In an inner city academic pediatric medical center in
the northeast/mid-Atlantic United States, the
growing numbers of immigrant & refugee families
over the years has been correlated with an increase
in children and adolescents from these families
being treated for psychiatric concerns. While many
of the diagnostic and treatment considerations for
these youth are similar to those of youth from
families who have been acclimated to this social
environment for generations, there are some
cultural differences that bear a significant impact on
their treatment. Some of these factors are examined
through the lens through a small selection of such
youth herein for illustration in the background of
previously published academic work in this domain.
Additional avenues for interventions that may
decrease the duration & severity of youth and family
distress are also identified for further research.
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Disulfiram-Induced Psychosis in an Adolescent
Treated for Chronic Lyme Disease: A Case Report
and Review of Related Literature

Poster Presenter: Christina Michael, B.S.
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SUMMARY:

Introduction: Disulfiram (DSF) is a commonly
prescribed medication for the treatment of alcohol
use disorder. DSF has been recently studied in the
treatment of Lyme Disease but with minimal data
and contrasting results. Treatment has shown
significant psychiatric side effects and has even
resulted, in the adult population, in acute psychiatric
hospitalization during treatment. We present a case
of a 16 y/o male that was hospitalized status post
treatment of Chronic Lyme disease with DSF that
developed fulminant psychosis. Objectives: To
discuss the presentation of overt psychosis in an
adolescent on disulfiram for chronic Lyme

disease. Case Presentation: A 16-year-old male with
a history of chronic Lyme disease presents to the
emergency department (ED) for altered mental
status (AMS). Patient was found running naked in
the woods when the police were called. At the ED
the patient stated he was “running from God” and
reported auditory hallucinations. Past history



includes an inpatient stay last year when he had
presented to the hospital with AMS. His behavior at
the time was described as having inappropriate
laughter, grandiose ideas, delusions and pressured
speech. He was given antibiotics and presented back
to the hospital when his symptoms did not improve.
Workup at that time yielded a diagnosis of Lyme
disease. Lyme IgG was positive. Head CT showed no
abnormalities. He was on antibiotics for a year
where he was reported to be “stable”, then followed
up with a Lyme disease specialist who recommended
switching treatment to DSF. He was taken off of DSF
after three weeks of treatment, a few days prior to
presentation - at which he presented with overt
psychosis. During his inpatient stay, he was sexually
and religiously preoccupied, disorganized and
exhibited aggressive behavior. He responded
minimally with Olanzapine and responded better
with the addition of valproate. Discussion:
Disulfiram is an irreversible aldehyde dehydrogenase
inhibitor and in the context of alcohol use results in
increased serum levels of acetaldehyde, which can
precipitate symptoms of diaphoresis, palpitations,
facial flushing, nausea, vertigo, hypotension, and
tachycardia with the goal of discouraging further
alcohol use. This is referred to as a DSF reaction and,
due to the variability in half-life of this medication,
has been seen in patients up to 2 weeks after
discontinuation of therapy. There are also commonly
associated dermatologic, psychiatric, and cardiac
side effects. A lesser known mechanism of action of
DSF is that it also inhibits dopamine beta-
hydroxylase (via metabolite of DSF;
Diethyldithiocarbamate) which is an enzyme that
converts dopamine (DA) to norepinephrine (NE). This
lesser known mechanism of DSF results in an
increase in DA within the brain and is the principle
mechanism implicated in psychosis seen with DSF
dosing. To our knowledge, there have been no
studies regarding adolescents presenting with
psychosis secondary to disulfiram.
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SUMMARY:

The prevalence of obesity in adults with psychiatric
disorders is known to be twice as high as compared
to those without psychiatric disorders. Obesity in
adults is defined as a body mass index (BMI) = 30
kg/m 2 (body weight in kilograms divided by height
in meters squared). Obesity in adolescents is defined
as BMI 2 95th percentile of the sex- specific BMI for
age which is 20.5 % in the United States of America .
Childhood obesity is known to be one of the most
serious public health challenges of the 21st century .
In the United States, incidence of childhood obesity
has more than doubled and quadrupled in
adolescents in the past 30 years. About 80% of
adolescents with obesity are said to continue to
have this condition as an adult . Obesity is associated
with several medical conditions like hypertension,
hyperlipidemia, metabolic syndrome that can lead to
long term complications such as cardiovascular
disease. Research has yielded significant association
between mood disorders and childhood obesity.
Obesity is excessively prevalent among adolescents
with mood disorders and is associated with
consequences such as increased illness severity,
poor quality of life, emotional and behavioral
disorder, poor self- esteem and even suicidality. In
adolescents with mood disorders, excess weight gain
may add to disease burden by increasing
stigmatization, decreasing self-esteem, decreasing
social function and reducing self-management
behaviors such as adherence to medication
regimens. Thus, it is vital to prevent or arrest obesity
especially in the high risk population of children and
adolescents with mood disorders to minimize short
and long term complications of obesity. We present
our observations from cases of 3 adolescents with
prior psychiatric history of mood disorders and
baseline obesity needing frequent psychiatric
hospitalizations owing to de-compensation in mood
symptoms with prominence of continued weight
gain. We emphasize on the vicious cycle of multiple
factors such as genetic predisposition, impulsivity,
exposure to more than two psychotropic classes,
binge eating behaviors and environmental factors
that in turn contribute to increase in BMI correlating
to heightened psychiatric and medical burden in



these patients . Through the presentation of these
cases, we urge clinicians to take a cohesive and
strategic approach to tackle obesity in children with
mood disorders to prevent disastrous outcomes.
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SUMMARY:

Objectives The aim of our study is to examine the
efficacy and tolerability of ziprasidone in children
and adolescents. Ziprasidone is an atypical
antipsychotic that has demonstrated efficacy for the
treatment of bipolar disorder and schizophrenia with
less propensity for neurological side effects,
metabolic side effects, and weight gain in adults.
There is some preliminary evidence for ziprasidone
use in children and adolescents with several open-
label studies and some randomized control trials;
therefore, it is advantageous to understand where
ziprasidone lies in the treatment algorithm of
children and adolescents. Methods We conducted a
literature search consisting of open-label or
randomized controlled trials that report on
ziprasidone use in children on the PubMed database.
We found 13 studies (11 open-label and 2
randomized controlled trials) that met our inclusion
criteria. Our outcome measures included efficacy
measures, such as the Brief Psychiatric Rating Scale
(BPRS), Young Mania Rating Scale (YMRS), Clinical
Global Impression-Severity (CGI-S), and adverse
effects such as weight gain, increase in BMI, QTc
prolongation, sedation, dizziness, and
extrapyramidal symptoms (EPS). We conducted a
random-effects meta- analysis and meta-regression
of potential moderators including age, gender, race,
dosage, and study duration. Publication bias was
assessed with funnel plots. Results Data from 13
studies were meta-analyzed (total n = 560; mean age
=13.16 years; male = 70.35%) that reported the use
of ziprasidone in children and adolescents with
psychosis, bipolar disorder, autism spectrum
disorder (ASD) and Tourette's disorder. The mean

ziprasidone dose was 80.76 mg, and the mean study
duration was 3.38 months. We found that
ziprasidone was efficacious in children and
adolescents in measures of BPRS (—13.493; p < 0.05),
YMRS (-14.225; p < 0.05), and CGI-S (-1.430; p <
0.05). In measures of adverse effects, ziprasidone
was not found to cause any significant weight gain
(0.164; p > 0.05) or change in BMI (-0.159; p > 0.05).
QTc prolongation was found to be significant
(13.122; p < 0.05). The most common side effects
were sedation (49.3%), followed by EPS (17.9%) and
dizziness (15.5%). Conclusions Results from the
current analysis demonstrate that ziprasidone is an
efficacious option for use in the child and adolescent
population. It does not cause significant weight gain;
however, QTc prolongation and sedation were found
to be the most significant side effects of ziprasidone
use. Therefore, baseline ECG and a thorough history
must be obtained before prescribing ziprasidone in
children and adolescents.
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SUMMARY:

We herein report a case of a 16 year old male who
presented with acute onset psychosis following
ingestion of LSD. Patient reportedly consumed two
"pills" of LSD, following which he developed
remitting and relapsing symptoms of paranoia,
agitation and mood instability. He had no past
psychiatric history but did have an intermittent
history of cannabis use. Initially, attempts were
made to manage his symptoms on an outpatient
basis in the community. However his symptoms of
paranoia and agitation increased, with four visits to
the ED within one week, following which he was
admitted to an inpatient adolescent psychiatric unit.
He was discharged, after a three week
hospitalization, on Risperidone 4 mg daily, with
resolution of his presenting symptoms. The
association of LSD with mood instability and
psychosis has been well documented and rare
associations with suicide and homicide have also



been reported (1). However there has been a recent
resurgence of interest and research in the use of LSD
in the treatment of "several types of mental illnesses
including depression, anxiety, post-traumatic stress
disorder, and addiction that are refractory to current
evidenced based therapies" (2). There is even
literature reporting the use of LSD as "anti-anxiety
agent, a creativity enhancer, a suggestibility
enhancer, and a performance enhancer" (3). As
demonstrated in this case and numerous prior
reports, even a single time use of LSD may be
associated with considerable psychiatric morbidity.
Thus there is need for extensive further research and
caution with regard to the widespread adoption of
psychedelics in the future.
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SUMMARY:

Catatonia is a behavioral syndrome associated with
both psychiatric and medical disorders. Catatonia is
diagnosed by the presence of a disturbance in
behavior and movement including catalepsy, waxy
flexibility, stupor, agitation, mutism, negativism,
posturing, mannerism, stereotypies, grimacing,
echolalia, and echopraxia. Untreated catatonia can
have deadly outcomes. First line treatment with
benzodiazepines can improve behavioral
disturbances but may not fully alleviate symptoms.
There is little to no information looking at the effects
of alternative therapies, specifically music therapy,
in patients with catatonia, and even less research
looking at music therapy in catatonic youth.
However music therapy has shown efficacy in older
patients with neurological and movement disorders
like Alzheimer’s disease, Parkinson’s disease,
Huntington’s disease and stroke. Can the positive
response from music therapy seen in adults with
neurological and movement disorders be translated
to adolescents suffering from catatonia? We present
the case of a 15 year old Nigerian male diagnosed
with bipolar disorder | who developed negative
symptoms of catatonia during hospitalization. The
patient had a moderate response to

benzodiazepines, but the patients parents were
hesitant about using too much medication, which led
to a search for alternate treatments. It was noted
that the positive effects of the benzodiazepines were
enhanced when the patient listened to music
specific to his Nigerian culture. During music
sessions the patient was able to dance, laugh, and
interact with staff and peer. Once the music session
was over the patient regressed and his catatonia
worsened. This case highlights the importance of
understanding the cultural backgrounds of our
patients and that more research is needed into
alternate treatments for catatonia. It also serves as a
reminder that medication is only one part of the
therapeutic toolbox.
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SUMMARY:

Arnold-Chiari Malformation is a general term used to
describe a condition in which the cerebellar tonsils
extend downwards through the foramen magnum
into the upper spinal canal (1). This is typically
caused by congenital structural defects in the base
of the skull or cerebellum, however, it can also be
acquired from trauma, infection, or disease. The
most common symptoms include, but are not
limited to: headaches, hearing and balance issues,
difficulty with motor coordination, speech
difficulties, gait imbalance, nausea, dizziness, and
motor or sensory deficits (1). However, there are
only a few cases documenting the neuropsychiatric
manifestations associated with Chiari Malformation
(3-6). These manifestations included: attention
deficit hyperactivity disorder (3), anxiety (3), and
depression (3), deceased performance in
visuospatial memory (4), executive functioning and
processing speed (4), dementia (5), and psychosis
(6). We report a case of an 8-year-old girl,
evaluated in an outpatient child psychiatric clinic,
who presented with a recurrence of obsessive-
compulsive disorder (OCD) -like symptoms with a
new onset of psychotic features
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Olfactory Hallucinations in Cannabis-Associated
Psychosis Suggests Underlying High-Risk Structural
Brain Abnormality
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SUMMARY:

Background:Studies on adolescent marijuana use
have demonstrated that adolescents are more likely
to experience subclinical psychotic symptoms during
and after years of regular use. These cannabis-
associated psychotic-like experiences have recently
been correlated with two specific brain anatomical
regions, the parahippocampal gyrus and uncus, in
otherwise healthy individuals. The objective of this
case is to highlight the importance of obtaining a
detailed substance use history, a timeline of
psychotic symptoms, and imaging and EEG studies in
the evaluation, risk stratification, medication
management, and disposition of psychotic

patients. Clinical Vignette:17-year-old African
American male with a history of learning disability,
presented to the psychiatric ER after his mother had
observed increasingly bizarre behavior over a 5-day
period. On evaluation, the patient appeared restless,
tremulous, was breathing heavily, and frequently
scanned the room. Speech was staccato with
thought blocking and repeated complaints of
smelling gas. Patient expressed that he believed he
had witnessed the assault of a family friend. As a
result, he was fearful that the perpetrators were
planning to harm him and his family. Collaterally, the
family assured their safety and patient’s fears were
attributed as paranoid delusions. Prior to onset of
symptoms, the patient reported smoking marijuana.
Laboratory values at time of admission were grossly
within normal limits. Brain MRI showed no
abnormalities. EEG was unremarkable. Patient was
initiated on second generation antipsychotic
medication, Risperidone, to address psychosis.
Lorazepam was also initiated due to severe anxiety
and panic attacks. Paranoia and anxiety symptoms
persisted throughout inpatient stay. Olfactory
hallucinations were also slow to resolve,
transforming from patient smelling gas to smelling
“rape” with preoccupations that he recalled his
sister had been sexually assaulted 3 days prior to his
inpatient admission. Discussion:Delta-9-
tetrahydrocannabinol, the main psychoactive

constituent of cannabis, stimulates cannabinoid
receptors type-1, which are highly expressed in the
olfactory lobe, hippocampus, parahippocampus, and
amygdala regions. The uncus, located at the junction
of the hippocampus, amygdala, and olfactory lobe,
has been implicated in olfactory hallucinations and
memory impairments. Among youths identified with
ultra-high risk for psychosis, several cross-sectional
and longitudinal MRI studies have demonstrated
volumetric and structural abnormalities in
hippocampal formation and the uncus, while
functional MRI studies noted less activation than
controls in the parahippocampal gyrus during
memory encoding. In this case, direct correlation is
limited by access to more robust imagining studies.
Nonetheless, clinical suspicion of possible underlying
structural brain abnormalities can suggest an
increased risk of developing a full-psychotic disorder,
impacting treatment plan and prognosis.
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SUMMARY:

Background: Schizoaffective symptom onset in early
adolescence is associated with a particularly poor
prognosis and increased likelihood of treatment
resistance. These patients may require multiple trials
of potent antipsychotics and mood stabilizers,
requiring physicians to navigate a path through
various adverse drug reactions and potential
medication toxicities. Case: J was a 17 year-old
adolescent female with a history of schizophrenia
and major depressive disorder, who was
involuntarily admitted to an inpatient child and
adolescent psychiatry unit for aggression, agitation,
psychosis, and mania. Upon admission, she was
started on Risperidone 1mg twice daily for psychotic
symptoms and continued on home medications
Clonidine 0.1mg daily for aggression and Sertraline
100mg daily for depressive symptoms. )
subsequently developed extrapyramidal symptoms
and Benztropine 0.5mg twice daily was initiated.
Benztropine was later replaced with
Diphenhydramine 25mg daily and 50mg at bedtime



for extrapyramidal symptoms and insomnia.
Psychosis, mania, and agitation persisted on
increasing doses of Risperidone, and Sertraline was
tapered to discontinuation for potential contribution
to mania. Additional collateral information obtained
from mother, and observations by the treatment
team prompted a change in diagnosis to
schizoaffective disorder, bipolar type. Divalproex
500mg at bedtime was initiated for mood
stabilization and gradually increased to 1250mg at
bedtime. On this dose of Divalproex, psychotic and
manic symptoms significantly improved, but serum
Divalproex level was supra-therapeutic. Divalproex
dose was decreased to 750mg at bedtime, but
psychotic and manic symptoms worsened.
Divalproex was discontinued and Lithium 300mg
twice daily was initiated for mood stabilization.
Risperidone was further increased, without
improvement in psychotic symptoms.
Diphenhydramine was discontinued due to possible
contribution to altered mental status. Clozapine
25mg at bedtime was initiated with Metformin for
weight gain prophylaxis. As Clozapine was gradually
increased with cross-taper decrease of Risperidone
to discontinuation, J became catatonic. She
responded to Lorazepam challenge and symptoms
resolved on standing Lorazepam 1mg twice daily,
which was eventually tapered to discontinuation.
Lithium was increased to 300mg daily and 600mg at
bedtime, and Clozapine was titrated upward as
tolerated. As Clozapine increased to 100mg daily and
125mg at bedtime, J’s psychotic symptoms began to
significantly improve. Adverse effects of intermittent
sialorrhea and dry mouth were tolerable at this
dose. J was discharged on day 42 of hospitalization.
Discussion: This poster will discuss the myriad of
complications that may arise when attempting to
identify an effective antipsychotic to treat
adolescent schizoaffective disorder, including
extrapyramidal symptoms, catatonia, medication-
induced delirium, and potentially toxic serum
medication levels.
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SUMMARY:

Introduction: Cannabidol (CBD) is an ingredient in
cannabis (marijuana), and can also be derived from
the hemp plant, which is a type of cannabis plant.
However, CBD is thought to be non-intoxicating, lack
psychoactive activity, and have no detrimental
effects on memory. THC is the main psychotropic
constituent of cannabis. Current medicinal uses
being studied for CBD include chronic pain, resistant
epilepsy, nausea and vomiting from chemotherapy,
anxiety, post traumatic stress disorder, and
schizophrenia. CBD has a contrasting mechanism of
action to THC, and due to THC’s psychotropic and
intoxicating effects, it is important to ensure the
purity of CBD. Objectives: To discuss possible
explanations for CBD induced psychosis and examine
purity standards for CBD Case Presentation: Patient
was a 17 year old male adolescent who presented to
the inpatient psychiatry unit with chief complaints of
worsening anxiety and visual hallucinations. He
reported current drug use of smoking up to 6 grams
of hemp flower per day (equivalent to 2,400 mg of
CBD) for the last two weeks. The hemp flower the
patient used reportedly contained 400mg of CBD per
gram. He denied any psychoactive cannabis use
stating that it made him psychotic in the past. Urine
drug screen (UDS) was positive for metabolites of
THC upon arrival. During hospitalization, the patient
was started on olanzapine which was titrated to
7.5mg daily with reduction in hallucinations.
Diagnosis was consistent with substance-induced
psychotic disorder. Discussion: Cannabidol has been
studied and reported to not have any intoxicating or
psychoactive effects. However, this case presents a
17-year-old male with hemp flower induced
psychosis. To our knowledge there have not been
previous reports of CBD induced psychosis. Similarly,
CBD has been reported to have antipsychotic effects
in schizophrenic patients. Commercially available
hemp flower must be below 0.3% THC to be sold
legally in the United States. Given the large amount
of hemp flower the patient was using, the total
amount of THC contained in the product could
account for psychotic symptoms, even if allowable
THC is below federal limits. Previous studies have
shown that commercial products of CBD are
commonly contaminated with THC. It is important
that providers are aware of CBD products possibly



containing some amount of THC, and if used in large
doses, could result in psychosis.
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SUMMARY:

Introduction: Natural disasters and periods of
economic turmoil are associated with increased
violence against children.1 The forced quarantine
due to the COVID-19 pandemic has caused severe
psychological impact on children’s mental health.2
The sudden isolation due to closures of schools and
restriction on social interactions with peers had been
challenging and put them at higher risk of physical,
sexual, domestic and emotional abuse.3 In times of
community wide turmoil, family members (abusers)
are at home, schools are closed, and there is a lack
of interaction with doctors. Financial distress is also
a contributing factor. In a community hospital in
NYC, we had a case of a 16-year-old Hispanic female
with no past psychiatric history who presented with
depression, suicidal ideation and self-inflicted
injuries (cutting her left forearm). Due to isolation,
the she had experienced flash backs and insomnia
from her own experience of sexual molestation and
witnessing domestic violence. The patient was
started on fluoxetine 40 mg daily and
psychotherapy. The purpose of this study is to
review the unmasking of depression, anxiety, and
traumatic stress in children due to the forced
isolation during the COVID-19 pandemic. Methods:
Our search of databases primarily included Pubmed,
Psychinfo, APA psychnet and Medline searching for
words “adolescents, disasters, COVID-19, pandemics,
and mental disorders.” We reviewed 30 articles and
included 5 in this systematic review. The first 3
articles were meta-analyses of articles on the impact
of COVID-19 on families and children. The fourth and
fifth study conducted tests on group distinctions and
employed multiple regression analyses to evaluate
the relationships between COVID-19 risk factors,
demographic characteristics, risk factors to mental
health, protecting factors, parental burnout, and

child abuse probability. Result: The first article
showed that the structures usually provided by
schools that promote well being in mental health
had been disrupted by widespread stay-at-home
orders.1 The second study explained that children
and adolescents reported psychological stress,
depression, and anxiety during the pandemic.2 The
third study described that giving attention to
children and adolescents during the pandemic can
prevent the incidence of mental disorders.3 Fourth
and fifth studies revealed that COVID-19 related
stressors, anxiety, and depression are linked with
higher parental observed stress and in turn higher
child abuse potential.4, 5 Conclusion: Isolation,
physical distancing, and financial shutdown will
continue to threaten the mental health of children
and adolescents. Absence of friends and increased
stress are chief concerns. Another threat is the
greater probability for parental mental disorder,
domestic violence and child abuse. This is a very
challenging time especially for children with
disabilities and preexisting mental health problems,
and low socioeconomic status.
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SUMMARY:

Introduction: Elevated transaminases are a common
complication of many drugs, and occurs in up to 27%
of patients taking the atypical antipsychotics
medications. (3) For patients who have no other
options than remaining on certain antipsychotics
such as Olanzapine, this presents a challenge for
physicians as they weigh the risks vs. benefits of
continuing antipsychotic medications. The aim of
this study is to present a case study in which low
dose Vitamin E therapy successfully reduced the
damaging effects of Olanzapine on liver enzymes.
Case Presentation: This case reports the course of a
15-year-old adolescent with DMDD, RAD ad PTSD as
well as intellectual disability. The report is
interesting in that when Vitamin E was discontinued
there was a recrudescence of the transaminases. At
the time of admission, baseline labs were within
normal limits including AST (17 U/L) and ALT (20



U/L). One month after beginning olanzapine, ALT
was increased to 110 U/L and AST to 53 U/L. Having
ruled out other etiologies, olanzapine and cetirizine
were deemed the most probable causes of the
elevated transaminases. Cetirizine was discontinued
and Vitamin E 100 mg/day was initiated to treat
elevated transaminases as documented in a prior
single case study. (2) Ten days later ALT dropped to
43 U/L and AST to 28 U/L. Vitamin E was
discontinued to determine whether ongoing
treatment was necessary. Cetirizine was not
restarted. Seven days later his ALT had risen to 62
U/L and his AST to 34 U/L, therefore Vitamin E was
restarted and was part of his discharge medication
regimen. Four weeks later, he was still taking
Vitamin E and recheck of transaminases showed, ALT
at 20 U/L and AST at 24 U/L. Discussion: Olanzapine
has been shown to cause asymptomatic
transaminases elevation in approximately 27% of
patients. (3) Vitamin E has potent antioxidant
properties by protecting the integrity of membranes
by inhibiting lipid peroxidation and other therapeutic
effects that can retard hepatic fibrosis and may
prevent cirrhosis by modulating inflammatory
response, cell injury, cellular signaling, and cellular
proliferation. (1) The single case study referenced
above used a dose of 400 mg/day of Vitamin E to
reverse olanzapine-induced liver damage but due to
concerns about Vitamin E toxicity, we used
100mg/day and found a similar reduction in both
ALT and AST. As a result of our study, we feel that
lower dosages of Vitamin E alone may be effective in
reducing olanzapine-induced hepatic

inflammation. The present study duplicated the
results of this earlier study in reversing olanzapine-
induced elevated liver enzyme and helped to
determine a lower dose of Vitamin E would be as
efficacious as the higher dose used in the previous
study. (2)
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SUMMARY:

Globus hystericus, also known as globus pharyngeus
or globus sensation, is characterized by the physical
sensation of a mass in one’s throat. Globus sensation
makes up 4% of otolaryngology visits1 with peak age
of onset of 35-54 years.2 Of children and
adolescents diagnosed with conversion disorder,
globus hystericus makes up 7%.3 Patients with
globus sensation score higher on neuroticism,
introversion, anxiety, and depression.4 However, not
all patients with globus sensation have psychiatric
abnormalities. Globus sensation is also more
common in adults and reported more rarely in
children. Thus, it is important to share an atypical
presentation in children and highlight the necessity
of ruling out other organic causes. A seven year old
Caucasian girl with no prior psychiatric diagnoses
presented with reported anxiety eating solid foods
and preoccupation with the sensation of food stuck
in her throat and mouth, which started one year ago.
The patient’s fear of eating solid foods started at the
movie theater. She was eating popcorn and a muffin
when she suddenly felt a mass stuck in her throat.
Afterwards, she refused solid food intake for fear of
choking. She was concomitantly diagnosed with
streptococcal pharyngitis around the same time.
However, the feeling in her throat and her anxiety
persisted long after her strep infection resolved with
antibiotics. After meals, she was anxious, cried,
paced back and forth, and ran to the bathroom to
spit out her food. She pointed to her throat implying
she sensed a mass. She also complained about
feeling food stuck in her teeth, and once she spit out
a small hard pellet. She stated that she could feel
particles from her liquid meals trapped in her teeth
and she had the urge to floss and brush her teeth
multiples times per day to remove it. Throughout
the day, she spat in a Ziploc bag or cup, especially
after a meal when she thought there were food
particles that remained in her mouth. In addition,
she was afraid of going to sleep alone without her
parents, dying in her sleep, and seeing monsters in
the dark. Various medical causes were explored.
Follow-up throat culture swabs were negative and
laryngoscopy was unremarkable. Though it was
found that she had minor hiatal hernia and possible
small tonsillar stones, her doctors stated it would
not explain her difficulty swallowing, globus
sensation, and anxiety. Further medical monitoring
is warranted for these findings as we directly address



her compulsive thoughts and behaviors around
globus sensation. The present case study elucidates
the process of ruling out medical etiologies of
atypical globus sensation in a young female with
anxiety and food aversion. We share effective
treatment of compulsive behavior associated with
anxiety based on our past clinical experiences. To
guide future clinical management, we also provide a
condensed review of the differential diagnoses of
globus sensation in the pediatric population
reported in past literature.

No. 102

Separation Anxiety Disorder in Children Mistaken
for Autism Spectrum Disorder: Psychosocial
Correlates and Clinical Evidence

Poster Presenter: Valeriy Zvonarev, M.D., M.P.H.
Co-Authors: Anisha Chinthalapally, M.D., Ethan
Johnston, Judith V. Ovalle Abuabara, M.D.

SUMMARY:

This case study describes a 12-year-old
preadolescent boy who was diagnosed with autism
spectrum disorder when he was 3.5 years old and
with other psychiatric diagnoses, including ADHD
and anxiety disorder, by three different providers
over a period of 8 years. Patient records reflect a
long and clear history of poor interaction, a lack of
interest in social relationships, inflexible adherence
to repetitive nonfunctional behaviors, a focus on
selected areas of interest, high energy and
impulsivity, and disruptive behavior, but without
marked language or cognitive delays. Interestingly,
he would constantly look for his mother and always
respond to others’ interactions, though not in a
positive manner. He was placed in special classes for
children with autism, but his behavioral issues did
not significantly improve. Reviewing the patient’s
history, it is evident that the main factor in his
behavioral issues was the presence or otherwise of
his mother, rather than his autistic behaviors. When
assessed at the age of 11, it was noted that he
demonstrated excessive emotional distress when
anticipating separation from his mother, which had
started many years previously (e.g. unrealistic
worries about possible harm befalling her, excessive
clinging, recurrent temper outbursts, detrimental
comments, and the inability to sleep without his
mother present in the same room, requiring

frequent reassurance about his safety). Although he
was initially agitated in the office while his mother
paid attention to others, and he threatened to leave,
he was, over time and through play therapy, able to
interact and cooperate with others when talking
about topics he found engaging. The patient tried
many different medication regimens over the years,
including antipsychotics and stimulants, with only
marginal improvement. Only when his separation
anxiety disorder was ultimately managed with
lamotrigine, bupropion and sertraline [1], we were
able to further proceed with psychodynamic therapy
and improve his mother’s engagement in the
treatment process in order to get his behavioral
issues under control [2]. His mother’s participation -
another vital part of his overall treatment - has
contributed to progressive improvement in his
independent behaviors, an increased frustration
threshold, decreased irritability with changes in his
routine, and increased social interactions and verbal
communication with others [3-4]. In this poster, we
highlight the overlap in symptomatology and
differences between ASD and separation anxiety
disorder and demonstrate the relevance of
establishing a therapeutic alliance and interacting
with patients to comprehend the underlying
dynamics between patients and their main
attachment figures [5]. We also emphasize the
extrapolation of those dynamics to patients’
interactions with others to better understand their
presenting problems and clarify the differential
diagnosis, which is of crucial importance due to the
effectiveness of early intervention.
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Side Effect Versus Protective Factor? A Challenging
Treatment Decision With Usage of Isotretinoin in
Acne Vulgaris and Underlying Major Depression
Poster Presenter: Krishan Chirimunj, M.D.
Co-Author: Matthew Deluca, M.S.

SUMMARY:

Ms. R., a 13-year-old female with past psychiatric
history of major depressive disorder, multiple suicide
attempts and hospitalizations presents to the
emergency department after endorsing a suicidal
statement to her psychologist. The patient’s clinical
course appears to have followed her perceived
betrayal and abandonment by her childhood friend



one year ago, whom the patient had been close with
since she was 4 years old. On examination, the
patient displayed depressive symptoms and
anhedonia accompanied by feelings of hopelessness,
helplessness and worthlessness. Her mood is “sad”
and she endorses passive suicidal ideation, saying “I
want to die. | do not have a plan but | don’t see the
point of living.” Her academic performance has
begun to decline. and has a history of psychotropic
trials of sertraline, escitalopram, fluoxetine, and
duloxetine which yielded minimal clinical
improvement. Her first psychiatric hospitalization
was in March 2019, after she made a video of herself
swallowing 25-30 fluoxetine tablets and saying
“goodbye”. Four months before the current
presentation, the patient’s dermatologist started her
on isotretinoin (30 mg gAM, 40 mg qPM). The
patient does not feel it is contributing to her sad
mood or suicidal ideation and says, “it clears up my
acne and at least allows me to look in the mirror.”
Given the reported association between isotretinoin,
suicidality, and depression, we considered the
appropriateness of continuing the medication for
this patient. We accounted for the fact that the
patient’s psychiatric symptoms significantly predate
her beginning isotretinoin and that she endorses
positive feelings towards the improvement it has
had on her appearance. We then undertook a
literature search of the most recent evidence
concerning this association. Our overall impression
was that the data on this association is inconsistent,
and its interpretation is limited by inherent
confounders (including the independent association
of acne vulgaris and psychiatric symptoms) as well as
questions as to causal direction and biological
plausibility. These topics have been treated
extensively in several noted reviews, including Ludot
et al., 2015 and Bremner et al., 2012. Overall, we
concluded that, on balance, there was not sufficient
evidence to justify discontinuing isotretinoin in this
patient. In this poster, we will discuss the literature
on isotretinoin and suicidality.
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SSRI Induced Activation Syndrome: Case Report
Poster Presenter: Columban Heo, D.O.

Co-Authors: Suporn Sukpraprut-Braaten, Ph.D.,
Andrew J. Powell, M.D., Herman R. Clements, M.D.

SUMMARY:

CLINICAL VIGNETTE ABSTRACT SSRI Induced
Activation Syndrome: Case Report Columban Heo
D.O. PGY-4, Andrew Powell M.D., Herman Clements
M.D., Suporn Sukpraprut-Braaten, MSc, MA, Ph.D.
Unity Health White County Medical

Center Introduction: Activation syndrome, also
documented as jitteriness/anxiety syndrome, is
characterized by a combination of excessive
emotional arousal or behavioral activation that can
arise during the course of antidepressant, specifically
SSRI, treatment. The psychiatric signs and symptoms
include irritability, agitation, anxiety, panic attacks,
restlessness, hostility, aggression, insomnia,
disinhibition, emotional lability, impulsivity, social
withdrawal, akathisia, odd behavior,
hypomania/mania, and paranoia or other psychotic
symptoms . Case Description: The patientis a 13
year old white female admitted to the inpatient
adolescent unit for worsening depression and
suicidal thoughts. She reported having suicidal
thoughts for the past year with a plan to hang
herself but denied any previous suicide attempts.
She reported a history of self harm in the form of
cutting her palms with knives and also biting her
arms when upset and feeling stressed from bullying.
She reported an overall depressed mood with
feelings of worthlessness, sleep disturbances,
decreased appetite, decreased energy, and a
decreased interest in her hobbies for the past 3
weeks. She denied any period of time experiencing
an increased/elevated mood and/or irritability or a
decreased need for sleep. She was treated with
sertraline 50 mg but experienced adverse effects
after titrating the dose to 75 mg, that appeared to
be consistent with symptoms of activation
syndrome. She was started on another SSRI,
escitalopram 5 mg, and experienced similar adverse
effects but to a lesser extent. Despite these adverse
events, the patient’s overall mood improved during
her stay secondary to learning new coping skills and
participating in group therapy. She denied any
depression or suicidal thoughts upon discharge. Due
to these adverse effects, the patient was not
discharged on any antidepressants and was to follow
up with outpatient psychiatry. Discussion: The
primary teaching points with this case are to monitor
for adverse events secondary to SSRI treatment and
to titrate these medications slowly, especially in the



child and adolescent population. Activation
syndrome can affect treatment efficacy and
outcomes. The use of clinical scales in the outpatient
setting to monitor symptoms of activation syndrome
can help prevent early treatment discontinuation
and improve treatment adherence. Authors’ contact
information: Columban Heo D.O., PGY-4
columban.heo@unity-health.org (702) 324-3982
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The Osteopathic Touch: Using Osteopathic
Manipulation to Address Mental Health and Back
Pain

Poster Presenter: Ernesto P. Henderson, D.O., M.S.

SUMMARY:

In Osteopathic Medicine, rational treatment is based
upon an understanding of the basic principles of
body unity, self-regulation, and the interrelationship
of structure and function. Somatic Dysfunction (SD)
is defined as an impairment or altered function of
related components of the body framework system.
The Autonomic Nervous System (ANS) controls
visceral physiology through a reflex arc.
Viscerosomatic reflexes (VSF)/Somatovisceral
reflexes (SVR) are the correlative relationship
between the ANS and SD which in turn interact with
visceral pathologies. SD has also been shown to have
psychological implications. During treatment with
Osteopathic Manipulative Treatment (OMT) patients
report smells, sounds, changes in muscle tension not
entirely explained by manipulation, signifying a
potential underlying emotional component to the
patient’s SD. This case follows the assessment and
treatment of an 18 year old white male with
significant past history of scoliosis and pain. He
endorsed, for more than 1 year period, excessive
worry, restlessness, fatigue, difficulty concentrating,
irritability, muscle tension, sleep disturbances, as
well as heart palpitations/accelerations, sweating,
trembling, shortness of breath, chest pain and
nausea with significant abdominal distress.
Additionally, he reported feeling sad, hopeless, and

anhedonic. Behavioral scales such as: SCARED, PHQ-
9, Beck Depression Inventory Il showed depressive
and anxiety related disorders. Radiography
demonstrated mild thoracolumbar scoliosis between
T4- L3 noting “mild scoliosis of the thoracolumbar
spine.” He had multiple SD in the Cranial, Cervical,
Thoracic, Lumbar, Innominate and Sacral regions,
Generalized Anxiety Disorder with Panic Attack, and
Major Depressive Disorder, Mild, Single, without
psychotic features. Patient was treated with OMT
including: Myofascial Release, Muscle Energy,
Balance Ligamentous Tension (BLT)/, High Velocity
Low Amplitude (HVLA), and Osteopathy in the
Cranial Field. Symptoms were tracked through
subjective report, photographs, and behavioral
scales. There was marked improvement in SD, pain
and psychiatric symptoms over the course of 3
months. Treating VSR/SVR with manipulation can be
helpful, with full resolution only occurring when all
aspects of the reflex arc are addressed such as the
patient’s psychiatric symptoms. Additionally, OMT,
can facilitate emotional release. The causative
relationship is difficult to ascertain: does OMT affect
psychiatric symptoms; could psychiatric symptoms
improve due to confounding external factors which
in turn positively impact the SD. This relationship
requires more research.
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Trauma-Induced Versus Primary Psychosis in
Children and Adolescents—a Diagnostic Dilemma: A
Case Report and Literature Review

Poster Presenter: Thejasvi Narayana Lingamchetty,
M.D.

Co-Authors: Shivnaveen Bains, M.D., Rochaknaveen
Singh Bains, M.D.

SUMMARY:

Background: Extreme stress exposure could result in
profound changes in human cognition and behavior.
Childhood trauma (CT) is defined as experiencing
distressing event or situation that is beyond one’s
capacity for coping or control. The evidence suggests
that CT along with Stressful Life Events (SLE’s)
significantly increases the risk for severe mental
illness like mood disorders and psychotic disorders.
Childhood and adolescent PTSD typically is a
heterogenous disorder with complex symptom
presentation. Dissociation has been most commonly



implicated as a mediating factor between CT and
psychosis in later life. It has been hypothesized that
trauma may produce psychological vulnerability
leading to the development of psychotic
experiences. Case Report: We present the case of a
12 y o female with a past psychiatric diagnosis of
adjustment disorder with mixed anxiety and
depressed mood and PTSD in relation to witnessing a
significant trauma. when she was five, she witnessed
the murder of her dad’s friend. She presented with
panic attacks, nightmares, flashbacks, anhedonia,
lethargy, insomnia and poor appetite since then.
Patient was observed to be withdrawn, paranoid and
avoidant. Eventually, she started reporting psychotic
symptoms in form of auditory hallucinations of a
male voice telling her to cut herself and visual
hallucinations of dead bodies and people killing
themselves. She was started on Zoloft for mood,
Prazosin for nightmares and Seroquel for psychosis.
Pt continued to report mood-incongruent psychotic
symptoms, although she reported transient
improvement in nightmares. She was referred to
start trauma focused CBT sessions. Literature
Review: A search of the pre-existing literature review
indicated a correlation between childhood
adversities and some psychotic symptoms. Some
studies show that childhood sexual abuse was
associated with hallucinations, while victimization
was more related to paranoid behavior. A
maladaptive cognitive processing style results in
feelings of guilt and worthlessness, which provides
positive feedback during trauma to worsen current
symptoms. It is possible that under certain
individual-specific conditions, the defense and
coping mechanisms break down at a level of
psychotic manifestations in the form of delusions
and hallucinations and this worsens the affective
symptoms. Conclusions: There are many factors
responsible for symptoms that occur in response to
a traumatic event, including cognitive, physiological,
affective and environmental. There is an argument
that psychosis itself may be a response to trauma.
This accounts for the high co-morbidity between
PTSD and psychosis and high levels of trauma in
patients diagnosed with psychosis. In these cases, it
is helpful for clinicians to ask about the temporal
course of their symptoms, signs of systemic illness,
or recent environmental change, and to obtain
collateral information from caregivers.
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Covid-19 and Clozapine: A Case of Recurrent
Infection

Poster Presenter: Brandon Jacobi, D.O.
Co-Authors: Sean T. Lynch, Lidia Klepacz, M.D.,
Stephen John Ferrando, M.D., Sivan Shahar

SUMMARY:

Background: As COVID-19 decimates the US, the
ramifications are just beginning to be fully
elucidated. Patients with low income, ethnic
minority groups, or mental health issues have
increased risk for developing infection.1,2 This is
potentially most clearly seen in patients who suffer
with the schizophrenic umbrella of mental disorders.
Many patients reside in homeless shelters, which
likely increases their risk in developing COVID-19.3,4
In addition to exposure risk, patients may be at risk
due to their medications, namely clozapine.
Researchers have commented how patients treated
with clozapine had an increased risk of COVID-19
compared with those who were on other
antipsychotic medication (adjusted hazard ratio
HR=1.76, 95% Cl 1.14 - 2.72).5 One case study from
the United Kingdom, discussed a patient on
clozapine who developed symptoms of COVID-19
and was found to be COVID-positive on an inpatient
psychiatric unit and exhibited signs of Clozapine
toxicity.6 Recommendations for monitoring and
treating patients who are receiving clozapine during
the pandemic included: reducing the frequency of
ANC to every 3 months, evaluating patients with
alarm symptoms (cough, fever, flu-like symptoms,
etc.), and looking for symptoms of clozapine
toxicity.7,8 Case Report: We present a 57-year-old
male with schizophrenia who was treated with
clozapine. The patient was found to be COVID-
positive, and after two negative COVID-19 tests was
transferred to our Behavioral Health Center. While
on the inpatient unit, he was treated with clozapine,
and 2 weeks after admission, he developed a fever
of 100.2, with laboratory studies showing a WBC of
16.2, an ANC of 13.6, positive COVID-19 testing, ESR



of 35 and CRP of 3.20. He was continued on his
psychiatric treatment, in addition to Fluticasone and
Tiotropium inhalers for respiratory symptoms.
Discussion: This case demonstrates the importance
of monitoring patients being treated with clozapine
during the pandemic. This patient likely had an
impaired immune response, as he tested negative
twice before testing positive again, without having
findings of agranulocytosis. We postulate that
clozapine likely led to immune dysfunction, as it is
known to cause immunosuppression.9 Reports have
suggested that false-positive COVID-19 tests have
occurred due to viral shedding, however we do not
believe this is the case here, as our patient displayed
symptoms and abnormal laboratory findings.
Conclusion: Our findings show the need for
increased awareness regarding patients on clozapine
during the pandemic. While no mechanism has been
identified at this time demonstrating how it directly
predilects patients to infection, future studies will
hopefully identify the mechanism. Clinicians should
feel comfortable discussing with their patients the
increased risk for developing COVID-19 while on
clozapine. More research on potential outcomes for
this group of patients needs to be conducted in
order for further recommendations to be made.
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Taking Telepsych Outdoors: A Case Study Using
Nature Therapy in the Treatment of Depression
Poster Presenter: Yonatan Kaplan, M.D.

SUMMARY:

Background: Nature therapies are a broad category
of non-pharmaceutical interventions that involve
immersing a subject in a naturalistic environment to
promote positive health outcomes. Environments
range from urban greenspaces to old-growth forests
to coastal beaches. Interventions may be immersion
alone or accompanied by directed exercises such as
cognitive-behavioral-therapy, mindfulness
techniques or physical activity. Preliminary research
suggests that nature based therapies may be
effective, easily accessible, low cost adjuvants to
standard of care treatment for variety of mood and
anxiety disorders. Case Reports: Ms. M is a 23 y.o.
woman with a history of major depressive disorder
with anxious distress and cluster B and C personality
traits. She was referred to the outpatient psychiatry

resident clinic after discharge from a voluntary
admission to the acute inpatient unit for suicidal
ideation. She was started on mirtazapine for
depression and anxiety. She has been seen on a
weekly basis for the past two months for medication
management and psychotherapy. Patient reports
she illustrates as a hobby and stress relief. As part of
the patient’s therapy, she was instructed to go
outside three times per week to a park near her
house and practice a nature-based mindfulness
exercise by drawing three different subjects from
the outdoors. Patient reports subjective relaxation,
relief from her anxiety, and serenity from these
exercises and discusses the objects she illustrates in
each weekly session. Discussion: There is a growing
scientific interest in the role of nature therapies
counterbalance to the negative mental health
associations of urbanization. Though there is a long
history of urban planners associating green spaces
with improved mental health, from Cyrus’ gardens of
2500 BCE to Olmsted’s forested psychiatric
institutions in the 19th century, scientific
investigation of this phenomena is a recent
innovation. The last decade has seen a surge of
innovative experiments seeking to isolate different
aspects of nature and quantify their impact on
mental health. Thought these studies are often
limited by small sample sizes, the preliminary results
are promising and ripe ground for future
development and exploration. Nature therapy
studies is emerging as a rapidly growing
multidisciplinary field of clinicians, urban planners,
public health, and environmental scientists. Fallout
from COVID19 is predicted to increase need for
mental health services. Though pandemic
precautions may limit patient’s access to physical
offices, they offer an opportunity for innovative
solutions. Psychiatrists are poised to take a leading
role in the emerging field of nature therapy studies
by helping patients access the outdoors as part of
their psychiatric care.
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“My Sister Has Claws”: Case Report and Systemic
Literature Review on Co-Occuring Multiple Sclerosis
and Psychosis

Poster Presenter: Souparno Mitra, M.D.



Co-Authors: Aditya Sareen, M.D., Samuel J. Rothman,
M.D., Soroush Pakniyat-Jahromi, M.D., Ralph
Amazan

SUMMARY:

Background: Multiple Sclerosis (MS) is a neurological
disorder with demyelination of neuronal matter
especially of white matter, with multiple episodes
occurring temporally. It has been associated with
multiple neurological and psychiatric sequelae.
Depression and other affective symptoms are
commonly associated with MS. However, prior
research has alluded to co-occurring psychotic
symptoms as well. Our poster presents a case report
and literature review of a patient with co-occurring
MS and psychosis. Methods: A case report was
prepared on the patient admitted to the inpatient
unit. Subsequently a systematic literature review of
literature was carried out based on the PRISMA
model on 3 databases: PubMed, Embase and
PsycINFO. Search terms included (MS OR multiple
sclerosis) AND (Psychosis OR schizophrenia OR
schizoaffective disorder OR psychotic OR
hallucination OR delusion). Papers published
between 1990 to 2020 were included in this
literature review. Case Report: The case report is of
a 27-year-old male who carried a diagnosis of
Schizophrenia for 5 years and was being managed
with Haloperidol. He had multiple inpatient
hospitalizations initially which was a result of
paranoid delusions that his sister was trying to kill
him with her “knife-like claws.” Following initial
hospitalizations, patient had been managed in
outpatient for 5 years. Subsequently, he began to
have these delusions again and also complained of
blurring of vision. These delusions led to an inpatient
hospitalization again. An MRI of the Brain revealed
lesions suspicious of MS. Follow up with Neurology
and Ophthalmology has led to confirmation of this
diagnosis. The patient is being managed parallelly for
MS and Psychosis. Results: The literature review led
to an initial discovery of 2711 hits on Pubmed, 1276
hits on PsycINFO and 5429 hits on Embase.
Duplicates were removed and abstracts and full text
was reviewed for relevance. Result from finally
included text showed co-occurrence of psychosis
and MS to be 2-3 times higher than the general
population. Some patients were diagnosed with MS
at an earlier age with later onset of Psychosis, while

some were initially diagnosed with Psychosis (or
Schizophrenia) first and subsequently MS. Common
psychotic findings included persecutory delusions,
lack of insight, delusions of reference, auditory
hallucinations, grandiose delusions and passivity.
Commonly used antipsychotics included risperidone,
olanzapine, quetiapine and aripripazole. Discussion:
The case report and literature review emphasize the
importance of ruling out medication conditions that
may manifest as psychosis. MS has been found to
have co-related psychosis as discussed and it is
important to evaluate co-occurring symptoms of MS.
This case also emphasizes the importance of MRI
Brain not just for first onset psychosis but also for
any sudden change in a patient with a comparatively
stable course. Psychosis may also impact treatment
adherence in MS.
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“If You Smell Smoke...”: Evaluating and Treating
Patients With Olfactory Hallucinations

Poster Presenter: Helen L. Dainton-Howard

SUMMARY:

Hallucinations are a common question for any
psychiatric consult-liaison service. However, patients
with olfactory hallucinations can have other
important physiologic problems that are important
to detect. In this paper we present two cases of
olfactory hallucinations, then discuss some
important considerations and workup in these
patients. Given the context of inpatient consultation
for emergent changes in mental status, the focus is
on seizure, which can be a dangerous etiology to
miss. In addition, we are able to add another case to
the literature of a patient with olfactory
hallucinations responding well to valproate.
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A Case of Autoimmune Hypothyroidism,
Depression, and a Potentially Lethal Suicide
Attempt

Poster Presenter: Melanie Garcia, M.D.

Co-Authors: Samantha Savite, Psy.D., Vincent Chou,
D.O., Laura Francesca Marrone, M.D.

SUMMARY:
Depression can be the presenting symptom in a
number of general medical conditions. Comorbid



medical and depressive illness or depression
secondary to a general medical condition can have
potential physiologic and psychologic contributions
to presenting symptoms warranting timely diagnosis
and aggressive treatment especially when associated
with suicidality and severe hopelessness. Here we
present the case of a 20 year old active duty service
member without previously diagnosed medical or
psychiatric conditions who presented with
depression and acute suicidality brought to
emergent medical attention for increasing and
worsening suicidal thoughts. He expressed feeling
depressed and “numb” for many years but within
the last 3 months felt that ending his life was the
only thing that “made sense.” He was amenable to
admission and trial of antidepressant as his last
option while still endorsing serious consideration to
ending his life. On admission, screening TSH was
elevated, which prompted further medical workup
during the hospital course. He was diagnosed with
primary hypothyroidism due to Hashimoto’s
Thyroiditis. In light of the diagnosis, he reported
feeling like he had a new outlook on life and was
extremely relieved there was a medical condition
that likely explained the way he had been feeling.
While the patient had endorsed several depressive
symptoms without a clear inciting stressor, he
denied other classic signs of hypothyroidism. It is
known hypothyroidism can often mimic depression,
and that thyroid autoimmunity has been linked to
depression symptoms. This case emphasizes the
need for evaluation of general medical conditions,
highlights the importance of a collaborative and
multidisciplinary approach to patient care, and
illustrates elevated suicide risk in cases of newly
diagnosed medical and psychiatric disorders. The
patient had full resolution of his suicidal thoughts
once he had a medical explanation for his symptoms
and was started on an antidepressant and thyroid
hormone replacement therapy but nonetheless
engaged in a serious suicide attempt. Here we
review and discuss the approach this clinical case
and lessons learned.
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A Tale of Two Double-Edged Swords: Serotonin in
Anxiety and Hyper-Suggestibility in Conversion
Spells

Poster Presenter: Aniruddha Deka, M.B.B.S.

Co-Authors: Katrina E. Burns, M.D., Charles Hebert,
M.D.

SUMMARY:

Background: Complementary and alternative
medicine (CAM) offers many remedies for
depression and anxiety. Some of these agents have
serotonergic properties and can interact with
prescribed antidepressants [1]. Emergent anxiety in
response to initiation of serotonergic psychotropics
is a well-known phenomenon [2]. Anxiety presents in
many forms, including as conversion spells.
Frequently, conversion phenomena have elements
of hyper-suggestibility which accompany these spells
[3]. We describe a case of emergent anxiety and
conversion spells in a patient with concomitant use
of antidepressants and pro-serotonergic
supplements. Case: A 69-year-old woman presented
with worsening anxiety after new-onset panic
attacks which started three months prior for which
she had tried various medications with minimal
benefit. During her medical hospitalization, she was
noted to have “spells” consisting of varied motor
movements associated with ego-dystonic intrusive
thoughts about hurting herself and others. Her
primary team characterized these spells as being
“suicidal” and “homicidal”, and the patient adopted
these descriptions even though this did not appear
to be an accurate conceptualization of the
phenomenon. She reported using supplements
containing 5-hydroxytryptophan and L-tryptophan in
addition to venlafaxine. She was started on low-dose
olanzapine and all pro-serotonergic agents were
discontinued. Three months later, the patient’s
spells had largely improved with some residual social
anxiety. Discussion: We postulate that patient’s
underlying anxiety was worsened by concurrent
administration of pro-serotonergic supplements with
serotonergic antidepressants. One rodent model [4]
demonstrates the roles of 5-HT1A receptors in
anxiety with distinct roles for pre- and post-synaptic
receptors which provides evidence regarding the
dual nature of serotonin in alleviating and worsening
anxiety. Evidence for conversion of heightened
anxiety states to spells is lacking in the literature;
however, it is noteworthy that the patient’s
worsening spells coincided with worsening anxiety.
The use of charged, inaccurate language such as
“suicidal” and “homicidal” adversely affected the



interaction between the patient and her team. The
intensity, frequency and distress around these spells
correlated with the response of observers [5]. We
liaised to help mitigate the patient''s hyper-
suggestibility by reframing these gestures as a
request for help which allayed her and the team’s
anxieties. Implications: Two implications arise from
this case. Firstly, more information is needed about
the possible serotonergic nature of CAM
supplements. Patients’ use of these products should
be routinely investigated prior to initiating
serotonergic antidepressants. Secondly, in
conversion phenomena, examiners must be vigilant
about the double-edged nature of hyper-
suggestibility and be able to utilize lexical reframing
to help alleviate the spells.
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Acute Pulmonary Embolism Associated With
Paliperidone Palmitate in a Young Patient With Few
Other Risk Factors: A Case Report

Poster Presenter: Kinza Tareen, M.D.

Co-Authors: Donald Anthony Zeolla, M.D., Pilar
Lachhwani

SUMMARY:

Antipsychotic medications have been implicated as
acquired risk factors for venous thromboembolism
(VTE), including pulmonary embolism (PE), which are
rare but life-threatening complications. Studies have
estimated as much as a seven-fold increase in VTE
risk in patients taking antipsychotics, with a
particularly high risk in the first three months of
treatment. No easily identifiable link between
antipsychotics and VTE has been discovered.
Hypotheses include antipsychotic-associated
reduction in physical activity, increased body weight,
enhanced platelet aggregation, and influence of
other VTE risk factors. Reports have proposed
antithrombotic prophylaxis in populations at higher
risk of VTE who are to be initiated on antipsychotic
treatment. Attempts have also been made to
identify which antipsychotics are more associated
with VTE than others. Here, we present the case of a
49-year-old former male prisoner with unspecified
psychosis and hypertension, on court-ordered
paliperidone palmitate long-acting injectable (LAl)
156 mg every 3 weeks, who presented to the
emergency department following a syncopal episode

with loss of consciousness and posterior head injury
associated with a subsequent fall who was found to
have an acute submassive saddle PE with right and
left pulmonary artery filling defects on computerized
tomography (CT) scan of the chest, deep venous
thromboembolism (DVT) of the L popliteal and calf
veins, as well as right-sided heart strain. He had no
known VTE/PE risk factors besides increased age and
the possibility of prolonged immobilization, as he
was subjected to house arrest. On presentation, he
described acute-onset dyspnea, severe midsternal
pleuritic chest pain, and lightheadedness prior to the
syncopal episode. He received his last paliperidone
palmitate injection two weeks prior to presentation
and had been taking it for four months. Treatment
was initiated with heparin per standard nomogram
and oxygen therapy. He was transitioned to warfarin
for recommended anticoagulation treatment
duration of at least six months. Paliperidone
palmitate was discontinued and his psychosis was
instead addressed with aripiprazole. This case report
aims to highlight the need for larger studies of the
risk of VTE in patients taking antipsychotics, alerting
patients of associated VTE risk when providing
informed consent, identification of patients who
may benefit from antithrombotic prophylaxis during
antipsychotic initiation, and stratification of
preferred antipsychotics in patients who are at risk
of decompensation if they are off psychotropics.
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Atypical Case of Hashimoto’s Encephalitis With
Relapsing Course

Poster Presenter: Gurmehr Kaur, M.D.

Co-Authors: Shehzad Ayub, D.O., Nathan Jones, M.D.

SUMMARY:

Background: Hashimoto’s encephalitis is a rare
disorder which often presents with symptoms of
hallucinations, somnolence, and focal neurological
deficits. Typical clinical course is of complete
resolution after treatment with corticosteroids. This
atypical case affects a younger and healthier woman
than cases previously described with a clinical course
significant for multiple relapses with decreasing
sensitivity to corticosteroid therapy. Results: A 31-
year-old Hispanic woman with past medical history
significant for Hashimoto’s encephalitis and past
psychiatric history of anxiety presents to emergency



department after increased aggression, pressured
speech, insomnia for 2 weeks. Evaluation revealed
microsomal TPO antibody and thyroglobulin
antibody both within normal limits. However,
patient’s mother reported this presentation was
identical to previous symptoms at the time of her
diagnosis of Hashimoto’s encephalitis. Previous
presentation showed complete resolution of
symptoms with corticosteroids. This hospitalization,
the patient had minimal improvement with
corticosteroids and IVIG, and required addition of
olanzapine for agitation. Discussion: Previously
described cases of Hashimoto’s encephalitis typically
affect older patients with comorbid autoimmune
disorders. Typical disease presentation involves focal
neurological signs or confusion, dementia,
somnolence and hallucinations. Typical laboratory
features include elevated serum TPO and/or
antithyroglobulin antibodies. While this case is
positive for some typical laboratory findings, such as
initially elevated anti-TPO and antithyroglobulin and
MRI with T2 signal abnormalities in subcortical white
matter, the patient does not fit the typical clinical
picture. She did not have focal neurological deficits
and denied any hallucinations. Rather than increased
somnolence, patient is manic and agitated. Her
repeat measurements of anti-TPO and
antithyroglobulin and second admission were
negative. Her relapsing disease course and
decreased sensitivity to steroid therapy is also of
note. Conclusion: Presentation of Hashimoto’s
encephalitis may be more variable than previously
described. A relapsing course may not continue to
show elevated serum TPO and/or antithyroglobulin
antibodies as previously expected. The disease
process may also become more treatment resistant
requiring additional medications for symptom
management. Hashimoto’s encephalitis should be
considered in the differential diagnosis of atypical
presentations of psychiatric illnesses and routine
serological testing of anti-TPO and anti-thyroglobulin
antibodies should be performed.

No. 10

Baclofen Withdrawal Presenting as Catatonia: A
Case Report

Poster Presenter: Catherine Zisk

Co-Author: Gabriela Pachano, M.D.

SUMMARY:

Background Baclofen is commonly prescribed as a
muscle relaxant to alleviate the pain and physical
discomfort associated with muscle spasm. Baclofen
withdrawal has been associated with multiple
psychiatric symptoms. Case A 65 year old female
with past psychiatric history of Schizoaffective
disorder, bipolar type and past medical history of
chronic back pain presented to the hospital after
overdosing on an unknown amount of Baclofen. She
remained unconscious and intubated for the first
two days of admission and EEG ruled out status
epilepticus. She was re-started on Baclofen on the
second day of hospitalization, however dose was
substantially lower than her reported home dose.
She regained consciousness on the third day,
however was disoriented to time and place. Over the
following two days she endorsed auditory and visual
hallucinations and was noted to have paranoid
delusions. There was concern for Baclofen
withdrawal given her mental status and also
abnormal vital signs, mainly hypertension. She then
became more withdrawn and was noted to have
mutism, staring and posturing which raised concerns
for Catatonia. Her Bush Francis (BF) score at the time
was 14. With an Ativan challenge, she showed
significant improvement in her BF score down to 6.
She was treated with scheduled Ativan 1mg three
times daily with some improvement of her
symptoms. Her Baclofen was increased back to
home dose, after which her catatonic symptoms
resolved. Discussion Baclofen is a B-4-chlorophenol
derivative of y-aminobutyric acid (GABA) and is
widely prescribed as a muscle relaxant. It is a GABA-
B agonist working mostly in the ventral tegmental
area of the spinal cord. There has been concern that
baclofen may have mood-elevating properties
leading to risk of abuse. Patients may present with
various psychiatric symptoms in the setting of
withdrawing from this medication and there has
been a case report on a patient who similarly
presented with psychosis with catatonia after
overdosing on baclofen followed by the abrupt
cessation of the medication. One proposed potential
mechanism is that sudden withdrawal of baclofen,
which previously suppresses monoamine pathways,
leads to disinhibition of these pathways and a
release of norepinephrine and dopamine onto
super-sensitized receptors and this leads to



autonomic arousal. Adequate treatment with
baclofen and benzodiazepine would be critical for
the prompt and effective recovery of patients from
catatonic states. Conclusion We discussed a case of
the patient who presented with catatonic symptoms
in the setting of recent overdose on baclofen and
subsequent abrupt cessation of the medication. It is
important to closely monitor patients for catatonic
symptoms in the setting of baclofen
overdose/withdrawal to provide the adequate and
effective treatments.
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Challenges in Managing Anxiety in a Patient With
Co-Existing Symptoms Suggestive of
Neuroendocrine Tumor

Poster Presenter: Sung Min Ma, M.D.

Co-Authors: Junghyun Lim, M.D., Maria
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SUMMARY:

A 34-year-old Caucasian male with a past psychiatric
history of anxiety presented to an outside facility for
worsening anxiety in the setting of a 2-month history
of persistent facial flushing, daily diarrhea,
headaches, fatigue, weight loss, postural orthostatic
tachycardia, and hypertension. He was briefly and
voluntarily admitted to a psychiatric facility, where a
trial of low-dose escitalopram was discontinued due
to worsening anxiety, diffuse burning abdominal
pain, nausea, and insomnia. The patient was
subsequently started on prazosin, propranolol, and
clonazepam, which stabilized the patient’s elevated
heart rate and blood pressure. Psychiatrists at the
outside facility advised the patient to explore
medical etiologies of his anxiety, and therefore, the
patient presented to a university hospital for a
medical workup with psychiatric consultation. Given
the constellation of the above symptoms,
neuroendocrine etiologies such as
pheochromocytoma and carcinoid tumors were
proposed, and an endocrinology team was
consulted. Comprehensive endocrine laboratory
workup was significant for a mildly elevated serum
metanephrine level of 159.7 and a 24-hour urine
epinephrine level of 28, both of which returned to
normal values on repeat testing, voiding their
potential role in elucidating a diagnosis. CT brain

scan showed a partially empty sella, a nonspecific
finding, but no evidence of a pituitary mass. CT of
the abdomen was unremarkable. Gallium-68
Dotatate PET scan did not identify any suspicious
lesions. Meanwhile, the patient’s facial flushing
remained prominent and persisted throughout his
hospitalization. Upon learning that a neuroendocrine
tumor may be an unlikely diagnosis, the patient
developed a depressive episode with profound
neurovegetative symptoms, which were managed
with mirtazapine and outpatient

psychotherapy. This case demonstrates that the
presence of symptoms suggestive of neuroendocrine
tumor, such as facial flushing, gastrointestinal
symptoms, labile blood pressure, and heart rate,
poses significant challenges in the diagnosis and
management of psychiatric symptoms (1). The
inability to tolerate SSRIs posed another treatment
challenge in this case; as up to 90% of the body’s
serotonin is produced within the gastrointestinal
tract, SSRIs must be used cautiously in patients with
neuroendocrine tumors (2, 3). Because the
diagnostic process of neuroendocrine tumors is
often arduous and time-consuming, patients may be
easily discouraged, leading to worsening anxiety and
depression. This case highlights the importance of
frequent monitoring of psychiatric symptoms and
psychoeducation during the diagnostic process of a
neuroendocrine workup.
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Challenges Involved in the Treatment of
Hospitalized COVID Patients With Severe Mental
lliness

Poster Presenter: Jessica P. Domitrovic
Co-Authors: Christine Barr, L.C.S.W., Linda Barloon,
N.P., Ranjit C. Chacko, M.D.

SUMMARY:

The three patients in our case series were
hospitalized patients seen by the Consultation and
Liaison service at Houston Methodist Hospital
between June and August 2020. They had a
diagnosis of coronavirus disease 2019 (COVID-19),
with coexisting acute on chronic mental illness.
Psychiatry was consulted due to their acute
psychiatric symptoms which complicated their
medical care. All were appropriately isolated for
infection control, requiring videoconferencing or



extensive PPE use for patient interviews and exams.
Patient A was a 63-year-old male with a history of
Bipolar 1 disorder who arrived from a psychiatric
facility and was admitted for fever and chills, AKI,
and multifocal pneumonia. Upon examination he
demonstrated disorganized thought processes with
grandiose delusional content and poor insight,
judgement and impulse control. He was placed on an
emergency detention order (EDO) and once his
acute pneumonia was stabilized and psychiatric
medications optimized, he was discharged to a
psychiatric facility. Disposition was complicated due
to the difficulty finding a facility that would accept
COVID-19 positive patients. Patient B was a 54-year-
old female with a history of multiple psychiatric
diagnoses who was admitted from a homeless
shelter for chest pain, dyspnea, and pneumonia with
associated sepsis and acute hypoxic respiratory
failure. Upon examination via phone, she was
uncooperative and reported paranoid delusions. Her
current medications were changed and a long-
acting-injectable antipsychotic was recommended
but refused. Upon resolution of her acute medical
symptoms she was transferred to an outside skilled
nursing unit with a recommendation for discharge
with a supply of psychiatric medications. Patient C
was a 59-year-old female with a history of paranoid
schizophrenia and seizure disorder, who was
admitted from a psychiatric hospital for altered
mental status and possible syncope. During
hospitalization she was diagnosed with metabolic
encephalopathy likely due to hyponatremia. She was
uncooperative and had aggressive behavior,
irritability, and mood swings. Upon examination she
had delusions, hallucinations, and homicidal thought
content. She required a 1:1 sitter and was placed on
an EDO. After clearance by medicine and
optimization of her psychiatric medications, she was
transferred to an inpatient psychiatric facility. The
COVID positive context of our patients added a layer
of complexity in their management and disposition.
This patient population of uncooperative, psychotic
patients who cannot be discharged home already
presents challenges, however the added features of
a communicable disease and a limitation on PPE use
increased barriers to effective in-person
interviewing, examination, and treatment and
decreased discharge options. These barriers to
providing appropriate psychiatric care in the context

of COVID can inform planning for future isolation-
requiring diseases during times of stress on the
healthcare system.
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SUMMARY:

Introduction: There has been a long-standing
opportunity to employ telecommunication as a tool
for providing clinical service, clinical supervision, and
didactics [1-3]. However, low reimbursement rates, a
requirement of state-specific telepsychiatry
licensing, and rigorous medical graduate education
are some of the challenges faced in implementing
these tools for widespread use. The rapid
implementation of telepsychiatry has raised
guestions and challenges in many areas, especially in
the wake of COVID-19. This educational case study
aims to address some of these questions. Since
2012, we have gained experience with
telepsychiatry; we describe how we conceptualized
and developed the consult-liaison (C-L)
telepsychiatry services as a clinical, supervising, and
educational tool. Here we highlight different
challenges faced and how they were addressed and
then discuss the future directions for advancing
telepsychiatry. Methods: After establishing the
psychiatry residency training program, we
emphasized that telepsychiatry was vital for patient
care and resident"s educational needs. We were
able to start with two telepsychiatry platforms (Doxy
and Vidyo). Vidyo offers delivery of HIPAA compliant
real-time audio/visual data through a computer and
handheld devices. Doxy is another telehealth
platform with similar capabilities. The program also
provides screen-sharing with multiple participants.
When the institution adopted Zoom as a long-
distance learning tool in 2017, we transitioned to it
to save costs without compromising the ease of use
or acquiring new security concerns. Results: Since
2017, this process has effectively reduced the
average waiting time for patients in the psychiatric
emergency room. Thus, we see on an average day 5-
6 floor consults combined at the two teaching



hospitals and 2-3 patients in the psychiatric
emergency room with one

resident. Conclusion: We emphasized the
telehealth program's affordable cost, assured of
improved patient''s privacy, satisfaction, and greater
availability of the C-L psychiatry services, and the
Accreditation Council for Graduate Medical
Education (ACGME) residency training needs. Finally,
the hospital agreed to implement the program on a
trial basis for six months, followed by another review
of the program. Since then, CL telepsychiatry has
been running for eight years and counting.
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An Early Case of COVID-19 and New-Onset
Psychosis

Poster Presenter: Rayad H. Barakat, M.D.
Co-Author: Anton Power, M.D.

SUMMARY:

Much of the world has been enraptured by the wide-
ranging effects of novel coronavirus (COVID-19 or
SARS-CoV-2), with concerns and debates about its
lethality, its transmissibility, its treatment, and even
the extent of its infection in humans. Its
presentation is as widely variable as the organ
systems affected: from the asymptomatic super
spreader to the supine "happy hypoxic," and its
lasting effects, let alone lasting immunity, largely
unknown. Initially primarily treated as a respiratory
infection, psychiatric and neurologic sequellae have
come to be noticed as well, with often limited
explanation and few identified targetable pathways.
Here we present a case report of a COVID-19
positive patient from relatively early in the United
States" experience with the pandemic and only days
after Hawai"i''s initial emergency declaration.
Despite no prior psychiatric history, this patient
developed a brief psychotic episode during the
course of his hospital stay with residual effects
lasting well beyond his hospitalization.
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Delirium Associated With Meropenem Use: A Case
Report

Poster Presenter: Omar Munoz, M.D.
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SUMMARY:

Mrs. L is a 59-year-old female with amyloidosis
secondary monoclonal gammopathy who was
admitted to inpatient medicine for autologous stem
cell transplant. Prior to this presentation, she lived
with her husband at home and functioned
independently. She had no prior psychiatric history.
Her hospitalization was complicated by febrile
neutropenia. She was initially treated with cefepime
and vancomycin but was switched to meropenem
because fever and leukocytosis persisted. On day 2
of treatment with meropenem, the patient mental
status changed. She was found to be less talkative
than usual and lethargic. Neurology was consulted
and recommended labs, EEG and brain imaging.
Brain MRI was unremarkable. Labs revealed AKI;
blood culture were normal. Patient had a lumbar
puncture that was not consistent with meningitis or
encephalitis. EEG revealed generalized slowing.
Psychiatry was consulted. On initial psychiatric
evaluation, the patient was non-verbal, unaware of
her environment, unable to follow commands and
exhibiting severe psychomotor retardation. She was
started on risperidone solution 0.5mg daily and
placed under 1:1 observation. Due to poor oral
intake, risperidone was switched to Haldol 1mg IV
Q12H. Psychiatry recommended to switch
meropenem to a different antibiotic. Patient was
followed on a daily basis and improvement of
symptoms was noticed with treatment. Patient kept
improving and by day of discharge she was fully
oriented and at baseline with no recall of the
episodes of confusion. At that time Haldol was
suspended due to resolution of symptoms. Due to
timeline of drug administration, development of
symptoms, treatment response and return to
patient’s baseline, suggests a meropenem-induced
delirium. Drug-induced neurotoxicity is a known
complication associated with carbapenem
antibiotics. In this poster we will present a case of
delirium induced by an antibiotic. An increased
awareness of antibiotic associated CNS toxicity
would avoid unnecessary delay in treatment and
achieve prompt resolution of symptoms.
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Delirium, Catatonia, and Dandy Walker Syndrome:
A Case of Benzodiazepine Resistant Catatonia
Responding to Memantine
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M.D.

SUMMARY:

Dandy-Walker Malformations is a congenital
malformation that results in agenesis or hypoplasia
of the vermis, cystic enlargement of the fourth
ventricle, and upward displacement of tentorium
and lateral sinuses (1). Several case reports have
demonstrated a potential connection between
psychosis and Dandy Walker syndrome (1), relating
to the connection between cerebellar damage and
cognitive/behavioral disturbances (4). Memantine,
N-Methyl-D-Aspartic acid antagonist, is traditionally
has recently been shown to be effective in catatonic
delirium especially when patients have failed
lorazepam (3). It is hypothesized that memantine
efficacy results by decreasing glutamine
excitotoxicity through the AMPA and NMDA
receptor (2). We present the case of a 57 year old
man with a past medical history of Dandy Walker
Syndrome and agenesis of the corpus callosum who
presented after being found down and disoriented
at his nursing facility. Previously, patient was able to
communicate and make medical decisions. While in
the hospital his altered cognition was thought to be
related to hypernatremia, however psychiatry was
consulted when this persisted despite medical
intervention. On initial evaluation patient appeared
rigid, was minimally responsive, and engaged in
some posturing. Home doses of antipsychotics were
stopped and patient was given a trial of lorazepam 1
mg IV, three times daily, to address the catatonic
features presented. However, he did not respond to
Ativan and appeared more somnolent. On the last
day of hospitalization patient was still demonstrating
altered cognition, rigidity, and posturing. In an
attempt to address catatonic symptoms he was
started on memantine 5 mg twice daily, and was
discharged. He was continued on this at the nursing
home and per staff began to show improvement. In
one month after return, patient appeared to be
“back to baseline”: talkative, able to walk, and able
to feed himself. Patient even confirmed
improvement. He has been continued on the
memantine. Our case is remarkable as a discussion
of Dandy Walker syndrome. In particular, our goal
will be to focus on malformations in the cerebellum

and their connections to psychotic illness and
catatonia. In addition we will focus on NMDA
antagonists, memantine in particular, and their
effects in lorazepam resistant catatonia.
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Elevated Creatine Kinase in the Setting of Altered
Mental Status and Schizophrenia: A Case Report
and Literature Review

Poster Presenter: Asheema Saripalli, M.D.
Co-Author: Justin B. Smith

SUMMARY:

Mr. C, a 25-year-old man with a past medical history
of schizophrenia, anemia and GERD presented from
his assisted living facility with 24 hours of
somnolence, psychomotor retardation and lethargy.
This was a distinct change from his baseline
psychosis (irritability, poor sleep and hallucinations).
Of note, he was recently cross-titrated from
clozapine to risperidone due to non-compliance with
surveillance labs. Physical exam was notable for
erythema of his right lower extremity, brisk
brachioradialis reflexes bilaterally and increased
tone in his bilateral lower extremities. Bush Francis
Catatonia Rating Scale was 7 (for mutism,
mannerisms, automatic obedience and
perseveration). The following day he also exhibited
echopraxia and posturing. Labs were notable for
elevated creatine kinase (48,277), low serum iron
(21), elevated white blood cells (22.67) and
hematuria. He was admitted to medicine for
treatment of rhabdomyolysis and right lower
extremity cellulitis, with psychiatry following for
assistance with managing his schizophrenia. Home
medications included aripiprazole, lorazepam,
risperidone and fluvoxamine. Over the first few days
of admission, risperidone was discontinued,
clozapine was re-started and lorazepam was
increased. On day three of hospital admission,
patient had a generalized tonic-clonic seizure, which
was attributed to clozapine titration. We present a
review of the differential diagnosis for altered
mental status in the setting of schizophrenia and
markedly elevated creatine kinase as well as a brief
review on clozapine induced seizures. This case is an
important reminder to maintain a broad differential
diagnosis when treating psychiatric patients in the
general medical setting.
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Encephalopathy Secondary to Valganciclovir in a
Patient With Cancer: A Case Report

Poster Presenter: Jeong Hoo Lee, M.D.

Co-Author: Gabriela Pachano, M.D.

SUMMARY:

Background: Valganciclovir is an oral prodrug that is
rapidly converted to ganciclovir and plays a major
role in the treatment and prevention of CMV
infections in immunocompromised hosts. There has
been an increasing number of reported cases of
Valganciclovir-induced encephalopathy. Case: A 62
year old female with no previous psychiatric history
and medical history of hypertension and mixed-
phenotype acute leukemia presented to the hospital
with altered mental status. The patient underwent
unmatched haplo-identical stem cell transplant
approximately two months prior to presentation.
Three days prior to presentation, she was switched
from Acyclovir to Valgancyclovir for prophylactic
treatment. She was also on Tacrolimus at the time.
Presenting symptoms included mild confusion,
depressed mood and suicidal ideation. Over the next
several days her behavior became progressively
more aggressive and reached the point where she
became physically violent towards a family member.
She also appeared to be experiencing auditory/visual
hallucinations and was paranoid of staff members.
The patient''s Valganciclovir was eventually switched
to Foscarnet. Upon stopping this medication, the
patient experienced gradual improvement in mood,
psychosis and mental status over the next several
days. Other changes made during her admission was
switching Tacrolimus to Sirolimus, and adding
Olanzapine for psychosis. However, these changes
did not coincide with the improvement of her
symptoms. Discussion: Valganciclovir/Ganciclovir are
generally well tolerated, but there have been
multiple cases reported on Ganciclovir induced
encephalopathy. Accurate diagnosis is challenging in
such cases as it relies on the precise review of the
timeline of the events and there usually are multiple
other possible confounding etiologies for
encephalopathy that have to be considered. In our
case, other important differential diagnoses that
were considered included Major depressive disorder
with psychotic features, Tacrolimus-induced

Posterior Reversible Encephalopathy Syndrome
(PRES), and toxic-metabolic encephalopathy
secondary to her medical condition. Brain MRI
findings were not consistent with PRES and given the
timeline of events, Valganciclovir appeared to be the
most likely etiology of her acute mental status
change. Conclusion: We discussed the case of a
patient who presented with Valganciclovir-induced
encephalopathy. As in previous reports, a timely
diagnosis and treatment is challenging. Given its
widespread use, it is important to consider
Valganciclovir as a potential etiology of new onset
encephalopathy.
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Equity and Capacity in the Face of Futility, Non-
Compliance, and Poly-Substance Abuse: A Complex
Decision-Making Capacity Case Report
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SUMMARY:

Decision making capacity (DMC) evaluations are a
frequent psychiatry consult question. They often
present a challenge for both the primary team
placing the consult and the receiving psychiatry
service consult team due to discordant expectations,
level of training in completing DMC evaluations, and
unclear recommendations in extremely challenging
cases. In this case report, we present a complex case
involving consultations to both psychiatry and
clinical ethics teams that center around equity in
health care for a patient with self-sabotaging
behaviors thwarting effective clinical care. A 27-
year old male patient was admitted for severe
dehydration and malnutrition. Complicating the
patient''s presentation was poorly controlled type 1
diabetes with multiple admissions for DKA;
esophageal perforation due to recurrent severe
vomiting, now status post esophagectomy and J-
tube placement; and ongoing poly-substance abuse
with multiple overdoses. Despite best efforts, illicit
drug use continued while inpatient, as evidenced by
an episode of unresponsiveness and hypoventilation,
which resolved after naloxone administration.
Patient was also repeatedly discontinuing IV fluids
and enteral feedings. A psychiatry consult was
placed for decision making capacity, which found



that in spite of poor judgement, patient did have
decision making capacity. Patient repeatedly stated
that he wished to continue treatment and denied
any suicidal ideation, however refused transfer to a
secured unit where obtaining illicit drugs from
outside visitors would be restricted. Additionally, a
clinical ethics consult was placed to provide
guidance on patient autonomy and futility of
treatment. The recommendation of this consult
advocated for the primary team"'s responsibility to
select the appropriate, more restrictive albeit safe
environment to reach the goals of treatment. It is
crucial to remember that a capacitated patient has
the right to refuse treatment, however that right
does not extend to "dictating the practice of
medicine, self-prescribing, or forcing the team to
provide substandard care or services that extend
beyond their moral boundaries" (1). Finally, the
determination of decision-making capacity by
psychiatry must take into account the effect of
addiction on free will and therefore DMC (2). In
severe cases of self-destructive behaviors, we must
consider a court appointed guardian for protective
guardianship due to inability to care for self. Most
DMC evaluations are not this complex and should be
performed by primary team. Assistance is available
in conducting an evaluation with widely accepted
instruments (3). If an underlying psychiatric
condition may be contributing to patient''s
questionable DMC, a consult to psychiatry team is
acceptable and favored (4). Further, a clinical ethics
consult may be considered in complex cases that
involve multiple value conflicts, such as equity,
autonomy, and capacity.
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Haloperidol-Induced Neuroleptic Malignant
Syndrome Status Post Anoxic Brain Injury: A Case
Report
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SUMMARY:

The patient is a 48 year old female with past medical
history of hypertension, diabetes mellitus,
hypothyroidism, atrial fibrillation, hydrocephalus
with multiple ventriculoperitoneal (VP) shunt
revisions, chronic pancreatitis, Bipolar Disorder, and
Panic Disorder, who presented to the emergency
department due to abdominal pain and vomiting.
The patient was diagnosed with severe acute
interstitial pancreatitis secondary to
hypertriglycerdidemia and admitted for further
evaluation and management. Of note, upon hospital
admission, the patient’s home dose quetiapine was
discontinued as per the medical team. The patient’s
course was complicated with acute hypoxic
respiratory failure and subsequent intubation with
sedation. Upon removal of sedation, neurology was
consulted due to altered mental status (AMS), where
the patient was found to be non-responsive to
verbal stimuli, withdrew only to localized pain, and
held no purposeful movement. The patient was
deemed to have suffered an anoxic brain injury.
Three days later, the patient self-extubated and
mental status was reported to be improving, as the
patient was awake, alert, and oriented, with a non-
focal neurological examination. Six days later, the
patient was exhibiting subtle signs of agitation; a
total of four doses of 2-3mg IV haloperidol was
administered by the medical team. Two days later,
psychiatry was consulted for “acute psychosis.”
Immediate recognition and diagnosis of Neuroleptic
Malignant Syndrome (NMS) was established due to
clinical presentation, with typical progression of
symptomatology, along with indicative laboratory
values. Haloperidol was discontinued and
amantadine 100mg twice daily was initiated, along
with supportive measures. In this poster, we discuss
the significance in prompt and appropriate diagnosis
of NMS to ensure appropriate and timely treatment,
particularly in more vulnerable populations where
such conditions may go under diagnosed, such as
complex ICU patients with prior anoxic brain injury.
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Interdisciplinary Disagreements Resulting in
Suboptimal Treatment of New Onset, Florid
Psychosis

Poster Presenter: Raina Aggarwal, M.D.
Co-Author: Charles Robinson



SUMMARY:

A previously high-functioning, 61-year-old white
female college graduate, previously diagnosed with
depression but no other psychiatric disorders,
developed thought disorganization, internal
preoccupation, and profound cognitive decline over
a three-month period. She was hospitalized on a
Neurology unit, and Psychiatry was consulted for
assistance with diagnosis and management. No
explanation could be found for her decline other
than limbic encephalitis secondary to renal cell
carcinoma (RCC). Because of a number of
confounding clinical factors and clinical
disagreements, the surgical service declined to
remove the tumor. A course of radiation treatment
had no effect on the patient’s symptoms, and she
was placed in subacute rehabilitation, still markedly
functionally impaired. While it is impossible to know
that excision of the RCC would have led to resolution
of the symptoms, the limited available literature
indicates that removal has been effective, and there
is no similar literature indicating that radiation
treatment would yield similar results. We discuss the
interdisciplinary issues and disagreements that can
prevent optimal treatment. Specifically, we describe
four factors that contributed to diagnostic and
therapeutic uncertainty in this case: (1) the lack of
confirming autoantibodies, (2) stigma about her
previous psychiatric diagnosis of depression, (3)
confusion of past depressive symptoms with her
new psychotic symptoms by the surgeons upon
whom the treatment depended, and (4) several
acute medical complications that muddled the
picture. We propose strategies to improve
communication and collaboration in similar cases.
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Intractable Nausea and Vomiting—Sometimes the
Shrink Has a Cure! A Case Report of Gastroparesis,
and Role of C-L Psychiatry in Diagnosis and
Management

Poster Presenter: Shuchi Khosla, M.D.
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SUMMARY:

A 75-year-old female with a medical history
significant for CAD s/p stents, COPD, CHF, and lung
cancer who presented to the ED with progressively
worsening abdominal pain, nausea, vomiting, and

diarrhea. The patient was seen in the ED for
abdominal pain diagnosed with diverticulitis, and
sent home with treatment with Amoxicillin for 10
days, with the subsequent course of Metronidazole
with no reported improvement. The patient
reported a subsequent 20-pound weight loss over
the next 6 weeks. The patient presented to the ED
again, CT Abd demonstrated diverticulitis with
possible Colo vesical fistula. The nuclear stress test
was suggestive of small inferior apical lateral area
ischemia. During her 10 day stay at the hospital,
initially failed conservative management with
another course of antibiotics Levofloxacin and
Metronidazole Followed by surgical resection of
small bowel resection with end colostomy. On the
day of discharge to a rehab facility, the patient was
reported to be tolerating a liquid diet but continued
to endorse nausea. Over the next 45 days at the
rehab facility where she continued to report
symptoms of nausea, vomiting, abdominal pain, and
difficulty tolerating diet. She was seen by her
primary care, two visits to Urgent care where pain
control measures including opioids and medical
cannabis were prescribed which provided temporary
relief. This followed the patient presenting to the ED
again. Repeat CT suggestive of colitis of the
transverse and descending colon. Initial findings
included leukocytosis and elevated CRP/ESR. The
patient was started on Ciprofloxacin and
Metronidazole; surgery and Gl were consulted. No
surgical intervention was deemed necessary. Gl
performed an EGD that was non-diagnostic. The
patient received 6 days of TPN due to a severe lack
of PO intake followed by 10 days of antibiotics which
were stopped after repeat CT was negative for any
acute process. On day 11 of hospitalization,
psychiatry was consulted as the primary team noted
that the patient’s symptoms were disproportionate
with a clinical exam. The psychiatric evaluation
consisted of an interview and an extensive chart
review. It was assessed that patient endorsed a
recent, mild burden of depressive symptoms
secondary to her Gl symptoms. The severity of the
patient’s appetite loss was not congruent with her
psychiatric presentation. C-L team noticed that
gastroparesis had not been ruled. Liaison performed
with the primary team recommending that a Gastric
emptying test be done. The study was performed
and showed 0% emptied at 60 minutes. The patient



was diagnosed with gastroparesis, started on
scheduled Metoclopramide. There was reported
resolution of nausea and vomiting and the patient
was discharged home 3 days later after reporting
complete resolution of symptoms. No reported ED
visits since discharge (2+ years ago). This case
outlines the unique position of consultation & liaison
psychiatry at the helm of psychiatry and medicine.
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Lost in Translation: Identification of Complex
Trauma in Latino Patients in the Inpatient Medical
Setting

Poster Presenter: Sofia Beatriz Vivoni, M.D.
Co-Authors: Cristina Montalvo, M.D., Kevin Donnelly-
Boylen

SUMMARY:

Background: Studies suggest that Latino immigrants
who have been exposed to trauma are more likely to
suffer from chronic medical illnesses, and may not
be evaluated unless seen by psychiatry consultation
services in primary care or hospital settings.1 With
this case, we bring to attention the prevalence of
PTSD among Latino immigrants and complexity of
their presentations. Case: 57 year-old Hispanic
female with no psychiatric history and other history
of left lumpectomy for breast cancer diagnosed in
2014 on tamoxifen, hypertension, admitted after
presenting to primary care for altered mental status.
Neuroimaging and EEG were unremarkable. Further
workup was negative for infection, substances,
electrolyte, or endocrine abnormalities. Psychiatry
was consulted for persistent paranoia and
perseveration over family’s safety requiring them to
stay with her during hospitalization. Patient was
guarded, restless, denied history of trauma and
minimized her distress; however, per husband, she
had been having increasingly odd behavior including
sleeping with knives under her pillow which he
attributed to the recent move to the United States
eight months ago after living alone in a violent
neighborhood of Colombia. Given her negative
workup with continued avoidance, hypervigilance,
and paranoia, a diagnosis of complex PTSD was
considered with plan for further psychiatric
treatment. Discussion: With the influx of Latino
immigrants to the United States, we will continue to
see an increase of patients in medical care settings

who have been exposed to varying psychosocial
traumas. While multiple studies focus on the effects
of PTSD and acculturation process among Latinos,
there is limited information about approach
psychiatry consultants should take given the
prevalence of comorbid chronic conditions including
cardiovascular disease, diabetes, and hypertension.1
Studies based in primary care settings suggest that a
collaborative approach through culturally focused
assessments of depression seem to impact
utilization of mental health services among Latinos.2
Evaluations can be made more challenging,
however, as this patient population tends to
minimize the impact of such experiences which has
led the Latin American guide to psychiatry to
encourage providers specifically to inquire about
trauma.3 Conclusion: Given the significant
association between PTSD and chronic medical
conditions, future studies should be performed to
provide C-L psychiatrists a more systematic approach
to assessing trauma in the Latino immigrant
population to improve patient outcomes and avoid
over-utilization of hospital services.
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Neuroleptic Malignant Syndrome Masquerading as
Sepsis

Poster Presenter: Casey Lenderman, D.O.
Co-Authors: Jacob Anthony Parrick, M.D., Anisa
Suparmanian

SUMMARY:

Neuroleptic malignant syndrome (NMS) is a true
psychiatric emergency associated with antipsychotic
use, typically presenting with symptoms of
autonomic dysregulation (1). These include altered
mental status, generalized muscular (“lead-pipe”)
rigidity, hyperthermia, tachycardia, hypertension,
tachypnea, diaphoresis, and occasionally
dysrhythmias (2). Elevated creatinine kinase greater
than four times the upper limit of normal is also to
be expected. It has been documented in most age
groups that its incidence ranges from 0.02 to 3
percent (1). Treatment of NMS depends on the
severity of symptoms. The offending agent should be
discontinued and, in most cases, lorazepam 1-2 mg



intramuscularly or intravenously should be
administered every four hours. In more severe cases,
bromocriptine 2.5-5 mg should be administered
every eight hours orally or by nasogastric tube for
max daily doses of 30-45 mg per day. Amantadine
100 mg every 8 hours orally or by nasogastric tube,
as well as dantrolene 1-2.5 mg/kg every six hours
intravenously, can also be considered (3, 4).
However, it is most important to provide
hemodynamic support to the patient, including
fluids and active cooling if severely hyper thermic
(4). We present a case of a male patient who was
admitted from long-term care at a state mental
institution with a past psychiatric history of
schizoaffectiveNeuroleptic malignant syndrome
(NMS) is a true psychiatric emergency associated
with antipsychotic use, typically presenting with
symptoms of autonomic dysregulation. These
include altered mental status, generalized muscular
(“lead-pipe”) rigidity, hyperthermia, tachycardia,
hypertension, tachypnea, diaphoresis, and
occasionally dysrhythmias. Elevated creatinine
kinase greater than four times the upper limit of
normal is also to be expected. It has been
documented in most age groups that its incidence
ranges from 0.02 to 3 percent. Treatment of NMS
depends on the severity of symptoms. The offending
agent should be discontinued, and, in most cases,
lorazepam 1-2 mg intramuscularly or intravenously
should be administered every four hours. In more
severe cases, bromocriptine 2.5-5 mg should be
administered every eight hours orally or by
nasogastric tube for max daily doses of 30-45 mg per
day. Amantadine 100 mg every 8 hours orally or by
nasogastric tube, as well as dantrolene 1-2.5 mg/kg
every six hours intravenously, can also be
considered. However, it is most important to provide
hemodynamic support to the patient, including
fluids and active cooling if severely hyperthermic.
We present a case of a male patient who was
admitted from long-term care at a state mental
institution with a past psychiatric history of
schizoaffective disorder for apparent sepsis. Initially,
he was worked up for sepsis, and was resuscitated
with fluid in the emergency department before
being transferred to the intensive care unit. After
transfer, psychiatry was consulted to evaluate his
medications. Physical exam raised concerns for NMS,
as the patient had lead-pipe rigidity in his lower

extremities, cogwheeling in his upper extremities,
confusion, fever, tachypnea, blood pressure lability,
and signs of end-organ damage as indicated by
elevated cardiac enzymes and transaminitis. The
patient’s creatine kinase (CK) level was above
22,000. Medication review revealed that the patient
was on variable antipsychotics with variable doses.
The patient was treated for presumed NMS; he
required short-term dialysis to protect his long-term
renal function in light of significant acute kidney
injury (AKI). Dantrolene was not given, as its benefits
over benzodiazepine therapy and withdrawal of
offending medications alone appeared negligible.
The patient was started on lorazepam 1-2 mg every
Q4H-Q6H, to be titrated symptomatically. His
symptoms improved minimally on this regimen, so
diazepam 10 mg Q8H was initiated the following
day. Diazepam dose was decreased to 5 mg Q8H due
to drowsiness the following day, which was
continued for the following two days prior to his
discharge back to the state hospital. CK, cardiac
enzymes, and liver enzymes improved daily
throughout his stay once appropriate treatment and
management was initiated. The day before
discharge, the patient’s CK was 847. disorder for
apparent sepsis. Initially, he was worked up for
sepsis, and was resuscitated with fluid in the
emergency department before being transferred to
the intensive care unit. After transfer, psychiatry was
consulted to evaluate his medications. Physical exam
raised concerns for NMS, as the patient had lead-pip
rigidity in his lower extremities, cog wheeling in his
upper extremities, confusion, fever, tachypnea,
blood pressure lability, and signs of end-organ
damage as indicated by elevated cardiac enzymes
and transaminitis. The patient’s creatine kinase (CK)
level was above 22,000. Medication review revealed
that the patient was on variable antipsychotics with
variable doses. The patient was treated for
presumed NMS; he required short-term dialysis to
protect his long-term renal function in light of
significant acute kidney injury (AKI). Dantrolene was
not given, as its benefits over benzodiazepine
therapy and withdrawal of offending medications
alone appeared negligible. The patient was started
on lorazepam 1-2 mg every Q4H-Q6H, to be titrated
symptomatically. His symptoms improved minimally
on this regimen, so diazepam 10 mg Q8H was
initiated the following day. Diazepam dose was



decreased to 5 mg Q8H due to drowsiness the
following day, which was continued for the following
two days prior to his discharge back to the state
hospital. CK, cardiac enzymes, and liver enzymes
improved daily throughout his stay once appropriate
treatment and management was initiated. The day
before discharge, the patient’s CK was 847.
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Neuropsychiatric Sequelae of Tacrolimus: Case
Series and Literature Review

Poster Presenter: Joseph McCullen Truett, D.O.
Co-Author: Justin Bracewell Smith, M.D.

SUMMARY:

Background: Calcineurin is a calcium and
calmodulin dependent protein phosphatase
responsible for activating the immune system. The
target for many immunosupressant agents,
calcineurin and calmodulin receptors also appear to
have neuropsychiatric effects evident in psychotic
behavior demonstrated by animal models with
Calcineurin gene knock-outs. Following solid organ
transplant, calcineurin inhibitors, specifically
tacrolimus, are first line in preventing organ
rejection. Since tacrolimus was FDA approved in
1994 for management of liver transplant rejection
and again in 2006 for pulmonary and renal
transplant, numerous case reports have been
published identifying tacrolimus as precipitating
decompensation of mania, psychosis, and
depression in patients with premorbid psychiatric
illness as well as in patients with no known
psychiatric history. Despite varying presentations,
most cases require dose or medication change in
order to completely resolve psychiatric symptomes. It
is well established among transplant physicians at
UVA that psychiatric symptoms are often a cause for
switching from tacrolimus post-transplant. To this
date, no significant review, meta-analysis, or
prospective study on neuropsychiatric sequelae of
tacrolimus have been published. Methods This
poster highlights cases encountered by both the UVA
psychiatry consult service and the UVA pulmonary
and nephrology transplant services. Distinguishing
characteristics as well as common psychiatric
symptoms were identified across three individual
cases over the last year. Tacrolimus levels were
recorded in all cases. Outcomes and medication

management decisions including psychiatric and
non-psychiatric interventions were identified. We
reviewed literature from 2000 to present, covering
FDA approval of tacrolimus for multiple solid organ
transplants. Our cases were compared to literature
to provide context and elucidate possible trends in
diagnosis and management of neuropsychiatric
complications of tacrolimus. Discussion Literature is
confined to case reports, limiting the generalizability
or risk stratification of tacrolimus with regard to
neuropsychiatric complications. Psychosis and manic
episodes have been identified in both patients with
known psychiatric illness and in patients without
significant psychiatric history. These episodes can
occur at various phases of post-transplant
suppression. While tacrolimus toxicity has been
noted, it is not present in every case. Increasing age
appears to be a risk factor. Decreased tacrolimus
dose or medication change required in most cases.
Conclusion Tacrolimus, a common
immunosuppressant, may elicit new onset
psychiatric syndromes or worsen stable psychiatric
disease in solid organ transplant patients. Careful
monitoring of patients on tacrolimus should be
considered, particularly with a history of mania
and/or psychosis. Further research is needed to
quantify prevalence of psychiatric illness in this
patient population.
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New-Onset Psychiatric Disturbance Related to
Covid-19 Infection

Poster Presenter: Neet Shah, M.D.

Co-Author: Shehzad Ayub, D.O.

SUMMARY:

Background: The COVID19 pandemic has drastically
affected day to day life. While delirium in
hospitalized patients infected with coronavirus has
been defined, the psychiatric effects are yet to be
fully described. Some neurological deficits related to
COVID19 have been noted, particularly change in
smell and taste. A meta-analysis identified rarer
neurological and psychiatric complications such as
encephalitis and hypoxic encephalopathy (3). In a
surveillance study of neurological and
neuropsychiatric complications of COVID19 showed
31% of patients presented with altered mental
status and, of these, 92% were diagnosed with a new



onset psychiatric condition (4). Case Presentations:
We present a case of a 48-year-old Hispanic man
with no past medical history and no past psychiatric
history who presents to ED with altered mental
status and severe agitation post suicide attempt by
cutting his wrist. The patient reports that he
attempted suicide as he believed he had COVID19
though he was not symptomatic. At presentation, he
hadn’t been diagnosed with or treated for COVID19.
Chest Xray was significant for multilobar pneumonia
and Covid test was reactive. On initial interview,
patient was paranoid, delusional, and demanding to
leave the hospital and kill himself. He believed that if
he didn’t kill himself, that he would get other people
sick. The patient had not been exposed to steroids at
this point. His agitation required physical restraints
and chemical sedation. He was not responding to
internal stimuli and was alert during assessments.
No illicit substances were detected on UDS. EEG did
not show encephalopathy. As the patient’s
pneumonia improved, so did patient’s mental status.
He denied further suicidal ideation or paranoia and
became cooperative. Upon discharge, patient denied
any psychiatric symptoms and did not require
psychotropic medications on discharge. Discussion
and Conclusion: Most patients with COVID19 will
recover without experiencing neurological or
psychiatric symptoms. However, there are reports,
such as this one, of patients experiencing a new
onset psychosis and affective disorder. Suicidality
has also been rarely reported (7). Most cases of
psychosis are attributed to being steroid induced,
however, this case uniquely demonstrates new
onset psychosis prior to steroid exposure. This case
serves as a reminder that presentations of COVID19
may be more variable than previously described and
will require greater research focus in the coming
years.
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Not So Special K? Risks of Indiscriminate Ketamine
Use

Poster Presenter: Shehzad Hassan Siddique, M.D.,
B.Sc.

Co-Authors: Bethany Franklin, M.D., Aum A. Pathare,
M.D.

SUMMARY:

Introduction: Ketamine in prehospital and
emergency department settings for acute agitation
or suicidality has been rising after ketamine received
level C recommendation from the ACEP for adults
presenting with acute agitation and after esketamine
received FDA approvals. Psychiatric adverse effects,
eg. emergence reactions, have led ACEP to list
known/suspected schizophrenia as an absolute
contraindication of ketamine. We have noticed a
corresponding trend of indiscriminate use of
ketamine in psychiatric patients.. High-profile cases
include the cardiac arrest of young man who
received ketamine 500 mg for “excited delirium”
dosed at a weight approximated by EMS as 100kg v/s
his true weight of 64kg. Here we present
inappropriate use and subsequent complications of
ketamine in the ED. Case: A middle aged man
diagnosed with autism spectrum disorder and
schizophrenia was under treatment for excited
catatonia with lorazepam pending ECT in inpatient
psychiatry. Sent to the ED for hand and forehead
swelling, and found to be significantly agitated.
Initially, given haloperidol, lorazepam, and
diphenhydramine without response. Twenty minutes
later, given three doses of ketamine totaling 390mg
IV over 90 minutes for ongoing agitation. Soon
developed dysautonomia with HR 140s, SBP 190s,
TEMP 38C, CPK 2391. Psychiatry consulted and
found significant rigidity, diaphoresis, and sialorrhea,
concerning for malignant progression. Following an
acute series of ECT, stabilized on benzodiazepines,
depakote, and memantine. Discussion: Diagnosed
with schizophrenia, a contraindication to ketamine
per ACEP, he still received large doses of ketamine.
Agitation was likely purposeless agitation in the
setting of excited catatonia for which
benzodiazepines are the standard as antipsychotics
or ketamine can produce catalepsy or worsen
catatonia. Conclusion: Need exists to research
ketamine use in emergency settings and subsequent
adverse effects. Additional education needed for
emergency personnel regarding neuropsychiatric
effects of ketamine to reduce such indiscriminate
use.
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Heroin-Induced Toxic Leukoencephalopathy From
“Chasing the Dragon” and the Proposed Synergistic



Effect of Amantadine and Antioxidants in Its
Treatment

Poster Presenter: Heather D. Burke, M.D.
Lead Author: Alexis Cohen-Oram, M.D.
Co-Author: Shixie Jiang, M.D.

SUMMARY:

Mr. M, a 40-year-old Hispanic male with an unknown
past medical history presents to the psychiatric
consult service for further evaluation of altered
mental status, inattention, mutism, and picking
movements with his hands. History was limited as
the patient was unable to answer questions reliably.
However, a friend of the patient later called the
hospital, stating the patient had been using multiple
substances including IV and inhalational heroin and
synthetic marijuana increasingly over the past
month after losing his job. The patient was admitted
to the medical team who considered delirium from
unknown cause vs synthetic drug intoxication vs
seizure. On evaluation, there were no signs of CNS
infection. Basic lab work and urine drug screen were
normal. CT head did not show any acute findings.
CAM-ICU was positive, and EEG showed diffuse
slowing and absence of seizure-like activity, further
supporting delirium. Catatonia was considered as
the patient had some features of catatonia including
mutism and brief posturing. However, he did not
have any other classic features of catatonia and the
patient was unresponsive to an Ativan challenge.
The etiology of delirium was unknown until the MRI
head showed diffuse increased signal intensity
corresponding to the white matter of the
supratentorial brain consistent with toxic
leukoencephalopathy. Paired with his substance use
history, these imaging findings suggested toxic
leukoencephalopathy from inhalation of heated
heroin, otherwise known as “chasing the dragon”.
The patient was started on empiric antioxidant
therapy including coenzyme Q10, vitamin E, and
vitamin C as it has been noted anecdotally in the
literature to help with recovery (Cordova). The
patient showed minimal improvement with this
regimen. The patient was then started on
amantadine as amantadine has been noted
previously in the literature to assist with functional
recovery in patients with severe TBI (Giacino). Mr. M
improved over the remainder of his admission,
becoming more alert and attentive with the

resolution of his mutism. Heroin-induced
leukoencephalopathy often has a prolonged course
with a debilitating loss of function; about 25% of
patients progressing to its terminal stage and
resulting in death (Kass-Hout). At this time, there is
no consensus on effective treatment. In this poster,
we discuss the evaluation of delirium, the diagnosis
of heroin-induced leukoencephalopathy, and the
proposed mechanism behind the effectiveness of
amantadine in this patient.
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Pharmacokinetic Considerations in the
Management of Post-Traumatic Brain Injury
Agitation With Comorbid Epilepsy: A Case Report
Poster Presenter: Alan Tseng

Co-Authors: Kiefer Greenspan, M.D., Abhisek
Chandan Khandai, M.D., M.S.

SUMMARY:

Significance: Agitation in hospitalized patients is
often complicated by multiple comorbidities
including substance use, mood, and neurological
disorders. Therefore, careful consideration for drug-
drug interactions, in particular to the cytochrome
p450 (CYP) system, should be given in choosing
pharmacological management of agitation. Case: A
60-year-old man with a history of multiple substance
use disorders (cocaine, alcohol) and epilepsy was
transferred from an outside hospital to Neurology
for concerns for subclinical status epilepticus
requiring continuous EEG monitoring. His home
seizure medication was phenytoin and he was
continued on phenobarbital started by the outside
hospital. MRI brain showed changes suggesting prior
trauma. The patient attempted multiple times to
physically assault staff and was started on
guetiapine QHS and haloperidol and lorazepam PRN.
When his agitation did not improve, the psychiatry
service was consulted for assistance with
management. Phenytoin and phenobarbital were
cross-tapered to valproic acid. Quetiapine was
discontinued. He was started on olanzapine and
propranolol. As medication changes were
implemented, the patient’s agitation improved, and
he was able to be discharged to a subacute
rehabilitation facility. Discussion: Our team provided
recommendations for treating this patient’s
agitation suspected to be secondary to TBI based on



his MRI results. Although his home seizure
medication phenytoin had been described in the
treatment for post-TBI agitation, we discontinued
both phenytoin and phenobarbital due to their
strong CYP3A4 inducing properties, which was likely
increasing the metabolism and reducing the efficacy
of quetiapine. We changed his AED to valproic acid
due to its lack of CYP3A4 induction and potential
benefit for prevention of agitation (Williamson,
2019). Quetiapine was changed to olanzapine due to
its metabolism through alternative CYP pathways,
with additional support demonstrating its efficacy in
conjunction with valproic acid (Mousavi, 2013). A B-
blocker, propranolol, was added based on data
showing reduced episodes of agitation as sequela to
TBI (Nash, 2019). Conclusions: Currently, there are
no FDA-approved drugs for post-TBI agitation, and
treatment guidelines are based on limited data.
Thus, pharmacotherapy of post-TBI agitation should
be personalized to patients’ symptoms and medical
comorbidities, such as epilepsy. Physicians should
remain cognizant of drug-drug interactions and their
potential impact on treatment efficacy. More work is
needed to determine optimal strategies for the
treatment of post-TBI agitation.
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Pseudologia Fantastica in a Case of Factitious
Disorder: Lying Is Just a Tip of the Iceberg

Poster Presenter: Ishdeep Narang, M.D.
Co-Authors: Hajra Ahmad, M.D., Swapnil Khurana,
M.D., Ewald Horwath, M.D.

SUMMARY:

Background: Pseudologia fantastica is defined as the
psychological phenomenon of pathological lying. It
can be distinguished from other types of deception
and from Munchausen’s syndrome through four
main characteristics. These four elements are : 1. the
falsifications are not entirely improbable and are
often based in truth or reality, 2. the falsifications
are persistent and are often complicated and
detailed, 3. they are not told for personal profit but
have self-promoting qualities and, 4. they are
characteristically distinct from delusions. The person
engaging in these falsehoods will also usually
acknowledge them when they are

confronted. Pseudologia fantastica can present a
unique diagnostic challenge to the clinician.

Objective: The purpose of this report is to present a
case highlighting the phenomenon

of pseudologia fantastica in a patient who presented
with physical and psychological signs consistent with
factitious disorder. By the end of this presentation,
the reader will be able to distinguish

between pseudologia fantastica and other deception
syndrome and learn about the challenges in its
management. Case: This is a 40 year old African
American female with a self-reported medical
history of cervical cancer stage 4, fiboromyalgia, lupus
and past psychiatric history of MDD, PTSD and
substance use disorder who came for bloodwork to
the hospital and was admitted to the trauma floor
after she was stabbed in a bathroom unprovoked by
a stranger. On confronting, patient revealed an
extremely abusive childhood and perpetual
falsifications to receive attention. Diagnoses of
malingering and factitious disorder were considered
along with an underlying major depressive disorder.
However, due to lack of a secondary gain, she was
diagnosed with factitious disorder, with pathological
lying as one of its symptoms. Conclusions: There is
limited pre-existing literature

on pseudologia fantastica, particularly quantifiable
data. As this phenomenon presents a unique clinical
challenge to the physician, knowledge of its
characteristics can be very helpful when formulating
an initial diagnostic impression and treatment plan.
It can also help clinicians highlight their own
countertransference while dealing with these
patients
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Psychiatric Dilemmas in Acute Intermittent
Porphyria: A Case Report

Poster Presenter: Rooshi Amit Patel, M.D.
Co-Authors: Aditi Sharma, Sanjay Chandragiri

SUMMARY:

Acute intermittent porphyria (AIP) is a rare
metabolic disorder caused by a deficiency of the
enzyme porphobilinogen deaminase (also known as
hydroxymethylbilane synthase) (1, 2). This enzyme is
involved in the synthesis of heme and as a result of
this deficiency, there is an accumulation of porphyrin
precursors in the body (1, 2). Though a genetic
predisposition is necessary, there are often
environmental “triggers” that cause symptomatic



acute porphyria. These stressors can include
excessive alcohol consumption, caloric restriction,
stress, infections, endocrinopathies, and certain
medications (3, 4). The clinical presentation of acute
exacerbations is highly variable, most commonly
manifesting with gastrointestinal, renal, neurological
and/or psychological symptoms. Per literature
review, there is a wide array of psychiatric
presentations during acute attacks that include
irritability, depression, anxiety, hallucinations,
paranoia, agitation, and altered mentation (4, 5). We
present a case of a 56-year-old female with a history
of AIP who was admitted to the psychiatric unit
following an intentional polypharmacy overdose,
later developing psychotic features, abdominal pain,
and seizures. Her complicated hospital course
highlights a dilemma clinician’s face; the
presentation is nonspecific and there is a serious risk
of precipitating further attacks by prescribing
specific medication classes.
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Recurrent Episodes of Psychosis Associated With a
Systemic Lupus Erythematosus Flare in the Setting
of Immunosuppression Withdrawal

Poster Presenter: Shireen S. Samson, M.D.
Co-Authors: Linda Nix, M.D., M.P.H., Jonathan
Kaplan, M.D.

SUMMARY:

Introduction: Psychosis is a relatively rare
presentation of neuropsychiatric lupus and occurs
early in disease progression. Recurrence of psychotic
episodes associated with systemic lupus
erythematosus (SLE) is not uncommon but there are
no prior reports of psychosis occurring in the setting
of immunosuppression withdrawal. Case: A 28-year-
old African American female with a past medical
history of SLE with class IV lupus nephritis on
maintenance therapy of mycophenolate mofetil
(MMF) and prednisone was brought in to the
emergency department for disorganized behavior,
auditory hallucinations, and paranoid delusions. Two
weeks prior to presentation, she was diagnosed with
bacterial vaginosis, started metronidazole, and
reduced her dose of MMF due to concern for
possible medication interaction. Initial workup
revealed elevated Anti-ds DNA, low complement
levels, mildly elevated erythrocyte sedimentation

rate, and negative magnetic resonance imaging of
the brain without contrast. Lumbar puncture was
offered but refused. On admission,
immunosuppression was restarted and olanzapine
was utilized for management of psychosis. She
required multiple as-needed doses of olanzapine and
was transferred to inpatient psychiatry for further
management. Initially, psychosis worsened with
increased corticosteroids and was complicated by
extrapyramidal symptoms from olanzapine. Over the
following week, psychosis gradually improved with
continued immunosuppressive therapy and
antipsychotics were tapered and discontinued. She
was discharged on home dose of MMF, increased
dose of corticosteroids, and no antipsychotics. At
follow up one week later, she was back to baseline
mental status with plans to resume work. One year
prior, she had a similar episode in the setting of
reducing MMF after taking metronidazole for
bacterial vaginosis. At the time, her psychiatric
symptoms resolved within one week of restarting
MMF, and she did not require psychiatric medication
or hospitalization. Discussion: This case
demonstrates recurrence of disease activity in the
same organ system, specifically psychosis in the
setting of withdrawal of immunosuppression which
has not been previously reported based on our
review of the existing literature. Diagnosis can be
challenging as over 50% of MRIs are unremarkable
and LPs may or may not be abnormal. Implications:
The above case highlights the intricate interplay
between autoimmune and psychiatric diseases, and
the challenge in managing the psychiatric side
effects of autoimmune flares and
immunosuppression. When treated appropriately,
psychosis related to neuropsychiatric SLE resolves
entirely with few recurrences emphasizing the
importance of early diagnosis and treatment.
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Serotonergic Toxidrome Following Methylene Blue
Administration for Vasoplegia: Barriers in
Preventing Serotonin Syndrome and Review of the
Literature
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SUMMARY:



Methylene blue is a monoamine oxidase inhibitor
that is traditionally known to be used as a
procedural dye and historically used for
methemoglobinemia. More recently, its use for
patients who are in shock after cardiac procedures,
such as coronary artery bypass (CABG), has grown.
Here we present a case of methylene blue use in a
60-year-old male with a past psychiatric history of
Major Depressive Disorder and Alcohol Use Disorder,
severe (in sustained remission) who presents to the
hospital for scheduled three-vessel CABG. He had
been stable on mirtazapine 7.5 mg PO

daily, duloxetine 120 mg PO daily, and fluoxetine 80
mg PO daily. His surgical course was complex and
post-operatively he was ultimately treated with
methylene blue for vasoplegia. Following
discontinuation of all psychotropic medications, the
University of Virginia Medical Center Psychiatry
Consultation-Liaison service was consulted for
recommendations on the management of Serotonin
Syndrome and psychotropic medication
management. We discuss the background and
relevant literature to this scenario and promote
discussion for outpatient and consultation-liaison
psychiatrists for medically complex patients at
increased risk of Serotonin Syndrome.
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Sometimes the Hoofbeats Are Zebras: The Role of
Psychiatry in the Inter-Disciplinary Management of
CNS Vasculitis

Poster Presenter: Nona A. Nichols, M.D.

SUMMARY:

Background: Primary angiitis of the CNS (PACNS),
also known as CNS vasculitis, is a rare condition with
high morbidity and mortality. Due to nonspecific
presenting symptoms and lack of specific diagnostic
tests, PACNS is difficult to diagnose and requires
high clinical suspicion (Hajj-Ali & Calabrese, 2012).
We present the case of a patient with severe
agitation who was diagnosed with presumed PACNS.
While literature review of rheumatic and
neurological aspects of PACNS is fruitful, there is a
dearth of medical knowledge on the psychiatric
management of this condition. Case: Mr. X is a 30
year-old male with opiate use disorder, anxiety,
depression, and recent intentional heroin overdose
transferred from an outside psychiatric hospital for

back and abdominal pain. He was noted to have
altered mental status with head MRI revealing
vasogenic edema concerning for infection. Infectious
disease started broad-spectrum antibiotics without
response. Further imaging revealed a brain mass
with midline shift, prompting involvement of
neurology, neurosurgery, and rheumatology.
Extensive medical work-up, including two brain
biopsies, was completed. In addition to neurological
deficits, Mr. X demonstrated affective lability and
agitation throughout his hospitalization, managed by
psychiatry. During his nearly 4.5-month
hospitalization, multiple psychotropic medications
were used including quetiapine, olanzapine,
propranolol, gabapentin, clonazepam, escitalopram,
and buprenorphine-naltrexone as well as PRN
ziprasidone, haloperidol and lorazepam. High-dose
methylprednisolone resulted in decreased mass size
and improvement in mental status, leading to
presumed diagnosis of CNS vasculitis. Mr. X’s
behavior continued to improve with treatment.
Ultimately, his medications were decreased with
plans to taper further in the outpatient setting, and
he was discharged. Discussion: Studies have found
altered mental status to be common in patients
diagnosed with PACNS (Giannini et. al, 2012).
Additionally, a 2020 case series review of 585
patients found that about one-fifth of all patients
with a diagnosis of PACNS will have a psychiatric
disorder (Cristina et. al, 2020). Thus, this is an
important diagnosis for psychiatrists to be familiar
with, as delay in diagnosis can worsen outcome. This
case will review the challenges in diagnosis and
treatment of PACNS and the necessity of a
collaborative approach throughout patients’
treatment courses. Specifically, we will address
psychiatry’s role in management of agitation and
affective lability, both during the hospitalization as
well as in the outpatient setting, as part of an
integrated care system. Implications: PACNS
requires a multi-faceted and multi-disciplinary
approach for which psychiatrists can play an
important role, particularly in management of a
patient’s affective lability, co-existing psychiatric
illnesses, and aggression through various care
settings.
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Stroke, Stress, and the Incubus Phenomenon:
Understanding the Etiology of Hallucinations and
Integrated Delusions

Poster Presenter: David Botros Rizk, M.D.
Co-Author: Katrina E. Burns, M.D.

SUMMARY:

BACKGROUND: Basic neuroscience, neurology,
psychiatry and psychodynamic theory often provide
different perspectives regarding the symptoms
experienced by patients. The lack of an integrated
etiologic understanding becomes apparent when
discussing patients with certain hallucinations and
delusions. We present a case of a patient who
experienced an integrated tactile hallucination and
delusion of being sexually assaulted. We hypothesize
the phenomenon she experienced is best explained
by an integration of neurologic and psychiatric
theories relating to delusions of infestation, Charles
Bonnet syndrome, phantom limb pain, post-stroke
psychosis, and the incubus phenomenon.  CASE: A
55-year-old woman with a history of a right middle
cerebral artery cryptogenic stroke, residual left-sided
hemiplegia, post-stroke seizures, and chronic post-
stroke pain and no prior psychiatric history was
admitted for acute worsening of neuropathic pain.
During this admission, she began to feel two hands
groping her buttocks and penetrating her anus
during the day and night. Despite not being able to
see the attacker, she maintained an immutable
conviction that there was an individual physically
present. She did not exhibit signs of delirium,
seizures, or a thought disorder. Her medical workup
was unremarkable for new neurologic insults,
metabolic or drug-induced causes of these
symptoms. DISCUSSION: There are various
proposed mechanisms of hallucinatory and
delusional conditions. In Charles Bonnet syndrome,
hypotheses suggest deafferentation of neurons
cause release visual hallucinations by post-injury
afferent input restructuring, neuronal
hyperexcitability, vesicular changes in boutons, and
postsynaptic receptor modifications (Burke, 2002).
Studies show that the central nervous system,
peripheral nervous system, and psychological factors
all play an active role in the mechanism of sensation
of phantom limb pain (Luo, 2016). Delusions of
infestation, one of the most prominent tactile
hallucinations with concordant delusion, occur both

as post-stroke sequelae and as primary psychiatric
disorders (Nagaratnam, 2000). For centuries,
stereotyped cases of the incubus phenomenon, a
delusion in which one is being sexually approached
by an unseen being, have occurred stemming purely
from psychiatric and culturally based etiologies
(Molendijk, 2017; Grover, 2018). CONCLUSION: By
describing hypotheses surrounding syndromes of
hallucinations and delusions, we hope to advocate
for a more integrated approach when evaluating
patients experiencing these phenomena. Systematic
clinical reporting of such cases may facilitate an
understanding of the variety of ways in which these
occurrences may be conceptualized.
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Surviving Covid-19 but Believing You Are Dead:
Cotard’s Syndrome as a Neuropsychiatric Sequela
of Covid-19

Poster Presenter: Anne Louise Stewart, M.D.
Co-Author: Diana M. Robinson, M.D.

SUMMARY:

Cotard’s Syndrome is a rare constellation of
symptoms including anxious melancholia, suicidal
behavior and thoughts, analgesia, delusions of
nonexistence, and delusions of immortality (1). It has
been reported in severe neuropsychiatric illnesses
(2). It has been described explicitly in the context of
delirium in one case report (3) but not in the context
of delirium related to SARS-CoV-2 (COVID-19)
infection illustrated in the following case. Ms. Gis a
52-year-old female with no past psychiatric history
and a past medical history of type 2 diabetes,
obstructive sleep apnea, congestive heart failure,
obesity, and discharge from the hospital five days
prior for COVID-19 pneumonia who presented to the
emergency department with acute on chronic
respiratory failure and thoughts that her son was
dead. Initial psychiatric exam was consistent with
delirium with distressing thoughts her son was dead.
She required haloperidol for severe agitation and
hallucinations in the context of delirium. On hospital
day six, she endorsed thinking her son was dead and
she was dead. The Mini-Mental State Exam (MMSE)
was 16/30. On hospital day seven, she believed her
hand was dead and “black” because too much blood
had been removed. MMSE was now 28/30.
Neurologic exam was non focal and symmetric. CT



head without contrast showed chronic
encephalomalacia of the left superior frontal gyrus.
Haloperidol was tapered and discontinued on
hospital day nine, and Ms. G was discharged home
on hospital day ten with resolution of symptoms.
This is a patient with no past psychiatric history and
no focal neurologic findings, presenting with
Cotard’s Syndrome in the context of delirium and
recent COVID-19 infection. This suggests the need
for broader psychiatric screening during the COVID-
19 pandemic to include this rare delusion and
potential screening for COVID-19 infection in
patients presenting with disturbing delusions of
negation. In addition to this being a novel
neuropsychiatric sequelae due to a novel virus, this
poster will also review the literature on Cotard’s
syndrome and on other neuropsychiatric sequelae of
COVID-19.
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Syndrome of Irreversible Lithium-Effectuated
Neurotoxicity—Mostly SILENT Since 2005: A Case
Study

Poster Presenter: Joe Shortall

Co-Author: Sree Latha Jadapalle, M.D.

SUMMARY:

Introduction: Lithium has been a mainstay of
treatment in the psychiatrist’s therapeutic arsenal
since 1970. Its toxicity often manifests in neurologic
deficits that typically improve after medication
removal by hemodialysis. In rare cases, patients may
encounter residual neurologic symptoms that persist
for 2 months beyond the completion of dialysis—this
qualifies them for the diagnosis of the Syndrome of
Irreversible Lithium-Effectuated Neurotoxicity.
(SILENT) Since the seminal meta-analysis of 90
patients with SILENT by Adityanjee in 2005, only 10
additional cases have been identified in the medical
literature. Methods: We will be describing a
relatively rare case of lithium induced
neurocognitive complications called SILENT
syndrome. We will review and discuss the current
available literature on SILENT syndrome and outline
important advances in the understanding and
treatment of this condition. Results: A 54-year-old
female with depression presented with stupor and
seizures after an overdose on lithium culminated in a
plasma drug level of 3.85 mEq/L. She had a hospital

course of 21 days with significant neurocognitive
decline. She had hemodialysis normalizing her
lithium levels but continued to experience ataxia,
dysarthria, and cognitive impairment for more than
2 months after dialysis. Discussion: In comparison
with previous case reports, our patient experienced
the most common residual symptoms of SILENT,
including cerebellar signs and dysarthria, though she
also experienced the rarer sequelae of confusion.
These symptoms left her debilitated. Neuroimaging
studies completed since 2005 implicate cerebellar
demyelination in SILENT and have shown 40%
improvement in these changes after intensive
physiotherapy. Conclusion: Our case presents a
diagnostically challenging scenario for Consultation-
Liaison psychiatrists and we recommend to think
broadly of the differential diagnosis in patients
presenting with neurocognitive problems after
lithium toxicity. SILENT is a rare presentation of a
relatively common medication toxicity; recent
technologic advances suggest cerebellar
demyelination as the cause and promote physical
therapy as the standard of care for this condition.
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Telecourt: A Safer, Efficient and Cost Effective
Option to Conducting Involuntary Commitment
Hearings for Inpatient Mental Health Patients
Poster Presenter: Jason P. Lee, M.D.

Co-Author: Saba Syed, M.D.

SUMMARY:

As the medical field incorporates telecare services to
improve the healthcare delivery system, there is an
increased need for the court system to also
technologically evolve and embrace telecourt
services, particularly the involuntary commitment
hearings for mental health patients. The utilization
of telecourt for involuntary commitment hearings
offers several benefits over a traditional court
setting, including decreased risk of patient
elopement, improved safety for the patient and staff
accompanying the patient to the court house,
improved participation by the patients in their court
hearing, more efficient as far as use of time, and
decreased cost. With our case example, we highlight
how the traditional court system can sometimes
hinder patient care and result in severe
consequences. We report on a case of a patient with



chronic Schizophrenia and psychogenic polydipsia
resulting in recurrent episodes of severe
hyponatremia. The patient’s ongoing psychosis and
behavioral dysregulation led to his repeated absence
at a scheduled conservatorship hearing in court and
dismissal of the case by the judicial system. As a
result, the patient had to be discharged from the
mental health unit, which subsequently lead to a
near fatal suicide attempt. We propose utilization of
telecourt as a viable option for improving access to
care and bridging the systemic issues that can occur
between the court system and inpatient psychiatric
services.
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Thalamic Strokes Resulting in Psychosis: A Case
Series and Review of Literature

Poster Presenter: Nona A. Nichols, M.D.

Co-Authors: Lukas Vilella, B.S., Alexi Rae Webb, M.D.,
M.P.H., Sahil Munjal, M.D.

SUMMARY:

Introduction: Post-stroke psychosis continues to be
considered relatively rare despite nearly 5% of post
stroke patients experiencing delusions or
hallucinations with minimal insight (Stangeland et.
al, 2018). Literature indicates that the most
commonly affected regions of the brain tend to be
the frontal, temporal, and parietal regions as well as
the caudate nucleus (Stangeland et. al, 2018). Here,
we present two cases of thalamic strokes resulting in
psychotic presentations and discuss management of
post-stroke psychosis. Case 1: Mr. N, a 65-year-old
male with no prior psychiatric history and no
pertinent medical history, presented to the hospital
after being found barefoot in the woods. He
demonstrated paranoia, delusions, and bizarre
behavior prompting a psychiatric consult. On
assessment, he displayed severe disorganization of
thought, continued paranoia, and hyper-religiosity.
Collateral indicated 6 months of personality changes,
increasing thought disorganization, and memory
problems, which had worsened over the past week
to the extent that Mr. N was no longer making
sense. His MRl revealed an acute right thalamic
infarct. Other labs and LP were negative. Mr. N
started risperidone 0.5mg gAM and 1mg ghs with
great improvement by his follow-up appointment
one month after discharge. Case 2: Ms. S, a 61-year-

old female with no prior psychiatric history and a
medical history notable for IDDM, chronic back pain,
and orthostatic hypotension, presented to the ED
with complaints of low blood pressure, weakness,
and recent falls. CT head was concerning for a left
thalamic stroke, which MRI confirmed. On the
neurology service, she developed tactile
hallucinations, prompting a psychiatric consult. On
exam, she was fully organized and oriented, with
exam notable for tactile hallucinations causing
significant distress. Her insight improved on
olanzapine 7.5mg ghs, clonazepam 0.5mg BID PRN,
and duloxetine 90mg gAM, and she was discharged
home. At her one-month follow-up appointment,
she noted continued visual hallucinations and tactile
hallucinations necessitating an increase in her
olanzapine. Discussion: Given the rarity of post-
stroke psychosis, many questions about treatment
and course of illness remain (Hackett et. al, 2014).
We present two patients with thalamic strokes, one
with a left-sided lesion, and the other with a lesion in
the right. Interestingly, prior literature has indicated
that right hemisphere damage tends to be more
associated with post-stroke psychosis (Joyce, 2018).
We will review the literature regarding post-stroke
psychosis and discuss the course of treatment and
illness for the two patients above, which we are
currently following in our clinic, offering suggestions
for psychiatrists with similar patients. Implications:
Psychiatrists should consider post-stroke psychosis
as a possible cause of new onset psychosis in older
patients with no prior psychiatric history, atypical
psychiatric symptoms, or accompanying neurological
signs.
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The Cold Hard Facts: Remembering Hypothermia as
a Side Effect of Antipsychotics

Poster Presenter: Emmalee A. Boyle, M.D.
Co-Author: Cristina Montalvo, M.D.

SUMMARY:

Background Hypothermia is an often-forgotten
adverse effect of antipsychotics associated with
severe morbidity and mortality. This case highlights a
patient who developed hypothermia after initiation
of olanzapine. Case Report 73-year-old male with
schizoaffective disorder, hypertension,
hyperlipidemia presented to the Emergency



Department (ED) from his nursing home (NH) after
testing positive for COVID-19 with altered mental
status (AMS). In the ED, labs and vitals were notable
for temperature 98.4°F, pulse 104 bpm, blood
pressure 131/71, acute kidney injury with creatinine
of 2.2, sodium 153, and elevation in inflammatory
markers. He was admitted after which the
Consultation-Liaison psychiatry (CLP) service was
consulted to assess his capacity given his refusal of
aspects of his care. On exam, patient was
inattentive, disoriented, and experiencing visual
hallucinations consistent with delirium. Per
collateral, he had been psychiatrically stable on
haloperidol 2.5 mg QHS and carbamazepine 200mg
QHS. He proceeded to have several complications
including transfer to the medical intensive care unit
(MICU) and intubation. During this time, psychiatric
medications were held due to his cardiac and renal
status. As patient’s clinical status improved, CLP
initiated olanzapine 2.5mg QHS for treatment of his
psychotic disorder and to assist with ongoing poor
PO intake. Six days after initiating olanzapine,
patient subjectively reported feeling cold and was
found to have rectal temperatures between 91-92°F
and was subsequently transferred to the MICU for
rewarming. Olanzapine was discontinued without
recurrent hypothermia, and patient discharged back
to his NH. Discussion Hypothermia is an under
considered side effect of antipsychotics, yet 55% of
hypothermia reports have been found to be related
to atypical antipsychotic medications. 1 Atypical
antipsychotics are more often associated with
hypothermia than typical antipsychotics with the
highest risk following initiation or increase in dosing
2. Olanzapine is most commonly associated with
hypothermia along with haloperidol and
risperidone.2 Mechanisms behind antipsychotics and
thermoregulatory processes are thought to involve
hypothalamic neurotransmission within dopamine,
noradrenaline, and serotonin systems. 1 The
literature indicates neuroleptics with strong SHT-2
antagonism are more associated with hypothermia
than other antipsychotics, with elevation in 5-HT
levels thought to cause hyperthermic effects, and
lowering 5-HT levels thought to cause hypothermic
effects.3 Blocking alpha2-adrenergic receptors may
also cause hypothermia by inhibiting peripheral
responses to cooling such as vasoconstriction. 2
Neurotensin has also been shown to be a mediator

of hypothermia with levels increased by
antipsychotics. 3 Conclusion Psychiatrists should be
familiar with hypothermia as a potential side effect
of antipsychotics with a high clinical suspicion and
monitoring of symptoms during initiation or
titration.
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The Emotional Impact of Sickle Cell Disease
Symptoms on a 21-Year-Old African American
Female

Poster Presenter: Seyed Alireza Hosseini, M.D.
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SUMMARY:

Sickle cell disease (SCD) is a chronic and debilitating
disease that can affect almost any organ system in
the body, hence it is associated with a broad range
of complications and comorbidities that may have a
profound impact on a patients’ quality of life
through medical and mental health consequences.
Psychosocial and affective comorbidities are
prevalent in SCD and could considerably influence
disease outcomes. While management of psychiatric
symptoms is an important component of SCD
treatment, many patients with psychiatric
comorbidity remain unrecognized and untreated.
Moreover, treatment options for SCD psychosocial
sequelae are suboptimal, and evidence on their
effectiveness is limited. We report A 21-year-old
married African American female with a history of
sickle cell disease (SCD) and recurrent hospital
admissions due to vaso-occlusive crises (VOC), who
was referred to the consultation-liaison psychiatry
service for evaluation of psychiatric comorbidities
and management recommendations. She had more
than ten hospitalizations over the past three
months, and pain management during recent
admissions required parenteral hydromorphone at
escalating doses. The patient showed non-
compliance behavior and presented with symptoms
suggestive of depression. This led to the concern of
potential suboptimal management of psychiatric
sequela that may have also contributed to the pain
experiences and frequent hospitalizations. On
psychiatric assessment, the patient was
uncooperative, withdrawn, and emotionally labile.
She revealed extreme concerns about her pain and



demonstrated maladaptive emotional and
behavioral symptoms, including low mood,
irritability, catastrophizing, and anger. Personal and
family history of mental illness, history of drug
abuse, and mental status examination were not
remarkable. The diagnosis of adjustment disorder
unspecified was made, and duloxetine was initiated.
Cognitive-behavioral therapy (CBT) with
psychoeducation techniques was recommended and
discussed with the patient. The patient was
scheduled for frequent outpatient mental health
visits to build trust and establish plans of care.
However, she refused therapy and outpatient care,
therefore the efficacy of the recommended
treatment remained unclear. This case illustrates the
psychiatric consequences of sickle cell disease and
impairment of quality of life in an adult with SCD.
We discuss the relationship between somatic
complications and neuropsychiatric disorders in SCD
and highlight the importance of early identification
and management of mental health conditions as an
essential component of SCD management. We also
emphasize treatment challenges and the need for
large scale research on pharmacotherapies and
nonpharmacological interventions in treating
psychosocial comorbidities associated with SCD.
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The Man Who Forgot His Own Reflection: A Case
Report of an Adult Male With Severe Alcohol
Related Dementia

Poster Presenter: Benjamin Jon Swanson, D.O.
Co-Authors: Yaeeun Lee, M.S., Sanjay Yadav, M.D.

SUMMARY:

Background: Alcohol is one of the most popular
psychoactive substances used in the United States,
with 55.3% of adults reporting having consumed it in
the past month (1). Complications of alcohol are
diverse, including neurological complications that
may last beyond acute withdrawal. Wernicke
encephalopathy, Korsakoff syndrome, and
Marchiafava—Bignami syndrome are disorders
resulting from the deficiency of certain nutrients,
especially thiamine, and are heavily correlated with
chronic alcohol abuse (2, 3). The underlying causes
are understood to be related to damage to discrete
areas of the brain, but the presenting symptoms are
heterogeneous between patients (4). Case: A 61-

year-old Caucasian male with a history of
hypertension and chronic alcohol use presented to
the emergency department by EMS after neighbors
became concerned that the patient appeared
confused and not eating. In the past year, alcohol
misuse has affected the patient''s social and
professional life. On examination, he provided a
vague history and demonstrated no significant
neurological deficits or gait abnormalities. Patient
did not recall his most recent drink prior to
presentation and did not demonstrate signs of acute
alcohol withdrawal during his hospitalization. Repeat
interviews revealed obvious inconsistencies between
reports with no memory of previous conversations.
Laboratory testing did not reveal significant
abnormalities, and a CT scan of the brain without
contrast revealed mild to moderate patchy
hypoattenuation. While the patient was consistently
friendly with staff and able to complete daily
activities without much assistance, he became
agitated upon seeing his reflection in the mirror to
the point that nursing had to cover mirrors in the
patient’s room. The patient was treated IV thiamine
for three days with minimal improvement to his
presentation. Methods: A psychiatric evaluation was
completed and neuropsychological testing was
performed. The patient completed the WASI-II,
CVLT-Il, RCFT, D-KEFS, and MoCA. Results: The
patient demonstrates substantial retrograde and
anterograde amnesia with confabulation while
maintaining socially appropriate behavior. He
displays normative impairments across all domains,
including verbal comprehension, perceptual
reasoning, cognitive processing and flexibility, and
visual and auditory memory. Examination does not
reveal any significant symptoms of a mood disorder
per self-report, collateral, and GDS-SF. Discussion:
Memory deficits related to chronic alcohol use can
be difficult to differentiate from other causes of
dementia. This patient’s relatively preserved social
function with amnesia and constant confabulation
demonstrates a severe case of alcohol related
dementia. We discuss the patient’s differential
diagnoses and future treatments. Conclusions:
Clinicians will benefit from quickly recognizing and
differentiating signs of alcohol related dementia
from other forms of dementia and implementing
appropriate interventions.
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Thiamine Dosing and Its Role in Alcoholic Brain
Disease

Poster Presenter: Raheel A. Chaudhry, M.D.

SUMMARY:

Introduction: Prevalence of Wernicke
encephalopathy is between 0.4% and 2.8% but the
prevalence increases to 12.5 % in patients with
alcohol use disorder. Wernicke's encephalopathy is
associated with significant morbidity and mortality,
with death reported in up to 20% of patients. About
80-85% of patients who survive develop a chronic
disorder of severe memory deficits with amnesia
that include learning defects and short term memory
loss. This condition, known as Korsakoff''s psychosis,
often follows Wernicke’s encephalopathy, which
collectively is known as Wernicke-Korsakoff
Syndrome. (WKS). Wernicke encephalopathy is a
reversible, acute neuropsychiatric emergency
because of low thiamine levels. Adequate and urgent
thiamine replacement is needed to avoid death or
progression to Korsakoff syndrome with largely
irreversible brain damage. Thiamine administration
is the main treatment of Wernicke encephalopathy
but there are no universally accepted guidelines with
regard to its optimal dose, mode of administration,
frequency of administration or duration of
treatment so with the help of this case report we
present different treatment recommendation for
thiamine administration in the treatment of WKS
based on literature review. Case Report: We
describe a case of a patient who presented with
generalized weakness, fatigue, loss of appetite. On
examination, he was confused, grossly emaciated.
Central nervous system examination revealed
nystagmus. These findings were highly suspcious
with Wernicke's encephalopathy. He was started on
thiamine supplementation with which neurological
signs improved. It is important to consider Wernicke
encephalopathy in patients with chronic alcohol use,
nutritional deficiency of thiamine who develop acute
neurological symptoms. We performed a literature
review of common databases including: Cochrane,
PubMed, Embase, Clinical Key, Medline, Web of
Science. Conclusion: Through this case discussion
and review of current literature, we present
information on the possible mechanism by which
thiamine deficiency can lead to Wernicke

encephalopathy or WKS. So we alert clinicians to be
aware of signs and symptoms and provide treatment
recommendations for Wernicke's Encephalopathy.
So we present different treatment recommendation
for administering thiamine based on literature
review and we also determine the efficacy of
thiamine in preventing and treating the
manifestations of Wernicke-Korsakoff Syndrome as a
consequence of alcohol excess, nutritional deficiency
and if so in which form it should be given, at what
dose and for how long.
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Thrombocytosis From Reintroduction of Clozapine:
A Case Report

Poster Presenter: Kanida Charuworn, M.D.

SUMMARY:

Introduction: Psychiatrists have used Clozapine for
decades as the medication of choice for treatment-
resistant Schizophrenia. A well-known side effect of
agranulocytosis was reported and noted around 1%
of patients taking Clozapine, especially in the first
year of starting the medication. Other notable side
effects of Clozapine include sialorrhea, drowsiness,
hypotension, and weight gain. There were also case
reports on very rare side effects of Clozapine, such
as interstitial nephritis and pulmonary embolism. To
date, there were only five case reports on clozapine-
induced thrombocytosis. Case: The patient is a 40-
year-old African American male with a past
psychiatric history of Schizophrenia. The patient
presented to the emergency department after
jumping out from the third-floor balcony resulting in
sacral fracture and fracture of the distal tibia. The
platelet on admission was 296K. The patient was
well known to the Consultation and Liaison
psychiatry service since he has been to the hospital
in the past. He never had a diagnosis of hematologic
disorders or thrombocytosis. The patient was
prescribed with Clozapine 50 mg/day, Haloperidol
decanoate 150 mg IM monthly, and Valproic acid
2500 mg/day. However, he reported stopping all
medications three days before the incident.
Clozapine was reintroduced at 25 mg PO BID and
increased gradually. As per the Clozapine REMs
protocol, CBC was monitored weekly. We increased
Clozapine to 75 mg PO BID. At this dose, his platelet
increased from 222K to 456K in one week and to



1026K the week after. There was no other medical
explanation for the rapid increase in platelets.
Review of medications, there was no drug-drug
interaction. The consultation team decided to
decrease Clozapine to 50 mg PO BID while
monitoring daily CBC. His platelets decreased in
three days from 1026K to 953K then in the next
week to 476K. His platelet level normalized in two
weeks after we reduce the clozapine dosage.
Conclusion and Discussion: From this case report,
the patient was taking no other medications that
may have caused reactive thrombocytosis. However,
we did not have a hematology consultation to verify
the cause, since the patient’s platelet level returned
to normal after the reduction of clozapine dosage
and the patient did not experience any
complications from the increased platelet level.
Complications of unaddressed thrombocytosis can
include acute CVA, DVT and pulmonary embolism
which can be life threatening conditions. As from our
literature research, clozapine-induced
thrombocytosis is most likely to occur after the
restarting of clozapine. In most of the case reports,
thrombocytosis occurred after the patient was
reintroduced to clozapine even at lower dosage. We
would like to recommend that psychiatrists be aware
of its occurrence and to monitor expectantly.
Clozapine likely has an action on the hematopoietic
stem cells of the bone marrow and can trigger the
reaction similar to acute myeloid leukemia.
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Diagnostic Overshadowing and Barriers to Care in a
Patient With Hashimoto’s Encephalitis on the
Psychiatry Unit

Poster Presenter: Jacob A. Davidson, M.D.
Co-Author: Saba Syed, M.D.

SUMMARY:

Research indicates that patients with mental illness
diagnoses have a double-digit loss in life expectancy
compared to the general population. While there are
a variety of reasons that this might be the case, the
problem of diagnostic overshadowing should be
further examined in the healthcare setting.
Diagnostic overshadowing is the process by which
physical symptoms are misattributed to mental
health diagnoses. This can lead to delays in
diagnosis, treatment, and further complications of

underlying illness. Patients with mental illness may
refuse necessary procedures and care teams may
not have the time or the knowledge to properly
asses capacity or to obtain consent from a surrogate
decision maker. Many cases of patients presenting
with both psychiatric and medical symptoms led to a
psychiatric focus of the differential diagnosis, leading
medical teams to resist intrusive investigations to
evaluate for an organic cause of the presentation. In
this poster we will discuss the case of a 38 y/o
woman with no known psychiatric history and a
medical history of seizure disorder, well controlled
on Keppra, who was brought to the hospital for one
month of altered mental status, speaking gibberish,
with delusions, and agitated behavior. Her initial
classification as a psychiatric patient and subsequent
admission to the inpatient psychiatric unit led to a
delay in diagnosis and treatment of the cause of her
alteration in mental status, Hashimoto’s
encephalitis.
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Using a Case Example to Examine the Importance of
Evaluating and Treating Malnutrition in Inpatient
Psychiatric Patients

Poster Presenter: Michael Donath

Co-Author: Saba Syed, M.D.

SUMMARY:

There is high prevalence of malnutrition in
hospitalized patients resulting in increased
frequency of clinical complications and mortality. It
also increases the healthcare cost and hospital
length of stay and the longer the patient stays in the
hospital, the greater the risk of malnutrition
worsening. Having a psychiatric co-morbidity like
depression can further elevate the risk of
malnutrition and serious adverse outcomes including
development of Wernicke Korsakoff syndrome. The
reason for malnutrition is multi-factorial and often
cases are confounded with the question: “is the
patient malnourished because of their psychiatric
illness? Or is their poor nutritional status causing
their psychiatric symptoms?” Often, primary medical
teams focus on the need for psychotropic
medication optimization, when in reality, attention
to proper nutritional management is needed
concurrently. It is more common for dietary support
and close monitoring in patients with primary



eating-disorder pathology -- where not much has
been written about management of malnutrition
patients with depression, anxiety or psychosis
spectrum disorders. As a result, it is even more
important to screen and monitor for appropriate
nutritional intake in our vulnerable patient
populations. Using a case report example, we will
learn from an older adult man with depressive
symptoms, who presented to the hospital after
withdrawing from food for 5 weeks and losing over
20 Ibs. We will discuss some of the barriers faced in
his care and the role that our psychiatry Consultation
Liaison team played in optimizing this patient’s
psychiatric symptoms as well as his nutritional
status.
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When Ativan Isn’t Up to the Challenge: A Case
Report of Concurrent Catatonia and Delirium
Poster Presenter: Bernice N. Yau, M.D.
Co-Authors: Matthew G. Yung, M.D., Diana M.
Robinson, M.D.

SUMMARY:

A 66-year-old woman with no significant psychiatric
history and medical history of hypertension, type 2
diabetes, and a recent COVID diagnosis, presented
to an academic hospital in status epilepticus. This
occurred in the context of hyperosmolar
hyperglycemic syndrome and confirmed cocaine use.
She was initially intubated, admitted to the ICU, and
started on levetiracetam without recurrence of
seizures by EEG. Her hospital course was
complicated by bacteremia and bilateral pulmonary
emboli treated with vancomycin and
anticoagulation, respectively. After extubation, she
had waxing and waning mental status, minimal
engagement with team, and intermittent somatic
delusions of pregnancy. Initial psychiatric evaluation
revealed posturing, verbigeration, echopraxia,
negativism, and mitgehen, with a Bush Francis
Catatonia Rating Scale (BFCRS) of 28/69 and positive
CAM-ICU. Thus, the presentation was consistent
with catatonia and hypoactive delirium. The patient
failed two trials of lorazepam 1mg IV due to
sedation. Due to significant ongoing catatonic
symptoms, she was started on amantadine 100
mg/day with improvement over the next three days
with BFCRS nadir of 7. Amantadine was ultimately

tapered to 50 mg, then after stabilizing was
discharged to home on hospital day 12 with an
additional 8 days of amantadine 50 mg/day. This
case illustrates several key points regarding the
diagnosis and management of co-occurring
benzodiazepine resistant medical catatonia and
delirium. First, catatonia has a medical etiology in up
to 46% of cases (Stern, 2018), and this rate increases
with age and level of care (Oldham, 2018). Second,
though DSM-5 precludes a concurrent diagnosis of
delirium and catatonia due to a general medical
condition, these two conditions can and often co-
exist and are associated with increased morbidity
and mortality (Han, 2018; Philbrick, 1994; Wilson,
2017). In addition, patients with more catatonic
symptoms are at higher risk for developing delirium
(Wilson, 2017). While catatonia has many
overlapping features with delirium in settings of
critical illness, its early diagnosis is critical as its
management is considerably different from that of
delirium. Third, about 20-30% of cases do not
respond to treatment with benzodiazepines and
alternative treatments are available (Beach 2007;
Denysenko 2018). There is growing case series level
evidence of the use of NMDA antagonists, such as
amantadine, in the treatment of benzodiazepine
resistant catatonia through its direct glutamate
antagonism and indirect GABA and dopamine
effects. These findings are based on the hypothesis
that NMDA hyper-excitability in striato-cortical and
cortico-cortical pathways and loss of GABA-A and
dopamine in these regions may represent the
pathophysiology of benzodiazepine resistant
catatonia (Hervey, 2012). Several case series have
been published on the use of amantadine in treating
primary catatonia, however this is a unique case of
amantadine’s utility in medical catatonia.
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Worsening Hallucinations of Charles Bonnet
Syndrome in Acute Stress

Poster Presenter: Prerana Suresh Kurtkoti, M.D.
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Santos, M.D., Andrea Guerrero, M.D., Adriana Phan,
M.D.

SUMMARY:
Introduction: Charles bonnet syndrome (CBS) is
characterized by visual hallucinations with intact



cognition and insight in the absence of auditory
hallucinations or other symptoms of psychosis. It is
seen in individuals with defects in visual pathways
from anywhere between the eye to visual cortexl.
Though it's most common in the elderly, CBS is also
found in younger individuals2. The hallucinations are
classified as simple (lines or geometric shapes) and
complex (animals or people). Here we report a case
of a patient who developed CBS secondary to
bilateral cataract and diminished visual acuity. Case
report: The patient is a 76-year-old male with
multiple comorbidities, including bilateral cataract
status-post extraction with I0L placement at the age
of 17 and recent atrial flutter status post ablation
under general anesthesia. He presented to the
emergency room on the day following the procedure
with complaints of visual hallucinations. He was
brought in by EMS after he called 911 reporting
strangers at his house who were demonstrating
inappropriate behavior, pointing at him and
laughing. As per the police, no strangers were
present in the house. He also reported seeing
changing colors and random patterns on the floor
and the walls. When interviewed, he reported
having visual hallucinations for 6 years. He endorsed
seeing family members who were deceased or not
physically present in his house. He reported seeing
ants and distorted images when staring at the floor
or walls for a long time. He had good insight and was
able to differentiate hallucinations from reality. He
reported not seeking help due to the stigma
attached to a psychiatric diagnosis. Although the
hallucinations were initially non-distressing, he was
unable to tolerate them after the cardiac ablation as
they became very disturbing. He denied auditory
hallucinations. He reported one episode of
depression 20 years ago after the death of his wife.
He received psychotherapy but did not require
psychotropic medications. He has no known family
history of psychiatric disorder or substance use. The
patient’s physical examination was unremarkable,
except for notable pupil abnormalities of both eyes.
His left pupil was <1mm and the right pupil was
3mm. Both were reactive and non-circular. Visual
acuity was 20/200 RE and 20/100 LE without glasses,
improved to 20/100 RE, and 20/60 LE with glasses.
His urinalysis was suggestive of UTI. Further
investigations revealed no acute changes in CT and
CTA of the head. The differential diagnosis at this

point included delirium secondary to UTI, side
effects of anesthesia, and CBS. Discussion: CBS
symptoms are known to be under-reported due to
the fear of being diagnosed with a mental illness3,
which is seen in this case. Although they are often
non-distressing, there has been one reported case4
where the symptoms became distressing following
an acute stressor. In this case, it could be due to his
recent procedure or the UTI.
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“Stones, Bones, and Psychiatric Overtones”,
Hypercalcemia in the Setting of New Onset
Psychosis

Poster Presenter: David Jeffery Faro Il, M.D.
Co-Author: Rebekkah Brown

SUMMARY:

Mrs B. a 72 year old Caucasian woman, with a past
history of Major depressive disorder and generalized
anxiety disorder, taking aripiprazole 10mg daily, and
Lorazepam 1mg three times a day at home,
presented to the Emergency department with
worsening depression, anxiety, panic attacks,
tachycardia, chest pain and new onset of delusions.
She reported: “my body punishes me for drinking
water” and had been recently began refusing Oral
fluids, medications, or food. The patient was a poor
historian, and initially limited collateral information
from the family was available. EKG showed sinus
tachycardia, without evidence of ST changes, and
troponin testing was negative. Lab workup did find
hypokalemia to 2.8mg which was repleated in the
emergency department, and an ionized calcium level
of 1.40. She was admitted to the inpatient
psychiatric facility. Her initial differential was broad,
and included benzodiazepine withdrawal, MDD with
psychotic features, toxic metabolic encephalopathy,
Major Neurocognitive disorder, and brief psychotic
disorder. The patient was placed on 5mg
Aripiprazole and placed on a gradual lorazepam
taper. An MRI without contrast was obtained and
showed chronic ischemic changes, but no evidence
of acute changes, mass, or stroke. Further collateral
information was obtained by the patient’s husband,
who noted multiple Emergency department visits in



the region, with similar presentation over the past
three months. He additionally described her
ashaving unusual behavior at home over the past
few months, neglecting her own hygiene, repeatedly
saying she believed she was going to die, and
appearing anxious and confused. Over the course of
the next several days, the patient was noted to have
an elevated calcium level of 10.9, with an albumin of
2.9, with a corrected calcium of 11.8, well above the
normal range. Her ionized calcium was 1.54, further
increased from admission. Further workup revealed
an elevated PTH of 158, as well as a vitamin D level
within normal limits. The patient was transferred to
the medical floor for management of hypercalcemia
due to presumed primary hyperparathyroidism. A
parathyroid scan did reveal a parathyroid adenoma,
and the patient’s hypercalcemia was managed with
Zoledronic acid. The patient was later transferred
back to the psychiatric unit, where she responded
well to a combination of aripiprazole, and
Electroconvulsive therapy. In this poster, we discuss
the signs, symptoms, and diagnostic workup of
hypercalcemia, and how hypercalcemia may
contribute to psychiatric symptoms.
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A Case of Non-Allergic Peripheral Edema With
Sertraline and Fluoxetine

Poster Presenter: Hassaan Gomaa, M.D.
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Co-Author: Aditya Joshi, M.D.

SUMMARY:

Background: Selective Serotonin Reuptake Inhibitors
(SSRIs) are commonly used to treat depressive
disorders. Common side effects associated with their
use include headache, nausea, vomiting, diarrhea,
constipation, dry mouth, insomnia, restlessness, and
sexual side effects. A few cases of edema (not due to
allergic reactions) have been reported with some
SSRIs (escitalopram and paroxetine), as well as other
antidepressants (venlafaxine, mirtazapine, and
trazodone). The reported incidence of this side
effect is less than 2% in patients using sertraline and
less than 1% of patients using fluoxetine. We present
a case of a female who developed peripheral edema
with sertraline and fluoxetine. Methods: We present
a case of a female who developed peripheral edema
with sertraline and fluoxetine. Results: A 38-year-old

married Caucasian female with a medical history of
polycystic ovary syndrome and gastric bypass
surgery for obesity, and no prior psychiatric history
presented to an obstetrics outpatient clinic for a 4-
week follow up after giving birth to her second child.
The patient was diagnosed with major depressive
disorder with peripartum onset and started on
sertraline 50 mg per day. The patient noticed
swelling in her lower limbs and hands with
noticeable weight gain on the second day. Within a
week, she gained 9-10 pounds. Sertraline was
discontinued and her symptoms resolved completely
within 2 days. She was then started on fluoxetine 10
mg per day and had similar symptoms of peripheral
edema with a gradual increase in weight of about 9-
10 pounds within a week. Fluoxetine was stopped
after 1 week with subsequent resolution of
peripheral edema and weight gain. An allergic
reaction to both medications was less likely due to
absence of other signs and symptoms typically
associated with such a reaction. The patient had no
known history of renal, cardiovascular, liver,
immune, or thyroid diseases. The absence of other
changes in medication regimen around the time of
manifestation and resolution of edema suggests
correlation with sertraline and fluoxetine.
Conclusion: Peripheral edema can occur with
sertraline and fluoxetine. The mechanism for
development of this adverse effect is unclear. We
recommend assessing patients for adverse events
like peripheral edema after commencement of SSRIs
including sertraline and fluoxetine.
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Advancing the Use of Electroconvulsive Therapy in
Patients With Severe Treatment-Resistant
Depression

Poster Presenter: Rana Jawish, M.D.

SUMMARY:

Major depressive disorder (MDD) is among the most
common and debilitating psychiatric disorders and is
a leading cause of disability worldwide.
Electroconvulsive therapy (ECT) is a highly effective
treatment for patients with depression who are
medication resistant or have suboptimal responses
to pharmacological therapy. About 85% of these
patients with refractory depression improve with
ECT. Despite this remarkably high response rate, ECT



is under-utilized in many psychiatric settings due to
its stigmatized perception by patients and mental
health professionals. A study of a private insurance
claims database in the United States found that only
0.25 % of nearly one million patients with unipolar
major depression or bipolar disorder receive ECT.
There are other barriers to ECT administration such
as socioeconomic status, race, and age. ECT patients
are more likely to be of higher socioeconomic status,
white, older than 65, and receive ECT in a private
sector psychiatric facility. In this case report, we
present a patient, Mr. X, with chronic refractory
Major depressive disorder and suicidal ideation that
had a poor response to psychotherapy and multiple
medication trials including SSRIs, mood stabilizers,
and typical and atypical antipsychotics requiring
multiple hospitalizations. The patient was
successfully treated with ECT showing rapid
improvement in his symptom, including resolution of
suicidal thoughts, following six ECT sessions. Our
objectives are 1) to focus on the discrepancy in our
clinical practice between the existing guidelines for
ECT indications and the current use of ECT in our
psychiatric facilities 2) to advance ECT utilization
earlier in patients with depression rather than later
after exhausting all the psychopharmacology
algorithms, which would prolong the suffering of the
patients further jeopardize their safety, and expose
them to unnecessary medical complications due to
side effects of psychotropic medications 3) to
explore ways we can de-stigmatize the use of ECT
amongst patients and mental health professionals
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Bupropion Extended Release Overdose in a Patient
With Comorbid Medical Conditions: A Case Report
and Systematic Review

Poster Presenter: Chris Ferry

Co-Author: Karim Sedky

SUMMARY:

INTRODUCTION Bupropion (Wellbutrin) is a well-
tolerated norepinephrine—dopamine reuptake
inhibitor and a nicotinic receptor antagonist utilized
in the treatment of depression and facilitation of
smoking cessation. However, at
supratherapeutic/intoxication levels both
neurotoxicity and cardiotoxicity can occur. The
underlying pathophysiology of these sequelae is

often multifactorial and may be exacerbated by
concomitant disease states. The objective of this
case report was to describe a unique presentation of
an unintentional Bupropion overdose in a patient
with uncontrolled Grave’s disease and associated
congestive heart failure (CHF). A systematic
literature review was performed to determine if
similar cases exist and its association with Bupropion
dose and formulation. METHODS A systematic
review of the literature was conducted using the
PubMed database. Only case studies were
considered. Demographics of inclusion cases were
collected, which included (but not limited to):
Bupropion type and dose/load, concurrent
medications, corrected QT interval (QTc) QRS on
admission, and comorbid conditions. RESULTS Case
We present a case of a 34-year-old female with a
psychiatric history of bipolar Il disorder, post-
traumatic stress disorder, and attention defective
hyperactivity disorder, and a medical history notable
for Grave’s disease, congestive heart failure,
ulcerative colitis, and recent pregnancy. During
pregnancy, the patient had discontinued many of
her maintenance medications and had not yet
resumed post-partum. Shortly before presentation,
the patient had experienced a grand-mal seizure at
home following an unintentional overdose of her
boyfriend’s Bupropion XL (load: 5.1g) in an attempt
to improve her mood. QRS and QTc on admission
were of 95ms and QTc of 495ms, respectively. Free
T4 and T3 levels were markedly elevated. Her home
medications were restarted, which included
propranolol and methimazole for her Grave’s
disease, and mesalamine for her ulcerative colitis.
Additionally, both venlafaxine and lurasidone were
initiated. After the second day of medical monitor,
she became medically stable. By the fourth day she
reported improved mood and decreased anxiety and
was subsequently discharged with referral to
outpatient therapy and psychiatric services.
Literature Review Final inclusion criteria yielded 28
case report articles. All overdoses were determined
to be intentional. Mean overdose load was 9.4g. All
cases reported generalized tonic-clinic seizures.
Mean QRS and QTc intervals on admission/earliest
EKG were 110ms and 516ms, respectively. No cases
reported comorbid Grave’s disease,
hyperthyroidism, thyrotoxicosis, or congestive heart
disease. CONCLUSION In this unique presentation



of a Bupropion overdose, the patients underlying
Grave’s disease and congestive heart failure did not
appear to exacerbate or accelerate clinical course
beyond the scope of cases previously discussed in
the literature.

No. 56

Case Report and Implications: Successful IV
Ketamine for Depression in the ICU and Its Practical
Application in the Hospital Setting

Poster Presenter: Bo Hu

SUMMARY:

Introduction: While use of ketamine in depression is
growing (1,2), IV Ketamine for the hospital
psychiatrist is less explored. | present the case of a
man admitted to the ICU who was successfully and
rapidly treated with IV Ketamine. | then discuss
practical aspects of treatment such as the role of
prior beliefs and conditions under which to consider
ketamine as treatment for the hospital psychiatrist.
Case: A 60y/o missionary was admitted to the SICU
for post-Whipple care due to recently diagnosed
pancreatic cancer. He endured a complicated post-
op course. His mood was poor prior to procedure
and worsened during hospitalization. On post-op day
21, psychiatry was consulted for depression.
Patient’s mental status demonstrated a severe
neurovegetative state, including withdrawn attitude,
high speech latency, vacant eyes, and hopeless,
guilt-ridden, burdensome thought content (MADRS
44). IV Ketamine was decided as treatment due to
concerns for Gl absorption and his declining decision
making capabilities that could have led to an
extended ICU stay. Consent was obtained from
patient and wife. We infused 0.5mg/kg IV Ketamine
infusion over 40 minutes with a nursing chaperone.
On post-infusion day 1, patient noted immediate
improvements in sleep, and we noted improved
psychomotor speed along with livelier

expressions (MADRS 16). In stark contrast to days
prior, he became forthcoming about his hospital
experience and eloquently reaffirmed his life
purpose in "serving others". Wife corroborated that
patient proactively called her for the first time in
weeks and “did most of the talking”. He continued
to improve and was bridged to Venlafaxine. Five
days later, patient no longer demonstrated
symptoms of depression and was discharged in good

spirits. Two points of discussion: 1. Patient’s pre-
existing belief structure had a significant impact in
how he appraised the treatment. He was a deeply
religious Christian and had been a missionary in the
past. While he acknowledged significant
improvement, he attributed this to “the prayers of
1000 people”. He stated that the infusion experience
“was what you’re supposed to get by going to
church and praying for years”, and thus found it
“artificial”. He remained very appreciative about the
help and spoke fondly of the staff. As potential
treatments such as ketamine, psilocybin, and LSD
become more widespread, we encourage
considering the patient’s spiritual milieu prior to
administration (3). 2. For the hospital psychiatrist,
ketamine can be a powerful and practical option
especially in the following circumstances:
palliative/hospice care, indication for rapid relief,
concomitant pain, poor Gl absorption, staff and
infrastructure familiar with 1V ketamine on board
(i.e. anesthesiology-trained physician in the ICU),
appropriate discharge plan (oral bridge, outpatient
ketamine clinic). Conclusion: IV Ketamine can be a
safe, rapid, effective agent for depression in the
acute hospital setting in select cases.
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Complications of Undetected Major Depressive
Disorder in Patients Struggling With Diabetes
Mellitus Type |

Poster Presenter: Uche Ugorji, D.O.

Co-Authors: Nardin EI-Shammaa, D.O., Munaza
Khan, M.D.

SUMMARY:

Patient is a 32-year-old African-American male w/ a
history of Diabetes Mellitus II, diagnosed in 2013,
and Major Depressive Disorder, w/ multiple
admissions to the hospital for Diabetic Ketoacidosis.
From 2016-2019, patient was admitted to the
hospital 12 times for either diabetic ketoacidosis or
symptoms of hypoglycemia. Psychiatry consult
service was introduced to patient in 2018 due to
concern for suicidal ideation. Per collateral received
from patient’s mother, patient’s hospitalizations
followed episodes of avolition, isolation, poor



energy, and general failure to thrive or care for
himself. Patient was subsequently diagnosed with
Major Depressive Disorder and committed
involuntarily to an inpatient psychiatric facility. Over
the course of the next two years, patient was poorly
compliant w/ treatment recommendations from
psychiatry and, subsequently, readmitted to the
hospital, 6 additional times, for diabetic
ketoacidosis. In the same period, patient exhibited
worsening cognitive deficits, evidenced through
clinical testing and imaging. Due to worsening
cognitive functioning, it became progressively
difficult to educate patient about the importance of
treatment compliance and adherence, resulting in
worsening of both his depression and diabetes. In
this poster, we discuss the prevalence of comorbid
Diabetes Mellitus and Major Depressive Disorder
and the complications that may arise from failure to
adequately screen and treat this demographic.
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Please Don’t Take My Sunshine Away: Vitamin D,
Race and Health Implications

Poster Presenter: Lino A. Gutierrez Ill, M.D.
Co-Author: June Cai

SUMMARY:

Mr. D is a 20-year-old Hispanic male with dark
complexion and no significant past medical or
psychiatric history, who presented to the emergency
department in the winter after screening for suicidal
ideation during a routine annual physical exam. The
patient endorsed severe depressive symptoms for 4
months with a recent suicidal gesture. The patient
was working 12-hour nightshifts for 5 months and
had minimal opportunity for exposure to sunlight.
The patient enjoyed extensive outdoor activity prior
to his current job, but these activities ceased 6
months prior to his presentation. The patient
endorsed poor sleep, difficulty with concentration,
loss of interests, hopelessness, depressed mood and
chronic suicidal ideation. Psychiatric admission was
indicated and admission labs revealed a vitamin D
deficiency (VDD) (10.0 ng/ml) with a normal calcium
level. VDD and depression have a well-recognized
association but whether the deficiency leads to

depression or vice versa has yet to be delineated.
This patient presented with circumstances that
limited sun exposure with a pre-existing risk factor
for VDD, skin color. In this presentation we will
discuss criteria for Vitamin D deficiency and
insufficiency, risk factors, especially considering
minority patients, and recommendations on Vitamin
D supplementation that are both effective and safe.
It has become increasingly evident that there is a
role for the adjunctive use of vitamin D
supplementation in the treatment of depression but
the effects of this intervention can be seen
throughout the body. Vitamin D has physiologic
activity that goes beyond calcium homeostasis and
bone health and vitamin D status is shown to have
an association to all-cause mortality and suicide risk.
Additionally, Vitamin D is considered a true hormone
with an active role in immune system modulation
and the regulation of inflammation. We will discuss
the significance of Vitamin D status in minority
populations given recent findings that reveal poorer
outcomes in the current COVID pandemic and the
relationship with their mental status.
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Post Stroke Depression and Recovery: The
Imperative Need for Early Recognition and
Treatment With Antidepressants

Poster Presenter: Chloe Marie Leitch, M.D.
Co-Author: Cynthia Pristach, M.D.

SUMMARY:

Ms. B is a 47 y/o divorced female living with her two
adult children in an apartment who was referred to
the outpatient psychiatry clinic from primary care
due experiencing depressive symptomatology for
the past sixteen months since her stroke. The patient
denied previous psychiatric history prior to her first
stroke. Past medical history was significant for a
total of three strokes in the past twenty years. At the
initial visit, the patient reported feeling increasingly
sad since her most recent stroke, along with poor
sleep with early morning awakening, poor appetite,
poor energy, anhedonia, amotivation and excessive
guilt. She reported right sided weakness and right
sided visual deficits. Notably, the patient reported
hopelessness and frustration that she would never
fully recover from her stroke. The patient had always
worked a full-time job as an administrative assistant,



however, was unable to work since her most recent
stroke. The patient was started on Prozac and met
with a therapist bimonthly for supportive
psychotherapy. After seven months of treatment,
Ms. B no longer felt subjectively depressed.
However, she continued to report mild feelings of
anhedonia and was still unemployed. She had no
improvement in her right sided deficits. Therefore,
she had not returned to her premorbid functioning.
Depression occurs more frequently after stoke
compared to its prevalence in the general
population. A diagnosis of depression within three
months post stroke indicates long-term dependency
in activities of daily living. Antidepressant therapy is
the first line treatment for post stroke depression
and when treated early, patients show significantly
increased rates of survival, improved motor
functioning, improved cognitive recovery and
improved functioning in activities of daily living. As
with Ms. B, post stroke depression is frequently
overlooked, undiagnosed and untreated, which may
have contributed to her incomplete recovery.
Therefore, early recognition of post stroke
depression and treatment with antidepressants is
imperative. This poster will discuss the diagnosis and
assessment of post stroke depression, diagnostic
challenges and the benefits of antidepressant
treatment.
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Postpartum Major Depressive Disorder With
Atypical Features Presenting as Conversion
Disorder
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SUMMARY:

BACKGROUND: When diagnosing major depressive
disorder (MDD), all relevant specifiers for the
current episode should be listed, such as ‘peripartum
onset’ or ‘atypical features.” Peripartum onset refers
to MDD during pregnancy or within four weeks after
delivery, but clinically, there is an increased risk of
developing MDD the first year after delivery. With
atypical features is defined as MDD with mood
reactivity and two or more of the following:
persistent interpersonal rejection sensitivity,
increased appetite or weight, hypersomnia, or
leaden paralysis. Conversion disorder is defined as

changes in motor or sensory function with clinical
findings inconsistent with any other medical disease,
though symptoms of conversion disorder can have
considerable overlap with other medical diseases.
This makes it challenging to accurately diagnosis,
which is only confounded by the possibility of
diagnosis with a concurrent medical diagnosis.
However, the rate of misdiagnosis has decreased
since the 1950s, from 29% to 4%, which is attributed
to improved diagnostic methods and more available
neuroimaging. Here, we describe a case of MDD with
atypical features and peripartum onset presenting as
conversion disorder. CASE PRESENTATION: A 26-
year-old-female with no medical or psychiatric
history was hospitalized with eight weeks of
weakness, fatigue, and paresthesias after recently
giving birth. Two weeks after an uncomplicated
vaginal delivery, she developed right arm pain that
spread to her legs and back. A multitude of physical
symptoms appeared over the next several weeks
including transient, migratory paresthesias of her
face and extremities, diffuse arthralgias, headaches,
dyspnea, pruritis, and discoloration of her hands and
feet. Given the broad differential diagnosis, an
extensive evaluation and workup was pursued.
OB/GYN and anesthesia determined this was
unrelated to her recent epidural and delivery,
infectious and cardiorespiratory processes were
ruled out, and a comprehensive neurological and
rheumatological workup was unrevealing. Thus, the
lack of a medical explanation and inconsistent
clinical findings prompted consideration of
postpartum depression and conversion disorder.
Psychiatrically, she demonstrated ‘sadness’ with
mood reactivity, interpersonal rejection sensitivity,
and leaden paralysis which were best explained by
MDD with atypical features, not conversion disorder.
Though she declined antidepressant treatment
stating she did not believe she was ‘depressed,’ her
pain was treated with Gabapentin and outpatient
nerve conduction studies were recommended to
rule out other neurological processes. Here, we
describe a case illustrating the significance of a
thorough medical and psychiatric evaluation in
elucidating a diagnosis as well as highlighting the
importance of this to prevent a misdiagnosis of
conversion disorder.
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Psychotic Features Abated With Vitamin D Therapy
Poster Presenter: Ryan Parker, M.D.
Lead Author: David Fipps

SUMMARY:

The 12 month prevalence of MDD in the US has been
estimated to be approx. 7%. About 40% of
individuals typically enter recovery phase within 3
months of onset, and 80% enter recovery by 1 year.
Features associated with lower recovery rates:
prominent anxiety, personality disorders, symptom
severity, and psychotic features. Treatment of MDD
with psychotic features (MDDPF) typically includes
antidepressant (AD) and antipsychotic (AP)
medication. The fulminant etiology of psychosis is
not well understood, though traditional
understanding revolves around a dopaminergic
origin. This case is a novel one that demonstrates
psychotic features abated with Vitamin D (VitD)
therapy. Patient is a 49 year old married, Caucasian,
college educated, disabled veteran male with a 20-
year history of MDD and a 5 year history of auditory
hallucinations (AH) starting after multiple deaths of
family members and a job loss. Initial lab workup
(CBC, CMP, TSH, lipids, B12, folate, VitD) by his PCP
showed hypercholesterolemia and low VitD. CT head
was normal, and physical exam findings were
unremarkable. Primary thought disorder was
considered, however diagnosis of MDDPF made due
to patient’s age, unusual timing, and level of
functioning. Patient was treated with AD’s and AP’s
(he declined ECT). Depression improved with AD
optimization, and AH did not appear to have
correlation with depressive symptoms. Patient was
tried on multiple AP"s with lack of effect on AH.
When there was a change in outpatient provider,
labs were redrawn and the patient was again shown
to be VitD deficient. Patient was started on 2000
IU/day of cholecalciferol with recommended
behavioral changes (increased time outdoors and/or
obtaining a light box). At 1 month follow-up, he had
not been able to increase outdoors time and had not
bought a light box, however he had complete
resolution of AH. Recheck of VitD levels were within
normal limits. AP’s were decreased and ultimately
discontinued secondary to concern for akathisia. The
patient has now been off AP’s for over 15 months
with complete absence of psychotic features and
normal VitD levels. Most literature regarding VitD

usage in the psychiatric population has focused on
MDD. VitD deficiency is associated with an 8-14%
increase in depression, though literature findings
regarding VitD supplementation in MDD have been
mixed. Studies have also found correlation between
VitD and psychosis. While psychosis is understood to
have a dopaminergic origin, there also appears to be
a relationship between VitD and dopaminergic
functioning. Emerging data has also linked changes
in the dopaminergic system to the pathophysiology
of depression. While the etiology of psychosis and
depression are likely multifactorial, further study in
this area will allow for advances in diagnosis and
treatment. This case shows that VitD deficiency
could be a cause and/or contributing factor to
psychosis in MDD.
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Poster Presenter: Omar Elmarasi

Co-Author: Andrew J. Francis, M.D.

SUMMARY:

Introduction: We present a case of Major Depressive
Disorder (MDD) presenting with symptoms of
cognitive impairment that showed dramatic
improvement after receiving ECT treatment.
Methodology: A brief summary of a case report.
Results: An 81-year-old female with psychiatric
history of MDD and generalized anxiety disorder
presented with severe anxiety and behavioral
changes. Six months prior, she displayed rapid
decline in cognition, with escalation of anxiety,
sadness, rumination, social withdrawal, and
suspiciousness towards her family. Cognitive
symptoms included inattention, delayed answers,
repetitive questions, indecision and short-term
memory deficits. She received multiple
antidepressant trials with temporary improvement,
followed by rapid decline in cognition and mood. She
was clinically diagnosed with prion disease, had work
up done for it, and sent to hospice while awaiting
results. Testing was negative and the patient
returned home. On referral the differential diagnosis
was major neurocognitive disorder vs MDD. Multiple
medication trials including sertraline, lorazepam,
guetiapine and trazodone produced minimal
improvement. We eventually favored MDD as more



likely and patient was considered for ECT treatment.

A court order was obtained for ECT and patient was
started on bilateral ECT treatment initially, which
was changed to unilateral treatment after the
second ECT. She showed marked improvement for
both mood and cognition, with decline of cognition
prior to the 4th treatment that improved
significantly after spacing out ECT treatment. She
continued for 3 weeks on outpatient ECT with no
depressive or cognitive symptoms. Conclusion: The
differentiation between primary dementia and the
reversible dementia of a mood disorder remains a
clinical challenge. We encourage that in patients
with suspected dementia, the possibility of mood
disorder with a reversible dementia should be
considered especially with patients with history of
mood disorders, and extensive treatment measures
should be done.
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Somatic Preoccupation in a First Presentation of
Depression in Ethnic Minority

Poster Presenter: Jeffrey McBride, M.D.
Co-Authors: Stefanie Cavalcanti, M.D., Tori Waters,
Madeline E. Gabe, M.D., Amanda Leigh Helminiak,
M.D.

SUMMARY:

Mrs. V., a 41-year-old Hispanic female with no
known past psychiatric history presents as a
voluntary admission to an inpatient psychiatric
hospital with complaints of five months worsening
depression and somatic complaints. The patient
emigrated from El Salvador 20-years prior to
presentation and had been managing well until her
recent decline. The patient has numerous new life-
circumstance stressors including losing her job,
marital relationship difficulties, new diagnosis of
diabetes mellitus, and the current SARS-CoV-2
pandemic. After her diagnosis of diabetes, she lost
more than 50-pounds of weight due to increased
anxiety and paralyzing fear when she is in situations
revolving food and meals. On the second day of
admission, the patient complained of new back pain
and was fixated on discharge to a separate medical
hospital for treatment of what she believed was a
kidney infection. Labs and physical exam at the
psychiatric facility were not indicative of a kidney
infection, yet the patient remained resolute on her

need for kidney infection treatment. The patient
denies all thoughts of suicidal ideation and was
discharged from the inpatient psychiatric hospital.
She went to a neighboring emergency department
(ED) where complete medical workup including
imaging, serum labs, and urine labs did not uncover
a kidney infection nor any other acute abnormality
that would be causing her new pains. She again
returned to the psychiatric facility the same week as
a voluntary admission for continuation of her
treatment for depression. During the second
inpatient admission, her preoccupation with somatic
symptoms became more manageable as her other
depressive symptoms resolved with medication and
therapy. She continued to have increased anxiety
about specific illnesses including her diabetes, but
her eating habits improved in conjunction with
improvement of her other depressive symptoms.
This case study emphasizes the importance to
recognize the increased prevalence of somatic
complaints in non-Caucasian populations. These
symptoms can also present barriers to successful
treatments if the patient feels these concerns are
being ignored. If indicated, a complete medical
workup of the somatic complaints is important to
rule out comorbid disorders and would be necessary
in solidifying the doctor-patient therapeutic
relationship. For this poster, we explore this
individual patient’s medical workup for addressing
her somatic concerns. We also examine the common
challenges and barriers that the presence of somatic
complaints presents as well as effective techniques
to addressing these difficulties.
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Suicidality and the Covid-19 Pandemic

Poster Presenter: Stanley O. Nkemjika, M.D., M.P.H.
Co-Authors: Kenneth Oforeh, M.D., Chiedozie
Ojimba, M.D., Susmita Khadka, M.D.

SUMMARY:

Introduction: Multiple studies suggest that major
disease outbreaks, like SARS-Cov-1 in China (2003)
and Ebola outbreak in West Africa (2013) have had
adverse effects on Mental Health. Based on the
literature, fear, stress, anxiety, sadness, and
depression have been reported as negative clinical
manifestations of mental health illnesses.
Additionally, economic slowdown leading to job loss,



social isolation, misinformation and uncertainty of
the disease has been attributed to outbreaks. So far,
COVID-19 pandemic is not an exception as similar
negative consequences have been described in the
literature. The long term quarantine effects on
mental health in metropolitan cities such as NYC, in
the context of COVID-19 pandemic-related
suicidality in patients with no prior psychiatric
history, is yet to be explored. Hence, we present a
case report of a young female with a sudden history
of suicidal attempt on first psychiatric presentation.
Case Summary: We present a case of a 23-year-old
African American female domiciled in a small
residential space without a prior history of mental
illness who presented in our ED with a suicidal
attempt. Upon evaluation, she reported her usual
state of health until one day before presentation
when she started feeling overwhelmed and overrun
by life and being frustrated with coronavirus
quarantine and swallowed 20 pills of Janumet
(Sitagliptin/ Metformin). Mother reported the
patient was doing well in school and receiving good
grades. No previous suicidal attempt was reported.
The patient never had psychiatric encounters either
in any hospital or clinic in the past. Mother denied
any history of childhood trauma, complication in
pregnancy or childbirth, and no mental illness was
reported in the family. Discussion This case supports
and adds to the evidence in literature with regards
to pandemic related suicidality presentation in a
patient with no past psychiatry history. While
suicidality is a common feature of depression and
other mental illness, it is also important to assess
acute suicide risk in younger vulnerable individuals
without a psychiatric history in the context of
ongoing COVID 19 pandemic.
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Topiramate for Treatment of Cocaine Cravings in
Dual Diagnosis Patient

Poster Presenter: Joe Espinoza

Co-Author: Caesa Nagpal, M.D.

SUMMARY:

Background: There is an approximately 20% lifetime
risk of Major Depressive Disorder (MDD) prevalence
in the United States. At the same time, there is a 9%
lifetime risk of Substance use disorder for illicit
drugs. When combined, 32% of those with any Mood

disorder had a co-occurring Substance use disorder.
As such, the treatment of Dual diagnosed patients
would go a long way towards preventing
complications of both disorders over the lifetime.
Cocaine, with more than 5 million people in the US
alone last year, is one of the most common illicit
substances used by Americans. There are no FDA
approved medications for the treatment of Cocaine
use disorder are currently available, but evidence
has been provided to support Disulfiram and
Naltrexone for treatment. Both of these drugs,
however, have their own difficulties and it is difficult
for patients to maintain compliance. Data recently
suggested the use of Topiramate for treatment of
cravings associated with Cocaine use disorder.
Minimum data are available to support its use in a
Dual diagnosis patient. We present such a case of
use of Topiramate to help with cocaine cravings in a
dual diagnosis patient. Method (Case Report): Mr. A
is a 26-year-old Hispanic male with past psychiatric
history of Major Depressive Disorder and Post-
traumatic Stress Disorder who was transferred to an
acute inpatient psychiatric unit for depression with
suicidal ideation, auditory hallucinations and
aggression in the context of medication
noncompliance. The patient reported using mostly
cocaine and some use of ecstasy, meth, and alcohol
before admission. . He was on Naltrexone in the past
to help with cravings which was ineffective. While at
the outside facility, before admission, the patient
was started on Topiramate 25 mg PO g am and ghs
for cocaine cravings and was continued at the
inpatient psychiatric facility. He was also started on
Sertraline 50 mg PO q am for depression and
Quetiapine 100 mg P g am and 300 mg PO ghs for
psychosis and mood. After five days of
hospitalization, he denied any cravings, reported
improved mood, sleep, appetite, and denied any
auditory hallucinations and suicidal ideations at
discharge. Discussion: There is limited evidence
available to suggest that Topiramate is effective in
treating Cocaine use disorder. Of these data, there is
a significantly reduced amount of evidence
supporting its use in Dual diagnosis patients.
However, it is clear that the treatment of both
Substance use problems and primary psychiatric
iliness has better prognosis for patients. Conclusion:
Although it is not possible to draw any definitive
conclusions from a single case, this study shows that



Topiramate can be a useful treatment for patients
with dual diagnosis.
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Treatment of Tardive Syndromes With VMAT2
Inhibitors in the Presence of Comorbid Depression
in Remission

Poster Presenter: Jonathan Artz, M.D.

Co-Author: Paul Hicks

SUMMARY:

Vesicular monoamine transporter 2 (VMAT2)
inhibitors have proven to be one of the most
effective treatments for tardive dyskinesia but have
historically been associated with a risk of depressive
symptoms and/or suicidal ideation. The following
case of valbenazine use in a patient with depression
is an opportunity to discuss effective usage of
VMAT?2 inhibitors in situations where the stability of
a primary mood disorder is of concern. Our patient is
a 70-year-old Caucasian female with an extensive
history of depression and anxiety which had been
treated with venlafaxine and aripiprazole for over a
decade. She presented to our outpatient clinic due
to breakthrough symptoms of depression and
anxiety. During her evaluation she exhibited a
bilateral parkinsonian tremor of the upper
extremities which she reported had been
progressing for several years and was now causing
her significant distress. The tremor quickly resolved
after her dosage of aripiprazole was decreased and
her symptoms of anxiety and depression resolved
with an increase in her venlafaxine. Two months
after her aripiprazole was decreased, she developed
choreoathetoid movements of her hands and feet
consistent with tardive dyskinesia. Aripiprazole was
stopped immediately but the severity worsened, and
she developed additional symptoms consistent with
tardive akathisia. Her symptoms remained refractory
to multiple medication trials over the following
seven months until she was treated with
valbenazine. Her symptoms markedly improved after
two months of treatment with valbenazine, but after
nine months of remission her depression had
worsened. Her PHQ-9 score was a 9, up from a score
of 3 before starting valbenazine. A lower dose of
valbenazine was briefly trialed, but her tardive
dyskinesia and akathisia quickly worsened with a
decreased dose. Although the risk of depressive

symptoms is lower with valbenazine, this case shows
that there may still be an associated risk.
Additionally, we discuss the effective use of the
various VMAT?2 inhibitors as well as the
pharmacological differences which may be behind
their differing associated risk with development of
depressive symptoms.
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Treatment Resistant Major Depressive Disorder, a
Rare Form of 22gq11.2 Microdeletion and the
Efficacy of Ketamine Treatment

Poster Presenter: Julia Danielle Kulikowski, M.D.
Co-Authors: Lawrence Samuel Martin, M.D., Anne S.
Bassett, M.D.

SUMMARY:

This case reviews a patient with treatment resistant
major depressive disorder (MDD) that demonstrated
a robust response to ketamine infusions and a
potential relationship to an atypical deletion at the
22q11.2 locus. A 34-year-old man followed by a
clinic specialized in treatment resistant mood
disorders first presented to psychiatry at age 16
years with MDD after a suicide attempt. Psychiatric
history revealed five psychiatric admissions and
three suicide attempts requiring medical attention.
Comorbid psychiatric conditions included attention
deficit hyperactivity disorder (ADHD), social anxiety
disorder, and traits of obsessive compulsive
personality disorder. There was no lifetime history of
psychosis, mania or substance use disorders.
Medical history included irritable bowel syndrome,
obesity, vitamin B12 deficiency, borderline
hypertension and mastoiditis; MDD was present in
two first degree relatives. At age 32 years, an
atypical 22q11.2 C-D deletion was identified by
clinical genome-wide microarray after this rare copy
number variation (CNV) was found in his newborn
daughter. Treatment resistant depression was
documented by age 20 years. There were multiple
(>20) antidepressant and adjunctive medication
trials, varying in duration due to lack of response
and/or poor tolerability, despite consistent
medication compliance, engagement in care, and
family support. Best partial response was achieved
with 7 sessions of unilateral electroconvulsive
therapy (ECT) at age 23 years. However, subsequent
relapse of neurovegetative symptoms and suicidal



ideation required hospitalization; further ECT was
limited by perceived side effects. Otherwise, the
best partial response was achieved with lithium
carbonate. At age 33 years, ketamine infusions were
offered with immediate robust and sustained
response. The severity of neurovegetative symptoms
improved and suicidal ideation remitted for the 17
months of ketamine infusions (7.5 mg every 28 days)
to date. Other medications continued, including
methylphenidate, low dose quetiapine, zopiclone,
clonazepam, mirtazapine, and gabapentin, targeting
ADHD, sleep and anxiety symptoms. Ketamine, a N-
Methyl-D-Aspartate (NMDA) receptor antagonist,
has shown rapid antidepressant effects and
response in treatment resistant MDD cases, though
the likelihood of remission tends to decrease with
the number of failed antidepressant trials. The case
presented thus displays some pharmacologic
atypicality given the degree of treatment resistance
yet robust response to ketamine. The results may be
consistent with the response to clozapine for
treatment-resistant schizophrenia associated with
typical (A-D) 22q11.2 deletions. There are few
studies of rare CNVs and MDD. This case suggests
the potential utility of genome-wide microarray for
selected individuals with severe treatment resistant
depression and neurodevelopmental and/or other
suggestive features.
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Worsening Psychiatric Condition Precipitated by
Complication of Bariatric Surgery

Poster Presenter: Farah Shaikh, M.D.

SUMMARY:

Roux-en-Y gastric bypass is the most popular
bariatric method of weight-loss management.
Numerous studies have found that weight loss has a
positive effect on mental health and improves
psychosocial function however the results are mixed
in bariatric surgery patients. Bariatric surgery can
exacerbate preexisting mental disorders, especially
depression. Suicidal activity can also increase after
bariatric surgery. Potential causes include
anatomical and physiological alteration of the
digestive tract which can cause malabsorption of
nutrients and drugs especially antidepressant and
brain-gut axis dysfunction. This is a case of a 52-year-
old female who presented with worsening

depression and suicidal ideations with multiple
psychiatric hospitalizations after bariatric surgery
which was complicated by small bowel obstruction
followed by small bowel resection. The objective of
this case report is to illustrate the association
between bariatric surgery and worsening psychiatric
conditions.
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A Major Depressive Episode Complicated With a
Duodenal Ulcer Rupture

Poster Presenter: Alvaro Jorge Gonzalez Alfonzo,
M.D.

Co-Authors: Shruti Alok Tiwari, M.D., Eduardo Andres
Calagua Bedoya, M.D.

SUMMARY:

Depression has a multitude of pathogenesis,
including stress and disturbance of the
hypothalamus-pituitary axis (HPA). There has been a
correlation between depression and increased risk of
chronic diseases, including cardiovascular diseases,
stroke, and diabetes, better explained by
disturbances in metabolism, immune-inflammatory
markers, and HPA. In the gastrointestinal system,
depression was associated with irritable bowel
syndrome, ulcerative colitis, gastroesophageal reflux
disease, and dyspepsia. Given that interrelationship,
we explore the risk of peptic ulcer disease (PUD) in a
patient with depression in this case. A 66 years old
female with a history of hypertension and obesity
(BMI 33), and psychiatric history of major depressive
disorder with psychotic features (MDD) and
generalized anxiety disorder (GAD), arrived at the
emergency room with a one-week duration of chest
pain along with sadness, insomnia, decreased
appetite and behavioral changes at home, triggered
by financial stressors. After chest pain was
determined to be non-cardiac, the patient was
transferred to a psychiatric emergency room and
ultimately admitted to the inpatient unit to treat a
major depressive episode with psychosis. Hospital
course was significant for partial adherence to
treatment (Risperidone, Sertraline, and trazodone)
and suboptimal oral intake. Subsequently, her stay
was complicated by a duodenal ulcer rupture
causing an acute peritonitis that required emergent
surgical intervention with intensive care
management treatment. The correlation between



depression and the risk of PUD has been recently
studied on cross-sectional and retrospect studies.
These studies suggest that the gut and brain are
interconnected by immune and hormonal systems
that influence a reciprocal association between PUD
and depression. Each condition is independently
elevating the risk for the other. Also, depression is
frequently associated with poor diet, which directly
influences gut microbiota by prolonged esophageal
acid exposure and gastroesophageal reflux. PUD has
a high incidence in patients with depression and a
high mortality risk if complicated. This condition
should be suspected for patients presenting with
non-cardiac chest or upper abdominal pain.
Moreover, when associated with other risk factors,
including high levels of stress, chronic use of NSAIDs,
H pylori, inadequate oral intake, or alcohol use
history.
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A Rare Case of Psychosis in Balo’s Concentric
Sclerosis

Poster Presenter: Liging Zhang, M.D.
Co-Author: Richard Holbert, M.D.

SUMMARY:

Balo’s concentric sclerosis (BCS) is a rare
demyelinating disease with unknown prevalence. A
variant of Multiple Sclerosis (MS), BCS is
characterized on MRI by concentric lamella of
alternating demyelinated and myelinated tissues [1].
Symptoms include cognitive or behavioral changes,
severe headaches, hemiparesis, dysarthria and
aphasia. Attacks may proceed over weeks or months
[2]. Most cases describe a self-limiting course,
however, other cases have resulted in death or
severe disability. Immunosuppression treatment can
produce sustained remission. Only two cases of BCS
related psychosis have been described. We present a
56-year-old Caucasian female with a history of BCS
and bipolar disorder who developed psychosis
correlated to BCS treatment. She initially presented
with a well described syndrome of dyslexia,
headache and hand weakness, and was diagnosed by
MRI. She required rituximab for control of her
symptoms and was discharged on maintenance
rituximab every six months. The case was
complicated by episodic inpatient psychiatry
admissions at 6 months and 1 year following initial

diagnosis, around the time that rituximab infusion
was due. Episodic symptoms of worsening
disorientation, disorganized behavior, delusions of
grandeur, and paranoia were initially correlated with
the patient’s history of bipolar disorder. Concurrent
treatment with risperidone was trialed initially, with
further drug trials requiring multiple psychotropics
and ultimately improvement with risperidone and
lithium. Symptoms at each episode abated within
10-21 days following rituximab re-administration,
and the patient was ultimately maintained with
risperidone, lithium, and rituximab. This case
illustrates the challenge of determining the etiology
of psychosis and mania in patients with a history of
bipolar disorder and demyelinating disease. The
patient developed manias within a month of being
due for her next rituximab injections, and both
manic episodes resolved shortly after the rituximab
re-dosing, suggesting BCS-related psychosis. In each
mania, she received psychopharmacological therapy
as well, but BCS treatment re-dosing may have
contributed to symptom resolution. Only two prior
cases of psychosis have been correlated with BCS, in
which patients with history of psychosis maintained
with psychotropics were later diagnosed with BCS.
Further studies are needed to describe the
association between BCS and psychosis, which may
have treatment implications. In our case, it is
possible that more frequent immunosuppression
may have treated the mood disorder.
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A Royal Flush: A Case of Neurosyphilis in a Patient
With a History of Bipolar Disorder

Poster Presenter: Aatif Mansoor, M.D.

Co-Author: Daniel Y. Cho, M.D.

SUMMARY:

Neurosyphilis alone is a rare disease, but recognizing
it in the setting of psychiatric illness can be
challenging. This is a case of a 49-year-old male
without any significant past medical or psychiatric
history who first presented to an outlying psychiatric
hospital for delusional and manic symptoms, which
had worsened over the course of a month. He was
initially court-committed for inpatient psychiatric
treatment for these symptoms. During his inpatient
stay, he was treated with lithium and two
antipsychotics. His initial broad lab workup at the



psychiatric hospital included a positive RPR, which
was confirmed with positive treponemal antibody
test. He was treated with IV penicillin G and given
instructions to follow up at the local health
department for continued treatment. Of note, his
lithium level was checked upon initiation of the
medication and before discharge- the level was
within normal limits both times. Approximately six
months later, the patient was brought to our
facility’s emergency department with chief
complaint of angioedema- he had started an ACE
inhibitor about 1 month ago. However, it became
apparent in the emergency department that the
patient was confused and was oriented to person
only. He also was found to have an abnormal gait,
poor muscle strength, and positive Romberg
maneuver. Laboratory workup in the emergency
department revealed a lithium level of >3 mEq/L and
an initial creatinine of 4.2 mg/dL. He did have a
lumbar puncture in the emergency department,
which later was revealed to be VDRL reactive with a
titer of 1:8, thus indicating secondary to late
neurosyphilis. He was treated with IV penicillin G for
14 days. His mental status improved and the patient
was near his baseline after approximately 3 days of
treatment. His acute kidney injury and lithium
toxicity were treated with generous intravenous
fluids, and both his creatinine and lithium level
improved to within normal limits by 3 days. Although
his balance improved, his weakness remained an
issue by the time of discharge, and he was
discharged to a skilled nursing facility in stable
medical and psychiatric condition. This case
illustrates the importance of internists and
psychiatrists having a working level of expertise in
the other field. Beyond this, it demonstrates a
situation in which integrated care, specifically in an
outpatient setting, could have very likely prevented
morbidity in this patient. Lastly, for any clinician, this
case exemplifies the perils of premature closer and
highlights the importance of keep differential
diagnoses as broad as possible, especially when
treating patients with concurrent medical and
psychiatric symptoms.
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An Investigative Diagnostic Complication: PTSD
With Psychotic Features

Poster Presenter: Nakisa Kiai, M.D.

Co-Authors: Sarayu Vasan, M.D., M.P.H., Parisa
Hashemi, D.O.

SUMMARY:

Introduction Post- Traumatic Stress Disorder (PTSD)
is characterized in the Diagnostic and Statistical
Manual of Mental Disorder 5 (DSM 5) by exposure to
a traumatic event and the subsequent development
of symptoms that fall into four clusters (i.e.,
intrusions, avoidance, negative alterations in
cognition and mood, and alterations in arousal and
reactivity). According to literature, there are two
types of PTSD with psychosis - post psychotic PTSD
and PTSD with secondary psychotic features. Positive
symptoms are more frequently identified as being
connected to PTSD and childhood trauma is
recognized to have a strong connection with both
PTSD and psychosis. An important
symptomatologic process of PTSD and psychosis is
dissociation. Moreover, research has shown a high
incidence of comorbidity between PTSD and
psychosis. The lifetime prevalence of exposure to
trauma found in the United States is 40 to 80% and
the lifetime prevalence of PTSD is approximately 7%.
One study revealed 52% correlation between PTSD
and psychotic symptoms in over five thousand
people in the United States. The presence of
psychotic symptoms in patients with PTSD may
indicate a more severe form of psychopathology
with concurrent auditory and visual hallucinations as
well as delusions raising important nosological
guestions about the disorder. Case This is a case of
a 24-year-old female with significant childhood
trauma who presents with symptoms of post-
traumatic stress disorder which were complicated by
ongoing auditory and visual hallucinations who was
treated on an antidepressant as well as an
antipsychotic medications regimen. Discussion and
Conclusion It is imperative to understand and learn
more about PTSD with psychosis and to give its due
respect as the lifetime rates of comorbid psychosis
with PTSD are estimated at thirty percent, versus
less than eight percent in the general population.
With the current available information, it is difficult
to discern the incidence rate of PTSD with psychosis,
mainly because such a diagnosis is not currently
available in the DSM. This case illustrates the need
for further specifiers within the DSM-V in regards to
the diagnosis of PTSD. The DSM-V does not include a



specifier for PTSD with psychotic features which
poses challenges with treatment, communicating
diagnostic information to other clinicians, accurately
applying research that define study groups using
DSM, and accurate billing and reimbursement. We
put forth more evidence of psychosis in PTSD by
presenting a case study that highlights the
importance of identification and treatment of PTSD
with psychotic features. By doing so, we hope to
draw more attention to the subject and the need for
clearer diagnostic guidelines for this specific
subtype.
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Anti-NMDA Receptor Encephalitis: Clinician Bias,
Delay in Diagnosis, and Ultimate Outcomes
Poster Presenter: Morgan Schmidt, M.D.
Co-Authors: Vincent Chou, D.O., Amanda Ries, M.D.

SUMMARY:

Once thought to be exceedingly rare, autoimmune
encephalitis is becoming increasingly recognized due
to heightened clinician awareness. Recent advances
in diagnostic criteria as well as increasing availability
of antibody testing has led to greater recognition of
cases. However, approximately half of cases initially
present with isolated psychiatric symptoms, often
leading to delayed diagnosis, unnecessary
treatments, and less favorable outcomes. In
addition, clinician biases regarding psychiatric
patients have the potential to lead to less
comprehensive medical evaluations. Here we
compare two patients ultimately found to have anti-
NMDAR encephalitis and received treatment with
immunotherapy with vastly differing clinical
outcomes. The first patient is a 24-year-old man
who presented with acute onset of paranoia,
aggression, disorganization, and insomnia. While
awaiting admission to the psychiatric unit, he
experienced a brief unwitnessed loss of
consciousness with subsequent mild confusion. He
was admitted to the medicine floor, where a
comprehensive workup for traumatic, infectious,
and toxicological causes was negative. He was then
transferred to the psychiatric unit for further
management and was found to have memory
deficits, cognitive slowing, and confusion. EEG and
MRI of the brain were obtained and normal. Due to
high clinical suspicion, a lumbar puncture was

performed on hospital day 3 and showed elevated
opening pressure and CSF pleocytosis. He was then
treated with IV steroids and IVIG for presumed
autoimmune encephalitis. CSF samples returned
positive for NMDA-R antibody. His hospital course
was complicated by catatonia, which responded well
to benzodiazepines. Following treatment, his mental
status and cognition improved and he was
discharged on hospital day 20 to outpatient
rehabilitation. In contrast, the second patient is a
26-year-old woman who initially presented for
depression and suicidal ideation. She was admitted
to the psychiatric unit, where she developed
catatonia refractory to high-dose benzodiazepines
and four sessions of ECT. She developed persistent
tachycardia, emesis, and could no longer answer
simple questions. A lumbar puncture on hospital day
20 was positive for NMDA-R antibody. She
underwent treatment with IV steroids and IVIG with
minimal improvement and subsequently received
weekly rituximab with some improvement, although
with continued cognitive deficits. She was
discharged on hospital day 81 for residential
neurorehabilitation. Several differences between
these cases may have led to prolonged
hospitalization and recovery for the second patient.
This poster addresses the effects that delay in
diagnosis and treatment, psychotic features
confounding neurologic examination, and clinician
index of suspicion can have on patient outcomes.
We also review important aspects of autoimmune
encephalitis and why providers should have a high
index of suspicion for patients with new psychotic or
catatonic symptomes.
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Catatonia in Intellectual Disability: Case Report
Poster Presenter: Shevani Ganesh
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SUMMARY:

Catatonia is defined as “a state of apparent
unresponsiveness to external stimuli and apparent
inability to move normally in a person who is
apparently awake” (1). Catatonia can be acute and
occur in severely ill patients with underlying
psychiatric or other medical disorders (2,3).
Differential diagnosis includes: Psychiatric causes



including Mood disorders and Schizophrenia (2), as
well as medical causes such as Encephalitis (4) and
Neurotoxicity (5). The most well-known features of
catatonia include: mutism, waxy flexibility,
negativism, echolalia, echopraxia, and withdrawal
(6). As a result of the above, catatonic patients often
are limited historians, which can be complicated
when they have underlying intellectual disability and
impaired baseline functioning. In this poster, we
report a case of catatonia discovered in an
intellectually disabled patient, along with its
presentation and management (6).
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Challenges in the Diagnosis of Cerebellar Cognitive
Affective Syndrome in an Active Duty Patient Post-
Treatment of Burkett’s Lymphoma

Poster Presenter: Jerry Trotter, M.D.

Co-Authors: Huckelberry Finne, M.D., Heather
Shibley, M.D.

SUMMARY:

A 27 year old previously healthy service member was
diagnosed and underwent neurosurgery for
identification of a primary central nervous system
lymphoma of the cerebellum in 2013, with a later
diagnosis of cerebellar cognitive affective syndrome
in 2019. Immediately following the identification,
the patient underwent chemotherapy followed by
rehabilitation and subsequently returned to duty.
Given the elite nature of the patient’s training and
prior skill set, he was capable of undergoing a
combat deployment and served for nearly 5
additional years. However, his overall performance
degraded, and he exhibited poor decision making. In
2018, the patient transferred locations and during
routine medical review and evaluation, he was found
to have significant symptoms of gait and fine motor
impairment, memory and attention difficulties, and
changes in executive function. ccording to the
patient, these symptoms first started after tumor
identification, but became more pronounced over
time and in the setting of worsened stress. The
patient was referred to psychiatry given the
complicated nature of his medical history and
possibility of a concurrent stress disorder related to
his operational status, shifting to a medical
retirement. His initial presenting symptoms were
concerning for a chronic, untreated depression. Due

to his prior medical history he underwent a battery
of tests and examinations that were supportive of
the diagnosis of Cerebellar Cognitive ffective
Syndrome (CCAS), a rare condition in which damage
to the cerebellum causes changes in executive
function, language, affect, spatial cognition, and
regulation of motor movements. In this case, we will
be discussing the challenges of diagnosing and
importance of including this condition in the
differential of someone with cerebellar damage that
displays executive dysfunction.
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Chicken or the Egg? A Tale of Depression, Delusion,
and Profound Hypothyroidism

Poster Presenter: Naina Chaitanya Mangalmurti
Co-Authors: Jane Xiao Ma, M.D., Shannon Christine
Ford, M.D., Matthew T. Hunter, D.O.

SUMMARY:

Mrs. C, a 62 year old woman with no psychiatric
history presented to the ED, brought in by her
husband for a chief complaint of, “she needs help”.
Upon further interview, the patient revealed a 3 year
history of a fixed, false belief that she will
‘contaminate those around her’ through her physical
presence. This delusion prevented her from seeing
friends/family, maintaining a job, weakened her
relationship with her husband, and drove her to
wear a mask and gloves every day, including to bed
and in the shower. This fear of contamination also
prevented the patient from filling her thyroid and
blood pressure prescriptions for approximately 1
year. In the ED, her BP was 202/107. Because of her
hypertensive crisis, the patient was admitted to
Internal Medicine where she was found to be
severely hypothyroid, with a TSH of 115 and fT4 of
0.35. On physical examination she demonstrated
classic skin findings and hair loss. Because of her
fears about contamination and how the delusion had
affected her behavior, psychiatry was consulted. In
addition to her delusional belief she could cause
sickness in others, the patient disclosed feelings of
depression, anxiety, insomnia, agitation, and suicidal
ideation with a tentative plan to overdose on pills. It
is important to note that the patient experienced
thyroid dysfunction prior to the development of this
delusion; she was initially hyperthyroid 7 years ago
and underwent ablation therapy; at that time she



first began to develop anxiety about her health, and
found that her anxiety symptoms correlated with her
physical symptoms of diaphoresis, restlessness, and
palpitations. She also states that her ablation, while
improving her symptoms, made her feel as though
“something was wrong inside of me that | couldn’t
see,” which may have planted the seed for her
current delusion. Endocrinology was also consulted,
and the patient was started on 100 mcg of
Levothyroxine. She clinically improved and was able
to discharge 2 days after admission. This case
illustrates how hypothyroidism can be the great
mimicker, especially as it highlights the difficulty of
separating the symptoms of psychiatric and medical
iliness. The patient reported a modest improvement
in mood symptoms with resumption of Synthroid.
However, the delusion that she could impact the
health of those around her persisted. 4 months after
initial presentation, she had yet to return to
euthyroid status. From the psychiatric perspective,
this case presented a diagnostic challenge because
of its ability to highlight several finer points of
differentiation between DSM-5 diagnoses. The case
demonstrates how medicine and psychiatry overlap,
emphasizing the necessity of addressing both
conditions at once, regardless of whether addressing
one resolves the other. Further, this case highlights
the impairment faced by patients with a spectrum of
psychiatric disorders that prevent access to care, an
issue which is particularly germane in the time of
CoVvID.
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Diagnostic Approach for a Capacity Assessment of a
Psychiatric Patient: A Case Challenge

Poster Presenter: Zargham Abbass, M.D.

Co-Authors: Shahan Sibtain, M.D., Aminder Gill, Syed
Jafri, B.S.

SUMMARY:

Capacity is a key component of informed consent to
medical treatment. It is the ability to make one’s
own decision and in used in various contexts, such as
consent to hospitalization, to manage one’s financial
affairs, etc. Capacity is determined by one’s mental
state at the time. Patients may demonstrate
behaviors which put self or others at risk of
significant harm, be known or are suspected of
having impaired decision-making abilities or have

made choices that others believe are inconsistent
with values previously held when they were
apparently capable. Such triggers can signal the
potential need for a capacity assessment. In this
article we will examine the difference between
capacity and competence, tools that are used for
capacity assessment, and the statutory principles
that guide clinicians in assessment and decision
making process. Furthermore, we will present a case
of a 23-year-old male who ingested 70
acetaminophen tablets and refused the assessment,
diagnostic workup, treatment and wanted to leave
against medical advice. We will discuss in depth
whether the patient has the capacity to refuse the
treatment and the steps that were taken to
approach this case.

No. 80

Fantasy in Reality: A Case Series of Pseudologia
Fantastica

Poster Presenter: Khai Tran, M.D.

Lead Author: Maria Alejandra Gallo Ruiz, M.D.
Co-Author: Sana Baig

SUMMARY:

Fabrication of information is a common occurrence
in daily life. It can be both voluntary and involuntary.
It carries different names such as lying or
confabulation, most are situational and conditional.
However, there are such cases where the fabricated
stories are so intricately woven together that they
essentially form an alternate reality for the
storyteller. This specific condition is called
Pseudologia Fantastica. Many believe that this is
pathological lying, commonly seen in malingering
cases. Some see it as a form of delusion. The
phenomenon was first reported by Anton Delbrueck
in 1891. The topic itself is still controversial but
nevertheless poses difficulty for treatment in
patients that exhibit it. We present two unique cases
that would help demonstrate the distinct
presentation of Pseudologia. Case 1: a 33 year old
Caucasian female with past psychiatric history of
bipolar disorder who presented to the CPEP
(Comprehensive Psychiatric Emergency Program)
department due to disorganized and risky behaviors.
The patient was admitted for what initially
presented as persistent delusions resulting in self
destructive behaviors. During the hospital stay, she



reported a personal history that is so
disproportionally unrealistic to the observer and
such beliefs that stem from her life views that
rendered her unsafe from living independently. Case
2: a 37 year old African female with past history of
bipolar disorder who was admitted to inpatient
psychiatric service for persecutory paranoia. While in
the unit, patient gave grandiose self history with
conflicting details but was able to provide further
details to explain the discrepancies. Patient was able
to be stabilized with regimen of Depakote and
Invega. Discussion: while the foundation of
pseudologia is based on complex webs of fabricated
details but unlike delusions and pathological lying,
pseudologues often do not tell lies for external
secondary gain. The motivation for fabrication is to
tell the story itself. The proposed theory is it acts as
a defense mechanism against psychological insults.
There are 2 types of stories that are told by
pseudologues, aggressive and defensive. The
aggressive type is often told to provide inflated
sense of worth, or false accusation of others; the
defensive type serves to illicit a sense of sympathy or
to evade punishment. In both cases, they both
exhibit a phenomenon called imposture where they
claimed to know some influential figures. Treatment
plan had to be included psychological testing and
long acting injection to help suppress the severity
and preoccupation in patients
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Functional Neurologic Disorder With Nonspecific
Cognitive Deficits and Functional Global Amnesia
Poster Presenter: Francis O. Ridge, D.O.
Co-Author: Shannon Christine Ford, M.D.

SUMMARY:

In psychiatry we are often confronted with situations
where our patients do not cleanly fit into one
diagnostic category. When a patent presents with
global amnesia and neurologic causes are ruled out,
we might be led to diagnose a dissociative disorder.
How then, do we proceed, when the patient has
cognitive issues that do not fit a dissociative
paradigm, and present more like functional
neurological symptoms? These cases force us to
challenge our understanding of these diagnostic
categories and encourage us to develop an
individualized treatment plan to meet our patient’s

symptoms as they are presented, rather than the
diagnosis that most closely approximates their
presentation. We present the case of a 21 year old
male single Active Duty United States Army Private
First Class stationed overseas with no prior
psychiatric history, who presented to behavioral
health reporting global amnesia after hitting his
head during a basketball game. He reported both
complete retrograde and anterograde amnesia and
was medically evacuated to a neuropsychiatric ward
in the United States. He underwent an extensive
work up for an underlying organic cause that
included a head CT and brain MRI, lumbar puncture,
EEG, all which did not show any abnormalities. His
neuropsychological testing results showed a
performance worse than simple guessing. The
psychiatric evaluation was notable for his general
indifference to this memory loss, without concern
for his future level of functioning or how the
symptoms were impacting his life. There were other
incongruences with his presentation. One example is
the inpatient neuropsychiatric team noted that his
spontaneous movements were grossly normal until
direct examination, when they became abnormal.
Based on the lack of an identifiable organic cause
and his symptom presentation, he was diagnosed
with a functional neurological disorder even though
his symptoms were cognitive in nature. As treatment
progressed his anterograde amnesia slowly
improved with the support of psychiatry, speech
language pathology, occupational therapy, physical
therapy, and recreational therapy. His retrograde
amnesia has, so far, persisted. We will discuss our
biopsychosocial approach to developing a
differential diagnosis and the clinical reasoning that
led to a diagnosis of conversion disorder rather than
a dissociative disorder or malingering. We will
present a review of stressors which likely
precipitated and perpetuated this patient’s unique
symptomatology, and our approach to treatment
which adapts psychotherapeutic techniques for
other functional neurologic symptoms to a case
where amnesia is the primary presenting symptom.
This treatment included supportive psychotherapy
and elements of CBT which were used for other
psychiatric symptoms which emerged during
treatment. As with many cases with functional
neurologic symptomes, this case highlights the need
for multi-disciplinary treatment.
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Hydrocephalus Presenting as Catatonia in a Patient
With Down Syndrome

Poster Presenter: Lino A. Gutierrez Ill, M.D.
Co-Author: Enoch Barrios, M.D.

SUMMARY:

Mr. Cis a 20 year-old Black Jamaican-American male
with a prior history of trisomy 21 and intellectual
disability, who presented to the outpatient
psychiatry clinic with his mother after a four month
history of depressive symptoms, neurocognitive
decline and decreased independence and
functionality. The patient was previously high
functioning with a bright, sociable affect. Upon
presenting to the clinic, there was significant
concern for catatonia: mutism, negativism, stupor,
and staring. The patient was escorted to the
emergency department(ED) for further evaluation
and psychiatric assessment. The patient did not
follow commands or communicate with ED staff. He
stood nearly motionless in the exam room and
resisted physical exam. The patient was not
combative, but his size and strength led to concern
for possible aggressive behavior. Psychiatry was able
to work with the patient and his physical exam was
concerning for increased deep tendon reflexes in the
upper and lower extremities and his mental status
exam was remarkable for immobility, mutism,
staring, posturing, stereotypy, negativism. There was
uncertainty over whether his presentation was due
to a medical condition or a manifestation of a
psychiatric illness. A discussion on catatonia ensued
and a strong recommendation for a benzodiazepine
challenge, lab draw and imaging was given. Imaging
demonstrated hydrocephalus and resulting in

a neurosurgery consultation. The patient was
admitted to the neurosurgery service from the ED
for an urgent Endoscopic Third
Ventriculostomy(ETV). Although there was a
moderate response after neurosurgical intervention,
his catatonia reoccurred and following a
benzodiazepine trial, electroconvulsive therapy (ECT)
was safely used with positive effect. Had the patient
been prematurely released from the ED, there would
have been a risk of worsening catatonia and the
development of neurologic deficits. This patient had
multiple vulnerabilities to care including race, age

and history of Down syndrome with intellectual
disability. Patients with Down syndrome are at
increased risk for both behavioral disturbances and
catatonia and regression should prompt a
comprehensive work up. Increasing awareness of
catatonia and its etiologies with staff proved to have
a positive impact in the care of this patient. In this
poster we discuss disparities in health due to Down
syndrome, race and intellectual disability. We will
also discuss the components of a psychiatric and
medical workup for regression in young adult
patients with Down syndrome and effective
treatments for catatonia in this patient population.
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Identifying Catatonia in a Previously Healthy Young
Patient Acutely Hospitalized for Behavioral
Concerns

Poster Presenter: Katrina Louise Wachter, M.D.
Co-Authors: Ryan Allen Stevens, Michelle B.
Hornbaker-Park, M.D.

SUMMARY:

Ms. P, an 18-year-old Caucasian female with no
significant past psychiatric history, presented to the
emergency room with her parents for a one month
history of episodic poverty of speech, worsening
anxiety, and bizarre behavior, including reported
“freezing” when attempting to complete tasks. The
patient was struggling with completing her activities
of daily living and reported difficulty with
communication, feeling that her words were “stuck
inside” her brain. She stated that her mind would
argue with herself about what is real and what is
not. She denied hallucinations or feelings of suicide
but endorsed significant distress in not being able to
remember what it felt like to be herself. Her speech
pattern was halting during interview, and patient
was visibly distressed about not being able to fully
communicate her thoughts. The patient scored a 4
on the Bush-Francis Catatonia Rating Scale upon
admission. During her admission, she was observed
staring at the door in her room without movement.
Patient was given an Ativan challenge of 2mg oral
lorazepam with good response. Potential
rheumatological markers were also positive and are
will be followed up in an outpatient setting. The
diagnosis of catatonia can be difficult to make and is
easily mistaken for another psychiatric diagnosis.



This patient was previously high-functioning and
presented uniquely with paucity of speech and social
withdrawal, drawing concern for a primary psychotic
process rather than a major depressive disorder-
associated catatonia. Physical causes of mood and
behavior symptoms must be ruled out before a
diagnosis of catatonia can be made, and an Ativan
challenge can be helpful in clarifying the clinical
picture. In this poster, we discuss the clinical
challenges of identifying catatonia and its etiology in
real-life and the associated work-up necessary to
help make the diagnosis.

No. 84

Misdiagnosis of Schizoaffective Disorder in a
Patient With Autism Spectrum Disorder
Complicated by Clozapine-Induced Cardiomyopathy
Poster Presenter: Marshall Steele, M.D.

Co-Author: Laura Francesca Marrone, M.D.

SUMMARY:

While psychotic disorders and neurodevelopmental
disorders are considered to be distinctly different
conditions in the DSM, the two syndromes often
present with similar signs and symptoms. In
particular, there appears to be high comorbidity
between Autism Spectrum Disorder (ASD) and
schizophrenia, with one study indicating that up to
28% of ASD patients may go on to be diagnosed with
a psychotic illness. However, there is also a concern
for misdiagnosis of schizophrenia in ASD, with
numerous case reports of such being documented in
the literature. The case presented here is illustrative
of the ramifications of such a misdiagnosis with an
evolving clinical presentation. This female patient
was noted to have atypical development at 18
months of age and was diagnosed with dyspraxia
and Asperger’s disorder at age 4. At age 13, she
began to have worsening behavioral problems and
reported hearing “voices”, leading to diagnosis of
Schizoaffective Disorder and numerous trials of
antipsychotic and mood stabilizing medications. Her
symptoms were stabilized somewhat on clozapine,
but she developed morbid obesity and dilated
cardiomyopathy as a result of the medication. The
latter condition is a rare side effect of clozapine, but
very severe and potentially life threatening.
Additionally, she also developed a likely drug-
induced liver injury, which was potentially attributed

to other antipsychotics used around the same time.
After stopping clozapine, the patient’s mood and
behavior became increasingly labile and
unmanageable, leading to several prolonged
hospitalizations. Close observation and evaluation of
the patient led providers to ultimately feel her
presentation was best explained by ASD and
environmental stressors rather than a primary
psychotic disorder. She was tapered off all
antipsychotics and improved over time with
behavioral management strategies. However, it had
taken over 8 years for the diagnosis to be more
appropriately corrected and the antipsychotic
medications used in the meantime had severe
medical consequences. This poster will examine the
risks and consequences of misdiagnosis in this case
and will discuss the importance of understanding
and differentiating the overlap between
developmental and psychotic disorders.
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Neuroleptic Malignant Syndrome: A Complex and
Atypical Presentation

Poster Presenter: Manu Dhawan, M.D.
Co-Authors: Prashanth Pillai, M.D., Sachidanand R.
Peteru, M.D., Ksenia Freeman, M.D.

SUMMARY:

NMS is a rare side effect of antipsychotic
medications, with an incidence of 0.02 % (Stubner et
al., 2004). Occurring in the context of drug-induced
dopamine receptor blockade usually caused by
antipsychotic medications and antiemetic
medications. NMS may occur in the setting SGA’s use
but usually present with milder symptoms and
better outcomes (Caroff, Mann, Campbell, &
Sullivan, 2002; Mann, Caroff, Keck, & Lazarus, 2003;
Nakamura et al., 2012; Picard et al., 2008). The risk
factors for developing NMS include prior episodes,
catatonia, agitation, hypovolemia, and rapid titration
of high doses of potent dopamine blockade
drugs(Mann et al., 2003; Ware, Feller, & Hall,

2018). The cardinal symptoms of NMS are elevated
body temperatures, rigidity, tremors, autonomic
Instability, and altered levels of consciousness(Mann
et al., 2003; Ware et al., 2018). They are usually
resolving on withdrawal from dopamine blockade
medications on an average of 7-10 days(Mann et al.,
2003). We present the case of a patient who



develops NMS with residual catatonia and a
parkinsonian state, in the context of a recent stroke
and antipsychotic medications in a 69 y/o female
with a history of psychiatric illness. In our case, the
patient’s laboratory evaluations did not reveal any
acute changes, and her vitals remained stable
throughout. She presented with tremors, rigidity,
and symptoms of catatonia, with subsequent rapid
deterioration in her general condition with
confusion, immobility, fixed flexion posture, and
decreased oral intake. Our patients’ symptoms
persisted for more than a month but continue to
improve, despite the cessation of dopamine
blockade medications.

No. 86
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Psychosis and Dissociation: A Complex Case
Effectively Managed With a Multidisciplinary
Approach

Poster Presenter: Michelle Cross, D.O.
Co-Authors: Diana Nguyen, D.O., Damaso Oliva

SUMMARY:

Ms. K, a 28-year-old Latin American female with past
psychiatric history of depression/anxiety/post
traumatic stress disorder, initially presented to our
unit after a suicide attempt by cutting and overdose
on vitamins. Within the past year, she had new onset
auditory hallucinations, amnestic episodes,
dissociation, paranoia, and a delusion that she was
on a TV show and everyone she interacted with were
actors. Prior to this, she had a history of suicide
attempt by overdose and multiple psychiatric
hospitalizations. She had a long history of self-
inflicted injury by cutting, which she recently
adapted to use during her episodes of dissociation.
Initially, we believed her dissociative and psychotic
episodes were a result of a schizophrenia spectrum
disorder. As she improved we began to believe her
symptoms were a reaction to trauma and extreme
emotional stress, as can be seen in borderline
personality disorder or with PTSD. However, her
symptoms quickly returned after she was discharged
from our unit, despite her diligent practicing of new
coping skills and compliance with psychiatric
medications. However, she did admit that she

returned to her daily marijuana use after discharge.
Upon careful interview and chart review, it was
revealed that she had changed to a new drug dealer
this year, who had likely been selling her marijuana
laced with phencyclidine (PCP) without her
knowledge, at which time her new psychiatric
symptoms emerged. The multidisciplinary team
continued to collaborate to provide her care.
Through interviews, therapy and gaining the rapport
and trust of the patient, we were able to determine
that her presentation was in fact due to bipolar
disorder, currently depressed, borderline personality
disorder, and cannabis use disorder. Her effective
diagnosis and treatment were only possible by the
collaboration of a multidisciplinary team. This
consisted of a psychiatry attending and intern who
provided medication management and supportive
therapy, a PGY-2 psychiatric resident who conducted
brief and targeted cognitive behavioral therapy for
suicidality, and licensed clinical social workers and
counselors who conducted group therapy sessions
and connected her to outpatient resources and
follow ups. This case illustrates the importance of
the collaboration of a multidisciplinary team and
detailed history taking and chart review. In this
poster, we also discuss differentiating psychosis and
dissociation from chronic PCP use, bipolar disorder,
and borderline personality disorder.
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Acute Psychosis as the Sole Manifestation of
Polyglandular Autoimmune Syndrome Type Il
(Schmidt Syndrome): A Rare Case Report
Poster Presenter: Kareem Seoudy, M.D.

Lead Author: Jason C. Pickett, M.D.

Co-Author: Christopher Rowley

SUMMARY:

Polyglandular autoimmune syndrome type Il (PAS-I),
formerly known as Schmidt syndrome, is a rare
autoimmune disorder in which there is a steep drop
in the production of several essential hormones by
the glands that secrete them. PAS-Il is defined by the
combined occurrence of autoimmune adrenal
insufficiency plus autoimmune thyroid disease or
type 1 autoimmune diabetes [1]. The condition was



first described by, and eventually named after,
Martin Benno Schmidt in 1926, after he published
two cases on patients with Addison''s disease and
chronic lymphocytic thyroiditis [2]. The estimated
prevalence of PAS-Il is 1.4 to 2.0 per 100,000. [3]
Psychotic disorders caused by a known medical
disorder or substance use are called secondary
psychoses. It is often challenging to identify the
etiology of a secondary psychosis that is not caused
by substances of abuse or medications. In this case
report, we highlight a rare presentation of
polyglandular autoimmune syndrome type Il (PAS-I1),
manifesting solely as severe psychosis. A 52-year-old
Caucasian male with a past medical history of
hypothyroidism and gout and no prior psychiatric
history who presented to the emergency
department with new-onset, first-occurrence, florid
psychosis. Medical screening did not identify any
organic cause for his psychosis, and he was admitted
to the psychiatric hospital. While there, he reported
various vague complaints such as an insatiable thirst
for water, salt-cravings, nausea, leg cramps, and
lightheadedness. Further investigation revealed that
he had autoimmune adrenal insufficiency, which in
the context of also having hypothyroidism, is
consistent with a diagnosis of polyglandular
autoimmune syndrome type Il. This new information
challenged his initial diagnosis of a late-onset
primary-psychiatric diagnosis. After appropriate
treatment of his adrenal insufficiency, the patient
showed a drastic resolution of his psychotic
symptoms. This case serves as a reminder to
physicians to keep an open mind and consider
secondary causes of psychosis. Identification of an
underlying medical, toxic, or iatrogenic cause in a
patient presenting with new-onset or worsening
psychosis can be challenging. Careful history taking,
physical examination, and judicious use of medical
testing guided by the medical history can help the
clinician with the appropriate diagnosis and,
therefore, optimum intervention. PAS-1l should be
on the differentials for anyone with hypothyroidism
presenting with acute onset psychosis.
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Culturally Informed Assessment of Schizoaffective
Disorder in a Chinese Active Duty Army Impacting
Diagnosis and Treatment

Poster Presenter: James Mooney, M.D.

SUMMARY:

Cultural factors are important in the assessment and
thus diagnosis and treatment of any person. This
was especially true for a 28-year-old male native to
central China with no previous psychiatric history
and no familial psychiatric history who initially
reported what appeared to be acutely psychotic to a
major medical facility. Initial diagnosis and later
treatment were impacted by this individual’s specific
cultural background. As such a DSM V guided
cultural formulation was helpful to inform the care
of this service member. It also can prove to be
helpful as an example of why cultural formulations
to include but not limited to race, religion, education
level, cultural views on mental health, gender, sexual
identity, the political environment of the home
country, and citizenship as were prominent in this
case.
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Misdiagnosis of Schizophrenia in an African
American With Psychotic Depression: Revisiting
Racial Disparities in the Diagnosis of Psychotic
Disorders

Poster Presenter: Cecilia Nease

Co-Authors: Tamara Murphy, M.D., Mohammed
Ranavaya, Adam Schindzielorz, M.D.

SUMMARY:

While large scale epidemiologic data have
demonstrated no racial differences in the prevalence
of psychotic disorders, significantly higher rates of
schizophrenia diagnoses and related hospitalizations
are observed in African American patients compared
to those of European descent. Schizophrenia
misdiagnoses compromise the physician-patient
relationship and render patients vulnerable to social
and occupational discrimination, suicide, and
adverse outcomes associated with undiagnosed
mood disorders. Furthermore, physical complaints in
patients with existing psychiatric diagnoses are
routinely undertreated, a disparity which may be
compounded by racial biases observed in the
assessment of physical symptoms. A 55-year-old
African American male previously diagnosed with
schizophrenia was admitted to the burn unit after
attempting suicide by self-immolation. The patient
described an eight-year history of depression with



coinciding auditory hallucinations and severe
headaches. Although initial imaging was reportedly
suggestive of a lesion, his physicians did not feel that
further workup was necessary. Due to the temporal
relationship of his mood and psychotic symptoms,
his diagnosis was revised to major depressive
disorder with psychotic features and he began
treatment with an antidepressant and antipsychotic.
Repeat imaging showed evidence of previous
cerebrovascular injury as well as concern for
malignancy. Currently, his symptoms have
dramatically improved and he is undergoing further
workup to ascertain whether multiple myeloma or
other organic etiologies may have contributed to his
presentation. Racial disparities in psychotic disorder
diagnoses have been well documented in the
literature since the 1980s, however misdiagnoses in
African American patients have persisted into the
current decade. This case demonstrates the
importance of obtaining a full medical and
psychiatric history when assessing psychotic patients
across demographic groups to minimize adverse
outcomes associated with misdiagnoses and delayed
treatment.
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When Family Decisions Conflict With Standard of
Care: Case Report of a Korean Immigrant With
Schizophrenia and Medication-Resistant Catatonia
Poster Presenter: Crystal Han, M.D.

SUMMARY:

Mr. N is a 39 year old Korean-American male with a
history of schizophrenia with features of catatonia
who was admitted to the inpatient psychiatric unit
after a presumed suicide attempt. He was born in
South Korea and immigrated to the United States
with his parents at age 16. Since his early 20s, he had
been hospitalized over 20 times for suicide attempts,
severe catatonic features including mutism,
immobility resulting in inability to eat or drink, as
well as disorganized and impulsive behavior. On
admission, Mr. N was mute, with severe
psychomotor slowing requiring assistance for all his
activities of daily living, and would impulsively
expose himself and attempt to grab female staff. In
past years he had responded to high dose Ativan but
during this admission, symptoms of catatonia
persisted despite Ativan titrated up to a total of 18

mg daily. His parents were closely involved with the
patient and his medical decision-making. Mr. N and
his parents declined a trial of clozapine due to
concern regarding the required blood draws for
monitoring. Over his 5-month admission, he failed
multiple medication regimens. Many discussions
were held with his parents about the
recommendation for electroconvulsive therapy
(ECT), but his parents consistently declined due to
fear of brain damage and their belief that going to
church and avoiding medications would ultimately
improve the patient’s symptoms. They maintained
these decisions despite many attempts at
psychoeducation. Due to the severity and
persistence of symptoms, the poor response to
medications, and concern regarding the patient’s
ability to maintain his safety outside of the hospital,
court-appointed guardianship for the patient was
pursued and obtained. The patient responded well
to ECT and Mr. N was discharged to a capitation
program with supervised housing. He currently
remains functional with ECT maintenance and his
parents continue to be closely involved in his life.
ECT has been found to be one of the most effective
and rapid treatments for medication-resistant
catatonia. However, it is widely underused due to
negative perceptions and inaccurate or lack of
knowledge in patients and relatives about the
treatment. Current literature suggests that patients
and families feel poorly informed about the process
and risks of ECT, but the majority report positive
views after patients undergo ECT. There is very little
literature on East Asian attitudes about ECT. Studies
have suggested that surrogate decision makers
prioritize patient wellbeing as their top guiding
principle, but there are few studies on surrogate
decision making conflicting with standard of care in
psychiatry. In this poster, we discuss the challenges
of treatment management when family decisions
conflict with standard of care and patient safety, as
well as East Asian attitudes toward ECT through a
review of the literature.
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A Clinically Beneficial Overdose: Cessation of
Purging After Excess Ingestion of Fluoxetine
Poster Presenter: Marvin Joseph Weniger Jr., M.D.
Co-Author: Sara Beth Berner-Orcutt, D.O.



SUMMARY:

This case highlights the difference between the FDA
recommendation and the manufacturer’s
recommendation for initial dosing of fluoxetine for
bulimia nervosa. Fluoxetine is the only
antidepressant medication approved by the FDA for
treating bulimia nervosa. The FDA recommends
starting at 20mg daily and increasing by 20mg every
week or longer up to 60mg daily. However, the
manufacturer that held the original patent for
fluoxetine states that current clinical practice is to
start at 60mg daily. A 20 year-old female with Other
Specified Eating Disorder (purging without bingeing)
and Generalized Anxiety Disorder with panic attacks
presented to her outpatient psychiatrist 10 days
after she took 100mg of fluoxetine, 3.5mg
clonazepam, and one serving of alcohol to relieve a
severe panic attack. She stated she progressively
took more pills to attempt to relieve the anxiety
symptoms. She did not seek medical attention
because she was adamant it was not a suicide
attempt and she had minimal side effects. She then
had no purging behaviors for 3 weeks after the
overdose whereas, prior to the overdose, she was
purging approximately once per week. Her only
medications were fluoxetine 20mg daily and
clonazepam 0.5mg three times daily as needed for
anxiety. After the episode, fluoxetine was increased
to 40mg daily and clonazepam was discontinued.
She continued to have close outpatient follow-up to
monitor her symptoms. This case is significant
because it may demonstrate the value of higher
doses of fluoxetine for treating the purging
behaviors frequently associated with bulimia
nervosa. It is a useful teaching case to illustrate the
difference between initial dosing recommendations.
While there is insufficient evidence from this case to
show that the single, high dose of fluoxetine caused
the temporary resolution of the patient’s purging
behaviors, the case highlights the need for more
study of the efficacy of higher initial doses fluoxetine
for treating bulimia nervosa. This additional study
could then be used to support a change in the FDA
initial dosing recommendation. The views
expressed in this abstract are those of the authors
and do not necessarily reflect the official policy or
position of the Department of the Navy, Department
of Defense, or the United States Government. | am a
military service member. This work was prepared as

part of my official duties. Title 17 U.S.C. 105 provides
that “Copyright protection under this title is not
available for any work of the United States
Government.” Title 17 U.S.C. 101 defines a United
States Government work as a work prepared by a
military service member or employee of the United
States Government as part of that person’s official
duties.
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Case Report of Anorexia Nervosa in a Active Duty
United States Navy Lieutenant

Poster Presenter: Jason Garton, D.O.

SUMMARY:

Disordered eating comprises a varied spectrum of
psychologically driven behaviors which have
classically proven difficult to treat. Scarce is the
literature with regards to prevalence in the active
duty population let alone the population in the
United States service academies. Presented is a case
of Anorexia Nervosa diagnosed in an active duty
Navy Lieutenant and graduate of the United States
Naval Academy. Discussed are features of this
notoriously difficult to treat illness as well as
attention to the prevalence in the general military
female population. Lastly, consideration paid to the
potential contribution to disordered eating inherent
in military life.

No. 95

Case Report of Purging in a Senior Enlisted Sailor on
Active Duty

Poster Presenter: Jason Garton, D.O.

SUMMARY:

Eating disorders have been classically associated
with the adolescent, high achieving female
population. Far less has been observed or discussed
in the literature about occurrence in the male
population and even less in the active duty
population. With potentially lethal consequences,
the eating disorders are a notoriously secretive
grouping of behaviors and thought processes which
have proven difficult to effectively treat. Presented
here is the case report of an active duty senior
enlisted Sailor who came to the attention of
outpatient psychiatry after a visit to the dentist and



is care while a patient in the resident psychiatric
clinic.
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Impact of the Covid-19 Pandemic in Patients With
Anorexia Nervosa: Challenges in Treatment

Poster Presenter: Sridivya Chavali, M.B.B.S.
Co-Authors: Divya Khosla, M.D., Laura Planche, M.D.,
Sagarika Ray, M.D.

SUMMARY:

Anorexia nervosa is an eating disorder characterized
by an abnormally low body weight, an intense fear
of gaining weight, and a distorted perception of
weight gain. A combination of biological,
psychological, environmental abnormalities
contribute to the development of this illness. There
are significant associations with psychiatric
comorbidities including depression, anxiety,
personality traits, and medical complications
including fatigue, refeeding syndrome, electrolyte
imbalances, cardiac abnormalities, anemia, bone
loss, muscle loss, and menstrual irregularities. It is
also important to recognize the profound parental
caregiver burden, which impacts goals of care. The
COVID-19 pandemic has greatly increased
environmental stress leading to increased risk for de-
compensation in the psychiatrically vulnerable
population. Not much is known about how a
pandemic can impact individuals suffering from
eating disorder. We aim to present two patient
scenarios from New York, the U.S. epicenter of the
coronavirus, with a prior diagnosis of anorexia
nervosa, both presenting with worsening of their
iliness following the onset of the pandemic. In this
poster we present two patients with a diagnosis of
anorexia nervosa, a 16 years old female in an
inpatient setting and an 18 years old female in an
outpatient setting, both reportedly were making
gains in treatment prior to the pandemic, but both
began to rapidly decompensate as the global
pandemic emerged. Like many adolescents across
the nation, both of these patients were forced to
deal with sudden changes to their social life and
daily routine, the inability to access proper
education, adjusting to remote learning, worsening
anxiety related to social isolation, and worsening
fears around insecurity with food. In addition to
these factors, our 16 years old client also struggled

with a chaotic home environment. These challenges
ultimately exacerbated feelings of sadness, despair,
anxiety, and stress in the already vulnerable patients
dealing with a chronic psychiatric disorder such as
anorexia nervosa. A collaborative multidisciplinary
approach with the patients and their families was
the key to design a safe treatment plan for both the
patients, despite the challenges associated with the
new norm of social distancing and remote treatment
options. This poster intends to look into the impact
that a pandemic can create for an eating disorder
client. We also want to highlight the need for a
critical balance of medical and psychiatric
interventions along with careful navigation of the
hurdles in disposition to aid in the management of
severe, debilitating psychiatric disorder like anorexia
nervosa, despite the complications associated with
the ongoing global pandemic.

No. 97
WITHDRAWN

No. 98

“The World Will End and No One Can Save Us”: A
Case Series of Coronavirus Related Exacerbation of
Psychosis During the COVID Pandemic

Poster Presenter: Samuel J. Rothman, M.D.
Co-Author: Eric Garrels, M.D.

SUMMARY:

Introduction: COVID-19 (Corona Virus Disease-19)
was first noted in the Wuhan, Hubei Province area of
China in December 2019 and has since become a
global pandemic. The virus has affected humanity in
all facets of society including healthcare, economics
and politics. COVID-19 is well known for its
devastating physical syndrome, responsible for over
170,000 deaths in the United States as of August 15,
2020 alone. However, a lesser discussed area of
healthcare which has been deeply afflicted is Mental
Health. While social distancing and home isolation
measures have been shown to greatly reduce the
physical spread of COVID-19, the sharp decline in
socialization and interaction may play and enormous
role in the onset of psychiatric illness and potential
outcomes in Mental Health patients. In addition,
further burden may be identified in the fallout of the
virus as society aims to resume normal operations,
the results of which could place immeasurable strain



on both the inpatient and outpatient settings. Case
Series: The authors will present a series of three
cases whose acute exacerbations of psychiatric
illness can be directly correlated with the multi-
faceted disruption of everyday life caused by the
coronavirus pandemic. Informed consent for
publication was obtained from the patients prior to
their discharge. The first case exemplifies how
means to control spread through social distancing
and self-isolation can lead to a devastating
psychiatric presentation, in this case: first-break
psychosis. The second, showcases how individuals
with well-controlled psychiatric conditions are
vulnerable to serious decompensation under the
stressors of this pandemic. In the final case, we
demonstrate how severe stressors, such as COVID-
19, can be the central theme of psychiatric
symptoms, in the context of missing outpatient
visits. Conclusion: Past studies on other pandemics
and traumatic events such as SARS, MERS, H1N1,
and 9/11 have shown similar patterns in
exacerbations of psychiatric decompensation. These
studies may encourage the use of methodologies
used in those events to provide guidance for
behavioral health workers today. The pandemic has
had a widespread impact on mental health in the
community: from rising anxiety and depression, to
exacerbation of paranoia, to missed appointment
leading to decompensation and readmission. This
calls for brainstorming and developing emergency
preparedness plans in both inpatient and outpatient
settings and utilize this knowledge in the future in
order to ensure an equitable access to care during
similar situations.

No. 99

Parkinsonism-Hyperpyrexia Syndrome: A
Differential to Consider in Psychiatric
Dysautonomias

Poster Presenter: Michael Vincent Pinter, M.D.
Co-Authors: Luke David Piper, M.D., Ahmad Hameed,
M.D.

SUMMARY:

Case Presentation: A 62-year-old male with a history
of Parkinson Disease (maintained on
Carbidopa/Levodopa and deep brain stimulation)
presented to the hospital emergency department
with complaints of fever, abdominal pain and altered

mental status. Initial examination revealed
significant encephalopathy and unstable vital signs
with a temperature of 38.3C, respiratory rate of 22,
and blood pressure of 147/88. Initial labs showed a
normal WBC, CT imaging showed no acute
intracranial abnormalities abnormalities, LP was
unremarkable, and EEG demonstrated bi-
hemispheric dysfunction with background slowing
but no epileptiform discharges. Physical examination
yielded diffuse muscular rigidity in all extremities.
History supplemented by the patient’s daughter
revealed that his Parkinson disease had been
managed through Carbidopa/Levodopa 25/100 mg
every 3 hours, and bilateral deep-brain stimulation
(DBS) targeting the subthalamic nuclei. He had a
similar presentation to an outside hospital three
weeks prior, where he was treated with empiric
antibiotics for a suspected infection, even though no
definitive etiology was found. Further history
revealed that the patient had become non-compliant
with his Carbidopa/Levodopa approximately five
weeks prior to that presentation because of
worsening visual hallucinations and agitation.
Initially, reintroduction of Carbidopa/Levodopa
alone did not appreciably improve symptoms.
However, interrogation of his DBS device revealed
that his intermittent pulse generator was defective,
and the DBS technician estimated that the DBS
began malfunctioning approximately around the
same time of the patient’s initial presentation to the
outside hospital. Ultimately, he was treated with the
restarting of his DBS and increasing his
Carbidopa/Levodopa to 50/200 mg orally four times
per day to which he demonstrated significant
improvements with his vital signs, mental status, and
muscular rigidity. Discussion: This case describes a
presentation with clinical features quite similar to
the neuroleptic malignant syndrome, despite the
patient not being treated with neuroleptic
medication. Functionally, the patient’s dopaminergic
tone may have been significantly altered by the
combination of a deactivated DBS device and
cessation of Carbidopa/Levodopa, producing a
neurochemical state of acutely reduced dopamine
neurotransmission, similar to that seenin a
medication-induced neuroleptic malignant
syndrome. While the patient’s refusal of
Carbidopa/Levodopa was more immediately
apparent as a potential precipitant to his



presentation, his minimal improvement after being
resumed on this medication suggests that the
deactivation of his DBS device played a more central
role in his clinical deterioration. Providers should be
aware of the potential for NMS-like presentations —
even in patients not receiving neuroleptics — should
other factors be in place that may acutely diminish
dopaminergic tone.

No. 100

Older Adult IDD Patients — Who Will Manage Their
Care When They Lose Their Primary Caregiver
Poster Presenter: Hira Ayub Silat, M.D.

Co-Author: Marla Frances Wald, M.D.

SUMMARY:

Parents of children with intellectual developmental
disorders (IDD) are a very important source of
support for their children throughout their lives.
(Seltzer et al, 2011.) As these patients get older, and
they lose their parents, they either learn to live
independently or have their care transferred to a
relative or the state. This poster discusses two cases
which illustrate the current gaps in advanced care
planning for IDD patients and the unique needs of
this vulnerable population. Findings from the
literature are discussed. Advanced care planning for
older adults with IDD should be a routine practice,
done in collaboration with primary care provider,
patient, and family. Parents should consider
identifying their successor as substitute decision
maker if needed. (Lougheed 2019). Often, this could
be the patient’s siblings, though siblings require
additional support and counseling. (Leanne, 2019).
Advanced care planning will enable a smoother
transition for the patient, preserve their wishes and
minimize medical errors.

No. 101

“This Is a Prison!”: Trauma From Involuntary
Hospitalization and the Impact on Management of
Mental lliness

Poster Presenter: Aditya Sareen, M.D.

Co-Authors: Abhishek Wadhwa, M.D., Catherine
Soeung, M.D., Panagiota Korenis, M.D.

SUMMARY:
Article 12 of the UN Convention on the Rights of
Persons with Disabilities (2014) says, “Equal

recognition before the law, and specifies that forced
treatment, among other discriminatory practices
must be abolished in order to ensure that full legal
capacity is restored to persons with disabilities on an
equal basis with others."(1) In 1975, the U.S.
Supreme Court defined the criteria for an
involuntary commitment while being cognizant of
the patient’s rights. (2) Our case study describes a
patient with bipolar disorder who while being
treated on an involuntary status developed severe
extra-pyramidal symptoms. Given the nature of the
involuntary treatment and adverse effects
experienced by the patient, severe resistance to all
forms of management was noted in subsequent
admission, including psycho-education,
psychotherapy, psycho-pharmacology and
community treatment. This case report
demonstrates the need to involve the patient in
every step of the treatment process including the
process of treatment over objection. The advantages
of such engagement have long term benefits for the
patient in terms of patient-physician alliance and
treatment compliance.(3) However, when the
patient is not a part of formulating a treatment plan,
it leads to resistance to treatment and poor
prognosis. Our report also shows the importance of
universal laws governing involuntary treatment of
mentally ill individuals.

No. 102

Intersectional Capacity Assessments: Religious and
Ethical Considerations

Poster Presenter: Melissa A. Peace, B.A.

Co-Author: Meghan Schott, M.D.

SUMMARY:

Ms. R., a 72-year-old African-American female with
no past psychiatric history and medical history of DM
and HTN presents to the psychiatric consult service
with significant altered mental status and tangential
speech. The medical team’s initial workup revealed
uremic encephalopathy and concern over the
patient’s decision-making abilities, with regards to
dialysis initiation is present. Capacity assessment is
conducted by the psychiatric team, who deems she
does not have capacity to refuse dialysis. Of note,
during the encounter she reveals she is a Jehovah
Witness. While Jehovah Witnesses’ beliefs
necessitate the refusal of blood products,



acceptance of dialysis varies individually.1 Providers
consulted the ethical committee and facilitated
meetings between the patient, spiritual leaders and
her family, which resulted in the patient and next of
kin agreeably transitioning to home care. At
baseline, this case underscores the importance of
assessing spiritual history of capacity evaluations
surrounding refusal of medical treatment, but even
greater is the complex ethical situation that arises in
wanting to respect a patient’s autonomy with
religious beliefs in the setting of impaired capacity.
Importance should be placed on obtaining collateral
information to understand the patient’s depth and
longitudinal relationship to religion.2 In terms of
primary prevention in the outpatient setting,
clinicians can advocate for patients with significant
religious considerations to have an advanced
directive to aid in complex ethical healthcare
situations such as this one.3 In our poster, we
present the considerations and strategies
psychiatrists can employ during decision-making
capacity evaluations complicated by religious beliefs.

No. 103

Ethical Considerations After a Suicide Attempt:
Lessons for Unsettled Times

Poster Presenter: Pauline Chen, M.D.

Co-Author: Jacqueline A. Hobbs, M.D., Ph.D.

SUMMARY:

In 2000, about 1 person died from suicide every 40
seconds with increasing suicide rates over the years
(1). Despite awareness, difficulties addressing suicide
persist including ethical considerations for life
sustaining treatment in someone with a Do Not
Resuscitate (DNR) document following a suicide
attempt (SA). While one study recommended against
resuscitation in terminally ill patients with DNR
status after a SA, treatment decisions remain
difficult (2). In this case, we present a 68-year-old
female with a history of hypertension and major
depressive disorder (MDD) who presented following
an overdose on medications including opiates,
acetaminophen, aspirin, zolpidem, and duloxetine.
She suffered from liver failure, acute kidney injury,
and respiratory failure due to encephalopathy.
Psychiatry was consulted and determined that the
patient did not have capacity. The patient’s sister
was identified as surrogate decision maker or proxy

and stated the patient wanted to have DNR status.
The patient also had a living will declaring comfort
care measures only. The patient, while
encephalopathic, stated that she was diagnosed with
MDD 20 years ago and that her depression was not
adequately treated. Due to the SA and lack of
terminal illness, aggressive treatment was pursued
following a team-based decision with input from
legal services. However, in less than 24 hours, the
patient’s condition was considered irreversible. DNR
status was applied and the patient expired. This case
required time critical decision making while weighing
autonomy, beneficence, and nonmaleficence. Due to
concerns that the patient could improve, treatment
was pursued under beneficence. However,
nonmaleficence was prioritized when her condition
became irreversible. Autonomy of the patient was
guestioned given her incapacitated state and
concern for uncontrolled depression despite the
patient’s living will and proxy input. The principle of
proportionality, where the input of the patient’s
representative is weighed, was utilized in this case to
help guide decision making (3). While challenging, it
is important to consider the delicate balance of
autonomy, beneficence, and nonmaleficence prior
to making irreversible decisions.

No. 104

Free Fallin': Ethical Considerations of Psychiatric
Conservatorship of Minors

Poster Presenter: llang Guiroy, M.D.

Co-Authors: Erica Shoemaker, M.D., Charles
Manchee, M.D.

SUMMARY:

Human behavior is notoriously difficult to shape or
control, especially in teenagers. Caregiver
compassion and duty is sometimes outmatched by
adolescent ingenuity and endurance. At this
crossroads, we find a small subset of patients who
push the mental health, juvenile justice, and child
welfare systems to their limits, opening the rare path
to psychiatric conservatorship for minors. One such
patient is “Josephine.” She is a 15-year-old girl with
impulse control disorder, marijuana use disorder,
and insulin dependent type 1 diabetes who
repeatedly ran away from group homes, always
leaving without her supply of insulin or needles to be
“just be free”. She presented to the ER in diabetic



ketoacidosis then transferred to inpatient psychiatry
after being placed on a 72-hour-hold for danger to
self after attempting to elope during her
hospitalization. While hospitalized, she was
transferred to the pediatric ER multiple times for
poor blood sugar control due to intermittent
medication refusal and eating snacks peers had
hidden for her. Open placements were quite familiar
with her and declined admission. Eventually she was
conserved for grave disability secondary to an
impulse control disorder and transferred to a locked
residential facility, where three months later she has
not attempted to elope from again. Josephine has
made her preferences quite clear: to be free from
her DM and to do as she pleases. Denial enables
immediate, momentary freedom but generates an
expensive debt to be paid later. Therefore, we would
heavily weigh interventions that preserve the ability
to make future decisions for herself. Thus long-term,
in order for Josephine/ to live free from DM, good
blood sugar control is paramount. Though
conservatorship sacrifices current freedom,
Josephine’s placement in a locked facility would limit
her access to risk while giving her brain and self a
chance to mature past some of the impulsivity and
frustrating dependence of adolescence. The
handful of psychiatrically conserved minors
represent some of the most extreme cases on a
continuum of a problem that almost every
psychiatrist faces. Josephine is one of children that
are profoundly difficult to keep safe, even in a highly
controlled environment. There is no question that
we have a duty to these children that don’t just fall
through the cracks, but live there. We put forth a call
to our field that we must have a rigorous discussion
as to how to best meet their needs and sustainably
balance them against ours and society at large.

No. 105

Suicidality in Chronic Medical lliness: A Case Report
Poster Presenter: Anum Khan, M.B.B.S.

Co-Author: Mitchell S. Nobler, M.D.

SUMMARY:

We present the case of a 46 year old female who
was admitted to the medical floor after an
intentional carbon monoxide inhalation as a
corollary to increasing physical limitations due to
progressive MS.  Patient was diagnosed with MS in

2011 with the onset of optic neuritis. Her neurologist
started her on Ampyra (dalfampiride) in 2013 which
she had discontinued in 2015 because of insurance
issues. She had developed muscular contractures
and neuropathic pain which had led to diminished
ADLs leading a successful professional to go on
disability. All these factors led her to contemplating
suicide- she chose to intentionally inhale carbon
monoxide. On arrival at the hospital and ensuing
medical management she was evaluated by
psychiatry. While on the medical floor, she
continued advocate for physician assisted

suicide. She did not fulfill criteria for major
depressive disorder or any psychiatric diathesis.
Cymbalta was offered for adjunct treatment for
neuropathic pain. Neurology provided her with
information about some specialized MS treatment
centers. In addition, she was restarted on her
Ampyra. Ultimately, she agreed to inpatient
psychiatric admission. Patient was started on
Nucynta, Baclofen and Cymbalta for pain
management, physical therapy was also introduced.
She became more receptive to treatment. Once
relatively stable with better pain management; she
was discharged to subacute rehab with close follow
up. This case highlighted some need for clarity with
our health care policies which requires psychiatrists
to admit patients who are acutely suicidal but does
not account for the exceptions of patients who do
not have a psychiatric diagnosis. Treatment goals
and end-points were also somewhat less clearly
delineated in this patient. The fact that this patient
did not have access to disability preventing MS
medication because of insurance issues opens
another area for discussion.

No. 106

Turf Wars and Interspeciality Conflict: Navigating
Ethical Conundrums on a Psychiatric Consult Service
Poster Presenter: Hadley Aledia Cameron-Carter
Co-Author: Areef Kassam, M.D., M.P.A.

SUMMARY:

Mr. M is a 38 year old African-American male with a
past medical history of schizoaffective disorder,
bipolar type, who presented with sepsis secondary
to necrotizing fasciitis and extensive osteomyelitis.
The patient was started on intravenous antibiotics
and vascular and podiatry consults were ordered.



Despite consultations agreeing on life-saving
surgery, the patient was reactive with decision-
making with oscillating between wanting immediate
surgery versus resistant within the same
conversation. Psychiatry was consulted to assess
capacity for decision making as it related to his
medical illness. On examination, psychiatry opined
that the patient lacked sufficient decision-making
capacity and the team filed for legal guardianship
and started an antipsychotic for his untreated
psychiatric disorder. Guardianship was granted,
however, the patient continued to have agitation as
it related to the upcoming surgery. Given the
marked level of agitation in this case, providers on
the team were split between not willing to give
further care due to the pathos of the situation and
others wanting to push forward with the life-saving
surgery. A bioethics consult was placed and several
bioethics meetings were called to represent the
patient’s best interest countered with the inter-
specialty conflicts which had arisen over this
emotional case. Mr. M was noted to still be in need
of surgery and lacking clinical decision-making
capacity. Members of the team who did not wish to
proceed forward recused themselves from the case,
and the patient was able to receive bilateral lower
extremity amputations followed by being discharged
in stable condition to a long-term care facility. This
poster analyzes the ethical constructs at play on a
psychiatric consult-liaison service between
specialties and how clinical capacity, psychosocial
factors, and physicians play roles that impact care.

No. 107
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Patient or Criminal: Pressing Criminal Charges in the
Psychiatric Inpatient Setting

Poster Presenter: Gina Bertinette Capalbo, D.O.

SUMMARY:

There is minimal literature mentioning hospital-
related violence in respect of reporting and
incriminating patients. Surveys consistently show
that these crimes are often unreported and without
repercussions for the offender. This poster will
explore decisions to charge or not charge criminal
behavior in the psychiatric inpatient setting. Ms. B

is a 29 year old, African American, transgender
female with mild intellectual disability, extreme
affective dysregulation, and poor impulse control.
Parallel and at times intersecting was a persistent
and pervasive pattern of physical, sexual, and
emotional violence without remorse. She was
deceitful regarding involvement in violent behaviors
and destructive in relationships. Ms. B had several
documented instances of exposing her genitals and
masturbating in front of one-to-one sitters and
custodial staff. She contributed 3,790 dollars’ worth
of property damage on the psychiatric unit.
Neuropsychological testing performed verified mild
intellectual disability. MMPI and MCMI-IIl were
inconclusive. Treatment modalities utilized included
behavioral modifications and medications. She was
discharged to a group home for individuals with
developmental disabilities and TBIs. A decision by
the hospital not to charge Ms. B for any offenses was
made secondary to questions of competency related
to her bipolar disorder and intellectual disability
severe enough to warrant an involuntary
hospitalization and court-ordered treatment. In fact,
despite her extensive history of violent behavior, Ms.
B has never been criminally charged. Ms. B was a
hazard within the intellectual disability community
due to her potential of violence perpetrated on a
susceptible population. Upon reflection, this case
begs several questions about pressing criminal
charges on psychiatric inpatients. If charges were
brought against Ms. B for her violent behavior,
would this provide her with further incentive to stop
beyond that which psychiatric and behavioral
interventions would facilitate? Could charging Ms. B
with criminal offenses occurring on the psychiatric
unit provide her with greater resources to assist in
her recovery? And would such charges help hold Ms.
B accountable for her antisocial behaviors and
disincentivize further violence moving forward? If
Ms. B were discharged to a long-term forensic
psychiatric facility as opposed to a group home, she
would have closer observation, a more structured
environment, and access to programs targeted to
reduce recidivism of criminal behavior. Even after
discharge from a forensic psychiatric facility, she
would likely have continued surveillance with a
parole officer with case management expertise
helping her navigate outpatient resources. With this
poster, we hope to facilitate discussion and



encourage further research to elucidate the risks
versus benefits of criminally charging violent
psychiatric inpatients.

Poster Session 3

No. 1

The Potential Impact of Body Camera Footage on
Equity and Justice in Criminal Responsibility Cases
Poster Presenter: Raina Aggarwal, M.D.

Co-Author: Christopher M. Wilk, M.D.

SUMMARY:

Body camera footage can have critical implications
for equity and justice in criminal responsibility cases.
We examine these implications through the lens of
one complicated case in which the defendant’s
statements on interview strongly suggested a
criminal motive, that he understood the criminality
of his conduct, and that he knew how to conform his
behavior to the requirements of the law but chose
not to do so. However, careful review of the police
body camera footage indicated a very different
narrative; ultimately, we opined he was not
criminally responsible for the assault charges.
Without the body camera footage, it is very possible
we would have formed a different opinion. We
explore the role racial bias and socioeconomic
background may have played in this case. We also
discuss how body camera footage and its potential
importance in cases such as this could impact justice,
racial disparities, and socioeconomic disparities.

No. 2

Validity of Telephonic Psychiatric Evaluation of
Asylum Seekers

Poster Presenter: Samuel Yang

Co-Author: Yasin Taha Ibrahim, M.D.

SUMMARY:

The main goal of psychiatric evaluation of asylum
seekers is to comment on the asylum seeker’s
credibility. Given the shortage of mental health
providers trained in this particular type of
evaluation, in person evaluation may not be feasible.
Telephonic interview has been occasionally utilized
to fill this void. The validity of such evaluations in
assessing credibility has not yet been studied. In the
case of telephonic interviews, the evaluators have

no access to facial or body language cues. Objective
Cues of deception can be appreciated from clients’
narrative, facial expressions, and body language. We
will present a case of a client evaluated via
telephone that was deemed credible and eventually
released to pursue asylum in the US. Assessment of
Credibility was based solely on cues obtained from
client’s narratives and their style of interaction with
the evaluator. We will highlight the findings from the
client’s speech that supported credibility in the case
and discuss the challenges of assessing asylum
seeker’s credibility via telephonic interview.
Telephonic evaluation of credibility can be
considered a valid method despite major challenges,
but psychiatric evaluators should be aware of the
limitations of telephonic evaluations given the high
possibility of secondary gains and deception.

No. 3

A Case of First-Episode Mania With Postpartum
Onset and Gender Dysphoria in a Transgender
Patient Receiving Testosterone Therapy

Poster Presenter: Sara Myung-Su Chun, M.D.
Co-Author: Elizabeth Chun, B.A.

SUMMARY:

We present a case of a 42-year-old female-to-male
transgender patient with a past psychiatric history of
unipolar depression, and a family history of bipolar
disorder, who was brought to the emergency room
by his wife after experiencing 6 days of decreased
sleep, mood lability, grandiosity, and aggression in
the context of having given birth to their second
child 6 weeks prior. These symptoms also emerged
two weeks after re-initiating their gender-affirming
intramuscular testosterone treatment at 100 mg
after a year-long hiatus surrounding conception and
pregnancy. The patient also held a delusion that
their return to menstruation represented a
postpartum hemorrhage that required emergent
obstetric attention. While manic symptoms
improved on lithium and haloperidol, the patient
continued to exhibit distress regarding the return of
his menstrual cycle and the cessation of gender-
affirming testosterone injections. While
understanding the potential for testosterone to
precipitate mania and psychosis, our patient’s
transgender identity and gender dysphoria added a
level of ethical complexity for withholding



testosterone treatments. Endocrinology successfully
reinitiated intramuscular testosterone at a
decreased dose of 50 mg every 10 days without
worsening the patient’s manic or psychotic
symptoms. Transgender men face specific challenges
when navigating pregnancy, including an increased
risk for worsening gender dysphoria and depression.
This case suggests that while abrupt administration
of high doses of testosterone may put transgender
men at risk for mania or psychosis in the postpartum
period, cautious reintroduction of intramuscular
testosterone with concurrent use of mood stabilizing
medication is potentially safe in transgender men
who have experienced a recent mood or psychotic
disorder.

No. 4

A Plausible Explanation of Increased Suicidal
Behaviors Among Transgender Youths With
Interpersonal Theory of Suicide: Systematic Review
and Case Series

Poster Presenter: Antonia Phillip, M.D., M.B.A.
Co-Authors: Ramkrishna Makani, Roshi DeSilva, D.O.,
Ashabari Pellechi, M.D., Keith Semler, D.O.

SUMMARY:

Growing data of suicidal behaviors among the
LGBTQ+ community, particularly its subgroup
transgender population demonstrates there is a
stark elevation in suicidality relative to its cis-gender
counterparts. Among the available theories of
suicide, the Interpersonal Theory of Suicide (IPTS) is
a plausible explanation for the increased suicidal
behaviors among transgender youths. This study is a
literature review and case series on five transgender
youths with treatment resistant suicidal behaviors.
Objective: To examine the pathological basis of
treatment resistant suicidality in transgender youth
despite supportive environments using the
theoretical framework of the interpersonal theory of
suicide supported by five patient cases and a
literature review. Method: We conducted a
systematic review using PubMed and Psych Info with
key words “suicidal ideation, “suicidality”,
“transgender”, transgender youth”, “gender
dysphoria” and “interpersonal theory of suicide”.
Seventy-eight articles, non-English and irrelevant
were narrowed down to 20 related articles published
up to April 2020. Results: After receiving verbal

consent, five transgender youths ages 11-17 were
found to correlate with studies implying rationale for
elevated rates of suicide, independent of supportive
structure. Reasons for suicidal behaviors among the
patients included thwarted belongingness and
perceived burdensomeness leading to perpetual
suicidal behaviors. Contributing factors of the IPTS
model: thwarted belongingness, perceived
burdensomeness, and acquired capability for suicide
suggest a basis exists. The IPTS theory explains the
associated increased pain tolerance and losing fear
of suicide leads, in fact, to lethal suicide attempt.
Perceived burdensomeness appears to have greater
correlation with developing suicidal behaviors than
thwarted belongingness alone, but presence of both
demonstrates the highest risk of suicidality in
transgender youths. Transgender youths experience
about four to six-fold increase in suicidal behavior
compared to the general population. Conclusions:
Transgender youths are at extremely high risk of
suicidal behaviors but there is little research devoted
to the etiology and plausible explanation of this
vulnerability despite growing awareness and
support. This review suggests further research is
required on the triadic factor interactions of the IPTS
model that could help us to better understand and
intervene this high-risk population.

No.5

Advancing Affirming Practices for Transgender and
Gender Diverse Youth

Poster Presenter: Thara Meenakshi Nagarajan, M.D.
Co-Author: Oakland Walters

SUMMARY:

Psychiatrists have various opportunities to support
the mental and behavioral health of transgender and
gender diverse (TGD) youth, with particular urgency
in ameliorating disparities among this population.
We aim to familiarize our audience in current
terminology pertaining to TGD youth, with specific
emphasis on welcoming and working with non-
binary youth, and highlight the role of psychiatry in
supporting mental health and wellness of
transgender and gender-diverse youth and their
families. Current evidence continues to support the
need for affirming practices in transgender and
gender diverse youth, an underserved population
with high rates of comorbidities and health



disparities. We present a clinical case, which
highlights the intersection of both the biologic and
sociologic facets of gender dysphoria in the setting
of a clinical evaluation. We aim to highlight the
varied and multifaceted roles of psychiatrists in
understanding TGD youth as they exists within social
systems, with particular emphasis on theoretical
perspectives that inform existing health disparities at
rates much higher than that of cisgender youth. We
will explore the complexities of evaluation and
treatment for medical and psychiatric care, and the
current clinical interventions that continue to
develop and overall support gender-affirming care.
With a better understanding of the unique
complexities of the TGD youth population, providers
will be better equipped to serve these individuals in
clinical practice.

No. 6

Diagnosing Gender Dysphoria in a Patient With
Schizophrenia

Poster Presenter: Anna J. Sheen, B.S.

Co-Authors: Philip Wong, M.D., Najeeb U. Hussain,
M.D.

SUMMARY:

TC is a 24 year old male-assigned, self-identifying
female with a past psychiatric history of
schizophrenia and cannabis use disorder who
presented to the emergency department with
worsening bizarre behavior and agitation. Two
weeks prior to admission, the patient became non-
compliant with medications and started acting more
isolative, argumentative, intrusive, and
inappropriate. Of note, the patient had a history of
prior hospitalizations due to violent or self-injurious
behavior, psychotic episodes, and non-compliance
with outpatient treatment and medications. Patient
was then admitted to the inpatient psychiatric
service for stabilization. During admission, the
patient stated that she has identified as a female
since approximately one year prior and consistently
expressed distress regarding her male genitals.
Concurrently with her gender dysphoria, the patient
continued to exhibit actively psychotic behavior
including internal preoccupation, verbal abuse
towards staff, and bizarre religious and fantasy
related beliefs. While the acute psychosis was the
priority in the inpatient setting, the diagnosis and

management of gender dysphoria should not be
neglected. A comprehensive and patient-centered
approach should be taken to avoid de-legitimizing
the patient’s gender-related distress and functional
impairment while also taking care to differentiate
gender dysphoria from delusional or psychotic
processes [1, 3]. Chronology, prolonged observation,
response to antipsychotic treatment, and the
dynamics of particular symptoms are of particular
importance [2, 3]. The purpose of this poster is to
discuss these diagnostic and management challenges
of gender dysphoria in a patient with schizophrenia.

No. 7

Gender Dysphoria With Concurrent Borderline
Personality Disorder: A Case Report

Poster Presenter: Steven Anthony Vayalumkal, M.D.
Co-Author: Michaela F. Margolis

SUMMARY:

Extensive research has been done to explore the
etiology, treatment, and course of Borderline
Personality Disorder (BPD) due to its highly
tumultuous course. Our understanding of this
disorder has drastically improved over the years,
however, the comorbidity of BPD with gender
dysphoria has not sufficiently been explored. This
case explores an 18-year-old transgender female to
male, currently on hormone therapy, with a past
psychiatric history of recurrent severe Major
Depressive Disorder (MDD) and gender dysphoria
who presented to the Emergency Department
secondary to active suicidal ideations. During the
course of his hospital stay, the patient exhibited
attention-seeking behavior, and a strong fear of
abandonment. This, in addition to his extensive
history of suicidal ideation, attempts, and self-harm,
made a concurrent diagnosis of BPD likely.
Additionally, the patient improved over the course
of his hospital stay on Lithium. It is known that
LGBTQ persons are exposed to homophobic beliefs
from society at a young age. This ultimately leads to
an increased burden of suicidal ideation and
attempts. If ignored, or undiagnosed, BPD poses its
own threats of mortality in patients. Thus,
concurrent BPD and gender dysphoria diagnoses
may pose an even greater risk, therefore calling for
increased awareness of the concurrent diagnoses.
The relationship between BPD and sexual minorities



is unclear, as research needs to further explore this
relationship. Given the increased incidence of
gender dysphoria diagnosis, it is increasingly
important for those in mental health fields to look at
this sexual minority and its mental health burden.
The purpose of this case report is to explore the
interaction and overlap of gender dysphoria and
BPD, and to further the discussion on the role of
gender minority on outcomes in patients with BPD.

No. 8

Gender-Affirming Therapy in Transgender
Individuals With Psychiatric Comorbidities: Impact
of Testosterone on Impulse Control

Poster Presenter: Valeriy Zvonarev, M.D., M.P.H.
Co-Authors: Hirsch K. Srivastava, M.D., Anisha
Chinthalapally, M.D., Usama Mabrouk, M.D.

SUMMARY:

We present a case of a 21-year-old biologically born
(XX) female with a past psychiatric history of PTSD,
MDD, bipolar | disorder, bulimia nervosa, suicidal
behavior, and substance abuse, who is undergoing
gender reassignment via testosterone therapy. The
patient presented to the ER in July 2020 with suicidal
thoughts of ending his life by overdosing on
psychotropic medications; actions that he has taken
twice before—October 2019 and February 2020. The
patient described intense internal deliberations
questioning his gender identity and described a
significant history of engaging in impulsive behaviors
and potentially dangerous risky behaviors (e.g.,
impulsive spending, interpersonal aggression,
violence against his mother and threats to slice her
neck, and substance use). Furthermore, he reported
a history of self-harming behavior, including wrist
cutting, since the age of 14 and multiple suicidal
gestures, such as severe scratching of forearms and
lower legs, interfering with wound healing on thighs.
These episodes of self-harm have increased in
frequency and intensity over the past 6 months. The
patient also described an increase in impulsively
engaging in addictive behaviors without regard for
the consequences since October 2019. Interestingly,
the patient has begun hormone therapy with
testosterone cypionate 200 mg/mL in October 2019.
He reported that the therapy has significantly
boosted his confidence, and improved self-image.
However, he has simultaneously been experiencing

frequent, inappropriate eruptions of intense anger
and irritability, accompanied by verbal outbursts,
raging, breaking objects, which is triggered by
seemingly insignificant stressors since he began the
hormone therapy. In addition, the patient exhibited
weight gain, increased Hb, and creatinine levels
while receiving the therapy, and those findings were
consistent with literature [1-3]. The cross-sex
hormone therapy also alleviated eating disorder
symptoms, which can be evidenced by decreased
frequency of binging and purging behaviors over
several months [4]. Hormone therapy positively
correlated with the frequency and severity of manic
symptoms and the number of suicide attempts [5-
7]. In summary, the initiation of testosterone in
2019 can be associated with increased affective
instability (e.g., dysphoria, anxiety with panic
attacks, hypomania) and impulsivity (e.g., drug use,
binge drinking, recurrent job loss, and interrupted
education), irritability (e.g., feeling easily annoyed by
his mother and having a short fuse at home), and
exacerbation of primary psychiatric symptoms over
the last 10 months. In addition to primary
psychiatric conditions, other factors can negatively
affect the degree of adaptation, such as a patient’s
age and borderline personality traits [8]. In this
poster, we evaluate the impact of gender-affirming
hormone therapy on impulsivity and affective
instability in transgender individuals to guide
clinicians in minimizing behavioral risks.

No. 9

Lifelong Anorgasmia in the Context of Long-Term
Fluoxetine Use: A Case Report

Poster Presenter: Gabriela M. Saez, M.D., M.S.
Co-Author: Anita H. Clayton, M.D.

SUMMARY:

BACKGROUND: SSRI’s are first line treatment for
many psychiatric conditions in adults, adolescents,
and children. While psychiatrists commonly identify
SSRI-induced sexual dysfunction, there is a lack of
literature focusing on the long-term outcomes in
sexual function among individuals treated with
SSRI’s through puberty and into adulthood. We
present a case report of a 29-year-old female with
lifelong anorgasmia in context of nearly two decades
of treatment with fluoxetine and
amphetamine/dextroamphetamine. CASE: KH is a



29-year-old female with history of ADHD and
unspecified anxiety and depression, who presented
for evaluation of lifelong inability to achieve orgasm-
- with sexual partners, independently, or with use of
stimulatory devices. The patient was diagnosed with
ADHD at age 7, unspecified anxiety and depression
at age 10, and was treated consistently with
stimulant therapy and Fluoxetine 10-40 mg through
age 25. She self-discontinued both medicines during
graduate school, as she believed she had been
misdiagnosed in childhood. While she noticed no
adverse effects from discontinuation of stimulants,
she became depressed once more and resumed
treatment with fluoxetine, augmented by bupropion
to address anorgasmia. However, she was unable to
tolerate Bupropion doses higher than 300 mg due to
worsening anxiety. Fluoxetine was eventually
discontinued entirely and she has been on
Bupropion XL 150 mg daily monotherapy for over 4
years, still unable to achieve orgasm. She denied
history of sexual trauma. She used oral
contraceptives from 2006 to 2016. She was on no
other medications known to cause sexual
dysfunction. On presentation to our clinic, we
obtained SHBG and free testosterone which were 44
(12-137) and 5.9 (0.6-6.8), respectively. She reported
intact sexual interest and arousal, though scores on
the Changes in Sexual Function Questionnaire were
low in all subscales (interest/desire, arousal, and
orgasm/completion). Initially, Mirtazapine was
added for antidepressant and anxiolytic effects and
we plan to trial another increase of Bupropion in the
near future. Future options include off-label
sildenafil and bremelanotide (event-related
treatment). DISCUSSION: Female Orgasmic Disorder
is characterized by the delay in, infrequency of, or
absence of orgasm, or reduced intensity of orgasmic
sensations, which leads to marked distress for the
patient. Subtypes include acquired vs. lifelong, and
generalized vs. situational. FOD affects roughly 11-
41% of women, and is more common in women with
depression or being treated for depression. While
there are currently no approved pharmacologic
agents to address FOD specifically, we review
excitatory, inhibitory, central and peripheral
neurotransmitters and hormones involved in sexual
climax, and discuss theoretical targets for
pharmacologic intervention. We also review
available pharmacologic treatments for other forms

of female sexual dysfunction, including hypoactive
sexual desire disorder.

No. 10
WITHDRAWN

No. 11

A Case of Chronic Delusional Parasitosis With
Striatal and Parietal Infarcts

Poster Presenter: Sarah Beasley, M.D.
Co-Authors: Sumana Goddu, M.D., Venkata Siva
Sudhakar Reddy Lokireddy

SUMMARY:

Background: Delusional parasitosis (DP) is a rare
psychotic disorder centered upon the fixed but false
belief that one is infested by parasites. Patients can
experience tactile hallucinations (TH) which further
strengthen those beliefs. Limited data available
demonstrates a female predominance, incidence
increasing with age, and large proportion of cases in
patients with no history of psychotic disorders.
Treatment with antipsychotics has a favorable
course, with partial to full remission rate in 60-100%
of patients and average duration of delusion 3 years.
Etiology can be primary vs secondary, with case
reports documenting structural brain abnormalities
such as strokes can give rise to DP. One study found
4 of 5 DP cases to be secondary to striatal lesions,
specifically the putamen, and others have found
lesions in the parietal lobe (PL). Case Report: A 76
year old female with a history of HTN, HLD, CHF,
Afib, PVD, and no known psychiatric history
presented to an outpatient psychiatry clinic for an
evaluation of her sensation of having bugs in her
head and TH of worms coming out of multiple facial
orifices. It started 4 years prior but had worsened
within the last few months. Family reported the
patient would make motions like she was pulling
them out of her head and gathering up the unseen
worms to throw in the garbage. She had associated
depressed mood and anxiety related to the delusion
starting a year after its onset. The patient was
initially started on risperidone 0.5 mg nightly for her
delusions/TH and continued on her citalopram 20
mg daily.TSH, CBC, CMP, folate, HIV, and hemoglobin
Alc were unremarkable. Vitamin D was low (23
ng/mL). RPR and FTA-ABS were reactive but her RPR
titer was 1:2 indicating a history of infection but



unlikely current active infection. At one month
follow up, patient had improvement with regards to
the intensity of her delusions and was much less
preoccupied about feeling infested. MRI (Brain) had
demonstrated prior infarctions in the medial left PL
with laminar necrosis of involved sulci as well as
infarction of the R putamen and small remote
infarcts in the thalami. Discussion: Due to the
patient’s age, gender, family history, and no previous
episodes, new onset BD and schizophrenia seemed
unlikely. She did not exhibit signs of delirium and lab
workup was largely unremarkable outside a reactive
RPR with a low titer. A diagnosis of DP was

given. Her DP was responsive to low dose
antipsychotic. MRI obtained demonstrated
significant infarcts in the PL, R putamen, and
thalami, which is consistent with a survey of case
reports correlating onset of DP with striatal and
parietal infarcts. Understanding the pattern of
structural damage that correlates with onset of
symptoms of DP is a potentially important diagnostic
tool when determining the etiology of psychotic
symptoms. Therefore we recommend neuroimaging
for cases of new onset DP.

No. 12

Bipolar Mania Complicated by Delirium in a
Geriatric Patient

Poster Presenter: Tiffany Y. Lin, M.D.

SUMMARY:

Mr. L is a 76yo married Caucasian male with past
psychiatric history of bipolar | disorder, post-
traumatic stress disorder, unspecified anxiety
disorder, cannabis use disorder, and alcohol use
disorder who is admitted to an inpatient med-psych
unit from a skilled nursing facility with symptoms of
mania. On initial presentation, the patient’s speech
was disorganized, tangential, hyperverbal, and
pressured. He had experienced prominent insomnia
for several weeks prior, and he was also poorly
oriented to time and situation. His wife described
increasing confusion leading to several falls within
the past month, as well as recent antibiotic
treatment for urinary and bronchial infections.
Patient reports that he had not been receiving his
psychiatric medications including valproic acid,
diazepam, and prazosin while at the SNF. On
admission, his sodium level was 131, which was

stable compared to recent labs performed within
two weeks prior to admission. After several days of
inpatient treatment with mood stabilizer and
antipsychotic medications, the patient did not
demonstrate significant improvement in symptoms.
Rather, on the evening of day 4, he displayed
prominent symptoms of delirium including
worsening orientation and physical and verbal
aggression towards staff, requiring IM medications
to address behavioral agitation. Upon rechecking of
labs, the patient was found to be hyponatremic to
122. As the patient’s hyponatremia improved, his
delirium resolved as well, and subsequently, the
patient’s manic symptoms were easily treated with
mood stabilizer and antipsychotic medications. The
patient’s initial presentation of mania was likely
complicated by mild delirium that was not detected
upon admission. His delirium risk factors included
subtle metabolic abnormalities, recent infections,
and elderly age. This case highlights the difficulty of
distinguishing between manic features and signs of
delirium, especially in an elderly patient with a
history of bipolar I disorder. In this poster, we
discuss the unique challenges of treating acute
mania in the geriatric population and the necessity
of a thorough review of medical history and
diagnostic labs and imaging to identify any additional
factors that may be contributing to the acute
presentation and preventing treatment efficacy.

No. 13

Early Detection of Neuroleptic Malignant Syndrome
in the Setting of Delirium

Poster Presenter: Maria Puzanov, M.D.

Co-Authors: Michael Andrew Levy, M.D., Seshagiri
Rao Doddi, M.D.

SUMMARY:

Neuroleptic malignant syndrome (NMS), a rare
adverse reaction associated with antipsychotic use,
has high morbidity and mortality if not recognized
and treated earlier in the course. NMS has
traditionally been more often associated with first
generation antipsychotic use, though it can occur
with the use of all classes of antipsychotics. This
report describes a 75 year old male with Major
Neurocognitive Disorder due to Alzheimer’s and
vascular dementia who has chronic expressive and
receptive aphasia sustained from a prior stroke. He



presented to the emergency room for worsening
agitation and behavior disturbance and remained in
the ED for 14 days while awaiting a geriatric
psychiatry bed. Over the course of his ED stay he
was given standing quetiapine as well as quetiapine,
olanzapine, and Geodon as needed for agitation
nearly every day. On the third day after transfer to a
geriatric psychiatry unit, the patient began to exhibit
hypoactive altered mental status. Complicating his
presentation was his chronic aphasia, limiting his
ability to communicate his symptoms. His treatment
team detected rigidity, discontinued antipsychotics,
and subsequently started the workup of NMS.
Meanwhile, the patient became febrile. Labs
returned with leukocytosis and elevations in CK and
LFTs. The patient was transferred to a higher level of
care where he received IV fluids, dantrolene, and
bromocriptine which eventually resolved his NMS.
While treating NMS, he was found to have
pseudogout of his left knee and constipation, which
was thought to have contributed to the patient’s
initial agitation requiring escalation of antipsychotic
medications in the ED. This case illustrates the
importance of detecting NMS early, as any delay in
recognizing its symptoms and starting treatment can
rapidly lead to fatal outcome. We will discuss typical
and atypical NMS features associated with second
generation antipsychotics, evidence for treatment,
and the development of NMS during antipsychotic
treatment of delirium or agitation in medically ill
patients.

No. 14

Joy Journal: A Behavioral Activation Technique
Used in the Treatment of Late-Life Depression
Associated With Hopelessness During Covid-19
Pandemic

Poster Presenter: Rikera Taylor

Co-Authors: Nikita Bodoukhin, M.D., Luminita Luca,
Mousa Botros, M.D.

SUMMARY:

Late life depression (LLD) can occur in the setting of
adverse life events related to aging such as declining
health, personal losses, and dependency (1).
Depression in older adults has a chronic remitting
course, leading to poor quality of life and emotional
distress. If left untreated, late life depression can
worsen medical comorbidities. Depression is

identified as an independent risk factor for heart
failure, decrease in bone mineral density, and
Alzheimer's disease (2). We present a case report
about an elderly female with severe depression,
experiencing significant hopelessness after an
unexpected job loss during the COVID-19 pandemic.
Depressive symptoms subsided after the behavioral
activation intervention “Joy Journal”, was added to
the psychopharmacological regimen. The patient's
age and profound hopelessness at the onset of her
depressive episode and improvement of symptoms
after starting a "Joy Journal", merits further
discussion of the efficacy of behavioral activation in
depressed elderly patients.

No. 15
WITHDRAWN

No. 16

Managing Catatonia in an Older Adult Patient With
Bipolar Disorder With Psychotic Features

Poster Presenter: Celena Ma

SUMMARY:

Catatonia is an often underdiagnosed syndrome
featuring motor dysregulation and affective
disturbances caused by psychiatric, medical, and
neurological etiologies. It was reported to be present
in up to 28% of patients with bipolar disorder, with
even higher prevalence in those with a history of
psychosis. In a study evaluating acute geriatric
psychiatry unit patients, catatonia occurred in 39.6%
of them. Prolonged catatonia can lead to serious
complications such as deep vein thrombosis,
pulmonary embolism, infections, contractures, or
pressure ulcers due to immobility, poor oral intake,
and autonomic dysfunction. This case of a bipolar
patient with prolonged catatonia can provide
guidance on ensuring better outcomes by accurately
identifying and managing older adults with
catatonia. ML is a 63-year-old male with a history of
alcoholism, bipolar disorder, and head injury who
was admitted to the psychiatric unit after a suicide
attempt. 1 year ago, he was similarly admitted and
had experienced a catatonic episode. During this
admission, he had auditory hallucinations and
catatonic symptoms including stupor, negativism,
mutism, echolalia, and social withdrawal which
started 6 months prior. His cognitive deficits



included disorientation, anomia, and poor
concentration. He reportedly lost 100 pounds in 8
months and he had iron deficiency anemia on
admission. Olanzapine was started for appetite
stimulation, mood stabilization, and hallucinations.
He was also given amantadine, which has been used
with some success for catatonia. Lorazepam, the
most studied and preferred treatment for catatonia,
was initially held due to his hypotension. After his
blood pressure increased, a lorazepam challenge test
caused dramatic improvements in his motivation,
cognition, mood, perceptual disturbances, and
psychomotor activity. As his catatonia lessened, his
underlying mood disorder and psychosis were better
addressed and he was eventually discharged with
improvements in all domains. ML'’s risk factors for
catatonia include his mood disorder with psychotic
features, prior catatonic episode, prior brain injury,
history of alcoholism, and recent weight loss. His
cognitive deficits coinciding with his prolonged
catatonia increased suspicion for a comorbid
neurocognitive disorder, and it should be noted that
pseudodementia is associated with more than
double the risk of a later diagnosis of true dementia.
Delirium also needed to be ruled out as an
explanation for his symptoms, especially given his
weight loss and anemia. Managing delirium includes
the avoidance of benzodiazepines and treatment
with antipsychotics. Alternatively, managing
catatonia includes the avoidance of antipsychotics
due to the risk of worsening catatonia or neuroleptic
malignant syndrome and treatment with
benzodiazepines. This case highlights complexities
surrounding catatonia and clinicians should maintain
a high level of suspicion for it especially in patients
with an acute psychiatric illness.

No. 17

Psychotropic Medication Use in a Geriatric Patient
With Prolongled QTc

Poster Presenter: Clare Gallego Bajamundi, D.O.
Co-Author: Cecilia Nease

SUMMARY:

In the geriatric population a major concern with
prescribing psychotropic medications is the potential
to prolong QTc which could lead to serious side
effects such as torsades de point. Studies on this
topic have shown variable results in regards to how

much psychiatric medications increase QTc (1).
Geriatric patients are also more likely to have
alternative factors that contribute to

QTc prolongation (2). This case report highlights
psychiatric medication management in a 70 y/o male
with prolonged QTc. We will also review the most
recent literature regarding safe prescribing of
psychiatric medication in situations where there is a
concern for prolonged QTc. MrYisa 70 y/o male
with Bipolar Disorder Type | who was psychiatrically
stable on Lithium 600 mg at bedtime, Seroquel 200
mg at bedtime and lamictal 200 mg at bedtime for
the past two years. However the patient had an
episode of syncope at home and was admitted to his
community hospital for workup. Prolonged QTc >500
ms was noted on two EKGs done as part of workup
for syncope. The outpatient psychiatrist conferred
with the patient’s cardiologist and elected to
decrease seroquel to 100 mg at bedtime and repeat
an EKG. Repeat EKG one week after the decrease
was still >500 ms so seroquel was discontinued.
Repeat EKG one week after the decrease showed
QTc of 464 ms. However after coming off seroquel
the patient began to experience severe insomnia
and changes in mood. Two weeks after discontinuing
seroquel the patient began to have suicidal thoughts
and was admitted to our state psychiatric hospital.
On admission EKG was noted to show a QTc of >500
ms although the patient was only taking lithium at
bedtime and had not been on seroquel for two
weeks. A right bundle branch block was noted and it
was felt that this could be affecting accurate reading
of the QTc. Repeat EKG the next day showed QTc of
479 ms.THe patient continued to complain of
insomnia so seroquel was restarted at 50 mg at
bedtime. Repeat EKG after reinitiation of seroquel
continued to show QTc of approximately 480 ms so
seroquel was uptitrated to 200 mg QHS to address
mood and insomnia without any serious
complications.. As this case illustrates geratric
patients can often have variability in QTc interval
which can lead to stopping psychiatric medications
even when these patient have tolerated these
medications without side effects. The clinical
reasoning behind this decision may be due to
concerns that psychotropic medications could cause
further QTc prolongation,although the studies
determining how much psychiatric medications
actually cause enough QTc prolongation to cause a



serious adverse effect are variable and inconclusive
(1). This can cause interruptions in treatment that
can be detrimental to the patient. Underlying causes
of QTc prolongation including pre existing cardiac
conditions, electrolyte abnormalities, substance

use should be considered and ruled out before
adjusting psychiatric medications (3).

No. 18

A Case of Eco-Anxiety Leading to Suicidal Ideation
Poster Presenter: Kimberly Grayson, M.D.
Co-Author: Cristian Zeni

SUMMARY:

Background: Grappling with the effects of climate
change can lead to fear, anger and feeling powerless
and hopeless about the future for oneself and future
generations. Many can be deeply affected by
feelings of loss, helplessness, and frustration due to
their inability to feel like they are making a
difference in stopping climate change. These feelings
as well as natural disasters that have been occurring
more frequently can lead to depression, anxiety,
panic attacks, trauma and even suicidal

thoughts. Case Report: Miss R is a 15 year old girl
with a history of anxiety who was admitted to an
inpatient psychiatric unit for suicidal ideation. She
was brought in by her parents after her boyfriend
discovered suicide notes she had written. She
initially denied all depressive symptoms and did not
appear manic or psychotic. Her reasoning for
wanting to take her own life was that her existence
on this planet contributed to climate change and she
felt helpless to do anything to stop it. She had been
experiencing daily panic attacks and worsening
anxiety for 2 weeks. She had recently moved from a
more rural area to the city and found herself missing
being among a more natural environment. Of note,
there had recently been multiple students die by
suicide at the patient’s high school. The patient was
provided with psychotherapy and eventually
admitted to some depressive symptoms in addition
to suicidal ideation. She was kept for observation
and therapy, and after extensive discussion with
patient and family, was discharged after a short stay
with close follow up. Discussion: This case
illustrates the significant impact climate change and
its effects can have on our patients, especially
adolescents. The feelings of powerlessness it can

derive can lead to worsening anxiety, depression and
even suicidal thoughts. Particularly in this case, the
symptoms of depression were easy to miss and she
was able to calmly plan her suicide without anyone
close to her detecting a change to her mood outside
of more frequent panic attacks. Conclusion: It is
important to take seriously our patient’s concerns
regarding the environment, whether they be related
to climate change and uncertainty about the future,
or anxiety or trauma related to natural disasters.
This topic should garner special attention within
adolescents who can feel especially powerless to
enact change.

No. 19

Covid-19 Impacting Mental Health in the Gulf
Coast: A Case Series on Covid-19 Related llinesses
Poster Presenter: Samantha Lee

Co-Authors: Praveen Narahari, M.D., Jeanetta
Malone, Michael Marshall, M.D., Darshana Sachin
Pai, M.D.

SUMMARY:

This case series focuses on four patients with acute
mental ilinesses self-reportedly triggered by the
unexpected and drastic situation of the current
COVID-19 pandemic. The current COVID-19
pandemic was first detected in Wuhan, China in
December 2019, and has spread globally, impacting
not only physically those infected but also the
mental health among many. COVID-19 has affected
daily routines by requiring people to adapt to new
lifestyle changes. Many suffered from the fear of
contracting the virus, uncertainty about the future,
job loss, and isolation with decreased access to
services. This case series explores four patients with
varying mental illnesses and how COVID-19 played a
role in their disorders: new onset psychosis, alcohol
use disorder, worsened depression by caretaker
fatigue, and exacerbation of a chronic mental illness.
Reflecting on the psychiatric effects of past
outbreaks, it is crucial to consider what effects the
current COVID-19 pandemic might have on mental
illness in the present day and its long-lasting effects.
There is scarce research currently on the impact of
past pandemics/epidemics on mental health in the
general public and psychiatric patients as well as the
effects of our current COVID-19 outbreak on mental
health. Together these cases conclude how the



pandemic adversely affects the mental health of
those without pre-existing mental illnesses and how
it can exacerbate those with a pre-existing mental
iliness.

No. 20

Homelessness as a Pathologic Condition
Poster Presenter: Lukmanafis Babajide, M.D.
Co-Author: Erin Zerbo, M.D.

SUMMARY:

Psychiatric pathology is seen often as a cluster of
symptoms that manifest in dysfunctional behaviors
in the context under which they manifest. However,
the very conditions a person may find themselves in
contribute to the purported dysfunctional behavior
enacted by the patient. Here, we see a case that may
be relatable to many practitioners and experienced
by many patients we may see. We explore the way in
which structural, political, and systemic constraints
may cause dysfunction in a patient's life as opposed
to inherent patient behavior. This is all in an
endeavor to explore ways in which interventions on
a more systemic and political aspect can be adopted
in order to benefit patients that we treat.

No. 21

Misuse of Corticosteroids in a Patient With Bipolar
Disorder and Secondary Adrenal Insufficiency
Poster Presenter: Hadley Aledia Cameron-Carter
Co-Authors: Christine Hopp, D.O., Kimberlie Wells,
D.O., Taimur Khalid Mian, M.D., Kierra Hayes, D.O.

SUMMARY:

A 41-year-old African American female with a past
medical history of bipolar disorder and secondary
adrenal insufficiency presented to a community
hospital for psychosis with paranoid and grandiose
delusions, while taking corticosteroids. The patient
was taking corticosteroids originally for an unknown
rheumatological condition in her twenties and
developed secondary adrenal insufficiency. Since
that time she had taken replacement corticosteroids,
but it was documented that she would frequently
misuse her steroids, including self injecting excessive
amounts and had at least one previous episode of
psychosis due to this. She was initially stabilized on a
medical unit then transferred to a psychiatric unit
where she stayed for 15 days. She was then re-

admitted 2 weeks after for an additional 17 days for
continued paranoid and delusional thinking.
Psychiatry and endocrinology teams worked
together to treat her with antipsychotics and a
corticosteroid taper due to concern that they were
causing or worsening her psychiatric symptoms. The
patient remained medically stable and had
improvement of her paranoid and delusional
thinking and increased insight into past events. In
this poster, we discuss the conundrum of treating a
bipolar patient who is dependent on

corticosteroids due to secondary adrenal
insufficiency and who also has a history of taking
them in excess. This case emphasizes the need for
astute medical and psychiatric interdisciplinary care
in complicated patients.
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Acute Onset Apathy in the Context of Malignancy:
A Case Report

Poster Presenter: Ehsan Samarbafzadeh, M.D.
Co-Authors: Sahar Alee Koloukani, M.D., Archana
Adikey, M.B.B.S.

SUMMARY:

Apathy is defined as a significant decrease of
motivation for self-initiated goal-directed behavior,
cognitive activity, or emotion 1. It frequently occurs
as a consequence of medical or psychiatric
conditions. It is thought that disruption of key brain
regions e.g. the anterior cingulate cortex and ventral
striatum, and changes in neuromodulators such as
the mesolimbic dopaminergic system explain most
cases of apathy. Pure apathy as a stand-alone
psychiatric presentation is rare, and for this reason
we present a patient who was hospitalized for
respiratory symptoms with co-occurring apathy. A
64-year-old heavy smoker Caucasian man with
multiple medical comorbidities and a psychiatric
history of major depressive disorder with good
response to Duloxetine 60 mg daily,

presented complaining of left-sided weakness,
fatigue, chest pain, shortness of breath, and was
found to have apathy. Brain CT showed multiple
metastatic lesions in the frontal lobe, right
precentral, and temporal region, most prominent in



the left hemisphere. Malignancy workup revealed
non small cell lung carcinoma with metastasis to
various lymph nodes and adrenal glands. Psychiatric
consultation was requested for apathy. On the initial
visit he reported feeling unmotivated and denied
other depressive symptoms. His mental status exam
was significant for a barely reactive apathetic affect
with narrow range, slowed low volume monotonic
speech, and linear thought process that lacked
specific goals, with thought poverty. He was barely
insightful to his condition but his judgment was fair.
The consulting team recommended

continuing preadmission dose of Duloxetine 60 mg
daily with addition of Aripiprazole 2 mg daily for
depression augmentation. He received two doses of
the medication and after palliative care was
suggested he decided to discontinue it on the day of
discharge. Apathy as a pure presentation is very
rare and usually occurs in the context of another
condition. Our patient was found to have apathy due
to metastatic lung cancer to the brain. To the best of
our knowledge, there is no clear literature or
established guideline regarding the treatment of
apathy specifically in the context of brain tumors.
The focus of most studies has been on apathy in the
context of dementia, depression, schizophrenia and
post stroke apathy. Non-pharmacological
approaches e.g. tailored personal contact, music
therapy and cognitive stimulation, are the preferred
first line treatment. Antidepressants, antipsychotics,
acetylcholine esterase inhibitors, and nefiracetam
have all been used in clinical trials but the strongest
evidence exists for stimulant use. Currently there is
an urgent need for studies specifically focusing on
treating apathy due to brain tumors
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Beating All Odds: A Rare Presentation of Edwards
Syndrome (Trisomy 18)

Poster Presenter: Tanvi Gupta, D.O.

SUMMARY:

Introduction: Trisomy 18 syndrome (also called
Edwards syndrome) is the second most common
trisomy detected in live births, manifesting about
once in 5000 live births. Edwards syndrome is
associated with a wide range of body abnormalities
leading to a very poor prognosis, with only 5-10% of
children with the condition surviving past their first

birthday. Even with survival there is severe lifelong
intellectual disability. In this case report we present
a 24 year old African American male with Edwards
syndrome who not only beat the odds of being in the
5-10% surviving past his first birthday, but also has
celebrated his 24th birthday in the last months of
2018. Case Presentation: The patient was seen as
psychiatric consultation for agitation and aggressive
behavior. Upon initial survey, the patient was met
squatting on the floor, and soon started pacing
around the hallway soon after. He was breathing
heavily, drooling, making repeated hand wringing
motions and holding his hands up to his ears.
Physical findings include microcephaly, hypertonia,
prominent occiput, flexed fingers, with the index
finger overlapping the third finger and the fifth
finger overlapping the fourth. Cognitive and
behavioral findings include mental retardation,
developmental delay, mood disorder, and agitation.
The patient is dependent in all ADLs and eats a puree
diet supplemented with ensure pudding. The patient
is completely non-verbal, non-cognizant, with safety
and aspiration precautions. Treatment Plan: The
current medication treatment plan is to continue
Quetiapine 125 mg PO QAM and 300 mg PO QHS,
Olanzapine 2.5 mg PO PRN Q8H (agitation),
Docusate Sodium, Ergocalciferol, Magnesium Oxide
(impulse control), Pyridoxine (impulse control).
Music therapy, art therapy, and one-one visits to
promote overall development and awareness.
Discussion: The patient in question shares many of
the physical characteristics commonly found in those
diagnosed with trisomy 18. However, it remains to
be seen if the patient will also develop many of the
complications common to those affected by the
condition. No treatment exists for the chromosomal
abnormality and management is usually directed at
improving the patient’s disposition, cognitive
performance, and maximizing the patient’s ability to
function. Medical therapy is targeted toward
symptoms and improving quality of life. The most
well known, longest recorded survival time of a
patient with Edwards Syndrome was in Elaine Fagan
who passed away at the age of 25. Like her, the
patient in this case has reached an age that less than
1% of newborns diagnosed with Edward’s Syndrome
will.
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Calm After the Storm: Memantine for the
Treatment of Behavioral Disturbance in Unspecified
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SUMMARY:

Major neurocognitive disorder (NCD) currently
affects up to 5.7 million people in the United States,
with numbers expected to reach 65.7 million in
2030. Unfortunately, behavioral disturbances are
exceedingly common in patients with major NCD,
representing a significant source of morbidity and
mortality in this population. This is particularly
burdensome to patients in hospitals and assisted-
living facilities (ALFs), leading to increased lengths of
stay and decreased quality-of-life measures.
Furthermore, behavioral disturbance increases
psychological stress and fatigue imposed on family
and caregivers. Despite the overwhelming
consequences of behavioral disturbance in major
NCD, we have relatively few options for treatment
that lack robust supportive data. Memantine, an
NMDA antagonist used in moderate-to-severe
Alzheimer dementia (AD), has been shown to
improve behavioral disturbance in AD patients. In
this case report, we describe the use of memantine
for the treatment of behavioral disturbance in a
patient with unspecified major NCD. The patient is a
76-year-old male with bipolar 1 disorder presenting
with unspecified major NCD with behavioral
disturbance characterized by threatening staff at his
ALF when food preferences were not
accommodated. He reported no symptoms and
showed no signs of mania or depression. His initial
MoCA score was 16/30. In the hospital, he exhibited
a disruptive and confrontational attitude,
hyperphagia with excessive carbohydrate
consumption, forgetfulness with perseveration on
requests for denture cream and Chapstick, and
disinhibited sexual commentary concerning for
frontotemporal dementia. Hypertension and atrial
fibrillation raised concern for possible vascular
dementia. He had a gradual decline in memory
function over several years, with MMSE scores
trending from 29/30 to 20/30 over the past 7 years,
raising concern for possible AD. He also exhibited
intermittent paranoia. He refused brain MRI.

Memantine 5 mg daily was begun and increased by 5
mg each week until reaching 10 mg BID. After
beginning treatment, he exhibited reductions in
social isolation, disruptive/disinhibited behavior,
intrusiveness, perseverative requests, and paranoia.
MoCA score improved by 2 points after 2 weeks of
therapy, and by 5 points after 7 weeks of treatment.
It was concluded that memantine may have the
potential to improve behavioral disturbances in
patients with unspecified major NCD. Furthermore,
the clinically significant improvement in this
patient’s paranoia suggests that memantine may
also augment the potency of clozapine, which he
was prescribed prior to and throughout admission.
Moreover, memantine’s favorable side-effect profile
makes it a relatively safe drug without significant
associated risks. Given the observed efficacy in this
clinical case as well as its safety, memantine
warrants further exploration as a potential therapy
to improve behavioral disturbance in patients with
unspecified major NCD.
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SUMMARY:

Introduction: The diagnosis of Charles Bonnet
syndrome (CBS) relies upon three tenets: the
presence of visual loss, clearly formed and recurrent
visual hallucinations (VH), and insight (full or partial)
that these VH are not real [1]. CBS’s etiology is
poorly understood but involves loss of vision,
causing sensory deprivation and spontaneous firing
of the visual cortex resulting in release VH [2]. We
discuss a case of CBS, highlighting the ramifications
of the depth of insight and the importance of
assessing for dementia. Case description Ms. Ais a
79-year-old female with hypertension, Fuch’s
dystrophy, glaucoma, cataracts, corneal transplants
and extensive vision loss and no past psychiatric
history. At age 76, she first reported VH initially of
lights and pattern distortions, which became
increasingly complex, resulting in a diagnosis of CBS.
At that time, she retained full insight regarding the
neurological basis of her VH. Neurology prescribed



gabapentin, carbamazepine, and quetiapine with
limited benefit. At age 78, concern for cognitive
decline emerged as the VH became increasingly vivid
and distressing. Her insight into the VH waned, and
she began making quasi-delusional statements and
conjured confabulatory stories regarding misplaced
household items. She denied other perceptual
disturbances. Increasing distress resulted in
psychiatric hospitalization. The initiation of
risperidone calmed her VH triggered distress.
Cognitive assessments were indicative of mild
cognitive impairment. Discussion: Ms. A initially
demonstrated insight regarding her VH. In time her
insight and cognition declined. As cognitive decline
advanced, the VH became increasingly bothersome,
and she attributed agency to the VH. We postulate
that cognitive decline underlies reduced insight,
prompting reliance on VH to explain memory gaps.
Our understanding of CBS, visual hallucinations and
cognition is evolving. The classic description of CBS
emphasizes the retention of cognition and insight.
Contemporary thought suggests that patients can
retain partial insight [3]. There is also evidence that
CBS predicts future cognitive decline. In one
retrospective study, about 26% of patients
diagnosed with CBS ultimately developed dementia
[4], such as dementia with Lewy body (DLB). The
presence of partial insight, mild cognitive
impairment and VH of familiar figures at the
diagnosis time may predict later dementia [3]. Visual
loss is an independent risk factor for dementia [5].
The pathophysiology of dementia in CBS is unclear.
There are three hypotheses for the development of
dementia in CBS - intrinsic CBS pathology, sensory
impairment or a continuum on the road to DLB

[6]. Conclusion: The diagnosis of CBS should prompt
serial cognitive assessments to monitor decline and
allow for early interventions that improve patients’
and families’ quality of life. Further research is
needed to clarify the link between CBS and
longitudinal development of dementia.
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SUMMARY:

Abstract A case report of a patient with
Neurocognitive Disorder with Lewy Bodies, started
with symptoms of visual hallucinations and
depression after the 50 years of age, with no past
history of psychiatric symptoms. From the case, we
discuss the Mild Behavioral Impairment (MBI)
criteria, that describes neuropsychiatric symptoms
starting in adults and elderly after 50 years of age,
persisting at least intermittently for at least 6
months and occurring before or in conjunction with
cognitive decline without dementia as a prodrome of
a neurodegenerative diseases like Neurocognitive
Disorder with Lewy Bodies, Alzheimer’s Disease and
Frontotemporal Neurocognitive Disorder. A
thorough medical evaluation and the recognition of
the abnormality of psychiatric symptoms arising at
this age can help in the early detection of
degenerative diseases, allowing for an early start of
correct treatment, avoiding the use of neuroleptic,
and a better prognosis. In this poster, we discuss the
highlights of the clinical picture, the importance of
suspect - and how to suspect - that the underlying
symptoms in psychiatry may represent neurological
degenerations.
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SUMMARY:

Introduction: Pseudoseizures or psychogenic non
epileptic seizures (PNES) are associated to mental
health disorders and stress1. PNES can often present
superimposed with seizure disorder and abnormal
EEG, making it harder to be recognized and treated?2.
We present a complex case of seizure disorder status
post CVA with superimposed PNES in the context of
Bipolar disorder, Somatization and Anxiety disorder.
Case Description: LA is a 39 yo female with PMHXx of
CVA (previous large right middle cerebral artery
stroke with dense left hemiplegia), thyroid disease,
seizure disorder and recent Clonazepam withdrawal
seizures who presents with active jerking
movements in left lower extremity that started
during her neurology outpatient visit. Patient was



AAOx3. Neurological examination was significant for
residual severe spasticity and hyperreflexia along the
entire left side upper greater than lower extremity.
Patient presented during the visit with active shaking
spasm predominantly along the left leg with just a
very brief crossover to the right leg for over an hour.
This episode seemed to slow down with distraction
as when the patient was asked about her pet and
her nephew. Emergency EEG was performed with
patient having active shaking and tremor-like
symptoms, showing normal results. Symptoms
resolved after patient learned that EEG did not show
active ictal activity. Later that week, patient
attended her outpatient psychiatry follow-up. Upon
psychiatric evaluation, patient endorsed anxiety,
insomnia, mood swings, and somatic symptoms,
including generalized pain and headaches. MSE was
negative for active SI/HI, paranoia or psychosis.
Testing for HAM-A3 was 27 and Somatic symptom
scale-84 was 18. Patient was started on Lamotrigine,
Sertraline and Clonazepam, with improvement of
her symptoms. Discussion: This case highlights the
importance to be vigilant for pseudoseizuresl since
misdiagnosis can often lead to inappropriate
treatment, increase in readmission rates and
comorbidities5.
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Psychiatric Profile of a Child With 16p11.2
Microduplication and 15q11.2 Microdeletion Co-
Occurrence
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SUMMARY:

This is the case of a 9-year-old patient, Ms. G, with
several rare chromosomal anomalies predisposing
her to intellectual disability and numerous
neuropsychiatric conditions. In addition, her social
history of trauma and abandonment increased her
risk for psychopathy. Initially, Ms. G presented to the
Carilion Roanoke Memorial Hospital (CRMH)
Pediatric Inpatient Psychiatric Rehab due to
escalating self-harm behaviors and auditory
hallucinations. The previously diagnosed 16p11.2
microduplication and 15q11.2 microdeletion put her
at increased risk for schizophrenia. The patient’s
own description was often “my brain tells me to do
bad things like hurt myself and hurt you guys right
now.” However, the clinical team did not observe

any thought disorganization, or response to internal
stimuli typical of schizophrenia, and the formulation
was that these symptoms reflected intrusive
recollections related to her trauma and
developmental delays, rather than frank auditory
hallucination. Formal neuropsychiatric supported
this, as she demonstrated no impairment in reality
testing on the Rorschach Performance Assessment
System (R-PAS). Testing also revealed a full-scale 1Q
of 75 on the Wechsler Abbreviated Scale of
Intelligence-Il (WASI-Il), placing Ms. G in the 5th
percentile for intelligence. Notably, her scores on
the Vineland-3 Parent Rating Form indicated Ms. G
was <1 percentile in communication, socialization,
and daily living skills. These low ranks reflect a more
profound impairment than would be expected given
her FSIQ score alone. Taken together, this testing
and clinical observation suggest Ms. G does not
demonstrate all the conditions reportedly conferred
by either chromosomal anomaly alone. Rather, she
displays a complex intellectual disability with a
pronounced social impairment. In this poster, we will
describe this patient’s unique psychiatric
presentation and how it differs from previously
reported cases of either individual chromosomal
anomaly alone.
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SUMMARY:

Background: Lewy Body Dementia (LBD) is the
second most common form of neurodegenerative
dementia in older adults, after Alzheimer’s disease.
There is significant discrepancy between the number
of cases of LBD diagnosed clinically and those
diagnosed at postmortem autopsy. The clinical
diagnosis includes several core features: visual
hallucinations, REM sleep behavior disorder,
fluctuating cognition, and Parkinsonism, with
cognitive deficits preceding motor symptoms. We
present the case of a patient diagnosed with LBD
with progressive cognitive decline and psychosis to
highlight the challenges of clinical diagnosis and



management of the disorder. Case Presentation: A
64-year-old female presented to the psychiatric
inpatient unit for involuntary evaluation of
progressively worsening visual hallucinations and
physically aggressive behavior towards family. The
patient enjoyed a relatively good state of health and
worked as a professor until one and a half years
prior to admission. Approximately ten months prior
to admission, her daughter noticed progressively
worsening short-term memory impairment. Two to
three months prior to admission, the patient
endorsed well-defined visual hallucinations of
people that she would speak with. Hospital Course:
Patient initially exhibited paranoia, disorganization,
tangentiality, and hypervigilance, with poor memory
of the events leading to her hospitalization; Mini
Mental Status Exam (MMSE) was 18/30, 3 days later
14/30. She was initially treated with Haloperidol for
agitation which resulted in paradoxically worsening
aggressive behavior. Cogwheel rigidity was noted as
well as somewhat improved organization and
orientation in the mornings compared to at night.
Brain MRI was performed demonstrating chronic
small vessel ischemic changes and mild asymmetric
atrophy of the posterior parietal lobules bilaterally.
Labs for reversible causes of dementia were within
normal limits. Treatment: Patient’s behavior
improved following discontinuation of Haloperidol
and initiation of Quetiapine 25 mg by mouth at
bedtime. In the days leading to discharge, she was
calm, cooperative, organized and denied auditory or
visual hallucinations. Results and conclusion: Our
patient had a cognitive decline, followed by well-
defined visual hallucinations, cogwheeling,
parasomnias, waxing and waning orientation, and
agitation worsening with use of conventional
antipsychotic. Cognitive screening using MMSE was
especially deficient in attention, spatial recall, and
reasoning. Those unique features are most
consistent with LBD. After the diagnosis of LBD was
made, education was provided to the patient’s
family on diagnosis, prognosis and long-term care
options. LBD has been identified as the costliest
form of dementia with significant caregiver burden,
thus, further investigation in improving both
diagnostic accuracy and treatment outcomes
represents an opportunity for easing future
economic and social burdens.
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SUMMARY:

Traditional first-line medications for hyperactive
delirium, such as antipsychotics and
benzodiazepines, are not without potential side
effects and the risk of worsening delirium.3 Such
adverse reactions are of particular concern in older
populations who are more prone to developing
delirium and are more likely to suffer from
medication side effects, creating a need for
alternative agents.4 Most of the current research on
the use of valproic acid for delirium has been
retrospective and studied as an adjunctive therapy
to standard agents. A recent study showed that
when used as monotherapy in 35 patients, valproic
acid led to delirium resolution in 69% of cases.2 Also,
when used alone or as an adjunctive agent it led to
decreased use of sedatives and analgesics.1,2 The
patient we present was seen on our hospital’s
psychiatry consultation-liaison service. Symptoms
included waxing and waning sensorium, acute
combativeness, agitation, perceptual disturbances
and paranoid delusional ideation. As the patient was
unable to take medications by mouth, trials of
intramuscular haloperidol and olanzapine had been
made. Antipsychotic use resulted in QTc
prolongation which prompted use of valproic acid
IVPB at 250mg g6h. No dose titration was required
and the patient had resolution of symptoms over 72
to 96 hours. Our case adds to the literature by
providing likely successful use of valproic acid for
hyperactive delirium in a patient who could not
tolerate antipsychotics. We provide further evidence
that valproic acid may be used as monotherapy in
patients who are more vulnerable to traditional
therapies warranting further research such as a
randomized controlled clinical trial.
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A Flare of Grandiosity: Psychosis in the Setting of
Multiple Sclerosis
Poster Presenter: Keith Semler, D.O.

SUMMARY:

Multiple sclerosis (MS) has been well-documented to
manifest psychiatric symptoms at some point during
the natural history of disease. One study observed
mood symptoms in 79% of patients with MS.
Psychosis, on the other hand, is far less commonly
observed, with the same study reporting “delusions”
in only 7% of cases. Another large Canadian study
found that only 2-4% of patients with MS would
experience at least one psychotic episode. Further, it
appears that persecutory delusions are the most
common psychotic presentation. Grandiose
delusions, as seen in this case, may represent the
least common form of delusion seen in MS
psychosis. In contrast to primary psychotic disorders,
the incidence of psychosis in MS increases with age.
Additionally, patients with a lesion load particularly
around the periventricular areas were more likely to
experience psychosis. Some have alternatively
suggested that many episodes of psychosis are a
result of the potent immunomodulation that is
common in the treatment of MS flares. In this
report, we present the case of a 58-year-old female
suffering from MS with an active periventricular
lesion load and no prior psychiatric history who
presented to the psychiatric ED with grandiose
delusions regarding the cure for COVID-19 whose
delusions, rather than becoming exacerbated,
responded well to treatment with steroids.
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SUMMARY:

BACKGROUND Neurofibromatosis type 1 (NF1) is an
autosomal dominant genetic disorder, with a
prevalence of 1/3000. Approximately one-half of the
cases are familial (inherited). The remainder is the
result of de novo (sporadic) mutations in NF1 gene,
located on chromosome 17q11.2. The NF1 tumor-
suppressor gene encodes neurofibromin.

Neurofibromin is a cytoplasmic protein product that
encoded by the gene (NF1), is expressed in many
tissues, including brain (neurons, Schwann cells,
oligodendrocytes, and leukocytes), kidney, spleen,
and thymus. NF1 include cafe-au-lait macules,
neurofibromas, freckling in the axillary or inguinal
regions, optic glioma, Lisch nodules (iris
hamartomas), and distinctive osseous lesions [2]. In
addition to these clinical features,
Neurofibromatosis type 1 (NF1) is often associated
with psychiatric disorders, which are more frequent
in NF1 than in general population (33% of patients)
especially in children. Dysthymia is the most
frequent diagnosis (21% of patients). There is also a
high prevalence of depressive mood (7%), anxiety (1-
6%), and personality (3%) disorders. The risk of
suicide is four times greater than in the general
population. Bipolar mood disorders or schizophrenia
appear to be rare[3]. The majority of studies have
focused on physical health and neurocognitive
function in NF1, whereas psychiatric disorders
associated with this disease remain unclear and
poorly documented. This poster is based on a clinical
case and discusses the relationship between
neurofibromatosis type 1 and psychiatric disorders,
particularly anxiety disorders which can later present
as schizophrenia.[1] PRESENTATION OF CASE This
case presents a 19-year-old girl, with no past
psychiatric treatment diagnosed with
Neurofibromatosis 1 since birth, referred for a
Psychiatric evaluation from her individual Therapist
for significant symptoms of anxiety and paranoia.
Ongoing evaluation and assessment concluded a
diagnosis of Schizophrenia and patient responded
very well to treatment with

antipsychotics. CONCLUSIONS: The current
psychiatric literature does not provide full
explanations of anxiety and other psychiatric
symptoms associated with NF1. Researchers have
tried to explain the link between NF1 and psychiatric
disorders, and several etiopathogenic hypotheses
have been discussed[1] but it needs further
investigation. In our case the patient with NF1
presented with anxiety symptoms since childhood
later developing Schizophrenic symptoms like
paranoid delusions that worsened gradually and
became a primary target for treatment. The question
that arises is: Is there any association with NF1 and
Schizophrenia or are they psychiatric manifestations



induced by a multisystemic disease? More detailed
investigations are necessary to clarify the
etiopathogenic and psychopathological mechanisms
that can cause psychiatric comorbidity associated
with NF1.
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SUMMARY:

Huntington disease (HD) is an inherited
neurodegenerative disorder characterized by
choreiform movements, psychiatric symptoms, and
dementia. There is a subset of common psychiatric
symptoms seen in HD that has been outlined in the
literature, preceding the onset of motor dysfunction.
However, we present a patient whose illness
demonstrated unique psychiatric symptoms,
warranting further exploration on the relationship
between substance use and HD.

No. 36
WITHDRAWN

No. 37

Catatonic (Hypoactive) Delirium: An Unusual
Presentation of Pulmonary Embolism in a Patient
With MDD
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SUMMARY:

Introduction: The etiology and presentation of
hypoactive delirium is unique and challenging.
Careful medical and psychiatric work-up must be
performed to correctly characterize, diagnose, and
treat a patient presenting with delirium vs.
catatonia. Case Description: Ms. X., a 52 y/o female
with psychiatric history of major depressive disorder,
medical history of peripheral arterial disease and
smoking history of 30 pack-years, was seen in an
inpatient state psychiatric hospital as a transfer from
a medical emergency department (ED) for evaluation
of suicidal ideation, altered mental status (AMS), and
possible hallucinations. As described by her husband
and the ED physician, the patient had been in her

normal state of health until two days prior to
admission, at which time she became impoverished
of speech and unresponsive to questions, exhibited
prolonged staring, would not eat, and neglected her
grooming. The patient would whisper that she was
sorry and that she “should die” and would become
tearful often. She mumbled her late mother’s name
repetitively; her mother had died five months prior.
On ED evaluation, the patient was stuporous and did
not describe or deny any medical or psychiatric
symptoms. Physical exam showed underweight body
habitus, waxy posturing, slightly shallow breathing,
and significantly decreased psychomotor activity.
Her labs and imaging showed elevated sodium and
decreased calcium, normal liver function, normal
urine drug screen, and normal resting ECG. The ED
physician hypothesized psychiatric etiology and
transfer to our psychiatric hospital was arranged. On
presentation to that hospital, the patient exhibited
similar symptoms, but would at times become
clearly alert, respond to questions clearly and
directly, and demonstrate normal psychomotor
activity. These “breakthrough” periods would last
less than a minute and occurred four times in six
hours. Because of her unusual presentation,
symptoms of catatonia, and changing mental status,
the patient was diagnosed with catatonic delirium.
The patient was transferred back to the medical
hospital for further workup of medical etiology. In
that workup, blood gas analysis collected due to
AMS revealed hypoxemia and hypercapnia. A
subsequent chest CT revealed a submassive saddle
pulmonary embolism. The patient received
treatment with low molecular weight heparin
(LMWH) with complete resolution of
catatonia/delirium in 3 days. The patient was
continued on LMWH for an additional two months,
with no recurrence of symptoms. Discussion: This
case illustrates that careful characterization of
altered mental status and complete medical work-up
is essential for psychiatrists in the assessment of
delirium, especially in an exclusively psychiatric
inpatient setting. In this poster, we discuss the
debate surrounding diagnostic criteria and
management of catatonia vs. hypoactive delirium,
and current research on tools for psychiatric and
medical workup for hypoactive delirium. Topics:
hypoactive delirium, catatonia
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SUMMARY:

Introduction: The cerebellum is known for its vital
role in sensorimotor function. Schmahmann and
Sherman first described Cerebellar Cognitive
Affective Syndrome(CCAS) in 1998 and presented
landmark evidence of the cerebellum also being
important for cognitive and emotional regulation.
However, CCAS is still not widely recognized and has
only had limited attention in the literature. We
present an additional case and summarize current
evidence for CCAS to call for attention for
psychiatrists to be more aware of this diagnosis.
Case Report: Patient is an 81 year old female with
past psychiatric history of depression, onset post
CVA, who presented for mental status changes and
abnormal behavior such as being able to talk to God,
reading people’s thoughts, insomnia, flight of ideas,
and pressured speech. She was admitted to the
medical unit for evaluation of organic etiology for
her mental status change. A number of tests
including EEG and CSF studies were completed and
were negative. Her brain MRI did not show any
acute changes however was significant for old
ischemia involving the corona radiata, right
thalamus, left superior cerebellum and left inferior
cerebellum. With consideration that new-onset
mania would be very atypical for her age and that
other organic etiologies were ruled out, the lesion in
her cerebellum was most likely to have caused her
acute mania. Patient was started on Depakote and
olanzapine by the time of her discharge. On follow
up two weeks later, she reported 80% improvement
and there was notable improvement in her speech
and thought process. Discussion: Our patient
presented with acute manic symptoms a year after
her stroke. All other potential causes were ruled out
and it is unlikely to be a primary bipolar diagnosis at
her age. She has a significant lesion in her
cerebellum, although initially asymptomatic, it could
have taken a year for axonal regeneration to present
with affective symptoms. Schmahmann and
Shermann identified posterior location of lesion and

disruption in cerebellar modulation of multiple
neural circuits as integral causes of cognitive and
affective symptoms. These were confirmed again by
a meta-analysis and a cerebellar imaging study. Our
case adds to current evidence for CCAS and calls for
psychiatrists to be aware of this phenomenon to
correctly diagnose CCAS in patients with affective
presentations.
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SUMMARY:

Anti NMDA receptor encephalitis is a rare,
autoimmune disease where autoantibodies develop
against NMDA receptors in the brain and manifest in
a wide array of neurologic and psychiatric
symptoms. Patient A is a 21 y/o African-American
female with a history of seizures and

obesity. No past psychiatric history. She initially
presented to the Emergency department the

day after Christmas with headache, lightheadedness
and shaking. Her workup was negative at that

time and she was discharged home with a
psychiatric referral for anxiety. A few weeks later,
she returned to the Emergency department

with suicidal ideation and significant change in
behavior. Family reports that the patient became
violent, striking others, confused, and threatening
suicide by diving under a car. She had a very difficult
time verbally communicating with the hospital staff
and thus, history was largely provided by her
parents. Patient B is a 66 y/o African-American
female with a past medical history of hypertension,
hyperlipidemia, chronic kidney disease, epilepsy, and
leukoplakia of the vocal cords with laryngeal
papilloma. No past psychiatric history. She
presented to the Emergency department

for new bizarre behavior after a biopsy of her throat.
She appeared to be confused, spitting,

singing, repeating herself, fighting hospital staff and
experiencing auditory hallucinations. Each patient
was admitted to an inpatient psychiatric floor for
evaluation of their acute psychosis. The differential
for both patients included Schizophreniform



disorder, Schizophrenia, delirium secondary to
another medical condition, and Unspecified
Psychosis. It was not until the emergence of other
symptoms and treatment failure did the

primary team start to consider Anti NMDA Receptor
Encephalitis as a possibility for

their psychotic presentations. The goal of this
poster is to compare Anti NMDA Receptor
Encephalitis in two opposing age spectrums, given
that this disease usually occurs in young adults or
children. We hope to contribute to the

existing, though limited, knowledge on how

to differentiate this diagnosis from psychiatric
disease states. If the proper diagnosis can be found
for these patients in a timely manner, this will
expedite treatment and dramatically increase their
rates of successful recovery and remission.
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Development of New Onset of Psychosis in HIV
Positive Patient

Poster Presenter: Farah Shaikh, M.D.

SUMMARY:

Psychosis can be classified into primary
(schizophrenia, schizoid disorder, schizophreniform,
disorder) and secondary (underlying medical
conditions, drugs side effect). HIV positive
individuals can develop secondary psychosis. It can
be due to HIV infection itself, opportunistic
infections, substance-induced or side effects of
antiretroviral drug therapy (1). The new onset of
psychosis is a fatal complication of HIV infection. It
can contribute to greater morbidity and mortality in
HIV patients (2). Thus, it requires to take a
comprehensive history and careful physical, medical,
and neurological examination to rule out other
causes of psychosis(3). HIV induced psychosis usually
start suddenly and has no prodromal stage(4).
Grandiose, persecutory, and somatic delusions are
the most common presenting symptoms. Also, mood
symptoms and hallucinations may be present(5).
Here we are presenting a case of 54 years old HIV
positive male not on antiretroviral medication with
no known past psychiatric history, and no past illicit
drug use suddenly developed aggressive behavior,

decreased appetite, and disorganized speech. He
had a persecutory and grandiose delusion. In this
case report, we will review the causes of psychosis in
HIV patients.
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Difficulties in Managing Psychosis in a Patient With
a History of Arteriovenous Malformation Status-
Post Embolization

Poster Presenter: Rachel H. Han, M.D.

Co-Authors: Lino A. Gutierrez Ill, M.D., Theodore
Nam, M.D.

SUMMARY:

The patient, a 23 year-old white female with a past
medical history of a right frontal lobe arteriovenous
malformation (AVM) status-post two Onyx
embolizations and past psychiatric history of
adjustment disorder and post-traumatic stress
disorder (PTSD), presents to the emergency
department (ED) with a two-day history of
disorganized thinking, altered mental status and
possible manic behavior. The patient underwent a
second Onyx embolization of her AVM two weeks
prior to her presentation with a steroid taper and 7-
day antiepileptic drug (AED) prophylaxis. She was
initially evaluated at a local ED but was discharged
home after labs were unremarkable and a non-
contrast head CT was negative. The patient
continued to act out of character, sending text
messages that were illogical, paranoid and irrational
with no sleep. She was taken to a second hospital
where her neurosurgery team was located. The ED
staff consulted neurosurgery and psychiatry; imaging
showed focal inflammation around the site of
embolization with no acute intracranial process. The
patient was admitted to the inpatient psychiatric
ward. Neurology was consulted due report of stable
behavior with AED use post-surgery; after a normal
EEG, valproic acid was recommended. The patient
exhibited a severely disorganized thought process,
thought blocking, emotional lability, irritability,
paranoia and delusions. Her differential included a
myriad of etiologies: infection, seizure activity,
intracerebral ischemia, drug-induced psychosis,
mood disorder, and exacerbation of PTSD. Given her
atypical presentation with decreased sleep and
concern for psychosis, mania and seizure activity,
the treatment team started Seroquel at bedtime



with rapid response over two days. After discharge
the patient had a second hospitalization after she
discontinued her medications. Her presentation and
resolution mirrored her first admission. Her case led
to a literature search for psychosis in the setting of
AVM embolization with minimal results that were
not explicitly relevant. Further, we reviewed
management of post-stroke psychosis because of
theorized similarities in ischemic brain changes to
guide future management decisions for this patient
such as time course of therapy. In this poster, we
discuss the challenges of differentiating psychotic
symptom etiology for patients with neurologic
comorbidities, specifically intracranial AVM
embolization, which is not well documented, along
with the relevance of a right-sided frontal lobe
lesion. We also discuss the multidisciplinary work-up
and how to manage similar cases in the inpatient
and outpatient settings.
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Frontotemporal Dementia, Schizophrenia, Brain
Sagging, or All of the Above?

Poster Presenter: Jonathan Hirschauer, D.O.
Co-Authors: Virmarie Diaz Fernandez, M.D., Alex
Ledbetter, D.O., Daniel Witter, M.D., Sarah Fayad,
M.D.

SUMMARY:

Introduction: Frontotemporal brain sagging
syndrome (FBSS) is characterized by the gradual
onset and progression of behavioral and cognitive
dysfunction accompanied by headache, caused by
cerebrospinal fluid (CSF) leak in the spine. This
causes loss of CSF volume to support the brain and
spinal cord, resulting in intracranial hypotension. The
following is clinical data of a patient who was
presumptively diagnosed with FBSS. Case Report:
Patient is a 57-year-old African-American female
with no past psychiatric history who presented after
impulsively “destroying her house”. She had one-
month history of depression and behavioral changes,
including paranoia directed towards coworkers and
intent to remarry her estranged ex-husband and
leave the country with him. Patient’s family reported
similar episode six months prior, which resolved with
no intervention. The patient was admitted to the
behavioral health unit. Initially, she was diagnosed
with unspecified schizophrenia spectrum disorder.

Olanzapine was started and eventually titrated to
10mg by mouth daily. Her symptoms improved
somewhat over the course of her one-week
hospitalization. She realized that remarrying her ex-
husband and leaving the country was unrealistic, and
could have deleterious consequences. The neurology
team was consulted after moderate atrophy was
noted on brain CT. MRI brain revealed prominent
atrophy in the frontotemporal lobes but no
corresponding ventriculomegaly ex vacuo. MRI of
the cervical, thoracic, and lumbar spine was negative
for CSF leak. Laboratory workup including CBC, CMP,
vitamin B12, folate, TSH, HIV Ag/Ab, RPR, and
urinalysis, were unremarkable. The leading diagnosis
at time of discharge was FBSS vs. frontotemporal
dementia (FTD). Discussion/Conclusion: FBSS is a
potentially reversible disease secondary to CSF leak
in the spine causing loss of CSF volume to support
the brain and spinal cord. Symptoms include
personality changes which can be mistaken for
neurodegenerative conditions, including
frontotemporal dementia. Clinical suspicion is
important to detect FBSS, and the diagnosis involves
imaging of all levels of the spinal cord and in some
cases, lumbar puncture.
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Genesis of Mental Disorders—Could It Be Cavum
Septum Pellucidum et Vergae: A Case Report of CSP
With Catatonic Schizophrenia

Poster Presenter: Nitin Pothen, M.D.

Co-Authors: Adriana Fitzsimmons, M.D., Shveta
Kansal, M.D.

SUMMARY:

Learning Objectives: 1) Recognize the association a
large CSP with a subgroup of schizophrenic patients
2) Raise awareness of possible increased
susceptibility to psychosis associated with
developmental anomalies in midline structures
Abstract: A male in his 20’s with a history of
schizophrenia and no known past medical history
was brought to the hospital after being found on a
bench non-responsive. Patient was given 3 doses of
naloxone in the field with no response, evaluated in
the emergency room, and admitted to the ICU. CMP,
CBC, UDS, BAL, CXR, EEG and head CT no
abnormalities. MRI revealed Cavum Septum
Pellucidum et Verge of 21mm in size. After three



days he was medically cleared and transferred to the
inpatient psychiatric unit. He had a flat affect,
dysphoric mood, and poor oral intake and was
trialed on citalopram and mirtazapine. After a few
days the patient demonstrated catatonic symptoms
of mutism, negativism, and immobility/stupor, and
was not compliant with treatment. He showed a
temporary response to a lorazepam challenge,
however his catatonic state progressed to non-
responsiveness, requiring transfer back to the
medical floor. Ultimately decision for ECT treatment
was made. He showed minimal response to
olanzapine, methylphenidate, and high-dose
lorazepam throughout the hospital stay. Five months
after admission, permanent guardianship was
obtained for ECT treatment consent when a family
member was available, and the patient was
transferred to facility where ECT was available,
where ECT was initiated with a significant effect for
the patient after 6 sessions. After a total of 12
sessions of ECT, he was discharged, psychiatrically
stable, on Invega susstena 156 mg IMmonthly for
psychosis, Zoloft 50 mg daily for depression, Ativan
0.5mg twice daily for catatonia prophylaxis and
outpatient follow up. Conclusion: Septum
pellucidum is a brain midline structure which fuse in
first 3 to 6 months of life. Abnormally the failure of
the fusion leads to occurrence of Cavum Septum
Pellucidum. Many studies have suggested that CSP
pay a role in genesis of mental disorders and some
correlations with symptoms of schizophrenia.(1).
There have been reports of associations between
large CSP and functional psychotic disorders,
particularly schizophrenia as well as a case report of
late-onset catatonia with no psychiatric history,
associated with enlarged cavum septum pellucidum
and cavum vergae with a response to ECT
treatment.(2)(3). Our case appears to be among the
very few unique cases ever reported with large CSP
and CV associated with catatonia. Incidental MRI
findings of such anatomical variations found in
susceptible individual warrant an in depth
psychiatric history for further care and early
intervention.
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Mania in a HIV Infected Patient: A Unique
Presentation of CNS IRIS

Poster Presenter: Kyle J. Bowers, M.D.
Co-Author: Lokesh Shahani, M.D., M.P.H.

SUMMARY:

Background Immune reconstitution inflammatory
syndrome (IRIS) refers to the constellation of
symptoms and clinical features that occurs in
previously immunosuppressed patients during rapid
restoration of immune function. The initiation of
antiretroviral therapy (ART) in HIV patients in the
presence of an opportunistic infection can bring
about such a presentation, leading to a paradoxical
worsening in clinical status despite improvements in
viral load and CD4 count. Patients who have
opportunistic infections of the central nervous
system (CNS) are at particular risk, as resulting
inflammation in the brain can cause increased
intracranial pressure and eventual herniation. In
light of this, IRIS of the CNS can lead to a variety of
unique clinical presentations. We describe a unique
case of an HIV-infected patient with IRIS in the
context of ongoing progressive multifocal
leukoencephalopathy. Case Presentation A 40-year-
old male with past medical history significant for HIV
and past psychiatric history significant for
schizophrenia and synthetic marijuana use
presented with new onset grandiose delusions,
disorganized behavior, agitation, and decreased
need for sleep. He was initially given trials of
risperidone and quetiapine, with little improvement.
Three months prior, patient had been hospitalized
for a presentation of encephalopathy in the setting
of non-compliance with ART. At that time,
cerebrospinal fluid (CSF) studies showed elevated
protein and predominant lymphocytosis, CSF
cultures obtained were negative, and MRI brain
showed increased hyperintensity in the left occipital
lobe. The patient was restarted on ART and in the
ensuing three months demonstrated marked
improvements in his CD4 count and viral load. This
combination of worsening psychosis refractory to
treatment with recent improvement in HIV
treatment status led to the consideration of IRIS of
the CNS. His follow-up MRI brain showed
significantly increased periventricular bilateral T2
hyperintensity as compared to his prior scan,
indicating worsening inflammation. Upon adding



anti-inflammatory therapy to the patient’s regimen,
his symptoms began to improve. Further CSF studies
were obtained in the outpatient setting, with
positive result for JC virus DNA in the CSF, leading to
a diagnosis of PML-associated IRIS. From this case
we address the value of a thorough medical workup
in determining the etiology of a psychiatric
presentation in patients infected with HIV infection.
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Neuropsychiatric Manifestations of Brain Tumors: A
Case of a Brain Metastasis Appearing as Depression
and Delirium

Poster Presenter: Maria Hadjikyriakou, M.D.
Co-Authors: Neil Mehta, Zelde Espinel, M.D., Maria
A. Rueda-Lara, M.D.

SUMMARY:

Mr. K is a 50-year-old male with a history of a large
thyroid goiter and without a known

psychiatric history, who was diagnosed with lung
cancer in the fall of 2019. After initial diagnosis, he
had to leave the United States and, while outside of
the country, reportedly obtained further work-up of
his lung cancer with PET scan and EBUS
transbronchial biopsy. Upon returning to the United
States, due to insurance difficulties, the COVID-19
pandemic, and a bout of pneumonia, he was unable
to start neoadjuvant chemotherapy until the spring
of 2020. At this time, he underwent a left
pneumonectomy and remained in the hospital for
further work-up and stabilization. By hospital day 14,
the primary team noticed increasing social
withdrawal, refusal of treatment, refusal to speak to
family members, and declining oral intake over 4 to
5 days. Psychiatry was consulted for the evaluation
of depression on hospital day 18. Per collateral
history, family noted that it was very unusual for him
to decline speaking to family members during this
hospitalization and that he did not appear to be
depressed prior to the last week. On evaluation,
patient was noted to be somewhat drowsy, hesitant
to respond to questions before losing eye contact,
and often staring ahead blankly. The few word
responses he did provide were nonsensical. The
suspicion for altered mental status, more specifically

a case of hypoactive delirium, grew. The
consultation-liaison team discussed the case with
the primary team and recommended delirium lab
workup in addition to obtaining an MRI brain scan
with and without contrast. Bloodwork returned
within normal limits. However, the MRI brain scan
revealed a large necrotic enhancing mass in the left
medial frontal lobe with extensive vasogenic edema
and midline shift. Several days later, the patient
underwent a frontal craniotomy for resection of the
left frontal brain metastasis. Improvement in his
mental status and verbal expression was noted by
the next day. He was discharged 8 days later, by
hospital day 30, reportedly back to his baseline with
planned whole brain radiotherapy post-

discharge. In this poster, we present a case of a
brain metastasis that acutely contributed to
hypoactive delirium, but was initially interpreted as
depression. Delirium is commonly misdiagnosed as
other psychiatric disorders, including depression,
dementia, and catatonia. As each of these entities
require different modes of treatment, the correct
differentiation and recognition of these disorders is
necessary for proper work-up and management.
(Breitbart and Alici, 2012; Sarutzki-Tucker et al,
2014). It is even more important to do so in
medically complex patients, especially in the case of
brain metastases, when patients can commonly
present with neuropsychiatric symptoms, including
depression and abulia in the case of left frontal and
medial frontal lobe tumors. (Madhusoonan et al,
2015).
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No Mere Child’s Play: Childish “Speech Mannerism”
as an Initial Presentation of Catatonia

Poster Presenter: Duncan McDermond, B.A.
Co-Author: Yassir Osama Mahgoub, M.D.

SUMMARY:

INTRODUCTION: Patients with catatonia might
present with mutism or peculiar speech. We
describe a case of a patient with schizophrenia who
presented with childish and prosectic speech and
later displayed other catatonic signs before being
adequately treated. METHODS: Case report and brief
literature review. CASE SUMMARY: A 49 year old
woman with history of schizophrenia, previously
maintained on haloperidol decanoate 100 mg



injection every month, presented with worsening of
psychosis secondary to medication non adherence.
She was noted to have childish voice with elevated
pitch, and whining. She spoke with limited
vocabulary using one to two words. She was
occasionally difficult to understand due to poor
articulation with voice muffling and softening. She
perseverated on how she was poisoned by alcohol
and was noted to be laughing inappropriately. Her
abnormal speech pattern and thought perseveration
raised concerns for catatonia. She received
lorazepam 1mg and afterward, her adult voice
returned and was clearer. Over the next 48 hours,
she refused lorazepam and the childlike voice and
poor articulation returned. She progressively
demonstrated withdrawal; near stuporous; near
mute with limited lexiconal access and simplified
syntax, responding in two-word sentences; thought
perseveration; prosectic speech; negativism; and
gegenhalten paratonia. Lorazepam was resumed and
increased to 2mg BID. Her catatonic features
resolved and she was using an adult voice
intermittently with clearer articulation. DISCUSSION:
Speech is the expression of thoughts or feelings by
spoken words. Lanaguage components include
prosody, the sound of someone’s voice as they
speak: pitch, intonation, and stress; phonology, how
sound sequences are organized in languages; lexicon
is a person’s vocabulary; syntax describes how words
and phrases are arranged; and articulation, the
physical process of forming sounds by controlling the
jaw, tongue, and lips to alter air movement. All of
these speech components can have catatonic
features. Patients commonly present with mutism, a
state of minimal or complete verbal
unresponsiveness. Speech content may reflect other
signs like negativism or withdrawal. Literature has
described many other features of catatonia like
speech promptness, a form of automatic obedience.
Mannerisms, abnormal repetitive goal directed
movements and behavior, can manifest in various
forms of speech utterance such as echolalia,
repetition of a person’s speech, or verbigeration,
repetition of phrases or sentences during
conversation. Our patient presentation of child
voice, progressively fading tone, limited vocabulary,
shortened responses, poor grammar, and mumbling
can represent mannerism of speech phonology,
prosody, lexicon, syntax, and articulation.

CONCLUSION: Catatonia can present with both
mutism and variable speech mannerisms. Catatonia
signs can overlap. Speech content, utterance, and
paralinguistic components of speech can be altered
in catatonia.
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Post-Stroke Akinetic Mutism Versus Catatonia:
Lorazepam-Challenges, MRIs, and Psychostimulant-
Challenges to Investigate a Differential

Poster Presenter: Joshua C. Eloge, M.D.

SUMMARY:

Background: Isolated strokes of the Anterior
Cingulate Cortex (ACC) are relatively rare, with few
case reports in the literature, but they have been
known to cause apathy, abulia, and akinetic mutism.
It is not uncommon for consulting psychi