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NO.1

CLINICAL CHARACTERISTIC OF SYNTHETIC
CANNABINOID USERS ADMITTED TO THE
INPATIENT PSYCHIATRIC SERVICE

Lead Author: Sabina Fink, M.D.

Co-Author(s): Ronak Patel, M.D., Raminder Cheema,
M.D., Houssam Raai, M.D., Luisa Gonzalez, M.D.,
Panagiota Korenis, M.D., Yevgenia Aronova, M.D.

SUMMARY:

Synthetic cannabinoids (SCs) are analogs of natural
cannabinoids that are chemically synthesized. These
compounds are used frequently in the community as
illicit substances. Literature review indicates that its
use is increasing due to its easy accessibility despite
it being placed under Schedule | of the Synthetic
Drug Abuse Prevention Act of 2012. SCs are readily
found in most inner urban communities across the
United States, and their abuse is increasing at a high
rate. Studies suggest that SCs can result in medical
and psychiatric manifestations including vomiting,
tachycardia, seizures, auditory hallucinations,
aggressive behavior and an increase in impulsivity.
The increase in prevalence compounded with the
potentially devastating psychiatric sequelae raise
concerns for mental health practitioners. While
some literature exists that reviews the psychiatric
manifestations of patients who use SCs, there are no
studies that review the clinical characteristics of
these types of patients. At this time, SC drug
screening is not readily available in most hospital
centers, and intoxication with SCs is primarily based
on a clinical evaluation, patient’s self-report or
collateral information. We conducted a retrospective
case control study of patients who were admitted to
the inpatient psychiatric service for a period of seven
months from January 1, 2015 through July 31, 2015
who reported smoking SCs. This poster will attempt
to explore specific clinical risk factors of patients
who use SCs and will consider clinical implications as
well as treatment strategies and multidisciplinary
management of such complicated patients. A
discussion of the utility of having routine drug
screening specific for SCs will also be explored. In
addition, we aim to bring to light the need for future
investigations to better understand how to manage
this difficult patient population.

NO. 2

A UNIQUE CASE OF POST-ELECTROCONVULSIVE
THERAPY STATUS EPILEPTICUS

Lead Author: Sameera Guttikonda, M.D.
Co-Author(s): Arielle  Kulbersh, M.D., Andrew
Truccone, D.O.

SUMMARY:

Background: Electroconvulsive Therapy (ECT) is one
of the treatment modalities for disabling psychiatric
conditions. Generally, induced seizures are time
limited, and seizures occurring postECT (tardive
seizures) are relatively infrequent. Even less
frequent is a progression of tardive seizures to status
epilepticus. We present a clinical case report of a
patient who developed tardive status epilepticus.
Methods: The treatment course of a patient with
postECT tardive status epilepticus is presented, and
the literature on tardive seizures is reviewed.
Results: A 39-year-old male patient with a history of
schizophrenia and developmental delay presented
with symptoms of catatonia. Subsequently, he
developed signs and symptoms consistent with
Neuroleptic Malignant Syndrome. His condition
improved with supportive measures and a high dose
of lorazepam. After initial response, the symptoms
of catatonia plateaued and did not respond to
further management. Given the patient’s clinical
state and unrelenting catatonia, ECT was
recommended. Index bitemporal treatment led to
subsequent tardive seizure. The patient developed
facial twitching, ocular deviation and oropharyngeal
contractions.  This  episode responded to
methohexital. Following this, the patient had two
more convulsive episodes that responded
spontaneously. The patient required lorazepam for
seizure control; however, his clinical condition
worsened with five separate seizure episodes in a
day that were treated with phenytoin bolus loading,
though his levels remained subtherapeutic.
Throughout his clinical course, a marginal
improvement in catatonia was appreciated with one-
time response to Midazolam. However, this
response wasn’t replicated during a repeat
Midazolam trial. Discussion: This case highlights
relatively complex and serious sequela of tardive
seizures. Frequency of prolonged seizures s
relatively low (1-2%), and postECT tardive status
seizures are even less frequent. There is a paucity of
data about this unique clinical complication; our
brief literature review revealed only 6 cases (two
cases from the same article) of seizures postECT that
were labeled as “tardive seizures." Conclusion: It is



important to document these challenging clinical
scenarios to further our understanding of this
relatively infrequent complication. PostECT status
epilepticus is not a contraindication to ongoing ECT
treatment; however, a subsequent course of ECT
should be completed with concomitant use of anti-
epileptic medications. This case is highly relevant
due its  unusual nature, especially as
Electroconvulsive Therapy is an oft-recommended
and highly effective treatment modality for patients
exhibiting catatonia.

NO. 3

COMBINED LOXAPINE AND CYPROHEPTADINE
LIMITS CLOZAPINE REBOUND PSYCHOSIS AND MAY
ALSO PREDICT CLOZAPINE RESPONSE

Lead Author: Lila Aboueid, D.O.

Co-Author(s): Shama Patel, M.D., Richard H.
McCarthy, M.D.

SUMMARY:

Clozapine, the only FDA-approved antipsychotic used
in treatment-refractory schizophrenia and
suicidality, has consistently been shown to be more
effective than any other antipsychotic medication.
However, clozapine-induced agranulocytosis limits
clozapine’s use, and when it occurs, clozapine must
be stopped and cannot be restarted. This results not
only in the loss of incremental benefits that
clozapine afforded but also may lead to particularly
severe, difficult to treat rebound psychosis.
Cyproheptadine has been shown to limit this
rebound. There has been considerable speculation
about clozapine’s mechanism of action, but it
remains unknown. Using PET data, Kapur et al.
reasoned that a loxapine and cyproheptadine
combination could have a 5HT-2A/D2 ratio, D4
antihistamine and antimuscarinic receptor blockage
profile similar to clozapine. Receptor studies by
others support this. Cyproheptadine mimics some of
clozapine’s actions and can increase appetite and
impair insulin activity. In addition, neither rats nor
pigeons are able to discriminate clozapine from
cyproheptadine. Finally, some patients with whom
we work who have discontinued clozapine report
that cyproheptadine feels like clozapine to them.
The patient in this case is a 66-year-old Caucasian
female with a long history of treatment-refractory
schizophrenia. In spite of multiple antipsychotic
medication trials, the patient’s paranoid delusions
had not abated. Her daily life was increasingly
impaired by her delusions, and she was referred for
a clozapine trial. Clozapine was titrated to a

maximum daily dose of 400mg. The patient had a
rapid and significant decrease in her delusions from
early in the trial, and these continued to abate with
subsequent dose increases. Initially, hypotension
limited dose increases, but at ten weeks, she had a
precipitous drop in her WBC/ANC that proceeded to
full-blown agranulocytosis over a three-day period.
Filgrastim treatment was begun; clonazepam was
used to contain anxiety, and the patient was started
on cyproheptadine 4mg TID to prevent a clozapine
discontinuation rebound psychosis. When the
patient’s hematological indices returned to normal,
the patient was begun on loxapine 10mg daily to
address her newly returned paranoid delusions.
Over the next three weeks, the patient’s delusions
continued to decrease to levels lower than they had
been on clozapine. At this time, some five months
after clozapine discontinuation, the delusions are
only minimally present and do not result in any
inference in the patient’s daily life. The combination
of loxapine and cyproheptadine mimic some of
clozapine’s action. In cases were a clozapine
responder must discontinue the medication, there
may be an alternative to clozapine’s use. In addition,
patients reluctant to take clozapine may be offered
this combination to determine if clozapine may
benefit them. Further assessment of this
combination using standard symptom scales is
indicated.

NO. 4

BODY SNATCHERS: THE NEUROPSYCHIATRY OF THE
CAPGRAS DELUSION

Lead Author: Caitlin Adams, M.D.

Co-Author(s): David Diaz, M.D.

SUMMARY:

Background: Delusions are fixed, false beliefs that
persist despite contradicting evidence. They range
from non-bizarre—believing one’s spouse is having
an affair—to bizarre—believing one has been
abducted by aliens. One specific delusion focuses on
the belief that familiar individuals have been
replaced by imposters. It can be seen in both
primary psychiatric and neurologic disorders. First
described in 1923, the Capgras delusion is a complex
symptom that encompasses the realms of both
psychiatry and neurology. Attempts have been made
in each discipline to explain this particular delusion,
but the separation between these is artificial and
difficult to delineate. Case: A 57-year-old Caucasian
male who carries diagnoses of schizophrenia initially
presented to outpatient primary care complaining of



“anxiety plus” and was noted to be visibly anxious.
He endorsed both auditory and visual hallucinations
and was transferred to inpatient psychiatry for
further workup. The patient described hearing
deceased relatives, whom he believed were
predicting future events and told him he had four
brain tumors. He also endorsed delusions of control,
believed his mother was trying to overtake his body.
The patient believed that the women who visited
him and claimed to be his mother and sister were
actually imposters and that his “true family,” with
whom he spoke to on the phone, was living in
Sweden. Discussion: Our ability to treat the Capgras
delusion, or any delusion, really, is limited by our
lack of understanding of the exact cause. From the
psychiatric perspective, the delusion may be
explained by a psychoanalytical or dynamic
formulation of repressed feelings reemerging. The
neurologic perspective focuses on a structural and
functional explanation, describing the Capgras
delusion as the reverse of prosopagnosia, or face
blindness. With increasing use of brain imaging,
more underlying neurological pathology is being
identified, and a better explanation for what causes
this unique delusion may be possible.

NO.5

DEMORALIZATION: TWO CASES FROM A CANCER
CENTER SETTING AND LITERATURE REVIEW

Lead Author: Crispa Aeschbach Jachmann, M.D.
Co-Author(s): Jerry Ignatius, D.O.

SUMMARY:

Background: Demoralization is a well-defined
syndrome in the psycho-oncology literature and is
commonly seen in specialty cancer center settings,
but is little known in general psychiatry. Patients
experience hopelessness, helplessness, loss of
purpose and meaning, feelings of failure, emotional
distress, reduced coping, and social isolation in the
setting of a significant stressor, commonly serious
and/or terminal medical illness. Patients do not
meet criteria for mood disorders. Some patients
experience a wish for a hastened death or even
suicidal ideation, which may both complicate their
medical treatment and prompt the issue of
physician-assisted suicide. Prevalence rates of 13 —
18% have been reported among cancer and
palliative patients. Here, we report on two cases of
patients with demoralization syndrome seen at MD
Anderson Cancer Center in Houston, Texas, and
highlight the differences between major mood
disorders. Case: Patient 1 is a 43-year-old Caucasian

female with refractory, therapy-related AML,
admitted to the hospital for fungal pneumonia,
chemotherapy and possible stem cell transplant. She
was seen by psychiatry for evaluation of anxiety. She
reported intermittent emotional distress,
hopelessness, feelings of failure and loss of purpose
and meaning from being unable to fulfill her role as a
mother, and anticipatory guilt regarding a possible
transplant from her 16-year-old son. She was from
out of state with poor local social support. She
reported poor coping in the hospital and wanting to
leave to return to her family at times. She responded
well to supportive psychotherapy in the hospital and
as-needed medications for anxiety. Patient 2 is a 75-
year-old Caucasian male with recently diagnosed
metastatic adenocarcinoma of the lung, admitted for
poor PO intake and pain after stopping medications.
He was seen by psychiatry for evaluation of
depression. He reported a rapid decline in
functioning with poor mobility and incontinence and
resulting psychological distress with hopelessness,
helplessness and social isolation. He had previously
been very independent and now lived with his
daughter. He had stopped taking his medications
and eating the week before admission in an attempt
to hasten his death, but denied suicidal ideation. He
responded well to supportive psychotherapeutic
interventions and strengthening of his connection to
his family with mirtazapine for insomnia. Conclusion:
Differentiation of demoralization from other
psychiatric disorders is important due to differences
in treatment. Demoralization is thought to respond
best to psychotherapy with medications used in
acute symptom management (e.g., insomnia and
acute anxiety). Demoralization represents an under-
recognized clinical syndrome among medically ill and
oncological patients that deserves greater attention
among general psychiatrist as more of these patients
transition from specialty cancer centers to
community care settings.

NO. 6

GERIATRIC OLFACTORY REFERENCE SYNDROME
RESPONDING TO DULOXETINE: CASE REPORT AND
LITERATURE REVIEW

Lead Author: Awais Aftab, M.B.B.S.

Co-Author(s): Samantha Latorre, M.D.

SUMMARY:

Background: Olfactory reference syndrome (ORS) is
a psychiatric condition characterized by a persistent
preoccupation with the false belief that one emits an
offensive body odor. It frequently presents with



delusions of reference, olfactory hallucinations and
repetitive behaviors. It has variously been classified
as a delusional disorder, somatoform disorder,
obsessive-compulsive spectrum disorder or social
anxiety disorder. DSM-5 describes ORS as a variant
of taijin kyofusho and classifies it under other
specified  obsessive-compulsive  and  related
disorders. Case: Ms. G was a 66-year-old African-
American woman with a past psychiatric history of
depression, anxiety and dementia and a medical
history significant for coronary artery disease and
heart failure with a cardiac pacemaker. She was
brought to the emergency room after getting lost
and endorsed feeling depressed with passive suicidal
thoughts and was subsequently admitted to an
inpatient gero-psychiatric unit. Ms. G was irritable
with poor memory and recall, and was preoccupied
with the belief that she had a terrible odor. She
described the smell as rotting “worse than death”
and attributed the odor to different causes: past
sins, punishment from God and declining self-care.
She believed the odor repulsed others, endorsed
hopelessness and felt she would rather die than
continue to live in this manner. Her beliefs were of
delusional severity, and they were accompanied by
other delusions of reference. The odor started about
three months prior when she went to live in a
nursing home. Her current episode of depression
started after the onset of the olfactory symptoms.
She had been on paroxetine 40mg daily and
mirtazapine 30mg daily, but despite compliance, she
continued to experience olfactory and depressive
symptoms. CT head revealed extensive bilateral
nonspecific white matter changes. Her EKG on
admission revealed a QTc of 580msec, and
cardiology recommended against using
antipsychotics. She was started on duloxetine that
was titrated to 40mg/day. She was also started on
memantine for her dementia. By week three, Ms. G
reported complete resolution of the perceived odor
with resolution of death wish and significant
improvement in depressed mood. Discussion:
Literature on ORS is sparse; age of onset is in the
majority of cases less than 20 years, but it has been
reported in some geriatric patients in the context of
depression. There is substantial comorbidity of ORS
with anxiety and depression. ORS is chronic and
persistent without treatment. It responds better to
psychotherapy and antidepressants compared to
antipsychotics. Our case is atypical given the
advanced age of onset and presence of comorbid
dementia. Among antidepressants, Clomipramine
and SSRIs has been used, but use of duloxetine for

ORS has not been reported before in literature. She
responded to duloxetine, but it is unclear what
contribution, if any, memantine may have had in her
clinical improvement.

NO. 7

RARE CLINICAL MANIFESTATION OF
NEUROSYPHILIS: ROLE OF PSYCHIATRISTS AND
IMPORTANCE OF A ROUTINE SCREENING TEST

Lead Author: Saba Afzal, M.D.

Co-Author(s): Rashi Aggarwal, M.D., Manjula
Chilakapati, M.D.

SUMMARY:

Background: Neurosyphilis (NS) is an infection of the
brain/spinal cord caused by the spirochete
Treponema pallidum. It affects patients who have
had chronic, untreated syphilis. It is well-known that
NS can essentially present as any psychiatric
symptom. Of Ilate, there has been a drastic
worldwide increase in the incidence of syphilis,
especially in urban areas. The most common
psychiatric symptoms reported in new cases are
dementia, depression and grandiosity. Here, we
present a case of NS in an elderly man who
progressively manifested personality changes and
visual hallucinations over a six month period, which
were initially suspected to be symptoms of
dementia. Case: A 78-year-old male without any
psychiatric history presented with 10 days of
generalized weakness, multiple falls and visual
hallucinations. The patient used a cane to ambulate
and first fell 10 days before presentation. He was
found by his son several hours Ilater. He
subsequently improved, was able to ambulate and
refused a hospital visit. Two days preceding
presentation, he suffered a second fall. He also
reported seeing strange things and his deceased
brother. He initially refused a hospital visit, but then
agreed after two days. Per collateral from his wife,
the patient had progressive manifestation of
personality changes for six months. The patient was
uncooperative, irritable and confused. Blood/urine
tests and imaging ruled out drug abuse and
neurological diagnosis. Psychiatry was consulted due
to cognitive deficit. New acute psychiatric diagnosis
was ruled out, and vitB12/folate, TSH, UA, HIV
screen was unremarkable. RPR and MH-TP were also
sent, and the patient was subsequently discharged
to subacute rehabilitation (SAR) with diagnosis of
dementia. RPR and MHA-TP came back positive two
days postdischarge. SAR was contacted, and an
outpatient neurology appointment was arranged. It



was concluded that the patient’s gait instability,
visual hallucinations, personality changes and mild
dementia were most likely secondary to NS.
Discussion: The World Health Organization
estimates that 10 — 12 million new syphilis infections
occur each year. Invasion of the CNS occurs early in
the course of untreated syphilis. The presentation of
psychiatric symptoms due to NS is identical to
symptoms from any other etiology. Although NS is
not widely considered in the differential of
psychiatric symptoms, due to recent epidemiological
data and the difficulties in differential diagnosis,
routine screening tests should be considered. In
clinical practice, cost has been debated; however,
the outcome of undiagnosed NS also leads to
economic burden on patients and health care.
Conclusion: NS remains a diagnostic challenge
because of its wide spectrum of presentation. This
case highlights the importance of high index of
suspicion for NS and the importance of serological
tests as a routine component for evaluation of
patients with psychiatric symptoms and the role of
psychiatrists as consultants.

NO. 8

CASE REPORT ON MUNCHAUSEN SYNDROME
Lead Author: Fariha Afzal, M.B.B.S.
Co-Author(s): Dr. Stanley P. Ardoin, M.D.

SUMMARY:

This is the case of a 41-year-old Caucasian female
admitted to a state psychiatric facility who manifests
symptoms of Munchausen syndrome. Munchausen
syndrome, also known as hospital addiction,
polysurgical addiction and professional patient
syndrome, is a factitious disorder. This case study
addresses the etiology, presentation, diagnostic
criteria, treatment and prognosis of Munchausen
syndrome. It also focuses on differentiating between
malingerers and patients with fictitious disorders
who do not have material goals but crave the
attention that comes with being a patient. This
patient seeks repeated admissions to multiple
psychiatric facilities and emergency rooms and
undergoes painful invasive diagnostic tests and
surgical operations, repeating the basic conflict of
needing acceptance and love while expecting that
she will be rejected. We conclude that early
recognition of the disorder, being mindful of the
clinician’s own countertransference, and reframing
the disorder as a cry for help is crucial in successful
management of the disorder. SSRIs may be useful in

decreasing impulsive behavior when it is a major
component in acting out fictitious behaviors.

NO.9

THE PRESENTATION OF SOMATIC DELUSIONS IN
THE SETTING OF LYME DISEASE: A CASE REPORT
AND LITERATURE REVIEW

Lead Author: Ammar Y. Ahmad, M.D.

Co-Author(s): Jessica S. Bayner, M.D., Mohammed F.
Rahman, M.D., Parveen Gill, M.D., Asghar Hossain,
M.D.

SUMMARY:

Background: Post-treatment Lyme disease syndrome
is traditionally characterized by fatigue, pain and
neurocognitive changes. Neurologic symptoms have
been clearly defined in the clinical course of Lyme
disease and have been noted to include
encephalopathy, polyneuropathy and severe fatigue.
These neurologic symptoms have also been well-
documented as sequelae of tick-borne illnesses such
as Lyme disease, under the definition of
neuroborreliosis. Psychiatric symptoms, however,
have been more difficult to measure as readily.
Previous cases have shown patients presenting with
depressive symptoms and psychoses, manifested in
the form of hallucinations and delusions. Of
particular interest in this case report is somatization,
with pain as the prevalent symptom as well as an
associated somatic delusion of internal organ failure.
The management of such patients is still uncertain,
particularly after the standard antibiotic regimen has
been fulfilled, when symptoms remain or start after
the course of treatment. Practitioners must identify
any underlying organic causes of a patient’s
presentation, such as pain, but also approach it as a
possible somatic delusion. As a result, when treating
those with post-treatment Lyme disease syndrome,
one must consider the co-occurring psychiatric
presentations. Case: The report considers the
symptoms of a 26-year-old female patient who had
previously been diagnosed with Lyme disease and
had been noncompliant with the prescribed
antibiotic treatment. Thereafter, the patient
presented to the hospital with severe somatic
delusions revolving around the thought that her
body and organs were “failing." In addition, the
patient complained of intermittent severe
generalized pain and muscle stiffness throughout her
body. Throughout the patient’s hospital stay, she
was  consistently  noncompliant  with  the
recommended neuroleptic, antidepressant and
anxiolytic medications. Consequently, no



measurable changes were observed, and the
possibility of the patient having developed
schizophrenia could not be ruled out. However,
previous studies indicate that patients with similar
presentations improved with administration of
psychotropic medications. This gives rise to an
exploration of the potential benefits of psychiatric
drugs in the treatment of patients presenting with
psychiatric illness after having been diagnosed with
Lyme disease. Discussion: Studies have shown that
patients with Lyme disease have presented with
psychiatric symptoms, specifically in the form of
somatic delusions. Studies have shown variable
efficacy in resolution of symptoms with psychotropic
treatment. Clinical pictures may also be complicated
by the possibility of underlying new-onset
schizophrenia. = However, tick-borne illnesses
empirically present a risk for neuropsychiatric
changes. As a result, clinicians must be cognizant of
such cases in order to appropriately treat patients
with Lyme disease through a psychiatric lens.

NO. 10

CYBER-MANIA IN BIPOLAR DISORDER

Lead Author: Saeed Ahmed, M.D.

Co-Author(s): Jacob E. Sperber, M.D., Cydney Grant,
M.D.

SUMMARY:

We present a case of bipolar disorder where the
patient had presentation of a full manic episode with
psychotic features, which is commonly seen in a
psychiatric emergency room. However, when this
patient was transferred to the unit for inpatient
hospitalization, we tracked the longitudinal history
and found a rare type of mania that we will call
“cyber-mania." Our patient was found to have
multiple accounts on social networks including
Facebook, Twitter, Myspace, etc.; videos on
YouTube; and falsification of educational
background depicting an lvy League graduate. The
patient also put up a resume on the Internet
portraying an extraordinary professional dealing
with international relations and secret services and
had a dual identity supported by numerous
fabricated proofs. During the course of the patient’s
hospitalization, she spent most of her recreational
hours using the Internet, which involved unusual
activities like ordering business cards as a security
agency official, shopping online and sending emails
to offices of the U.S. government. We also found
that our patient has been under FBI surveillance for
over a decade because of making multiple phone

calls to the White House and threatening the
president, including during this hospitalization. This
cyber-mania was not limited to the patient’s own
circle or the general public, but also extended to U.S.
government offices. The most important and
significant part of this mania is that our patient does
not remember any of these activities: she denies
having any online account or contacting any U.S.
government office. We usually see this type of mania
with a lengthy course and the same level of intensity
despite being on the traditional treatment regimen
for bipolar disorder or manic episode.

NO. 11

CAN BULLYING LEAD TO DEVELOPMENT OF
DISSOCIATION IDENTITY DISORDER?

Lead Author: Sameerah Akhtar, M.D.

SUMMARY:

Background: Bullying victimization among school-
aged children is an increasingly prevalent problem
affecting well-being and social functioning. Children
and adolescents who are victims of bullying have
long exhibited signs of distress and adjustment
difficulties. One study reviewed research for
empirical evidence in order to determine if bullying
victimization is a significant risk factor for developing
psychopathologies. The research obtained from said
study indicated that being the victim of bulling is
associated with severe symptoms of mental health
problems, including self-harm, violent behavior and
psychotic symptoms. Furthermore, bullying can lead
to long-lasting effects that may persist until late
adolescence and contribute independently to
youths’ mental health difficulties. Recognizing the
marked deleterious effects of bullying on victims’
mental health demonstrates the urgency for
intervention. Objective: This study concentrates on
the potential of victimization from bullying leading
to development of dissociative identity disorder.
Evidence from multiple case studies is evaluated for
multiple cases of bullying leading to psychological
wounding and development of various psychiatric
illnesses. Case: We report a case of a 15-year-old
female of Middle Eastern descent with a past
medical history of depression, a prior history of
eating disorders and dissociative identity disorder
who presented to a local hospital due to an
unwitnessed suicidal attempt via intentional
overdose. The patient reported worsening of
depression due to physical abuse inflicted by peers
at school. Physical abuse consisted of cutting the
patient’s thigh in exchange for cigarettes and hookah



use. Reported abuse led to decompensation of
depression and symptoms of suicidal ideation, early
insomnia, and feelings of guilt, hopelessness and
helplessness. Conclusion: Children and adolescents
who become victims of bullying tend to develop
mental health issues. With further research and
understanding of the psychological aftereffects of
bullying, greater screening and mediation can
become feasible. A proactive and efficient approach
on behalf of mental health professionals, parents
and mentors may yield progressive prognosis for
psychologically scarred victims.

NO. 12

SOMATIC DELUSIONS IN PSYCHOSIS

Lead Author: Sameerah Akhtar, M.D.
Co-Author(s): Dr. Asghar Hossain, Jerriel Kessel

SUMMARY:

Psychosis is a broad term that describes a distorted
perception of reality. Psychosis is defined by
abnormalities in one or more of the following five
domains: delusions, hallucinations, disorganized
thinking (speech), grossly disorganized or abnormal
motor behavior, and negative symptoms. For the
purposes of this discussion, the focus will be on
delusions, specifically somatic delusions, manifested
in a patient diagnosed with psychosis. Somatic
delusions are fixed beliefs that are not amenable to
change despite contrary evidence and focus on
preoccupations regarding health and organ function.
The patient believes that his or her body is diseased,
abnormal or altered, despite negative findings on
medical examination. The somatic symptoms may
dominate the primary psychiatric diagnosis due to
the patient’s constant concern about his or her
bodily functioning. Although there is a lack of
research on the pathophysiology regarding the
association of somatic delusions and psychosis, this
relationship has been reported in a number of
patients with schizophrenia, bipolar disorder and
major depressive disorder. Furthermore, one cross-
sectional study revealed psychotic patients with
somatic delusions were more likely to be women,
had lower scores on full-scale 1Q tests compared
with normal subjects and had low socioeconomic
status. Case: We report on a 58-year-old Caucasian
female with a chronic history of schizophrenia with
multiple inpatient hospitalizations. The patient was
recently admitted due to active psychosis including
somatic delusions. As we evaluated the patient on
the inpatient unit daily, she would present with
somatic delusions including inability to hear, loss of

sight, loss of taste, memory loss, etc. No medical
abnormalities were assessed when the patient
reported physical symptoms. The patient would
approach staff and confess that symptoms
spontaneously resolved; however, the subsequent
day, the patient would report a new somatic
delusion and state that she was severely distressed
by her new physical handicap. These symptoms were
ongoing daily for approximately three weeks.

NO. 13

MEDICATION-INDUCED MYOCLONUS: A CASE
REPORT

Lead Author: Ahmed Albassam, M.D.

Co-Author(s): Mohamed Eldefrawi, M.D., Panagiota
Korenis, M.D., Muhammad Zeshan, M.D.

SUMMARY:

Myoclonus is a clinical sign that is characterized by
brief, shock-like, involuntary movements caused by
muscular contractions or inhibitions. Muscular
contractions produce positive myoclonus, whereas
muscular inhibitions produce negative myoclonus
(i.e., asterixis). Many medications that cross the
blood-brain barrier could cause myoclonus, including
TCAs, SSRIs, MAO inhibitors and lithium. Patients will
usually describe myoclonus as consisting of “jerks,”
“shakes” or “spasms." The mechanisms responsible
for myoclonus induced by drugs or toxins are not
well-established. Furthermore, it is not clear why
myoclonus occurs in some exposed individuals but
not others. The time profile of exposure to the drug
or toxin may be acute, subacute or chronic. Likewise,
improvement in myoclonus after withdrawal may
occur over an extended period. Polypharmacy can
cause or worsen the drug-induced myoclonus of a
single agent. Some agents, such as lithium, can cause
a dose-dependent spectrum of motor cortex
hyperexcitability disorders ranging from isolated
cortical action myoclonus to generalized tonic-clonic
seizures. Case: This is a case report of a 31-year-old
Hispanic male with a history of schizoaffective
disorder who had been admitted to our psychiatric
facility for aggressive and disorganized behavior. The
patient had a long  history of frequent
hospitalizations with ineffective treatment. He was
treated with a combination of clozapine and lithium
at our facility with excellent results. He became
calm, pleasant, cooperative and friendly. However,
the patient developed hypnotic jerks and myoclonus
elicited by a casual cross straight leg raising test for
back pain. The patient was successfully treated with
sodium valproate over a period of two weeks with



good response. Neither clozapine nor lithium was
discontinued, and the dosage of clozapine was
increased from 500mg per day to 600mg per day.
Providing sodium valproate as treatment for
myoclonus induced by lithium, clozapine or both
might be an option instead of discontinuing
treatment or reduction of dosage.

NO. 14

DISSOCIATIVE RAGE: FACT OR MYTH?

Lead Author: Arshand Ali, M.D.

Co-Author(s): Lara Addesso, M.D., Asghar Hossain,
M.D.

SUMMARY:

Background: The relationship between violence and
dissociation is a paradoxical yet intricately
intertwined one. Previous studies indicate an
increased degree of dissociation is correlated with
an increase in violence in a wide range of
populations. There are also, however, accounts of
individuals experiencing transient dissociation during
violent crime who do not meet criteria for a
dissociative disorder. Dissociation is viewed as an
adaptive response to childhood abuse in which the
victim is unable to escape and thus psychologically
attempts to distance or numb themselves. One study
argues that dissociation should be considered a
subtype of post-traumatic stress disorder (PTSD).
This study declares that dissociation does not only
occur from chronic psychological trauma, but also
from acute traumatic events that lead to dissociative
(peritraumatic) events. The dissociative subtype of
PTSD is described as overmodulation of affect
compared to the hyperarousal and re-experiencing
of the unmodulated subtype. Furthermore, a case
study applying Rorschach formal scoring assessed
episodic rage attacks of a Vietham combat veteran.
The data suggested a near neurotic level of ego
organization with extensive repression in the form of
dissociated violent outbursts. Objective: In this
review, the authors investigate the dissociative
subtype referred to as dissociative rage and
evidence establishing such a process as a worthy
diagnosis. The primary aim of this study was to
ascertain proof of supplementary reports of rage
amnesia and comprehension of collective etiologies
leading to development of said dissociative subtype.
Case: We report a case of a 27-year-old Hispanic
male with self-reported past psychiatric history of
depressive symptomatology for approximately five
years presenting with “rage, anger” issues. The
patient reports impulse control difficulties and

multiple past events of explosive episodes. The
patient describes these episodes as losing control
and “blacking out” during numerous physical
altercations with his mother, uncle and former
girlfriend. Conclusion: Dissociative rage or violent
dissociation is a process of conscious disconnect
during a violent outburst. It appears that past history
of childhood trauma or acute traumatic events
predispose individuals to violent dissociation. Due to
the numerous instances of proclaimed
postaggression amnesia, a dissociative rage subtype
should be considered for recognition of true
diagnosis.

NO. 15

TREATMENT OF PSEUDOBULBAR AFFECT WITH
BUPROPION: CASE REPORT

Lead Author: Safa Al-Rubaye, M.D.

SUMMARY:

Background: Pseudobulbar affect (PBA) is a very
distressful disorder of affect that is characterized by
sudden uncontrollable outbursts of laughing or
crying that are inappropriate to the environmental
context, out of proportion to the stimuli and
incongruent to the underlying emotions. It is
commonly associated with traumatic brain injury
(TBI), amyotrophic lateral sclerosis, stroke, multiple
sclerosis, Parkinson’s disease and Alzheimer’s
disease. Selective serotonin reuptake inhibitors
(SSRI) and tricyclic antidepressants (TCA) are found
to be effective in decreasing the severity and
frequency of PBA. Nevertheless,
dextromethorphan/quinidine (DM/Q) combination is
the only FDA approved medication to treat PBA,
which has been found to be effective too in
randomized trials. In this case, bupropion, a
dopamine and norepinephrine reuptake inhibitor,
was found to be significantly effective in controlling
symptoms by decreasing the severity and frequency
of PBA. Case: A 66-year-old Caucasian male with a
history of TBI and PTSD, both acquired when the
patient was deployed in Vietnam in 1968, presented
to the clinic to follow up for PBA (for 11 months). He
was diagnosed with PBA four months ago when he
was complaining of outbursts of uncontrollable
laughing and crying with no attached emotions. At
that time, the patient was on amitriptyline 25mg for
headaches and mirtazapine 45mg for mood and
sleep. Dysphagia, slurred speech and facial muscle
weakness were developed two months after the PBA
had started. Initially, the patient was started on
citalopram 10mg daily as he refused to take



sertraline due to the sexual side effects. One month
later, the patient reported a decrease in frequency
of episodes. However, sertraline 25mg was
reintroduced to the patient, and citalopram was
discontinued, too, due to daytime sleepiness and
sexual side effects. After another three months,
sertraline was discontinued due to side effects and
lack of improvement. After the two failed trials of
SSRI, bupropion of 100mg twice a day was started.
During the fourth visit (two months after starting
bupropion), he reported a decrease in frequency of
outbursts from several a day to a few a week.
Bupropion was increased to 150mg bid. The patient
was followed up two months later; a significant
improvement of PBA was noticed, as affect was
found to be more congruent to mood. Conclusion:
PBA is a distressful neurological disorder. SSRIs, TCAs
and DM/Q are found to be effective in treating PBA.
For this particular patient, citalopram and sertraline
were tried with minimal to no effect and were
associated with unpleasant sexual side -effects.
Bupropion, a dopamine and norepinephrine
reuptake inhibitor, significantly improved the
symptoms by decreasing the severity and frequency
of the episodes. This report suggests effectiveness of
bupropion as a treatment or as adjunct for the PBA.

NO. 16

DOES TIME HEAL ALL WOUNDS? A CASE OF FIRST-
TIME MANIC EPISODE AND BEREAVEMENT

Lead Author: Tarek Aly, M.D.

SUMMARY:

Robert Post’s 1992 stress sensitization hypothesis
describes the effects of proximal psychosocial
stressors on the onset and course of bipolar
disorder. This investigation focused primarily on
adverse events in relation to a sensitization of stress
thresholds leading to an early onset of clinical
disorders. It is hypothesized that experiencing
interpersonal problems was more pertinent to
mania than bipolar depression. Moreover, mania
onset could be described in stages similar to
oncology and medicine, where stage 0 applies to the
individual’s known risk factor of proximal
psychological stress, stage 1a and 1b corresponds to
hypomania and stage 2 is the first manic episode.
This case report demonstrates the validity of the
hypothesis in an 18-year-old male who presented
with bipolar mania on the one-year anniversary of
his friend’s death. Following the immediate death of
his friend one year ago, he underwent stages 1a and
1b with a progression to stage 2 mania on the one-

year anniversary of the event. His resistance to
treatment also supports the theory that these
individuals have a lack of response to treatment.
Given the data supporting this hypothesis and this
case, the seriousness of hypomanic symptoms in
vulnerable young individuals leads us to promote the
development of coping skills and stress-preventing
mechanisms as a component of their treatment.

NO. 17

ALPRAZOLAM-INDUCED RHABDOMYOLYSIS
ASSOCIATED WITH BUPRENORPHINE-NALOXONE
MAINTENANCE THERAPY

Lead Author: Tarek Aly, M.D.

SUMMARY:

Rhabdomyolysis is a rare but well-documented
adverse effect of several drugs in which muscle
breakdown causes the release of intracellular
muscular components into the bloodstream. CPK is
commonly elevated in rhabdomyolysis, with
additional findings of myalgia, weakness and dark
urine. There have been several documented cases of
benzodiazepine-induced rhabdomyolysis; however,
the concomitant use of both buprenorphine-
naloxone and alprazolam as a cause for
rhabdomyolysis has not been well-documented. This
is the case of a 26-year-old Caucasian male on
buprenorphine-naloxone maintenance therapy who
presented with severe rhabdomyolysis after acute
intoxication  with  alprazolam. The patient
complained of rapid-onset bilateral upper and lower
extremity  weakness  with  debilitating gait
disturbance. Lab results on admission demonstrated
elevated CPK at 1673 U/L. Urine toxicology tested
positive for benzodiazepines (>4500ng/m), THC
(78ng/m) and Suboxone. The patient was admitted
to the intensive care unit and was treated
supportively with subsequent down-trending levels
of CPK. The mechanism by which concomitant use of
buprenorphine-naloxone and alprazolam causes
rhabdomyolysis requires further exploration. There
is an increasing population of patients with opioid
dependence and concurrent benzodiazepine abuse.
Prescribers should be aware of rhabdomyolysis as a
potential complication in patients who are taking
alprazolam and buprenorphine-naloxone, and
patients on maintenance buprenorphine-naloxone
therapy should be closely evaluated before initiating
additional pharmacological therapy with alprazolam.

NO. 18



EROTIC HYPOGLYCEMIA? A PATIENT WITH
MULTIPLE EPISODES OF INSULIN OVERDOSE FOR
EUPHORIC EXPERIENCE

Lead Author: Ritesh Amin, M.D.

Co-Author(s): Maira DosSantos, M.D., Ye-Ming J.
Sun, M.D., Ph.D.

SUMMARY:

Background: Insulin enters the central nervous
system (CNS) from the periphery via active transport
and binds to insulin receptors located on
dopaminergic neurons in the midbrain. The binding
of insulin to these receptors results in dopamine
uptake, thereby increasing dopaminergic activity in
that region. The increased uptake of dopamine
occurs mainly by insulin’s effect on the expression of
dopamine transporters (DAT) on the cell surface, as
evidenced by several studies that have shown that
blocking insulin results in decreased cell surface
expression of DAT. Dopaminergic activity is of great
interest in the field of psychiatry, particularly in the
subspecialty of substance abuse and addiction, as
dopamine is known to play a role in reward function.
We report the case of a 42-year-old, single African-
American male with past psychiatric history of MDD,
multiple past suicide attempts and a past medical
history of uncontrolled type 2 diabetes mellitus and
hypertension, who presented to a psychiatric unit
after attempting suicide via insulin overdose. Upon
being questioned about the thoughts and emotions
experienced after injecting himself, the patient
reported euphoric effect similar to receiving opioid
analgesics postoperatively in the past. The patient
denied a history of substance abuse. While
admitted, the patient was put on sertraline for
depression and risperidone as adjunct. He was often
seen participating in group therapy; his mood
progressively improved with treatment. In an effort
to decrease this patient’s risk of suicide after
discharge, arrangements were made for the
patient’s insulin to be administered by either his
mother or the day program he attends every
weekday. Discussion: This case highlights the
potential for insulin as a substance of abuse. The
development of addiction-like behavior in the setting
of insulin-induced hypoglycemia is not commonly
encountered, but there is evidence in the literature
to support this potential threat. Practitioners should
keep this possibility in mind when treating patients
on insulin, particularly those with known psychiatric
iliness or a history of frequent hypoglycemic events.

NO. 19

ARIPIPRAZOLE TREATMENT FOR HALLUCINATIONS
IN A PATIENT WITH PTSD

Lead Author: Aaron K. Andersen, D.O.

Co-Author(s): Micah J. Sickel, M.D., Ph.D.

SUMMARY:

Background: Post-traumatic stress disorder (PTSD) is
a complex mental disorder with some studies
describing patients who exhibit psychotic features
during the course of their illness. A large
epidemiological study conducted in 2005 indicated
that about half of PTSD patients experience
psychotic symptoms at some period during their
lives. While there is a growing body of research
examining the benefits of antipsychotic medications
for treatment of PTSD symptoms, few studies have
examined the efficacy of antipsychotics in treating
psychotic symptoms in this population. Two
randomized controlled trials indicated that the use
of risperidone in PTSD led to significant
improvements in the Positive and Negative
Syndrome Scale (PANSS). Additionally, several open
label studies looking at combat PTSD also showed
significant reductions in PANSS scores with the use
of olanzapine, risperidone, quetiapine and
fluphenazine. While it is clear that more research is
needed on these medications, there appears to be
an even greater paucity of research with regard to
the use of aripiprazole. In a 2012 open label study,
researchers looked at PANSS scores in PTSD patients
taking aripiprazole over a 12-week period (mean
dose was 21.5mg). Results indicated statistically
significant improvements in psychotic symptoms.
Despite these encouraging initial findings, further
research will be needed to determine the efficacy of
aripiprazole for psychotic symptoms in PTSD. Case:
This patient is a 35-year-old male with a family
history of schizophrenia who met DSM-5 criteria for
PTSD. He had suffered from PTSD symptoms over a
four-year period after experiencing multiple combat
traumas during his military deployment. He had also
previously experienced several major depressive
episodes over the course of his illness. His most
impairing symptoms, however, were auditory
hallucinations, which he experienced even during
long periods of complete remission from his
depression. The hallucinations would occur
frequently throughout the day and would sometimes
act as a trigger for his PTSD symptoms. A full workup
for medical etiologies of his hallucinations yielded
unremarkable findings. The patient reported
significant improvement in his depression and
moderate improvement in his PTSD symptoms after



receiving prolonged exposure therapy and a
combination of escitalopram 20mg and prazosin
6mg. Despite these treatments, his hallucinations
remained unaltered. He was initially tried on
risperidone, which was discontinued due to the
patient reporting excessive daytime sedation at 6mg.
He was subsequently switched to aripiprazole 15mg,
which led to significant improvement in his
hallucinations (they continued to occur very briefly
in the evening but were no longer distressing to
him). Conclusion: This case report suggests a
potential role for aripiprazole in the treatment of
PTSD patients who experience psychotic symptoms.

NO. 20

TREATMENT OF MANIA SECONDARY TO HIV

Lead Author: Yohanis L. Anglero Diaz, M.D.
Co-Author(s): B. Jeanne Horner, M.D., Pedro
Fernandez, M.D.

SUMMARY:

Background: Mania in patients with HIV infection
has been documented since the beginning of the
epidemic, and up to 8% of patients who were not on
HAART treatment and without history of bipolar
disorder have been found to have had symptoms of
mania. Although consensus is that initiating HAART is
the first step in treatment, there are no formal
guidelines on how to treat symptoms of mania
during the period of time it takes for CD4 counts to
increase. Literature review revealed case reports of
mania secondary to HIV infection treated with
risperidone, ziprasidone and ECT. Methods: We
present the case of a 38-year-old male with a history
of cocaine use disorder, no prior history of bipolar
disorder, HIV positive, and not on HAART who was
medically admitted due to changes in mental status.
Collateral information revealed changes in the
patient’s behavior for three weeks, which consisted
of paranoia and hyper-religious behaviors. Prior to
evaluation, he had been seen in different outpatient
clinics and was documented as a poor historian with
memory deficits. His CD4 count was 88. Infectious
work-up was completed, and opportunistic CNS
infections were ruled out. His urine toxic screen was
negative. Psychiatry was consulted and found the
patient to be tangential, with pressured speech,
euphoric mood and cognitive deficits. He was started
on valproic acid and olanzapine twice daily and was
restarted on HAART. His symptoms of mania
improved, and he and was discharged. Three weeks
later, he was readmitted for altered mental status
and was again found to have symptoms consistent

with mania. He had not been compliant with
treatment. The HAART regimen was restarted along
with valproic acid and olanzapine. His symptoms of
mania improved, and he was discharged on
Olanzapine 5mg in the morning, 10mg at bedtime
and Valproic acid 750mg twice daily. Six weeks later,
he was seen in the infectious disease clinic. He
remained compliant with treatment and was no
longer presenting with symptoms of mania. Results:
Valproic acid and olanzapine were effective in
treating symptoms of mania secondary to HIV
infection. Conclusion: In addition to initiating
treatment with a mood stabilizer and an atypical
antipsychotic, reinitiating HAART treatment and
connecting the patient to resources that increased
medication compliance was essential.

NO. 21

INTERESTING  CASE HIGHLIGHTING  TYPICAL
ANTIPSYCHOTIC-INDUCED DEPRESSION AND
OLANZAPINE-FLUOXETINE-INDUCED MANIA

Lead Author: Darinka Aragon, M.D.

Co-Author(s): Debbie Chang, Lawrence Faziola, M.D.

SUMMARY:

Background: We present a case of a patient with
schizoaffective disorder who developed depression
from fluphenazine and then developed mania from
olanzapine-fluoxetine. Case: The patient is a 45-year-
old male with a long history of schizoaffective
disorder who came into the hospital very
disorganized and agitated. He was started on
olanzapine titrated up to a dose of 20mg twice a day.
Since the patient remained disorganized, olanzapine
was tapered off, and fluphenazine was titrated up to
a dose of 10mg twice a day. After two weeks, the
patient appeared at baseline. However, after a
month, the patient became withdrawn, reporting
depression with suicidal ideations. He was then
started on fluoxetine titrated up to a dose of 40mg
daily; fluphenazine was tapered off, and olanzapine
was titrated up to a dose of 20mg nightly. After two
weeks on this regimen, he was noted to have
developed multiple symptoms of mania and
psychosis. Fluoxetine was subsequently
discontinued. Fluphenazine was restarted and
increased to a dose of 10mg in the morning and
15mg at night, and olanzapine was tapered off. The
patient remained in a manic episode with no
improvement in symptoms after switching back to a
higher dose of fluphenazine and had to be
transitioned to clozapine. Discussion: Typical
antipsychotics are known to cause neuroleptic-



induced dypshoria. This was first described in 1973,
when researchers found that haloperidol caused
some patients to experience decreased social and
verbal interactions. These results were reproduced
in a study where dysphoria was induced in 40% of 51
healthy participants after haloperidol administration.
Similar results have been reported in studies
involving other typical antipsychotics, including
chlorpromazine and fluphenazine. Because typical
antipsychotics are potent D2 dopaminergic
antagonists, dopamine may be responsible for these
reactions. Treatment-emergent mania is a clinical
concern when treating patients with schizoaffective
disorder or bipolar disorder. Inducing mania can
have negative effects on illness progression, causing
diminished responsiveness to subsequent
treatments, as in this patient. Studies have shown
that olanzapine-fluoxetine combinations carry a low
risk of mania emergence. In an eight-week
randomized, double-blind, placebo-controlled trial of
olanzapine monotherapy and olanzapine-fluoxetine
combination in the treatment of depression in
bipolar | disorder, treatment-emergent mania in
olanzapine-fluoxetine was low (6.4%) and similar to
olanzapine monotherapy (5.7%) and placebo (6.7%).
A 24-week open label study of olanzapine-fluoxetine
combination and olanzapine monotherapy in
treatment of bipolar depression also reported a low
rate of treatment-emergent mania (around 5.9%).
This case highlights the importance of keeping drug-
induced depression and mania in mind when
treating psychiatric patients.

NO. 22
WITHDRAWN
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LITHIUM TOXICITY IN A BARIATRIC SURGERY
PATIENT: A CASE REPORT

Lead Author: Shahana Ayub, M.D.

Co-Author(s): Mahalet Zewde Welde Semat, M.D.,
Kushon Donald, M.D.

SUMMARY:

Gastric bypass surgery as a treatment for morbid
obesity has become more common in the last 10 to
20 years, particularly after the introduction of
laparoscopy. A significant number of patients
undergoing gastric bypass surgery have some form
of psychiatric illness, particularly mood disorders,
anxiety and low self-esteem. One study suggested
that as many as 45% of patients have psychiatric
illness amongst 29% of these patients having

depressive disorders. One of the articles reported
that 34% of Roux-en-Y gastric bypass (RYGB)
preoperative  patients (n=74) were taking
psychotropic medications, some of which may be
affected by the anatomic and physiologic changes
related to gastric bypass. Unfortunately, there is a
paucity of research literature on psychotropic
medications and gastric bypass surgery. We report a
case of a 36-year-old woman with morbid obesity
(BMI 43), bipolar Il disorder, panic disorder, a history
of traumatic brain injury, benign intracranial
hypertension, diabetes, endometriosis, intractable
migraines and hypertension who underwent a
laparoscopic Roux-en-Y gastric bypass. She had been
well-maintained on extended release Ithium
carbonate 300mg TID until three months after RYGB.
The patient presented with diffuse, cramping
abdominal pain; nausea; vomiting; and decreased
tolerance for solid oral intake and polydipsia. Three
days later, she developed mental status changes,
with increased anxiety, diaphoresis, bradycardia,
slurred speech and unsteady gait and on
examination was found to be dehydrated. The
electrolyte panel revealed hyponatremia and
hypokalemia ( Na 131, K=3.3). Her BUN/creatinine
were 18 and 1.12 respectively. Her baseline
creatinine was 0.98. Her lithium level was 2.2. ECG
revealed a prolonged QTc interval of 605ms. Her
lithium was discontinued; in addition to the
dehydration, we suspect that there was change in
absorption of lithium carbonate through her Gl tract
secondary to RYGB.

NO. 24

TAKOTSUBO CARDIOMYOPATHY: RARE CARDIAC
SYNDROME LINKED TO NEUROPSYCHIATRIC
ILLNESS

Lead Author: Shahana Ayub, M.D.

Co-Author(s): Kushon Donald, M.D.

SUMMARY:

Takotsubo (stress) cardiomyopathy is a rare cardiac
syndrome representing an acute heart failure that is
associated with a substantial risk for adverse events.
Literature review suggests a higher prevalence of
anxiety and depression among patients with
takotsubo cardiomyopathy (TTC). The uneven sex
distribution among patients with TTC (female-to-
male ratio, 9:1), with the majority consisting of
postmenopausal women, is in line with most
previous reports from Western countries. We
observed a case of TTC at one tertiary care center
preceded by and concurrent with exacerbation of



psychiatric illness. A 52-year-old Caucasian woman
with diagnosed major depression and post-traumatic
stress disorder was transferred from an outside
hospital after taking an overdose of sleeping pills,
presenting with chest pain and T wave inversions on
electrocardiogram. Cardiac catheterization revealed
apical ballooning, consistent with a diagnosis of
takotsubo cardiomyopathy (LVEF=30 — 35%). She
was subsequently hospitalized and was transferred
to the med-psych unit for psychiatric stabilization,
treatment of her depression and severe psychotic
symptoms that developed within a period of days.
An echocardiogram seven days after the diagnosis of
TTC revealed LVEF of 50%. Our case shows
exacerbation of her psychiatric illness just prior to
and co-occurring with her diagnosis of TTC. In this
case, the psychiatric illness seemed to be the
underlying cause of the patient’s ongoing stress as
well as exacerbation of any of her stressors leading
to TTC.

NO. 25

SYNTHETIC CANNABINOID USE IN PREGNANCY: A
CASE REPORT AND LITERATURE REVIEW

Lead Author: Mallikarjuna Bagewadi Ellur, M.D.
Co-Author(s): Cedrick Barrow, D.O., Carolina
Retamero, M.D.

SUMMARY:

Background: There is increased incidence in abuse of
designer drugs, most commonly, synthetic
cannabinoids (SCs), by pregnant teenagers. SCs are
known by the street names “K2" and “Spice." Our
knowledge of the effects of SC use in pregnancy is
limited due to a paucity of studies and relatively
short history of these drugs. The majority of SC users
are adolescents and young adults who perceive SCs
as safer than noncannabinoid illicit drugs and a
favorable cannabis alternative eliciting a cannabis-
like “high” while avoiding detection by standard drug
screens. The current knowledge reveals that SC use
in humans causes various acute and long-term
psychiatric disturbances and medical complications.
The acute manifestations could include anxiety,
exacerbation of paranoid delusions, delusions of
control, auditory and visual hallucinations, thought
disorganization to the extent of psychosis, agitation,
paranoia, Capgras’ delusions, and ideas of reference.
Isolated SC use for first time in late pregnancy and its
effects are not well-known. Case: The authors
present the case of a 33-week pregnant, 19-year-old
African-American female with a history of
schizophrenia and depression and no significant

medical history, who was admitted to the inpatient
psychiatric unit for psychosis. She denied recent use
of alcohol, other illicit drugs or cannabis, but
admitted to smoking K2 two days prior to arrival.
Her multi-panel urine drug screen was negative for
illicit substances. Her mental status examination
revealed paranoia and visual and auditory
hallucinations. Her physical examination was notable
for pregnancy of approximately 34 weeks.
Laboratory tests were within normal limits. She was
treated with oral haloperidol with marked
improvement. Methods: Review of patient’s chart
and a PubMed search was conducted using the
terms psychosis, synthetic cannabinoids, pregnancy
and cannabis. Discussion: Our case underscores the
importance of psychiatric disturbances in pregnancy
due to use of synthetic cannabinoid (K2) in the
absence of organic causes and other drugs/alcohol
use. There is no standard urine drug screen for
synthetic cannabinoids due to changing trends in
manufacturing, mixing and addition/deletion of
designer molecules periodically. Communication
between obstetricians and psychiatrists and provider
education about these new drugs of abuse is pivotal
in the correct diagnosis and treatment of these
patients throughout their pregnancy, delivery and
postpartum periods. More research is needed on the
effects of these substances in pregnant patients.
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TRAZODONE-INDUCED NIGHTMARES

Lead Author: Nicholas P. Basalay, M.D.

Co-Author(s): Joseph E. Kent, M.D., Ankit Chalia,
M.D., Ashish Sharma, M.D.

SUMMARY:

Trazodone is an antidepressant approved by the FDA
in 1981, and due to its sedating properties, it's more
commonly used for insomnia. It has been reported
to be useful in ameliorating nightmares in patients
with depression. We report a unique case of
emergence and worsening of nightmares with
trazodone in a dose-dependent manner. Case: Mr. A.
is a 63-year-old male with a past medical history of
follicular non-Hodgkin lymphoma grade 1, asthma
and hypertension. He was diagnosed with lymphoma
six years ago and has received 30 treatments of field
radiation. Earlier this year, lymphoma was found to
be recurrent, and he was experiencing a great deal
of stress, concentration issues and sleep
disturbance. He had been feeling depressed for two
months and was started on duloxetine 30mg daily
one month earlier. Since that time, he has been



having trouble sleeping. He was then started on
trazodone for sleep and titrated to 150mg. He began
to have very terrifying nightmares, which included
people needing his help, acts of violence and other
images so disturbing he did not want to talk about
them. He denied any alcohol or illicit drug use
history. He continued to have difficulty sleeping,
which was compounded by his nightmares, so his
dose of trazodone was increased. After the increase
in trazodone, his nightmares became worse. At that
point, trazodone was discontinued, which resulted in
complete resolution of his nightmares. Discussion:
The prevalence of prescription medications
commonly used for insomnia (MCUFI) has been on
the rise. Studies suggest 3% of adults have used
MCUFI in the preceding month. Trazodone and
zolpidem are the most commonly used. Serotonin,
dopamine and norepinephrine neurotransmitters
have a functional role in production of dreams.
Medications altering these neurotransmitters are
likely to induce nightmares and disordered
dreaming. Trazodone has 5-HT2a, 5-HT2c, alpha 1-
adrenoceptor and histaminergic (H1) antagonistic
properties. The H1, 5-HT2a and alpha 1 antagonistic
properties make trazodone effective for insomnia. In
a study of patients with depression, trazodone
increased sleep efficiency, total sleep time, REM
duration and NREM stage 3 sleep. One possible
mechanism for this phenomenon is that meta-
Chlorophenylpiperazine, a metabolite of trazodone,
and also a known hallucinogenic, is formed while the
patient sleeps. These metabolites then facilitate
nightmares through their hallucinogenic properties.
Meta-Chlorophenylpiperazine (mCPP) first appeared
on the illicit drug scene in 2004 in European nations,
including France. mCPP has affinity for
serotoninergic receptors and its transporter. Effects
in users have been similar to those of amphetamines
and NMDA. Intoxication is not common in most
patients; however, it is found to be more prevalent
in patients with a history of psychiatric disorder.
Therefore, our patients are at a higher risk for
intoxication and potentially adverse effects,
including nightmares.
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SCHIZOAFFECTIVE DISORDER AND COMORBID
BARTTER SYNDROME: A CASE REPORT

Lead Author: Jessica S. Bayner, M.D.

Co-Author(s): Pankaj Manocha, M.D., Asghar
Hossain, M.D.

SUMMARY:

In the acute presentation of psychiatric illnesses,
precipitating factors often include noncompliance to
medication and psychosocial stressors. Patients
diagnosed with schizoaffective disorder may endorse
mood or psychotic symptoms that indicate a period
of decompensation. However, one must not
overlook the significant effect that an electrolyte
imbalance may have on one’s mental state. Changes
in potassium chloride and sodium have been well-
documented to affect the body systemically, as well
as the mind. This may especially be seen in those
afflicted with Bartter syndrome, a rare autosomal
recessive renal tubular disorder characterized by
metabolic abnormalities such as hypokalemia,
hypochloremia, metabolic alkalosis and
hyperreninemia. A related case report is presented
of a 50-year-old Caucasian male with schizoaffective
disorder as well as comorbid Bartter syndrome. He
presented with a severe manic episode, which
involved impulsive behavior, reckless driving,
increased spending and flight of ideas. The patient
also endorsed racing thoughts with decreased need
for sleep, increased energy, euphoria and grandiose
delusions. Upon evaluation in the emergency
department, the patient’'s lab work revealed
abnormalities, with significant hypokalemia and
decreased serum magnesium levels. The patient was
treated appropriately, and his electrolytes were
repleted. By the next day, the patient’s symptoms
resolved, and he was deemed stable and appropriate
for discharge. The objective of presenting this case
report is to consider the appropriate management
plan for patients presenting acutely with psychotic
and/or mood symptoms. This particularly applies to
patients with psychiatric illnesses and medical
comorbidities. Attention must be paid to changes in
electrolytes, as their impact on psychiatric
symptoms has been evident in patients with both
schizoaffective disorder and Bartter syndrome.
Emphasis is placed on the importance of ruling out
and treating an underlying medical condition before
treating psychosis, mania, depression or anxiety.
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CASE REPORT: FIVE SUPPLEMENTS AND MULTIPLE
PSYCHOTIC SYMPTOMS

Lead Author: Robert G. Bota, M.D.

Co-Author(s): M. Wong, A. Darvishzadeh, N. Maler

SUMMARY:

Dietary supplements, including vitamins, minerals,
herbs, amino acids and enzymes, have become
increasingly more common and are used by about



half of the U.S. population. About three fourths of
supplements are obtained without being prescribed
by a physician, which raises medical concerns for
safety, as these products do not require FDA
approval. Common reasons for taking dietary
supplements include improved mood, improved
mental function, relief of depression, reduction in
anxiety, and treatment of simple and migraine
headaches. The use of herbs for medicinal purposes
has a long standing history among many cultures.
We present a case of a 43-year-old engineer with a
six-month history of psychotic symptoms that
increasingly caused impairment in functioning,
eventually leading to involuntary hospitalization. He
improved over the course of four days. The authors
discuss the published data about supplements
causing psychosis, herb to herb interaction and
reliability of herbal supplement manufacturers.
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LATE-ONSET BIPOLAR DISORDER: A CASE REPORT
AND LITERATURE REVIEW

Lead Author: Matthew Boyer, B.A.

Co-Author(s): D. Scott Murphy, M.D., Suzanne
Holroyd, M.D.

SUMMARY:

Bipolar disorder with onset after age 50 is commonly
referred to as late-onset bipolar disorder.
Approximately 10% of cases of bipolar disorder have
onset after age 50. Late-onset bipolar disorder may
differ from earlier-onset bipolar disorder both in
etiology and presentation. For example, there is
evidence suggesting cerebrovascular pathology may
play a role in the etiology of late-onset bipolar
disorder. Presenting symptoms may be different in
that patients with late-onset bipolar disorder are
more likely to have cognitive impairment and less
likely to experience hypersexuality, substance abuse
or anxiety. Furthermore, patients with late-onset
bipolar disorder tend to have longer hospitalizations
than those with early onset. Diagnosis requires a
thorough work up to rule out secondary causes such
as drugs, metabolic disturbances, infection,
neoplasm and other toxins. In this case, we describe
a 67-year-old female who presented with new-onset
bipolar mania. She was brought to the emergency
department after a neighbor found her wandering
outside, seemingly confused. In the emergency
department, the patient was agitated and psychotic.
She was yelling at visual hallucinations of dogs and
people. Collateral information confirmed that the
patient had recently developed restlessness,

excessive shopping, financial mismanagement,
paranoia and poor sleep. Her son and a friend also
reported that the patient had a strong family history
of bipolar disorder. She was described as having
been a moody person throughout her life. However,
there was no prior psychiatric history until a suicide
attempt by overdose four years prior in the setting
of her husband’s sudden death. Although she was
admitted to a psychiatric unit at that time, she was
discharged after one day and did not have any
psychiatric follow-up. She had been living
independently since that time without further mood
episodes. During the current hospitalization, the
patient walked excessively in the hallways, insisted
on dancing and frequently sang, making up songs
about the medical staff. She was diagnosed with
late-onset bipolar disorder — mania with psychosis,
and treatment with quetiapine was begun.
Additional details of the case and how it relates to
the known risk factors for late-onset bipolar disorder
will be discussed.
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SYNTHETIC CANNABIS: DIVERSE CASE
PRESENTATIONS, LITERATURE REVIEW, AND
TREATMENT MODALITIES AND
RECOMMENDATIONS IN THE ADOLESCENT
POPULATION

Lead Author: Dakota Carter, M.D.

Co-Author(s): Taiwo Babatope, M.D., Iram Kazimi,
M.D.

SUMMARY:

Background: Synthetic marijuana, also known as
“Spice,” “K2,” “Kush” and various other names, has
grown in use within the past few years, especially in
the adolescent/young adult population. The drug
presents various challenges related to medical and
psychiatric care needed during intoxication and
withdrawal and with residual effects of its use. It also
presents legal, public health and community-based
ramifications with its growing use and negative
health outcomes. We present a review of cases with
self-disclosed synthetic marijuana use with specific
symptomology of psychosis, autonomic nervous
system instability, stereotyped behaviors and other
medical findings to varying degrees in three
adolescents with diverse history and presentations.
In addition to these cases, we present a literature
review, recommended treatment and further needs
for education and prevention. Case: Adolescent 1:
An 11-year-old African-American male with no past
medical history presents with psychosis/autonomic



instability after first-time use of synthetic marijuana.
Adolescent 2: A 17-year-old Hispanic male with no
past medical history presents with psychosis and
autonomic instability after years of marijuana and
synthetic marijuana use. Adolescent 3: A 17-year-old
Hispanic male presents with mania and psychosis
after two months of synthetic marijuana use. Review
of  Literature, Treatment Modalities and
Recommendations: Screening: Our cases illustrate a
need for proper screening for possible synthetic
marijuana abuse; as the substance is not found in
commonly-used  toxicology screening, asking
patients and family is one of the strongest tools to
determine treatment and prognosis. Various medical
laboratory findings can be nonspecific (elevated CPK,
electrolyte abnormalities, ABG findings, LFTs and
kidney functioning, etc.), so it is important to include
this substance on a differential diagnosis for a new
onset or worsening psychosis in the youth
population. Psychopharmacology: Patients
presenting with psychosis in the context of synthetic
marijuana use are treated using antipsychotics and
benzodiazepines as necessary. We review other
treatment models and what our team used for our
patients. Psychotherapy and long-term care: Our
cases represented treatment in an inpatient setting
meant to stabilize acutely ill patients. As presented
in the cases and in the literature review, patients can
benefit from cognitive behavioral therapy, voucher-
based incentives, self-help groups and motivational
enhancement therapy. Patients should also be
managed by outpatient psychiatrists for these
residual symptoms until they dissipate. Education
and prevention: Prevention is key. Educating
adolescents, parents and health care providers on
this illicit substance may help reduce use and
recognition. There is a need to work with
government agencies and basic science and clinical
researchers to improve laws and evidence-based
treatments for synthetic marijuana.
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CHILDHOOD FUNCTIONAL ABDOMINAL PAIN
SYNDROME

Lead Author: Amarsha Chakraburtty, M.D.
Co-Author(s): Sarah E. Krajicek, M.D., Phebe Tucker,
M.D.

SUMMARY:

Background: Functional abdominal pain syndrome
(FAPS) is common in children with complaints of
chronic abdominal pain. FAPS, as described by the
American College of Gastroenterology, is one of the

functional, or nonphysiologic, gastrointestinal
disorders and corresponds to the DSMA-5
psychiatric diagnosis of somatic symptom disorder
with predominant pain. Patients with functional
abdominal pain syndrome have a high rate of health
care utilization and of school/work absenteeism
contributing to an economic burden to both the
patient and the health care system. It is very
important to quickly identify and treat these patients
appropriately without perpetuating unnecessary
workups. Case: An 11A-yearA-old girl was seen in
December at her local emergency room for chronic
generalized abdominal pain that began in August
and was unrelated to defecation or eating. She had
just started the sixth grade and had been missing
classes frequently secondary to her “constant
tummy ache." Complete blood count, electrolytes,
renal function and urinalysis were all within normal
limits, and the fecal occult blood testing was
negative. On physical exam, she was timid and had
exaggerated responses to periumbilical palpation.
However, she showed normal behavior when
distracted by conversation and outside commotion.
Her family history was negative for any known
inherited disorders. Social history was significant for
her parents’ recent divorce. Screening abdominal
ultrasound was negative for gross lesions or
gastrointestinal inflammation. Discussion: The best
initial step in the evaluation of a patient with chronic
abdominal pain is to take a full history and physical.
Laboratory evaluation begins with a complete blood
count  with differential and erythrocyte
sedimentation rate, urinalysis, urine culture and
urine pregnancy test. Additional studies may be
considered based upon the history and physical.
Radiologic evaluation of patients with chronic
abdominal pain is based upon the possible etiologies
of the pain. The cornerstone of management in FAPS
is facilitating a therapeutic relationship with one
physician. The primary goal of treatment is to be
able to return to normal function; relief of symptoms
is a secondary goal of treatment. Of particular
importance for the treatment plan is a large
emphasis on return to school. Avoiding
reinforcement of pain behaviors such as providing
extra attention, rest, special treatment or
unnecessary medication is key. Psychotherapy
techniques shown to be efficacious in FAPS include
cognitive behavioral therapy and biofeedback. Many
pharmacological therapies have been shown to be
potentially beneficial in the treatment of FAPS,
including H2 blockers, SSRIs and SNRIs. Regular
follow-up for these patients is very important, and



referral to a behavioral pediatrician or adolescent
medicine specialist can help with the chronic
management of these patients. Prognosis is good
and spontaneous remission is common in FAPS.
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CASE REPORT: RENAL TRANSPLANTATION IN A
PATIENT WITH SCHIZOAFFECTIVE DISORDER,
BIPOLAR TYPE

Lead Author: Monika Chaudhry, M.D.

Co-Author(s): Stephanie Tung, M.D., Kimberly Parks,
M.D., Arya Khosravi, Ph.D., Dave Baron, D.O.

SUMMARY:

Background: Patients with mental illness are
thought to have higher rates of morbidity and
mortality following organ transplantation. While the
majority of transplant programs require a
pretransplant psychosocial evaluation, psychosocial
criteria for transplant vary greatly. Patients with
controlled psychotic illness can be appropriate
candidates; however, data are limited about post-
transplant risks. Here, we discuss a patient with
schizoaffective disorder who mentally
decompensated postoperatively. Case: The patient is
a 65-year-old Caucasian man with schizoaffective
disorder, bipolar type, on clozapine and end-stage
renal disease. Three years prior to transplant, the
patient underwent a psychosocial evaluation and
received a Stanford Integrated Psychosocial
Assessment Test score of 16: acceptable for
transplant.  Psychiatry = was  consulted on
postoperative day (POD) 1 to help reinitiate
psychiatric medications. The patient showed normal
frustrations, but was upset his kidney donor had
died of drug overdose as his son had recently died of
an overdose. Before restarting clozapine, the patient
became paranoid on POD 2. He asked to return the
kidney and was suicidal. Once restarted, the patient
slowly improved. After four months, he began
refusing all medications. He was hospitalized at a
psychiatric inpatient facility for psychosis and poor
oral intake. After developing seizures, he was
transferred back to the transplant center. He was
psychotic; he felt the medications were poison and
wished to kill himself with them. Due to a low
absolute neutrophil count, alternative psychiatric
medications to clozapine were started. Slowly, the
patient began taking medications and eating. When
stable, the patient was transferred back to the
psychiatric hospital. Conclusion: A case series by
Coffman and Crone (2002) found that lack of
support, psychosis within the last year and suicidal

thoughts  correlated with poor medication
adherence. This may cause significant mortality.
Prior to transplant, our patient was found to be
stable psychiatrically and an appropriate candidate,
but prior to surgery, significant life changes
increased his risk of psychosis. This case shows the
need for ongoing psychosocial evaluation prior to
surgery in psychiatric patients and collaborative
follow-up care.
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CHALLENGES IN DIAGNOSING FACTITIOUS
DISORDER: A CASE REPORT

Lead Author: Raminder Pal Cheema, M.D.
Co-Author(s): Panagiota Korenis, M.D., Muhammad
Zeshan, M.D., Ahmed Albassam, M.D.

SUMMARY:

Factitious disorder (Munchausen syndrome) is
characterized by falsified general medical or
psychiatric symptoms. It may manifest itself as the
falsification of medical or psychiatric symptoms
imposed on oneself or others. The name factitious
comes from a Latin word that means “artificial” or
“contrived." Factitious disorder (FD) appears in
medical literature dating back to the 2nd century
A.D., although the term factitious was first coined in
1843. Factitious disorder was recognized as a formal
diagnostic category by DSM-IIl in 1980 and was
further classified into three major subtypes in DSM-
IV-TR. The estimated lifetime prevalence of factitious
disorder imposed on self in clinical settings is 1%,
and in the general population, it is estimated to be
approximately 0.1%, with prevalence ranging widely
across different studies from 0.007% to 8%.
According to one estimate, FD costs the United
States $40 million per year, but the financial impact
of factitious disorder is much higher than current
estimates in context of underdiagnosis. Current
literature relates factitious disorder to be more likely
to occur in females, unmarried individuals and
health care workers (past or present), with no clear
etiology and pathogenesis implicated in the
literature. However, there is documented
association with psychosocial factors, neurocognitive
impairment and neuroimaging abnormalities, which
may play predisposing and precipitating roles in
pathogenesis. Case: Here we present a 60-year-old
man with factitious disorder who has numerous
multiple medical comorbidities, substance use and a
long history of treatment noncompliance. He has
multiple inpatient hospitalizations in both the
psychiatric and medical settings along with



numerous and frequent emergency room visits. A
review of records indicates that he has been
hospitalized for more than 300 days per year over
the past five years. Discussion: Factitious disorder is
vastly underdiagnosed, poorly understood and
infrequently reported in the medical literature,
mostly related to atypical presentations rather than
emphasizing overall impact of the disorder on the
health care system. This case report aims to
emphasize the need to educate mental health
professionals about its high incidence in the United
States. Further, we aim to explore the efficacy of
treatment options currently available. Conclusion:
Our poster will review the literature surrounding
factitious  disorder and discuss treatment
implications and strategies for such complicated
patients.
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CLOZAPINE-INDUCED TACHYCARDIA: CLINICAL
CONSIDERATIONS

Lead Author: Yon J. Chong, M.D., M.P.H.
Co-Author(s): Venkata Kolli, M.B.B.S.

SUMMARY:

Objective: Using a clinical case, we will review 1) The
current literature on causes and presentations of
clozapine induced tachycardia and 2) The
management of clozapine-induced tachycardia and
differentiating it from more dangerous clozapine-
induced myocarditis. Background: Clozapine is an
atypical antipsychotic reserved for antipsychotic
treatment resistance in schizophrenia. With early-
onset schizophrenia often exhibiting a poor
prognosis, most treatment guidelines recommend
clozapine use with two antipsychotic failures.
Clozapine is reported to have utility in improving the
negative  cognitive, anxious and depressive
symptoms associated with schizophrenia.
Tachycardia is a common side effect with clozapine,
but at the same time could be a warning sign of a
more severe, sometimes fatal, clozapine-induced
myocarditis. Here, we report a case of clozapine-
induced tachycardia and its management in an
outpatient setting. Case: A 15-year-old female with a
DSM-5 diagnosis of schizophrenia was started on
clozapine after her sixth psychiatric hospitalization
and three antipsychotic failures. Following a
clozapine dose increase to 150mg, the patient
started experiencing palpitations and an increased
pulse. The patient and her family were concerned
about clozapine’s cardiac toxicity. It was imperative
at this stage to rule out -clozapine-induced

myocarditis; therefore, electrocardiogram and
cardiac enzymes were obtained. As it was discussed
with family members that these investigations may
not be sensitive enough, pediatric cardiology was
consulted, and they performed a transthoracic
echocardiogram. The echocardiogram did not reveal
any wall motion abnormalities and assisted in ruling
out any myocarditis. Following these investigations,
the treatment team increased the dose of clozapine
further to 100mg in the morning and 300mg at
bedtime. Discussion: Clozapine-induced myocarditis
is as prevalent as agranulocytosis. The risk of this
adverse effect is higher in the first two months of
clozapine initiation. The symptoms are often
nonspecific. Tachycardia and elevated temperature
occur in approximately 40 to 50% of patients with
diagnosed clozapine-related myocarditis. However,
these symptoms could be due to anticholinergic
actions of clozapine as well. Electrocardiogram and
cardiac enzymes are common initial screens.
However, their sensitivity is low at 66% and 33%,
respectively, and using transthoracic
echocardiogram is becoming increasingly popular.
Myocardial biopsies have also been used in the past
to confirm the diagnosis. Conclusion: As clozapine-
induced myocarditis can be fatal, clinicians should be
well-versed with this potential dangerous side effect
and its management.
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SELF-INDUCED DKA IN A PATIENT WITH DIABETES
TYPE 1 AND ANOREXIA NERVOSA WITH COMORBID
DEPRESSION AND ANXIETY: A CASE REPORT

Lead Author: Mehak Chopra, D.O.

Co-Author(s): Jeisson Hernandez-Fontecha, M.D.,
Rachit Patel, M.D.

SUMMARY:

Objective: Report a case of diabulimia presenting
with comorbid depression and anxiety. Background:
Diabetes mellitus type 1 (DM1) is understood to be
an autoimmune condition characterized by
destruction of insulin-producing pancreatic beta
cells, and it usually manifests before the age of 20.
Patients with eating disorders commonly exhibit
behaviors such as food restriction, binging, excessive
exercise and/or vomiting. It is known that disordered
eating is twice as likely to occur in teenage girls with
DM1. In this condition, known as “diabulimia,”
individuals misuse insulin for weight control. The
comorbidity of diabulimia and other psychiatric
disorders has not been well-documented. We
present a case of a patient with diabulimia with



comorbid depression and anxiety. Case: The patient
is an 18-year-old Caucasian female with a medical
history significant for Hashimoto’s thyroiditis,
diabetes mellitus type 1 (DM1) diagnosed at age four
and an eating disorder diagnosed at age 14 after
repeated episodes of self-induced diabetic
ketoacidosis (DKA). The patient had completed three
inpatient eating disorder programs, totaling
approximately five months of treatment. While the
patient reported that these programs helped, the
effects were short-lived, and she has had annual
episodes of DKA. The patient was admitted for a
repeat episode of DKA and was evaluated by
psychiatry. In conjunction with diabulimia, the
patient presented with symptoms of depression and
anxiety, including subjective low mood, anhedonia,
poor sleep, poor appetite and heightened anxiety.
The patient’'s mood and anxiety symptoms
interfered with her ability to care for herself. She
demonstrated poor insight into her illness. With
psychoeducation about her illness, the patient was
agreeable to a trial of venlafaxine extended release
and agreed to admission to an inpatient eating
disorder unit. Conclusion: The treatment of DM1 in
the setting of an eating disorder is a challenge for
psychiatrists, internists and endocrinologists. This
can be further complicated by other comorbid
psychiatric conditions. This case illustrates complex
psychopathology, with depression and anxiety
complicating management of diabulimia. We
emphasize the importance of diagnosing comorbid
psychiatric disorders in patients with diabulimia.
Further research is warranted to develop targeted,
evidence-based practices to treat this particular
subset of patients.
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MARCHIAFAVA-BIGNAMI DISEASE (MBD) AND
DIFFUSION TENSOR IMAGE (DTI) TRACTOGRAPHY
Lead Author: Priscilla N. Chukwueke, M.D., M.P.H.
Co-Author(s): Anne Kleiman, M.D., Leszek Pisinski,
M.D.

SUMMARY:

Marchiafava-Bignami disease (MBD) is a rare central
nervous system (CNS) disease characterized by
demyelination of the corpus callosum, mostly found
in men with alcohol use disorder and malnutrition,
with cases reported worldwide across all races. The
onset of the disease may be sudden, presenting with
stupor, coma or seizures, while some may present
with gait abnormality (spasticity), psychiatric
problems, hemiparesis, aphasia, apraxia and

incontinence with resultant high morbidity and
mortality rates. Case: The patient is a 30-year-old
left-handed African-American man who presented
with altered mental status, urinary incontinence,
slurred speech and left-sided weakness. The
diagnosis of MBD was confirmed with DTI
tractography, which showed significantly diminished
commissural fibers extending to the right central
semiovale lesion and near absent or significantly
diminished commissural fibers extending through
the corpus callosum, indicating demyelination.
Discussion: MBD is often an incidental diagnosis
with high morbidity and mortality. This is different
from previous cases because of earlier onset as
opposed to onset around age 45, rapid recovery and
minimal disability, as he could walk independently
before discharge from the hospital. This case also
shows added benefit of DTI tractography in the
diagnosis of MBD. Keywords: Marchiafava-Bignami
Disease (MBD), Demyelination, Central Nervous
System, DTl Tractography, Alcohol Use Disorder,
Corpus Callosum
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LEPTOMENINGEAL CARCINOMATOSIS PRESENTING
PRIMARILY AS PSYCHOSIS

Lead Author: Wilson Chung, D.O.

Co-Author(s): Brian Bronson, M.D.

SUMMARY:

Background: Leptomeningeal carcinomatosis results
from metastatic spread of various cancers, such as
breast and lung, and can present with a multitude of
symptoms affecting the central nervous system.
However, psychiatry symptomatology, including
hallucinations and paranoia, is rare. Here we present
a case that appears to be the first case described in
English literature in which a woman recently
diagnosed with lung adenocarcinoma presented with
primary psychiatric complaints and was later found
to have leptomeningeal metastastes. Case: A 51-
year-old, married Caucasian female with a history of
anxiety and depression on escitalopram and
clonazepam and recently diagnosed  with
adenocarcinoma of the lung a month prior to her
presentation initially presented to the psychiatric
emergency room for severe anxiety. Four days later,
she returned to the hospital with worsened anxiety
and was admitted to the general medical floor when
her behavior at home became more disruptive and



her family was unable to care for her. When she was
initially evaluated in the emergency room, she was
alert, and orientation was grossly intact. During the
hospitalization, she was transferred to the
hematology/oncology service as her symptoms
worsened with severe paranoia. She was noted to be
hallucinating, resulting in severe agitation treated
with medications and physical restraints. Her family
denies she previously presented with these
symptoms. On a daily basis, she reported that
someone was trying to kill her, bombs were
exploding in the hospital and that she was drowning
in water. She had difficulty answering questions, as
she appeared distressed and repeatedly responded
with these delusions and hallucinations. MRI of her
head demonstrated leptomeningeal enhancements
in the cerebral hemispheres. Neurology believed this
contributed to her presentation. Psychiatry was
consulted to address the patient’s symptoms, and
she was tried on numerous antipsychotic
medications including aripiprazole, olanzepine and
haloperidol, to which she partially responded.
Palliative care was also consulted to address goals of
care, and the family ultimately pursued hospice care
given her extensive disease and severe psychiatric
symptoms. Discussion: Though a diagnosis of
leptomeningeal carcinomatosis is found in about 5%
of patients with solid tumors, this is likely
underestimated given that many patients are
asymptomatic and do not demonstrate neurological
sequelae. Leptomeningeal metastasis can be
diagnosed with radiologic imaging or with
examination of cerebral spinal fluid. Though
depending on which region of the brain is affected
by malignant cells, a presentation of psychosis such
as paranoia and hallucinations without other
neurological symptoms has never been reported as a
primary manifestation of leptomeningeal
metastases. This is the first case in English literature
to demonstrate psychiatric symptoms as the main
presentation in a patient found to have
leptomeningeal metastases.
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A CASE REPORT OF NAMENDA (MEMANTINE) USE
IN ADHD

Lead Author: Omar A. Colon, M.D.

Co-Author(s): Doda, M.D., Asghar Hossain, M.D.

SUMMARY:

Background: Memantine is a noncompetitive NMDA
open channel receptor antagonist. Memantine
blocks the activation of NMDA receptors, thereby

preventing overstimulation by glutamate.
Memantine has been used for Alzheimer’s disease
and is currently being studied for many psychiatric
conditions such as major depression, bipolar
disorders, attention deficit and hyperactivity
disorder (ADHD), autism spectrum disorder (ASD),
and obsessive-compulsive disorder (OCD). Objective:
To evaluate the use of Namenda (memantine) as a
treatment option to reduce symptoms of ADHD.
Methods: We searched PubMed for articles using
keywords “Memantine,” “ADHD,” “Namenda” and
“Psychiatric Uses." Case: Here is a case of a 28-year-
old male restaurant manager with a history of mood
disorder NOS, ADHD inattentive type, and cocaine
and opioid abuse, presenting with complaints of
inability to focus, forgetfulness and poor
concentration for the past several months, which
had been affecting his work. He had difficulties
reporting to work on time, and very frequently, he
missed the deadlines to submit business reports. The
patient was on quetiapine and had been taking
methylphenidate and atomoxetine with a poor
response for ADHD, which was diagnosed in
childhood. He also had a history of intermittent
cocaine and opioid abuse since he was 17, but had
been clean for the last two years. The patient was
put on to Namenda (memantine) at 5mg orally,
twice daily for two weeks, after which he showed
moderate improvement in his concentration. After
two weeks, we titrated the dose to 10mg orally,
twice daily. The ADHD symptoms improved quickly,
with minimal symptoms remaining at the follow-up
visit. Conclusion: Memantine is a safe drug with no
major side effects and fewer drug interactions.
During open-label and pilot studies, memantine has
proved to be useful in improving ADHD symptoms.
Although Namenda was proven to improve
symptoms of ADHD in this patient, due to limited
evidence, there are not enough studies to support its
use for ADHD as a monotherapy or as an adjunctive
treatment at this moment. More studies are needed
to demonstrate its efficacy and safety in ADHD and
other psychiatric disorders.
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“SCARY THOUGHTS” AND PREGNANCY: A CASE
SERIES AND LITERATURE REVIEW

Lead Author: Shalini D. Dave, D.O.

Co-Author(s): Sarah Noble, D.O.

SUMMARY:
Background: Mood disturbance during the perinatal
period affects up to one in five women. “Scary



thoughts” are intrusive negative thoughts
experienced by these women. In this report, we
present three patients who developed “scary
thoughts” during or after pregnancy and discuss the
distinction in management. Case: First, A.B. is a 22-
weeks pregnant 20-year-old female who presented
with thoughts of hurting herself and others and
ruminated about these thoughts. She denied any
desire to follow through with her thoughts and felt
they were “disgusting." She was started on
escitalopram and referred for therapy. Second, S.P.
is a 27-year-old female three months postpartum
who reported having an image of her son drowning
as she was bathing him and an image of someone
breaking his hands. She was started on sertraline
and referred for therapy. Finally, K.D. is a 31-year-old
female with psychotic depression following the birth
of her son. She was treated with escitalopram,
risperidone  and  alprazolam. Methods: A
retrospective review of the patients’ charts was
completed, and a PubMed search using the
keywords postpartum, OCD, depression, psychosis
and pregnancy was conducted. Discussion: Women
with obsessive-compulsive disorder (OCD) often
exhibit intrusive thoughts or images, i.e., obsessions,
and these often include thoughts of harming the
fetus or child. These intrusive thoughts have also
been reported by over 40% of women with
postpartum depression. Postpartum psychosis,
however, is more severe and occurs in one —two out
of 1,000 postpartum women. Symptoms occur early
after birth and include mood change and psychosis
such as hallucinations, delusions and disorganized
thought processes. The theme of these thoughts is
typically to kill the baby or denial of the birth. As
both of these involve thoughts of harming the infant,
it is crucial to differentiate between the two for
treatment. Patients with postpartum depression and
obsessive thoughts are often ego-dystonic, as they
are scared and disturbed by the thoughts, which
provoke anxiety in them. These mothers may even
avoid objects of harm. Patients with postpartum
psychosis, however, are ego-syntonic and do not
exhibit the same level of concern. Conclusion: It is
important for physicians to be cognizant of “scary
thoughts” in postpartum depression and when these
thoughts can be more concerning for postpartum
psychosis. Women should be in an environment
where they feel comfortable to discuss these
thoughts, and awareness of these disorders is vital
to ensure patients receive proper treatment.
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OBSERVED DIFFERENCE BETWEEN
INTRAMUSCULAR AND ORAL LORAZEPAM FOR
TREATMENT OF CATATONIA: A CASE REPORT AND
LITERATURE REVIEW

Lead Author: Andrew Davidowitz, M.S.

Co-Author(s): Katherine Jong, B.A., Amjad Hindi,
M.D.

SUMMARY:

Background: The symptomatology of catatonia is
characterized by motor immobility, negativism,
echolalia/echopraxia, rigid posturing, mutism,
stereotypy and atypical movements. The first
publications addressing the treatment of catatonia
with benzodiazepines come from case reports that
date back to 1983, with the first clinical trial taking
place in 1989. Since then, benzodiazepines such as
lorazepam have become first-line therapy, with
immediate resolution often achieved at low and
single doses of the medication. Case: Our patient
was a 56-year-old woman with persistent catatonia
during a hospitalization for acute mania in the
context of rapid cycling bipolar disorder, with
symptoms of minimal and unintelligible speech with
echolalia, negativism, and stereotypy with a rigid
posture and grimacing. In this state, the patient was
unable to initiate self-care and was refusing food
and water as well as oral medications. We observed
that even at identical doses of 2mg, the patient’s
catatonic state would respond much more
dramatically to intramuscular rather than oral
lorazepam. After intramuscular lorazepam, our
patient began verbalizing her negativism in a
pressured manner using comprehensible words. Her
rigidity and grimacing resolved completely, allowing
her to ambulate with minimal assistance, but the
stereotypy often remained. The effect lasted
approximately six hours, at which time, oral
lorazepam was given with little, if any, improvement
noted in symptoms. After the oral dose, a dose of
intramuscular lorazepam was administered, and a
similar response to the first intramuscular dose was
observed. This pattern of response repeated itself
several times over the patient’s hospital course.
Discussion: A literature review was performed using
PubMed to see what existing studies were available
that might corroborate our observations in this
patient. Several studies have been published
demonstrating no observable differences between
oral and intramuscular lorazepam with respect to
bioavailability, elimination or absorption half-life, or
time to peak plasma level. A few studies have
indicated that elderly patients may have a smaller



volume of distribution; however, it is compensated
for by a reduced total clearance, leading to similar
elimination half-lives. Further, several studies
continue to successfully employ lorazepam in elderly
patients when treating catatonia. While it remains
unclear what the mechanism behind the observed
effect might be given equivalent dosing and
pharmacokinetics, we have noted this effect to be
present in multiple patients. Many clinicians who
were approached about this phenomenon claimed
to have noticed similar experiences during their
careers. In many states, there are legal barriers
toward administering intramuscular medications on
an inpatient psychiatric unit in a nonviolent patient,
which may be an obstacle in the treatment of
catatonia in certain patients.
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REEMERGENCE OF ADULT ONSET PICA: A NEW
PRESENTATION OF AN OLD PROBLEM

Lead Author: Deepak M. Davidson, M.D.
Co-Author(s): Almari Ginory, D.O.

SUMMARY:

Background: The word “pica” is derived from the
Latin word for magpie, a bird with a reputation for
eating practically anything. The DSM-V defines pica
as persistent eating of non-nutritive substances for
at least one month that is inappropriate to
developmental level and not part of a culturally
supported or socially normative practice. We
present a case of pica caused by anemia in a patient
with a previous history of pica caused by
malnutrition. Case: The patient is a 33-year-old
female with a history of morbid obesity, recurrent
anemia and pica with craving and ingestion of
mattress toppers who was admitted for severe
anemia (Hg 5.9) with Gl bleed. Psychiatry was
consulted to evaluate for comorbid psychiatric
conditions in light of pica with ingestion of 20 foam
mattress pads in the previous two years. The patient
reported buying foam and pillows for consumption
due to craving for the foam cushioning. She
expressed a desire to stop eating the foam but was
unable to stop. She reported feeling depressed and
anxious on and off for years. She reported that, in
childhood, she had a history of eating mattress pads
for a couple of years and then stopped. She thinks it
may have been related to malnutrition. Two years
ago, she remembered feeling comforted by eating
these pads and had an intense craving to go buy one
at the store. She reports that, since then, she buys
about one monthly and eats it over the course of

about two weeks. She likes the taste and simply has
“the urge to eat it." Two or three weeks prior to
admission, she began chewing on bites of the foam
pads and then spitting them out. She reports she no
longer has the urge to ingest it. She shares that she
has a lot of past trauma with physical, emotional and
sexual abuse in childhood and that she showers six
times daily to feel “clean." She denies intrusive
thoughts prior to the shower, stating she simply has
urges to shower for the relief of feeling clean
afterward. She reports racing thoughts about
problems with the world and worries of people
disliking her. She also shares that she used to have
problems with impulsive, aggressive behavior and
still gets very irritable. Aripiprazole helped her with
this in the past. The patient was treated with four
units of PRBCs and was started on aripiprazole 5mg
to help with mood and referred for outpatient follow
up. Conclusion: Pica is observed most commonly in
areas of low socioeconomic status and is more
common in women (especially pregnant women)
and in children. Numerous complications of the
disorder have been described, including iron-
deficiency anemia, lead poisoning and malnutrition.
Pica is probably a behavior pattern driven by
multiple factors. Some recent evidence supports
including pica with the obsessive-compulsive
spectrum of disorders. Many different treatment
regimens have been described, with variable
responses. It is important to be aware of this
common, but commonly missed, condition.
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VISUALIZING PHARMACODYNAMIC INTERACTIONS:
PRN MEDICATIONS CAN BE A WINDOW TO DRUG
INTERACTIONS

Lead Author: Arashinder Dhaliwal, M.D.
Co-Author(s): Ahmad Arain, M.B., B.S., Srinath
Gopinath, M.B., B.S., Roxanne McMorris, M.D.,
Ammar El Sara, M.B., Ch.B., Richard H. McCarthy,
M.D.

SUMMARY:

The Pharmacy Service and Clinical Knowledge
Enhancement System project, PSYCKES, is a web-
based portfolio of tools designed to support quality
improvement and clinic decision making in the New
York State Medicaid population. Typically, PSYCKES
offers a broad overview of a patient’s
pharmacological treatment, the medications
prescribed, the doses offered, and the length and
adequacy of medication trials. This data is organized
such that one may obtain a broad overview of a



patient’s treatment. At Kingsboro Psychiatric Center
(KPC), we have developed methods that permit us to
analyze a patient’s medication treatment and
response in a comprehensive manner. An excel
database was created in which information was
sorted and labeled based on each medication and
duration of medication use. The data were arranged
to provide information regarding polypharmacy,
such as augmenting and combination strategies.
Finally, medications were displayed in temporal
sequence while indicating duration of use. The focus
of this report is based on a patient’s need for and
use of PRN medication. At KPC, PRN medications
can’t be entered as standing orders. Thus, PRN
medication use is an indirect measure of patient
medication response. Increased use of PRN
medication could be due to various factors. The
factors highlighted in this case report are
pharmacokinetic interactions, which cause
exacerbation of psychotic symptoms. We stress the
need to gather a detailed medication history and
response, which would help in improving patient
outcomes and using medications judiciously. We
present a psychopharmacological chart review of a
patient diagnosed with schizoaffective disorder and
admitted to KPC. He was started on a second-
generation antipsychotic (SGA), but due to
inadequate response, aripiprazole was added to his
pharmacotherapy regimen as an augmenting agent.
Following this, the patient developed increasing
agitation, which was indirectly measured by
increased use of PRN medications, including
lorazepam. We hypothesized that the increased
agitation was a manifestation of the interaction
between a full agonist SGA and a partial agonist, in
this case, aripiprazole. It is well known that in the
presence of a full agonist, a partial agonist acts as an
antagonist, thus worsening psychotic symptoms.
Based on this hypothesis, we discontinued
aripiprazole, and the patient significantly improved,
as seen by decreased use of PRNs compared to the
previous baseline. The above case illustrates the
importance of investigating psychopharmacological
data in facilitating judicious medication management
and improving patient outcomes.
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ANTI-N-METHYL-D-ASPARATE RECEPTOR
ENCEPHALITIS PRESENTING AS AN EMERGING
CULPRIT FOR CONVERSION DISORDER: AN
ADOLESCENT CASE REPORT

Lead Author: Swati Divakarla, M.D.

Co-Author(s): Nadine Schwartz, M.D.

SUMMARY:

Anti-N-methyl-D-asparate (NMDA) receptor
encephalitis has been increasingly diagnosed in the
pediatric population. Many patients with this illness
are characterized with a wide range of
neuropsychiatric symptoms, including depression,
behavior changes, psychotic symptoms, mutism,
stereotypical behavior, dystonia, verbal reduction
and seizures. These cognitive and behavioral deficits
can be challenging to manage, and delayed
treatment may result in long-term sequelae, such as
movement disorders. We report on a 14-year-old girl
who initially presented to the ER with a new-onset
seizure and gradually developed bizarre behavior,
paranoia, selective mutism, anomia and
prosopagnosia. Her initial diagnostic work-up,
including a head CT, MRI, MRA and basic CSF studies,
was unrevealing, resulting in a provisional diagnosis
of conversion disorder. As her symptoms
progressed, in an attempt to further explore
potential organic causes, lumbar puncture was
repeated, and anti-NMDA receptor antibodies
returned positive. Therefore, a diagnosis of anti-
NMDA  receptor encephalitis was  made.
Subsequently, she was treated with IVIG with a
positive effect on her neuropsychiatric symptoms.
This case report aims to raise awareness of the
association between neuropsychiatric symptoms and
anti-NMDA  receptor  encephalitis in  the
psychosomatic field.
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A RARE CASE OF WRIST FRACTURE RESULTING
FROM ELECTROCONVULSIVE THERAPY: A CASE
REPORT

Lead Author: Erin Dooley, M.D.

Co-Author(s): Surbhi Khanna, M.B.B.S.

SUMMARY:

Background: Bone injury due to electroconvulsive
therapy (ECT) has been thought to be rare. Case
reports indicate that fractures are a risk of ECT. This
occurs most often with the “cuff method,” in which a
blood pressure cuff is inflated above systolic
pressure before administration of succinylcholine to
demonstrate unmodified motor activity in the limb.
Additionally, fractures of the hip and acetabulum
have been identified in patients with osteoporosis.
However, there is limited documentation of
fractures in patients without osteoporosis and
without the implication of a blood pressure cuff. This
poster presents a case of this anomaly. Case: The



patient is a 56-year-old White female with a history
of bipolar | disorder, PTSD and borderline personality
disorder, numerous hospitalizations, and a past
medical history significant for GERD, HLD and Factor
V Leiden mutation who was admitted to the
inpatient psychiatric unit at UVA for a depressive
episode. Medications included aripiprazole 30mg,
oxcarbazepine 300mg BID, clonazepam 2mg,
risperidone 2mg and trazodone 200mg. The patient
had demonstrated benefit from multiple courses of
ECT in the past. Specifically, she had received at least
45 treatments over 10 or more years. On hospital
day eight during treatment three with bifrontal ECT
at 25% energy with 50mg succinylcholine, 80mg
methohexitol, 30mg ketorolac and 10mg labetalol, a
loud, audible “click” was heard immediately post-
treatment. Shortly thereafter, the patient’s right
wrist began to swell, and she reported pain in the
posterior wrist and limited movement in the right
index finger and thumb. Upon imaging in the PACU,
it was noted that she had sustained a volarly
displaced distal radius fracture with distal radioulnar
joint involvement and a nondisplaced ulnar styloid
fracture. Manual reduction was attempted twice
unsuccessfully, and the patient ultimately required
an ORIF. Afterward, she was diagnosed with
previously unknown osteopenia by DEXA scan.
Surgical correction was successful, and the patient
was able to continue ECT treatments six days
postop. It is important to note that during ECT, the
usual BP monitoring cuff was on the opposite limb,
demonstrating that this was not a case of a cuff
having been coincidentally inflated for BP
monitoring as the succinylcholine was circulating.
Discussion: Few similar cases have been reported. It
was quite unusual that someone undergoing ECT
identical to so many prior treatments with the exact
same doses of paralytic and sedative could suffer
from wrist fracture with a previously unknown
diagnosis of osteopenia without osteoporosis. It is
conceivable that the succinylcholine may not be
delivered appropriately to a limb undergoing a
chance monitoring of BP, but this is not the case
here. Chronic use of SSRIs and antipsychotics may
result in osteoporosis or simply osteopenia in this
case. This indicates that close monitoring of an
otherwise healthy patient is important to avoid
similar injury.
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VISUALIZATION OF MEDICATION RESPONSE IN THE
LONG-TERM INSTITUTIONALIZED MENTALLY ILL
UTILIZING PSYCKES DATA

Lead Author: Ammar El Sara, M.D.
Co-Author(s): Ahmed Arain, M.B.B.S., Srinath
Gopinath, M.B.B.S., Richard H. McCarthy, M.D.

SUMMARY:

The Psychiatric Services and Clinical Knowledge
Enhancement System (PSYCKES) is an extensive
database of all Medicaid claims generated by New
York State’s (NYS’s) 26 adult, child and forensic state
psychiatric inpatient facilities. PSYCKES has been
maintained by the New York State Office of Mental
Health since 1989. Using NYS Medicaid claims,
PSYCKES generates clinical and administrative quality
indicators, which are then used to support quality
improvement and clinical decision making. On a
population-wide level, PSYCKES data has been useful
in reducing psychotropic polypharmacy and other
clinically questionable psychotropic prescribing
practices, as well as in assessing treatment outcomes
across different geographic and institutional
domains. PSYCKES data is also used to red-flag
individual patients for more intensive clinical review.
On an individual clinician level, the PSYCKES web-
based tools are rather difficult to navigate and do
not easily lend themselves to clinical decision
making, despite being a trove of clinical data. Our
group at the Kingsboro Psychiatric Center (a state
psychiatric facility in Brooklyn, NY) has been working
on enhancing the usability of PSYCKES data for front-
line clinicians, with specific focus on extensive
medication histories. We have developed a process
in which medication histories of individual patients
are isolated, processed and then visually
represented in a timeline form. Medications can be
color-coded according to their class, side effect
profile, and pharmacodynamic and/or
pharmacokinetic interaction potential. The use of “as
needed,” or PRN, medications can also be similarly
tracked on a separate timeline and then used as a
proxy measure of the change in a patient’s clinical
status over time. When combined, the PRN timeline
can highlight medication regimens that could have
been particularly helpful/unhelpful in the past. This
is then followed by a closer examination of such
regimens, informing future treatment decisions. This
process of data isolation, processing and visual
representation has been designed to be simple, fast
and user-friendly. Our experience at KPC has
confirmed that our process is clinically useful,
especially in time-limited clinical consultation
settings. In addition, our process has been a helpful
and interactive psychopharmacology teaching aid.
We plan to test the utility of our process beyond



state hospitals, especially after the NY statewide
implementation of electronic prescribing.
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PSYCHIATRIC COMORBIDITIES WITH CHARGE
SYNDROME: A CASE REPORT

Lead Author: Rasha Elkady, M.D.

Co-Author(s): Balkozar Adam, M.D.

SUMMARY:

Background: CHARGE syndrome is an autosomal
dominant syndrome that is caused by mutation in
chromodomain helicase DNA binding protein. The
acronym CHARGE stands for coloboma, heart
defects, choanal atresia, retardation of growth or
development, genitourinary malformation, ear
abnormalities. It can occur as a denovo mutation
with no family history in 97% of cases or familial in 2
— 3% of cases. Literature review revealed that the
most commonly occurring behavioral symptoms of
CHARGE syndrome are autistic-like behaviors, social
withdrawal, communication, language impairment,
anxiety, OCD symptoms, repetitive behavior,
insomnia, ADHD, tic disorder, cognitive impairment,
and PTSD due to pain and multiple surgeries. One
study suggested the presence of regulatory disorder,
making it difficult for children to regulate complex
processing such as sleep-wake cycles, hunger-satiety
cycles and ability to calm oneself. Case: Mr. X. is an
eight-year-old Caucasian boy diagnosed with
CHARGE syndrome who presented for a psychiatric
evaluation. He had a family history of CHARGE
syndrome. His biological mother has CHARGE
syndrome, bipolar affective disorder, hearing loss
and blindness. His 14-year-old sister also has
CHARGE syndrome, hearing impairment, congenital
heart disease, generalized anxiety disorder and
depressive disorder NOS. Mr. X. presented with
anger outbursts; he was acting out, especially when
he was frustrated or anxious. He was diagnosed with
anxiety disorder NOS and mood disorder NOS. He
was started on fluoxetine 10mg by mouth every
morning, which was later augmented with
risperidone 0.25mg by mouth twice a day. His anger
and mood have improved on these medications.
Discussion: A typical child with CHARGE syndrome
has visual impairment, hearing impairment,
swallowing difficulties, smell impairment, has been
labeled developmentally delayed or mentally
retarded, has been admitted to hospitals several
times, and has had multiple surgeries. Helmath et al.
conducted a cohort study on 19 patients with
CHARGE syndrome. Ninety percent of them had an

average of four surgeries and were underweight due
to feeding problems. Our patient, Mr. X., has one
kidney, had testicular surgery and eye and ear
surgery, had his tonsils and adenoids removed, and
had his esophagus reconstructed. He had undergone
speech, occupational and physical therapy. The
survival rate of children with CHARGE syndrome is
70% for the first five years of life. The highest
mortality is in the first year of life. Conclusion:
Physical phenotypes of CHARGE syndrome have
been well established. Behavioral phenotypes have
been proposed. There is very limited data regarding
psychiatric comorbidities with CHARGE syndrome.
This case report brings to light the need for further
research in this area and the importance of early
identification, intervention and management of
psychiatric comorbidities with this unique patient
population.
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REFRACTORY PSYCHOSIS IN A PATIENT WITH MEGA
CISTERNA MAGNA

Lead Author: Narissa R. Etwaroo

Co-Author(s): Astik Joshi, M.D., Rita Yanez Horton,
M.D., Donard Dwyer, Ph.D.

SUMMARY:

Background: This is the case of a Hispanic female
with a past psychiatric history of treatment-resistant
psychosis and prior suicidal attempt that presented
to the hospital with auditory hallucinations and
suicidal ideations. Throughout hospitalization, the
patient continued to be psychotic in spite of
treatment with antipsychotics, antidepressants and
inpatient milieu therapy. Interestingly, while her
symptoms did not ameliorate in response to
medications, she did develop side effects associated
with the drugs given. Analysis of serum levels
olanzapine showed a supra therapeutic level. This
concluded that her ongoing psychosis was not due to
noncompliance with treatment or ineffective levels
of medication. On further workup for treatment-
resistant psychosis, she was found to have Mega
Cisterna Magna on her MRI brain, revealing possible
association between neuroanatomical defects and
refractory psychosis. This patient was also found to
have Vitamin D insufficiency, which is hypothesized
to be neuroprotective and may play an additive role
in her deficit and treatment refractoriness. Mega
Cisterna Magna refers to significantly enlarged CSF
retro-cerebellar cisterns in the posterior fossa with
normal cerebellar morphology. It is a variant of
Dandy-Walker Malformation, which needs to be



further studied to determine if it is a normal variant
or has clinical significance in neurological as well as
psychiatric illness. Discussion: To our knowledge,
this is the only case report that links refractory
psychosis with Mega Cisterna Magna and Vitamin D
insufficiency. Mega Cisterna Magna has previously
been associated with schizophrenia and bipolar
disorder. This brain abnormality may contribute to
disturbances in the cortico-cerebellar-thalamic-
cortical pathway associated with cognitive
dysmetria. The neuroanatomical defect mega
cisterna  magna may explain the cognitive
dysfunction observed in our patient and provided an
organic basis for her lack of response to treatment.
The patient was also found to have Vitamin D
insufficiency, which could exacerbate degenerative
or functional decline in the brain due to a decrease
in its neuroprotective properties. Neuroimaging and
Vitamin D levels need to be looked at, as they could
account for the treatment refractoriness.
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THE CASE OF A “QUEER HETEROSEXUAL":
EXPLORING THE CONCEPT OF “MOSTLY
HETEROSEXUALS” AND THEIR UNIQUE
EXPERIENCES OF MENTAL ILLNESS

Lead Author: Alec Faggen

Co-Author(s): Alexander H. Sheppe, M.D., Julie B.
Penzner, M.D.

SUMMARY:

Background: In the last decade, a new category of
sexual identity has been elucidated: the “mostly
heterosexuals” (MHs). MHs outnumber gays and
bisexuals, but are often overlooked. They generally
self-identify as heterosexuals, despite a mental
health risk profile that more strongly correlates with
bisexuals. Here, we present the case of a self-
identified MH male with schizophrenia. His case
illustrates a complex treatment, including a paranoid
reaction to male providers and strong affiliation
toward female ones. It also demonstrates the need
for increased research into an overlooked but high-
risk population. Case: Mr. A. is a 28-year-old
homeless African-American male who self-presented
with depressed mood, suicidal ideation and
paranoia. Despite a difficult childhood involving
parental abuse and neglect, bullying, forced
displacements, child welfare involvement, and
homelessness, Mr. A. excelled academically and in
the theater arts. He completed high school and two
years at a prestigious drama school until he was
expelled, apparently for failure to meet

expectations. Over the next four years, Mr. A.
became homeless, socially isolated and severely
depressed, with debilitating paranoid persecutory
delusions. On admission to the inpatient unit, Mr. A.
displayed preoccupation with sexuality and
identified himself as a “queer heterosexual: a person
who has sex with males and females, but prefers
females." He also revealed that two of his four male
partners were older men who pressured him into
sexual encounters. During therapy with male
providers, the patient refused to engage
meaningfully. In contrast, with female providers he
was more reactive and would openly share his
delusional systems and traumatic life experiences.
The patient was diagnosed with schizophrenia
treated with olanzapine and bupropion to good
effect. During his hospital course, providers grew
increasingly mindful of his preferences, and he in
turn demonstrated increasing insight into his
gender-based behavior, in time exploring his gender
difficulties with providers of both genders in a more
balanced way. Discussion: A review of the mental
health profile of MHs compared to heterosexuals
found an increased incidence of psychoticism,
suicidality, sexual risk taking, substance use and
victimization. This research correlates well with Mr.
A.’s history. The risk profile has clinical relevance to
the therapeutic alliance and prognosis. Mr. A.’s
clinical behavior was influenced by his sexual
identity. Close attention to gender of treatment
team members, and discussion of this in the
psychotherapy, was fruitful in helping the patient
explore his identity and resolve some of his
paranoia, depression and suicidal ideation. Further
research into the mostly heterosexual population
should prompt guidance for psychotherapeutic
work, as well as screening tools for risk stratification
and prognosis.
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ABSENT SEPTUM PELLUCIDUM AND GRAY MATTER
HETEROPIA IN A PATIENT WITH MDD WITH
PSYCHOTIC FEATURES AND INTRACTABLE EPILEPTIC
SEIZURES: A CASE REPORT

Lead Author: Mobeen Farooq

Co-Author(s): Dr. Kelly E. Melvin, M.D.

SUMMARY:

The septum pellucidum (SP) is a fine, membranous
midline structure located inferior to the corpus
callosum and anterior and superior to the fornix.
Due to its unique position, SP developmental
abnormalities have a more general effect on the



overall formation and function of the brain and, in
particular, the limbic system. Previous reports have
already highlighted some of the variations occurring
during the formation of the SP. These include an
isolated agenesis of the SP, malformations of the SP
with other midline structural aberrations and, more
frequently, the persistence of a potential space
between the SP leaflets known as the cavum septum
pellucidum (CSP). Two very important features have
been recognized in patients with abnormalities in
the SP: 1) Defects in the septum pellucidum usually
occur with other brain malformations and, more
significantly, 2) variations in the septum pellucidum
occur more frequently in patients with psychotic
disorders such as schizophrenia. This case report
describes a female with an absent septum
pellucidum who presented with a history of
depression and more recent onset of psychotic
features in the form of auditory hallucinations.
Previous MRI studies also revealed gray matter
heterotopia believed to be the cause of the patient’s
long history of intractable epileptic seizures. A trial
of a different antipsychotic medication provided
adequate control of her psychotic symptoms,
although her seizures remained intractable. An
extensive review of literature looking at psychotic
features, possibly in combination with mood
disorders, manifesting in individuals with septum
pellucidum agenesis and further case details are
discussed.
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IMPROVEMENT OF CATATONIA AFTER CARDIAC
ARREST

Poster Presenter:Michael S. Peroski, D.O.

Lead Author: Marissa Flaherty, M.D.

SUMMARY:

A 69-year-old Caucasian female with bipolar disorder
with psychotic features was directly admitted to a
geriatric psychiatry unit from her nursing home for
management of her psychotic symptoms, including
refusal of most PO intake for three weeks. Her
hospital course was complicated by immediate
transfer to a primary medical service for
hypertensive urgency. She subsequently developed
delirium, malnutrition secondary to continued
refusal of PO intake requiring placement of an NG
tube, aspiration pneumonia, placement of a PEG
tube and cardiac arrest. Psychiatry was consulted to
make recommendations to manage the patient’s
psychosis. She was noted to display several
symptoms consistent with a diagnosis of catatonia.

Given the patient’s complex course and lack of
response to medications, ECT was considered as a
potential option. The patient had a cardiac arrest
prior to having her PEG tube placed. After her
cardiac arrest, the patient noted improvement in her
catatonic symptoms for the first time since her
admission. This raised the question of the etiology of
the improvement without the change in
medications. This patient had a marked
improvement in her catatonic symptoms after a
cardiac arrest, raising a question about the impact
that the mechanism of action of hyperperfusion to
the brain (via medications and chest compressions
during a code) has on catatonia. Studies have shown
that during ECT—a standard treatment modality for
catatonia—and generalized seizures, there is often
increased cerebral blood flow. It has been
hypothesized that the increased cerebral blood flow
to the anterior cingulate, medial frontal cortex and
thalamus is responsible for resolution of depressive
symptoms in depressed patients being treated with
ECT. There is less research regarding the effect that
the changes in blood flow have on symptoms of
catatonia. This case serves as a platform for
discussion about the role that this may play in
catatonia and future directions for treatment of
catatonia.
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INTENTIONAL INGESTION: A CASE SERIES
REGARDING SWALLOWING OF FOREIGN OBIJECTS:
TREATMENT ALTERNATIVES

Lead Author: Suhey G. Franco Cadet, M.D.
Co-Author(s): Lara Addesso, M.D., Romil Sareen,
M.D., Saad Ferdous Ahmed, M.D., Asgar Hossain,
M.D.

SUMMARY:

Intentional foreign body ingestion (FBI) is an act in
which the psychiatric patient repeatedly ingests
foreign objects without giving any thought to the
consequences this might bring about. The act is
habitually driven by impulse, is repetitive and
refractory to medical treatment, and frequently
necessitates  multiple  medical interventions.
Deliberate swallowing of foreign objects has been
reported in various surgical papers, yet reporting in
psychiatric literature is sparse. Some of the
hypothesized reasons for psychotic patients to take
part in the act include oral exploration, suicidal
intent, self-mutilation, masochism, hallucinations,
bizarre delusions, oral-impregnation fantasies and
factitious disorder. While some studies show



recurrent FBI attempts mainly in the psychiatric
patient population, there are others that show a
strong association in patients with comorbid
psychiatric illnesses. One study conducted on
prisoners found that 14 out of 19 patients
intentionally swallowed foreign bodies while
imprisoned, which led to their hospitalization. The
remaining patients ingested objects while in the
psychiatric prison ward (due to reporting suicidal
ideation). All of the patients swallowed one or more
sharp objects such as razorblades, glass,
toothbrushes, pencils, radio antennae and a checker.
The motive most often reported for swallowing was
suicidal ideation with command hallucinations. The
treatment for deliberate foreign body ingestion
places a huge burden on hospital resources and is
often times extremely costly. The most common
diagnostic and therapeutic modality used after an
ingestion is an endoscopy, which is relatively safe
and effective but an expensive procedure. Further
research and attention should be aimed at
preventing these recurrent, dangerous and costly
episodes. Objective: We studied a series of cases
with the objective of understanding the reason
behind intentional FBI in the psychiatric population
and tried to formulate plans to better treat the
current episode and prevent further occurrence.
Case: The two cases that we investigated had
concomitant psychiatric illnesses. Both of the
patients were adult females (22 years old and 35
years old) of Caucasian background with moderately
long psychiatric histories including multiple inpatient
hospitalizations, multiple previous suicidal attempts,
recurrent history of intentional FBI, psychosis with
auditory hallucinations (commanding type) and
absence of substance abuse. In both these patients,
the foreign body was removed endoscopically
without residual damage. Both of the patients
received a diagnosis of schizoaffective disorder,
bipolar type. Both of the cases improved on
treatment with multiple psychotropics (multiple
antipsychotics and mood  stabilizers) and
supportive/milieu therapy, as evidenced by a lack of
suicidal ideas, command type auditory hallucinations
and delusions and improvement of mood, affect,
impulse control, insight and judgment.
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SLEEP STATE MISPERCEPTION OR SUBJECTIVE
INSOMNIA IN PATIENTS WITH DEPRESSION AND
ANXIETY: A CASE REPORT

Lead Author: Suhey G. Franco Cadet, M.D.

Co-Author(s): Fatima Igbal, M.D., Asghar Hossain,
M.D.

SUMMARY:

Background: Depression is considered the most
common psychiatric illness and is associated with
marked disability around the globe. In the U.S. alone,
seven to nine percent of adults experience a major
depressive episode each year, and an estimated
eight million (3.4%) meet criteria for MDD. Left
untreated, it can lead to significant impairment in
social and occupational functioning of the individual,
accounting for over 60% of the total economic
burden and twice as much incurrence of medical
costs. Insomnia, a common sleep disorder, is a
concern for people with depression and anxiety, yet
this highly prevalent chronic condition remains
poorly understood. Sleep state misperception, a
subtype of insomnia, is among the most intriguing
but challenging to understand and manage clinically.
Although it is possible that multiple factors may
influence sleep state perception, there seems to be a
very close relationship between anxiety, MDD and
chronic insomnia. The aim of our case report was to
delineate effective treatment modalities that
primarily aim to decrease subjective insomnia or
sleep state misperception in patients suffering from
MDD and anxiety with normal sleep duration. Case:
We report a case of a 38-year-old Hispanic female,
single, with a past psychiatric history of major
depressive disorder and anxiety with multiple
inpatient psychiatric hospitalizations currently being
followed in BRMC outpatient clinic with reported
compliance to treatment and follow-up. The
patient’s chief complaint now was early and middle
insomnia for the past two weeks, despite normal
sleep hygiene as endorsed by family members and
friends. The patient denied any current mood or
psychotic symptoms and was demanding more
medications to treat her current problem despite
being on adequate pharmacotherapy that included
hydroxyzine, quetiapine, bupropion and trazodone.
Discussion: After conducting an extensive literature
review, we concluded that sleep state misperception
or subjective insomnia is a prevalent illness in many
primary and chronic insomniacs with objectively
measured normal sleep duration. It frequently leads
to and is associated with worsening of depression,
anxiety and poor coping resources. Current
pharmacological treatment strategies directed at
treating this condition lack validity and clinical utility.
From our literature review and findings from our
case report, we propose augmentation modalities



that aim to decrease sleep state misperception, such
as cognitive behavioral therapies, sleep scheduling,
and behavioral and emotional regulation techniques
that can prove to useful in the management of this
condition. Further research is still needed to
elucidate the effectiveness of these modalities in the
treatment of such cases.
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THE ROLE OF AMANTADINE WITHDRAWAL IN
TREATMENT-REFRACTORY  ALTERED MENTAL
STATUS

Lead Author: Leah D. Fryml, M.D.

Co-Author(s): Leah Nunez, M.S., Kristen Williams,
M.D.

SUMMARY:

Amantadine withdrawal is a known but under-
recognized cause of altered mental status (AMS).The
abrupt discontinuation of amantadine, an antiviral
medication that functions as a dopamine agonist in
the central nervous system, has resulted in a
profound delirium that in some cases has progressed
to neuroleptic malignant syndrome (NMS). Our
educational objective for this poster is to aid
clinicians in the recognition of amantadine
withdrawal as one potential cause for treatment-
refractory AMS. We present two medically complex
patients, both with AMS likely multifactorial in origin
but that only resolved with the correction of
amantadine withdrawal. Case: A 57-year-old male
with bipolar disorder and multiple medical
comorbidities presented with tremulousness,
hypoglycemia, tachycardia, fever and AMS. He was
found to have lithium toxicity. Despite adequate
treatment of presenting metabolic derangements,
AMS persisted for several days until acute
respiratory distress necessitated intubation and
transfer to the ICU. On ICU day 14, psychiatry was
consulted. Noting the patient’s bilateral upper
extremity rigidity, we suspected an NMS-like
syndrome secondary to amantadine withdrawal (the
patient had received no neuroleptics during his
hospital stay). Amantadine was restarted, and within
24 hours, the patient’s mental and respiratory status
had improved. Within 72 hours, he was extubated,
stabilized briefly on the general medical ward, and
discharged home at his cognitive baseline. A 64-
year-old male with Parkinson’s dementia (PD)
presented for electro-convulsive therapy (ECT)
treatment for his severe depression. During the
acute course of ECT, his outpatient PD medications
were held to minimize the risk of dopamine toxicity.

The patient’s excellent response to treatment was
cut short when, after the fourth ECT, he developed
extreme aggression, altered sensorium, and visual
and tactile hallucinations. Extensive medical workup
failed to reveal any additional cause for the
persisting AMS. After two weeks without
improvement, the patient’s outpatient amantadine
was restarted due to concerns for amantadine
withdrawal. Within 24 hours, his AMS had
dramatically improved. Within three days, he had
returned to his cognitive baseline and was stable for
discharge.
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RECURRENT PRIAPISM ASSOCIATED WITH
OLANZAPINE TREATMENT: CASE REPORT

Lead Author: Emily Fu, M.D.

Co-Author(s): Jessica G. Kovach, M.D., William R.
Dubin, M.D.

SUMMARY:

Background: Priapism is a prolonged state of penile
erection not related to sexual stimulation. It is an
emergency that, if left untreated, may result in
permanent consequences such as impotence,
urinary retention and gangrene. Causes of priapism
vary from trauma to llicit drugs and
pharmacotherapy. We present a case of priapism in
a patient taking fluphenazine, which continued
despite switching to olanzapine. Case: A 55-year-old
African-American  man with a history of
schizophrenia was admitted to the acute inpatient
psychiatric unit for bizarre behavior, disorganization,
increased paranoia and violence toward others. The
patient  developed priapism  while  taking
fluphenazine, which then continued to recur despite
a medication change to olanzapine and
pharmacotherapy with  pseudoephedrine and
bicalutamide. Ultimately, a Winter's shunt was
performed without complications and prevented
recurrence. Methods: The literature addressing
differential and treatment of antipsychotic-
associated priapism is reviewed. Discussion:
Priapism can be classified in two subtypes: low-flow
and high-flow priapism. Stuttering priapism is also
termed intermittent or recurrent priapism, which
can lead to ischemic damage to the corporal tissue.
Sickle cell disease is associated with 35 — 89% of
stuttering priapism cases. More than half of priapism
cases are related to medications, especially
antipsychotics. The exact mechanism of priapism
associated with antipsychotic use is multifactorial.
The most likely proposed mechanism is related to



alpha-adrenergic blockade mediated by the alpha-
receptors located in the corpora cavernosa of the
penis. Ziprasidone and risperidone have the highest
alpha-receptor affinity, and olanzapine has the least.
Fluphenazine and olanzapine undoubtedly
contributed to our patient’s priapism, but underlying
factors such as sickle cell trait and prior injury likely
complicated his course and made his priapism more
difficult to prevent in the context of a severe, life-
long illness, which necessitated treatment with
antipsychotic medication. Conclusion: Priapism is a
potential medical emergency, which is often
multifactorial but can be caused by antipsychotics.
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“DO NO HARM”: ETHICAL IMPLICATIONS OF
TREATING PSYCHOSIS IN TWO PATIENTS WITH
DELUSIONAL DENIAL OF INSULIN-DEPENDENT
DIABETES MELLITUS (IDDM)

Lead Author: Deepti Ghiya, M.D.

Co-Author(s): Lama Bazzi, M.D.

SUMMARY:

Background: Book 1 of Hippocrates’ “Epidemics”
begins with instructing physicians to “either help or
do nothing to harm the patient." With this in mind,
we describe two cases of psychiatric patients with
IDDM who delusionally deny the existence of their
IDDM. Medications that can treat psychosis into
remission now exist. These medications cause
metabolic syndrome, which can include or worsen
IDDM. Even first-generation antipsychotics are not
risk-free. We explore the ethical implications
surrounding treating patients with IDDM with
antipsychotics when they completely deny the
existence of their diabetes. Case: The first case
describes a 56-year-old woman with schizoaffective
disorder, bipolar type, and comorbid IDDM and
hypertension. The patient repeatedly presented to
the medical ER in diabetic ketoacidosis with blood
glucose levels of above 500. The medical team would
treat her with insulin over her objection and transfer
her to the inpatient psychiatric unit. Her psychiatric
stay was often extended by several months due to
her refusal of all medications. Court-ordered
medication over objection was obtained during
every hospitalization, and she would be discharged
after her psychosis was controlled with
antipsychotics and her IDDM was controlled with
court-ordered insulin. The patient was mandated to

treatment through the assisted outpatient
treatment program, but despite the efforts of her
treatment team, the patient was hospitalized
repeatedly for diabetic ketoacidosis and continued
to deny her IDDM, even when her other psychotic
symptoms abated. The second case describes a 63-
year-old man with schizoaffective disorder, bipolar
type, and comorbid IDDM with many cardiac
complications. On admission to the hospital, his
blood glucose level was over 450. He required insulin
to treat his IDDM, which he refused because he did
not believe he had IDDM. His psychosis improved
with antipsychotic treatment, but his IDDM
complicated his hospital course. He was eventually
transferred to medicine to address severe cardiac
decompensation and spent a total of 12 months in
the hospital before he was placed in a nursing home.
Discussion: Both cases clearly illustrate ethical issues
on informed consent and the dilemma of treating
patients with delusional denial of IDDM with
antipsychotics that could cause or worsen existing
diabetes mellitus. Despite improvement in some
psychotic symptoms, both patients continued to
deny the existence of their IDDM, complicating their
hospital courses and making them unable to live
safely in the community without supervision. With
the advent of newer psychiatric medications,
patients’ psychosis can now be treated into
remission, offering improved quality of life and
productivity. However, research is warranted into
the ethical implications of treating psychiatric
patients with medications that predispose them to
diabetes when they are unable to truly consent, as
they deny the existence of their illness.
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ANXIETY TREATMENT IMPROVES LICHEN SIMPLEX
CHRONICUS

Lead Author: Amy C. Gomez Fuentes, M.D.
Co-Author(s): Mohammed F. Rahman, M.D., Saad F.
Ahmed, M.D., Asghar Hossain, M.D.

SUMMARY:

Background: Lichen simplex chronicus (LSC) is a skin
disorder characterized by chronic pruritus. This
results in lichenification of skin, resulting in leathery
and brownish skin with exaggerated skin creases in
the affected areas. It is often seen in tandem with
psychiatric conditions such as anxiety disorder,
depressive disorder and disorders presenting with
psychosis. Case: We report a case of a 59-year-old
Asian female presenting to Bergen Regional Medical
Center (BRMC) for treatment of anxiety while also



suffering from LSC. The patient minimizes her
psychiatric needs and states that her dermatologist
recommended sertraline for treatment of LSC, but
she refused treatment. At BRMC, her anxiety was
successfully treated with an SSNRI (duloxetine), and
her LSC condition also improved. Objective: We
hypothesize that the prescribed SSNRI might have
played a role in improvement of this patient’s LSC in
two possible ways: 1) through direct effect of the
SSNRI on the underlying pathophysiology of LSC and
2) treatment of the anxiety led to behavioral
modifications that prevented itching and scratching,
which led to physiologic healing without further
insults to the skin. Conclusion: Different studies have
shown the complex interplay of the nervous-
immuno-cutaneous system (NICS). Studies have also
demonstrated close relations between dermatologic
conditions and emotional triggers—as many as 90%
of patients with lichen simplex reported emotional
triggers. Psychotropic medications and cognitive
behavioral therapy have been shown to improve the
prognosis of the dermatologic condition as well.
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LET’S BUILD BRIDGES AND NOT WALLS: FOR
BRIDGE-TO-TRANSPLANTATION: THE POWER OF
EFFECTIVE DOCTOR-PATIENT COMMUNICATION IN
PATIENTS WITH LVAD IMPLANT

Lead Author: Arpita Goswami Banerjee, M.D.
Co-Author(s): Dr. Ajita Mathur, M.D., Dr. Carolina
Retamero, M.D.

SUMMARY:

Background: Left ventricular assist devices (LVAD)
have become a benchmark of care for improving
overall quality of life in patients with advanced heart
failure and are used as bridge-to-transplantation,
lifetime support or destination therapy. LVAD
patients have shown high levels of depression (21%)
and adjustment disorder (37% — 50%); however,
scarce literature describe the challenges patients
experience in adapting to an altered body image,
imposed by the external components of the LVAD
system. We present the case of a patient with no
prior psychiatric history who developed severe
depression after the LVAD procedure due to
perceived body image changes and the reality of
living with the device. Objective: 1) To emphasize
the importance of effective communication between
LVAD patients and physicians in order to help the
patient understand the realistic implications of living
with a circulatory implant device; 2) To heighten
awareness amongst health care providers about

patients’ perception of body image and psychosocial
stressors, which is pivotal to adapting to an LVAD as
a component of the recipient’s body and life. Case: A
77-year-old female received an LVAD for end stage
congestive heart failure refractory to medical
treatment. On pre-LVAD evaluation by the psychiatry
team, the patient appeared optimistic and eager to
undergo the procedure. She denied any current
depression or psychosocial stressors. However, after
the procedure, she developed severe depression,
including transient suicidal thoughts, surrounding
her body disfigurement with the LVAD device. She
described it as “ugly and heavy” and admitted to
feeling “scared and hopeless” every time she saw
the scars and the device. The patient’s symptoms
improved with an SSRI and supportive
psychotherapy. Discussion: Our case underscores
the fact that living with LVAD can impose several
lifestyle adjustments including adapting to the
weight of the device and the perceived body image
changes. Often, heart-failure patients considered for
implanted devices underestimate the lifestyle
implications. Communication is key between
patients and physicians before and after an LVAD, as
it is oftentimes delineated by patients’
interpretation, their expectations of the procedure,
and sometimes by the lack of attention to
psychosocial and long-term risks by the health care
team. It is imperative that health care professionals
communicate effectively with patients and
caregivers about expected complications, quality and
acceptance of a life that is far from normal, and the
prognosis.
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ACUTE PSYCHOSIS ASSOCIATED WITH SEPTO-OPTIC
DYSPLASIA (DE MORSIER SYNDROME)

Lead Author: Dharmendra K. Goyal, M.B.B.S.
Co-Author(s): E. Vanessa Spearman, M.D., Ajay Pillai,
M.D., Thaddeus Y. Carson, M.D.

SUMMARY:

Background: Septo-optic dysplasia (SOD), also
known as de Morsier syndrome, is characterized
primarily as a variable constellation of anatomical
abnormalities  of  midline  brain  structure
development, occasionally  associated with
psychiatric manifestations. We summarize a case
report on this rare condition. Case: A 22-year-old
African-American female with past medical history of
congenital visual impairment was admitted to the
medical ward with self-reported fevers to 102F,
auditory and visual hallucinations, and bizarre



behavior. Psychiatry was consulted to manage the
psychosis. Upon initial assessment, the patient
exhibited alogia and hyper-religious auditory and
visual hallucinations with depressed mood. The
mother provided the patient’s birth and medical
history, noting that the patient was born at 10
months of gestation and had neonatal jaundice,
which required NICU care, and a history of seizure
disorder treated with phenobarbital for one year.
The patient had not yet experienced menses and
was noted by family report to be anhidrotic. The
patient exhibited short stature (157cm) in
comparison to parental height. Her vital signs
throughout hospitalization were significant for
intermittent temperature elevations (37.7F). Serum
chemical, microbiologic and cerebrospinal fluid
analysis  for infectious, autoimmune and
paraneoplastic  phenomena  were  negative.
Laboratory analysis revealed low normal growth
hormone level (0.03ng/mL), depressed insulin-like
growth factor binding protein-3 (0.07ng/mL) and
depressed morning plasma corticotrophin
(8.8pg/mL). MRI of the brain confirmed the diagnosis
of septo-optic dysplasia. Her symptoms of
depression and psychosis improved with a trial of
fluoxetine (40mg daily) and risperidone (1mg at
bedtime). Discussion: SOD is a rare congenital
disorder composed of a variable constellation of
midline brain developmental abnormalities including
optic nerve hypoplasia, agenesis of the septum
pellucidum, abnormalities of the corpus callosum
and pituitary dysfunction. Mutations in the
homeobox genes HESX-1, OTX2, SOX2 and PAX6
have been implicated in de Morsier syndrome. In
2008, Bini et al. reported a case of SOD associated
with depression and psychosis and treated with
antipsychotics and mood stabilizers. To our
knowledge, we report the second such association.
Diagnostic criteria include the presence of 22 of the
following: (1) optic nerve hypoplasia, (2)
agenesis/hypoplasia of septum pellucidum and/or
corpus callosum, and (3) hypothalamic-pituitary
dysfunction. SOD has also been associated with
recurring seizures, developmental delay,
thermoregulatory dysfunction and conjugated
hyper-bilirubinemia. Conclusion: Septo-optic
dysplasia may be variably associated with
psychopathology, including depression and acute
psychosis, and should be included in the differential
in young adults presenting with psychotic symptoms.
Further literature reporting of this rare condition
should be encouraged for early diagnosis.
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THE CONTRIBUTION OF CHILDHOOD ATTACHMENT
FAILURE TO DEVELOPMENT OF BORDERLINE
PERSONALITY DISORDER IN ADULTHOOD: A CASE
REPORT AND LITERATURE REVIEW

Lead Author: Neha Gupta, M.D.

Co-Author(s): Daniel F. Connor, M.D., Bhagya Reddy,
M.D.

SUMMARY:

Objective: The purpose of this presentation is to
better understand the contribution of childhood
attachment failure to the risk of developing
borderline personality disorder in adulthood through
a case report and literature review. Case: A 17-year-
old biracial female presents to the children’s state
psychiatric hospital with symptoms of emotional
dysregulation, explosive outbursts, impulsivity,
difficulties with interpersonal relationships, and self-
injurious behavior. She has had eight psychiatric
inpatient hospitalizations within the past six months
leading up to the current admission. Childhood
history is significant for biological parents who
converted to Islam and have been in search of their
own identity. As a result, throughout her childhood,
the patient had moved multiple times between the
U.S. and various foreign countries, as her parents
wished to study Islam abroad. In one instance, the
patient was living with her father in Yemen, as her
mother had left them and moved back to the U.S. In
another example, the patient was living alone in
Indonesia for two years while her parents moved
back to the U.S. Additional stressors also include a
reported history of sexual abuse by a female
relative, which allegedly occurred during her latency
years while living abroad. Methods: A focused
PubMed search was conducted for pertinent articles
selected from the past ten years. Discussion: It is
hypothesized that multiple chronic stressors
occurring during the patient’s developing vyears,
including an unstable home environment, multiple
disruptions in caregiver availability and sexual abuse,
have impaired the patient’s ability to develop secure
attachments. The failure of developing secure
attachments in childhood is causing her difficulty
with developing and establishing close and trusting
relationships as an adolescent. Such failed
relationships have led to histrionic displays of self-
injurious  behavior and  suicidal  thoughts.
Furthermore, the patient’s volatile relationships
have been contributing to her impulsive behavior,
mood dysregulation and poor sense of self. These
are some of the traits that put the patient at an



increased risk for developing borderline personality
disorder in adulthood. This presentation will look at
the developmental role of attachment, how its
failure during childhood can put the child at risk for
borderline personality disorder during adulthood
and how knowing this relation can help guide
treatment.
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SUBSTANCE-INDUCED PSYCHOSIS VERSUS
SUBSTANCE WITHDRAWAL: A CASE REPORT AND
DISCUSSION OF TREATMENT APPROACH AND
DIAGNOSTIC FRAMEWORK

Poster Presenter:Pranathi Mruthyunjaya, M.D.

Lead Author: Nandni Gupta, M.D.

Co-Author(s): Kevin J. Li, B.A., Stanley P. Ardoin, M.D.

SUMMARY:

Psychosis prevalence within the illicit substance use
population is significantly higher than in the general
population, causing significant burden on mental
health infrastructure, patients and patients’ families.
Three recent meta-analyses showed a consistent
three-fold increase in risk of psychosis in patients
with no past psychiatric history who have ever used
cannabis. Polysubstance use, specifically, has been
shown in a number of studies to dramatically
increase the risk of psychosis. The diagnosis of
substance-induced psychosis is often complicated by
comorbid diagnosed and undiagnosed psychiatric
illnesses and concurrent substance withdrawal. This
case presents a 27-year-old African-American female
admitted to a state psychiatric facility with the
primary diagnosis of psychosis. The two primary
differentials for the presenting diagnosis were
benzodiazepine withdrawal or cannabinoid-induced
psychosis. The case highlights the considerations
when diagnosing a severely psychotic patient with
catatonic features in the setting of polysubstance
use and possible drug withdrawal. This patient
recovered after several days of therapy with oral
antipsychotic treatment. A breakdown of the
differential diagnosis, an examination of vital
elements to consider in diagnosis, and treatment are
discussed. A diagnostic framework and treatment
approach are synthesized for workup of psychosis in
the setting of polysubstance use.
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THE THYROID CONNECTION: A CASE OF NEW ONSET
PSYCHOSIS

Lead Author: Najma F. Hamdani, M.D., M.H.A.

Co-Author(s): Afia Sadig, M.D., Kevin Watson, M.D.,
John Greenert, M.D., M.P.H., Daniel Holse, D.O.,
Marina Kravtsova, M.S., My-Lien Nguyen, M.S..

SUMMARY:

This is a case report of a 71-year-old male with past
history of hypertension and hyperlipidemia who
presented to the emergency department with new
onset seizures along with high thyroid stimulating
hormone levels. The patient was found to have
thyroid-stimulating hormone of 97mIU/L in addition
to mild hyponatremia. A history of psychotic and
paranoid symptoms, along with deterioration in
functioning from baseline, was discovered upon
psychiatric consultation requested by the primary
team. The patient’s family described development of
paranoid ideation, delusions, increased anxiety,
agitation and visual hallucinations three weeks prior
to initial emergency room visit that led to discovery
of elevated thyroid-stimulating hormone and
hyponatremia. The patient had no past psychiatric
history or substance abuse history and was
functioning at his baseline prior to the appearance of
his symptoms. Disturbances in thyroid hormone
metabolism have been known to cause depression,
anxiety, emotional lability, irritability, memory and
cognition problems, and, in some cases, psychotic
symptoms. This case report describes new onset
psychosis in the setting of undiagnosed
hypothyroidism, which initially presented as
seizures. We discuss etiology, presentation,
treatment, prognosis and literature review of new
onset psychosis in the setting of hypothyroidism. We
conclude that a timely diagnosis and treatment leads
to full remission and return to baseline. This case
report highlights the importance of keeping medical
causes of psychiatric illnesses in mind. New onset
symptoms, especially in the elderly without any prior
history, should prompt investigation into medical
causes such as thyroid hormone abnormalities to
avoid prolonging the course of the disease and long-
term sequelae.
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SAFETY PRECAUTIONS FOR A PSYCHOTIC PATIENT
WITH PICA ON THE INPATIENT SERVICE

Lead Author: Amina Hanif, M.D.

Co-Author(s): Luisa Gonzalez, M.D., Panagiota
Korenis, M.D., Eliana Shaul

SUMMARY:
PICA is the persistent ingestion of non-nutritive
substances that persists for a period of at least one



month at any age in a developmentally
inappropriate and culturally unacceptable manner,
according to DSM-5 criteria. PICA is one of the eating
disorders that presents with an increase in
hospitalization, length of stay and cost. PICA is
common in children; however, in adults, it is
associated with mental retardation, psychosis
(schizophrenia) and obsessive compulsive spectrum
disorders. Foreign body aspiration is potentially life
threatening and may result in choking, poisoning,
infection, and intestinal obstruction and perforation.
The potential consequences of this behavior pose
serious health and safety concerns on the psychiatric
inpatient unit. PICA interventions conducted in the
past for patients with developmental disabilities are
no longer used, and very limited literature is
available regarding psychopharmacological
management in this patient population. Here we
describe the case of a 23-year-old, intellectually
disabled woman with a history of major depressive
disorder with psychosis and PICA who presented
with suicidal ideation and command auditory
hallucinations telling her to swallow objects, pull her
hair, and cut and scratch herself. She reported that
whenever she finds herself in a confrontational or
stressful situation she swallows plastic objects as her
coping mechanism. This behavior has led her to be
hospitalized in the medical and psychiatric units 13
times in the last three vyears with similar
presentations. We aim to explore and discuss the
therapeutic course and safety precautions
implemented while treating such challenging
patients on the inpatient service, as well as
treatment strategies utilized to reduce frequent
hospitalizations.
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A CASE OF LARYNGEAL DYSTONIA IN A YOUNG
MALE RECEIVING PALIPERIDONE PALMITATE

Lead Author: Shariq Haque, M.D.

Co-Author(s): Najeeb Hussain, M.D.

SUMMARY:

Objective: The movement side effects of
antipsychotics are well known and documented,
including those of tardive dyskinesia. Those seen in
the orobuccolingual region are often attributed to
tardive dyskinesia, which is often a potentially
irreversible side effect. TD can be severe enough to
cause intermittent obstruction of the glottis, which is
attributable to repetitive abnormal adduction of the
vocal cords. The most feared complication of this
side effect is acute laryngeal dystonia (ALD), which

may be potentially life threatening. Traditionally,
atypical agents are favored over typical ones in their
side effect profile, especially for dyskinesia.
However, by no means does this mean atypical
agents are devoid of the risk of TD. Risk factors
include being a young male, high doses of
antipsychotics, parenteral administration, and recent
cocaine, amphetamine or alcohol use. There have
only been a few cases described in the literature of
paliperidone  causing LD. Methods: Case
presentation and literature review. We present a
case of a young male patient who developed LD
while receiving high doses of paliperidone palmitate.
Case: A 25-year-old African-American male
presented to the inpatient psychiatric unit with a
compliant of “needing medication refills." He had a
disorganized thought process and collaterally
revealed that his home was unkempt and dirty. The
patient had received a diagnosis of schizophrenia
and was receiving paliperidone palmitate at the
maximal maintenance dose of 234mg monthly. The
patient had no acute complaints; however, on
examination, it was noted that while the patient was
talking, he would stop midsentence and click his
throat, patient continued the conversation just as if
nothing had happened. The fact that the patient’s
voice was affected indicated an involvement of the
vocal cords. The patient himself did not seem
bothered by the symptom, and benzotropine 1mg
BID did not ameliorate his symptoms, which further
reinforces the likelihood that the tic is due to LD. As
the patient was stabilized on his regimen, no change
was made in the inpatient setting, and outpatient
follow-up was arranged after discharge. Discussion:
In our case, the severity of LD that the patient
developed did not warrant acute intervention and
would be managed on an outpatient basis. The
patient met several risk factors for developing LD,
including being a vyoung male and being
administered  high  doses of paliperidone
parenterally. Our case also highlighted the
importance of recognizing LD when it doesn’t
manifest in obvious symptoms like dysphagia or
dysphonia.
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A CASE REPORT OF ADDERALL-INDUCED BIZARRE
DELUSIONS

Lead Author: Michael R. Harrigan, M.D., M.B.A.
Co-Author(s): Asghar Hossain, M.D., Vandana Doda,
M.D.

SUMMARY:



Objective: To report the association of Adderall use
and psychosis presented as bizarre delusions and the
possible role of life stressors in the development of
Adderall-induced psychosis. Methods: Literature
search was done using PubMed on “Adderall
induced psychosis,” “amphetamine overdose” and
“amphetamine induced psychosis." Background:
Adderall is a stimulant medication that is a mixture
of D and L isomers of amphetamine. Adderall is used
in the treatment of many psychiatric disorders,
including ADHD. Chronic and high-dose consumption
of Adderall can cause psychosis, presented as
delusions, hallucinations, agitation and anxiety
resembling schizophrenia. Case: We present a case
of 55-year-old male with a year history of bizarre
delusions and visual hallucinations. The patient
reported being attacked by gamma rays from
airplanes infecting his blood with radiation. These
delusions worsened by recent life stressors, first
being laid off from his job and then hearing about his
family being executed in Syria. The patient was
taking prescribed Adderall for ADHD for the last six
years. He reported taking Adderall more than the
prescribed dose. Multiple hospitalizations for
delusions were reported in the past year. On
examination, he was obese with anxious mood, goal-
directed thought process and poor judgment. A
diagnosis of Adderall-induced psychosis was made,
and the drug was ceased. He was monitored closely
for withdrawal symptoms and a CT ruled out any
intracranial pathobiology. The patient improved
within a week of stopping Adderall, and no delusions
or hallucinations were reported in the follow-up
visits. Conclusion: Adderall can lead to psychosis
with bizarre delusions and hallucinations similar to
schizophrenia when used chronically and in higher
than the recommended dose. Physicians should be
cautious while prescribing Adderall in patients, as
substance abuse is common. More studies are
needed as to whether life stressors and other social
factors (loss of job and execution of family back
home in this case) decrease the threshold for
development of psychosis in patients taking
Adderall. Physicians should screen patients for past
history of substance abuse, other psychiatric
disorders and life stressors before prescribing
Adderall for various psychiatric disorders.
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A CASE OF MISTAKEN IDENTITY: WHEN ORGANIC
PATHOLOGY IS THOUGHT TO BE PSYCHOLOGICAL IN
ORIGIN

Lead Author: Christopher Harris, D.O.

Co-Author(s): Lourdes Villacis, D.O., Michael Mrizek,
M.D.

SUMMARY:

When a 32-year-old man without a past psychiatric
history presented to the hospital with a month-long
history of diffuse, generalized weakness; significant
weight loss; and hoarseness without an apparent
cause was admitted to general medicine, psychiatry
was quickly consulted. The initial reason was
because the admitting team noted the patient’s
effort during the initial evaluation was minimal, and
there was a concern for there being a volitional
component to his presentation. Furthermore,
multiple other subspecialties were consulted to
evaluate the patient, all of whom also recommended
the patient be seen by psychiatry for a concern of a
“primary psychological component." Despite not
knowing what the medical diagnosis was (if there
was one), psychiatry approached this case with an
open mind. Psychiatry encouraged the primary team
to continue with the medical work-up and refrain
from making a psychiatric diagnosis (if there was
one) until after the completion of the full medical
work-up. We provided support and motivation to
the patient as well as the primary treatment team.
There was a marked anemia found on admission
labs, which provoked a work-up of toxins, heavy
metals and malignancy. Psychiatry obtained a more
detailed history, in which the patient revealed he
was a victim of a shooting. About two to three days
into the hospitalization, a medical diagnosis of lead
poisoning secondary to retained bullet fragments
was made, and the patient was treated
appropriately. Psychiatry continued to follow the
patient due to a concern of possible
neuropsychiatric complications of lead poisoning.
Questions that were raised during the evaluation of
this patient’s case were 1) When is the appropriate
time to consult psychiatry? Is it ever too soon to
consult psychiatry? 2) What's the role of psychiatry
while a patient’s diagnosis is unknown and he or she
is undergoing extensive work-up for vague
symptoms? 3) How should the psychiatrist approach
such a patient? How should the psychiatrist
approach the primary medical team?
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PSYCHIATRIC MANIFESTATIONS CO-OCCURRING IN
A FATHER-SON PAIR WITH WAARDENBURG
SYNDROME

Lead Author: Joseph Hart, B.A.

Co-Author(s): Kalpana Miriyala, M.D.



SUMMARY:

Waardenburg syndrome type | (WS1) is an auditory-
pigmentary disorder characterized by congenital
sensorineural hearing loss and pigmentary
disturbances of the iris, skin and hair, along with
dystopia canthorum (lateral displacement of the
inner canthi). It is an autosomal dominant disorder;
however, the phenotype of WS1 is highly variable,
even within a family. Hence, true prevalence of the
disorder is undetermined, and estimates vary from
1:20,000 to 1:40,000, comprising nearly 3% of
congenitally deaf children. Sequencing and
deletion/duplication analysis of the PAX3 gene on
chromosome 2 can detect up to 90% of the
pathogenic variants of this gene that are determined
to cause WS1. We describe a four-year-old male
presenting with a clinical diagnosis of WS1. He
exhibited dystopia canthorum, an affected first
degree relative, medial eyebrow flare, broad high
nasal root and hypoplastic nasal alae. He did not
have hearing loss, pigmentation anomalies or
intellectual disability. However, he did have less
commonly occurring symptoms of spina bifida and
myelomeningocele, with hydrocephalus. His mother
reported symptoms  of  attention deficit,
hyperactivity and anxiety. Family history revealed
that the father had congenital deafness in the left
ear, a white forelock, heterochromic irides and wide
spacing of the eyes. He had a diagnosis of ADHD as a
preschooler and continues to have panic attacks and
social anxiety. The paternal uncle and paternal
grandfather also manifested symptoms of deafness,
white forelock and dystopia canthorum. None were
formally diagnosed with WS. Psychiatric symptoms
including intellectual disability are not commonly
described as part of the syndrome. We reviewed
reports in the literature that described psychiatric
symptoms such as aggression and irritability in
patients with WS1, all of whom had deafness and/or
intellectual disability. While we cannot draw any
conclusions from the associations, we believe it is
worthwhile reporting this case for the following
reasons: 1) Our patient exhibited psychiatric
symptoms in absence of deafness or intellectual
disability. 2) WS should be considered a diagnosis
and investigated even in the absence of auditory or
pigmentary symptoms, since it can be relevant to
genetic counseling due to the autosomal dominant
nature of the disease. 3) Though father and son have
a different phenotypic manifestation of WS1, they
exhibit a similar behavioral phenotype. Further

genetic evaluation may lead to clues regarding the
genetic bases for psychiatric disorders such as ADHD.
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EXPLORING STAFF ISSUES FOR CHILD
TRANSGENDER  PATIENTS IN THE CHILD
PSYCHIATRIC INPATIENT UNIT: A CASE REPORT
Lead Author: Rabiya Hasan, M.D.

Co-Author(s): Meghan Starner, M.D., Chioma
Iheagwara, D.O.

SUMMARY:

Background: There remains much debate among
health practitioners on what is the most appropriate
course of treatment for children and adolescents
with gender dysphoria due to a lack of evidence-
based practices. Furthermore, there are no
published guidelines that address the needs of
transgender adolescents in an inpatient psychiatric
setting. Gender dysphoria has a highly variable
presentation; thus, individualized treatment plans
are necessary. Beyond the problems faced by the
inpatient treatment team to formulate an
individualized plan, implementation of these plans
can prove difficult due to issues with unit staff such
as unfamiliarity with transgender patients or how
conflicts with staff members’ cultural and religious
backgrounds can affect care. This case brought to
light these difficulties on the inpatient unit as well as
in what ways the patient’s individualized treatment
had to differ from other children on the unit. Case: A
12-year-old male-to-female (MTF) transgender
adolescent was admitted on an involuntary basis for
self-injurious  behavior, suicidal ideation and
elopement from home. The patient endorsed
suicidal ideation secondary to her parents not being
accepting of her gender identity. No other symptoms
or history suggestive of psychosis, mania or anxiety
were present, and she endorsed the use of cannabis
and alcohol in social settings. On the unit, there
were difficulties with staff, such as 1) referring to her
by her chosen (female) name rather than her legal
name and using the correct pronoun when
addressing/talking  about the patient; 2)
understanding why and when the patient’s
treatment needs had to differ from other children on
the unit; 3) some staff members’ personal struggles
to care for a transgender patient when it conflicted
with religious and cultural beliefs, leading to some
asking to be moved to another unit while the patient
remained admitted. We will also discuss the results
of a staff survey about transgender patients.
Discussion: Very few physicians feel comfortable



treating transgender youth; thus, not surprisingly,
hospital staff encounter similar difficulties. However,
there is very little research or guidelines about how
best to treat transgender youth in the acute
psychiatric setting or how to train and set guidelines
for staff on the unit. Furthermore, there is little
guidance in the literature of how to best set the
balance to respect the needs of both the patient and
the staff, which is often left to the clinical judgement
of the treating child psychiatrist. Discussion and
research of such issues can be an important step in
raising awareness of the need for protocols to
facilitate the best possible care. This is an
increasingly important issue, as awareness of the
transgender community continues to grow in the
media. Thus, the psychiatric community has to adapt
and lead the forefront on how to educate others
about possible treatment options and barriers.
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FATAL MULTI-ORGAN FAILURE FROM
DIPHENHYDRAMINE OVERDOSE

Lead Author: Vineka Heeramun, M.D.

Co-Author(s): Najwa Pervin, M.D., Al Zainab Obaidi,
M.D., Mukul Bhattarai, M.D.

SUMMARY:

Background: Side effects of diphenhydramine
usually include tachycardia, palpitations, drowsiness,
sedation and blurry vision. It has rarely been
reported as causing multi-system organ failure. It is
also more known as an over-the-counter sleeping aid
and as a cutting agent for heroin. We report a case
of multi-organ failure from diphenhydramine
overdose and raise the alarm on the toxic
combination of diphenhydramine with heroin,
exacerbating respiratory depression. Case: A 43-
year-old African-American male patient with a
history of polysubstance abuse was brought in by
the ambulance. The patient’s roommate called 911
after she found the patient to have altered mental
status and difficulty breathing. Initially in the
emergency room, the patient was agitated,
screaming and complaining of generalized body
ache. He was suspected to have overdosed on
heroin, but the toxicology screen was negative
except for alcohol. Laboratory values were indicative
of multi-organ failure with elevated renal function
tests and liver function tests. Soon after arrival to
the emergency room, the patient was found to be
more acidotic and had difficulty protecting his
airway. He had to be intubated emergently. His
creatinine level peaked at 12.It was a dilemma as to

what would cause such a severe renal insufficiency
and multi-organ failure. Further history then
revealed that the patient had actually been planning
to have a heroin party, but his friend “tricked” him
and gave him a bag of crushed diphenhydramine
instead. Unaware of this, the patient snorted the
diphenhydramine, thinking that it was heroin. We
now had the explanation to his multi-organ failure—
Diphenhydramine, which is usually considered
“benign." During his hospital stay, the patient was
monitored carefully and treated conservatively. His
creatinine  went back to normal without
hemodialysis, he was extubated and his liver
function tests normalized. Conclusion:
Diphenhydramine is a rare cause of multi-organ
failure. Our case illustrates that it can lead to
elevated creatinine kinase, creatinine peaking up to
12 and respiratory depression requiring intubation,
all of which reverted back to normal after
diphenhydramine was discontinued.
Diphenhydramine is available over the counter and
is used extensively to help with sleep, especially in
the elderly population. It is also used extensively to
“cut” heroin. While it is known to give heroin addicts
a good “nod,” it can lead to fatal consequences,
although it is typically known for being a benign
substance. When taken in conjunction with heroin, it
can further exacerbate respiratory depression. We
think that it is important to raise awareness to the
potentially  fatal consequences of  using
diphenhydramine, which is available over the
counter.
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SEIZURES DISMISSED AS PSEUDOSEIZURES

Lead Author: Vineka Heeramun, M.D.

Co-Author(s): Chenelle Joseph, Anshul Pandey, Nicole
Abbott, Ayame Takahashi

SUMMARY:

Background: Features suggestive of psychogenic
nonepileptic seizures (PNES) include asynchronous
movements with thrashing, pelvic thrusts, absence
of autonomic manifestations, forced eye closure,
rapid reorientation, crying and vocalizations,
incomplete loss of consciousness, absence of
incontinence, and self-injury. Up to 15% of PNES
occur in conjunction with seizure disorder. It is
important to rule out organic disease before coming
to the diagnosis of PNES. We present a case of a
patient who was dismissed as having pseudoseizures
when she actually had a concomitant seizure
disorder. Case: A 15-year-old female patient



presented to an outlying hospital with multiple
episodes of jerking movements that started with
right eye and right arm twitching, followed by
difficulty breathing that did not improve with the
use of inhalers. One of the episodes was witnessed
in the emergency room, after which, she was
discharged home on sertraline and outpatient EEG.
Her symptoms persisted, so she went back to the ER.
She was told that she was “faking it” while she had
an episode. Frustrated, the patient’s mother sought
treatment out of town. She was seen by a pediatric
neurologist, who diagnosed her with concomitant
PNES and seizures after reviewing her EEG. She was
started on antiepileptic drugs, which significantly
reduced her seizures. Conclusion: The dramatic
presentation of PNES can lead to under-recognition
of concomitant neurological problems. PNES remains
a diagnosis of exclusion and often occurs with
seizures. Our patient would have had an untreated
seizure disorder since her episodes were mislabeled
in the ER.
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USE OF CLOZAPINE IN A CHRONIC SCHIZOPHRENIC
DURING INDUCTION CHEMOTHERAPY AND STEM
CELL TRANSPLANT: ANTICIPATORY MEASURE TO
CONSIDER

Lead Author: Umair M. Hemani, D.O., M.S.
Co-Author(s): Arina Chesnakova, M.P.H., Anis Rashid,
M.D.

SUMMARY:

Background: Clozapine, an atypical antipsychotic,
has been widely used in treatment-refractory
schizophrenia for over 20 years, as it has been
superior to other antipsychotics. Due to its risk of
agranulocytosis, the prescriber and patient must be
registered on one of the six clozapine manufacturer
registries, which requires strict monitoring for
agranulocytosis. This can become a serious challenge
for consult-liaison psychiatrists and requires a risk-
benefit assessment, psycho-social evaluation of
needs and communication among various treatment
teams during cancer treatment. Case: Mr. O. is a 34-
year-old Caucasian male with a past psychiatric
history of schizophrenia diagnosed at age 16 who
was maintained on clozapine 200mg gAM and
300mg ghs for over 10 years. Mr. O. was diagnosed
with non-Philadelphia chromosome B-cell acute
lymphoblastic leukemia in 2009. Given the patient’s
significant history of self-mutilating behavior,
auditory hallucinations, aggression, delusions,
multiple hospitalizations and violence, it was

decided to continue clozapine due to high risk of
decompensation if clozapine was discontinued or
switched. A waiver was obtained from Novartis
Pharmaceuticals registry to allow treatment with
clozapine despite neutropenia secondary to
chemotherapy. In 2014, Mr. O. had a relapse of his
disease with limited response to chemotherapy and
was scheduled to receive a stem cell transplant in
August 2015. Since gastric absorption could have
been a potential problem due to GI-GVHD, the
consult-liaison team attempted to register with
VersaCloz (clozapine oral suspension), but was
denied, as the patient’s WBC count was 0.0/mm3
post-stem-cell transplant. His post-transplant course
was complicated by grade 1 mucositis but was
maintained on clozapine tablets as per his outpatient
psychiatrist and continued despite two episodes of
neurotopenic fevers, line infection, pneumonia and
herpes simplex virus on upper lip. The patient
successfully engrafted after 14 days post-transplant.
A social work consult and case management was
provided to help evaluate social needs and assist
with  caretaker needs. Discussion: Despite
clozapine’s risk of agranulocytosis, its use can be
justified in refractory schizophrenia with concurrent
chemotherapy and stem cell transplant for ALL. A
particular  problem was navigating various
manufacturer registries, which may no longer be a
problem, as the FDA recently announced that there
will be one centralized registry under the Clozapine
Risk Evaluation and Mitigating Strategy (REMS)
program starting October 2015. Early anticipation of
both medical complication (infection, graft vs. host
disease, secondary absorption problems, drug-drug
interaction) and social issues (caregiver support,
financial support, housing) should be addressed
prior to stem cell transplant. We emphasize good
communication between providers, a multi-system
approach and pre- and post-transplant clozapine
levels to ensure appropriate serum levels.
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CASE REPORT OF ARIPIPRAZOLE USE IN THE
TREATMENT OF ADOLESCENT STUTTERING

Lead Author: Julia L. Hoang, M.D.

Co-Author(s): Shalin R. Patel, M.D., Gerald A.
Maguire, M.D.

SUMMARY:

Background: Childhood-onset fluency disorder
(stuttering) can be a debilitating disorder, leading to
communication avoidance, anxiety and other
negative symptoms affecting daily interactions. It is



likely a multifactorial process that underlies
stuttering and may arise from abnormal cerebral
dopamine activity. Imaging studies have suggested
that people who stutter exhibit increased dopamine
activity. Documented associations exist between
stuttering and tic disorders, postulating that they
may possibly share a common pathology. Studies
have shown considerable reduction in tic severity
using antipsychotics with D2 blockade such as
haloperidol for Tourette syndrome; however,
tolerability has been poor secondary to side effects.
Given its relative favorable safety profile and
mechanism as a dopamine partial agonist,
aripiprazole may hold promise in the treatment of
stuttering. Case: A healthy 13-year-old adolescent
male presents with the complaint of stuttering that
began in the first grade. He has no significant
medical problems or family history of stuttering. The
patient’s stuttering had interfered with academic
activities and social functioning. He sought
pharmacological treatment, as he had failed to
adequately respond to several courses of speech
therapy. He was started on aripiprazole 5mg daily
and titrated as clinically indicated. Within a year, he
showed good response and notable improvement in
speech fluency. Methods: The patient’s speech was
assessed before and after initiation with aripiprazole
with a 300-word reading sample and a 300-word
conversational speech sample. The assessment
measured frequency of disfluency (speech
disfluencies per 100 words spoken) with range and
disfluency types that included audible sound
prolongations, sound/syllable repetitions, whole
word repetitions, inaudible sound prolongations and
revisions. Results: Notable improvement in speed-
averaged disfluency was observed with aripiprazole
in the treatment of stuttering with a 75.23%
decrease in the reading sample and 61.44% decrease
in the conversational sample. Conclusion: Given its
favorable safety profile, aripiprazole holds promise
as a viable pharmacological treatment for adolescent
stuttering. Further controlled studies and research
are warranted.
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BROWN SUGAR: A CASE OF OPIATE-INDUCED
PARALYTIC ILEUS

Lead Author: M. Daniel Holsey, D.O.

Co-Author(s): Afia Sadiq, M.D., Kevin Watson, M.D.,
Najma Hamdani, M.D., M.H.A., John Greenert, M.D.,
M.P.H., Caleb King, M.S., Grant Kirby, M.S..

SUMMARY:

This is a case report of a 61-year-old male with a
past history of hepatitis C virus infection,
hypertension, and heroin and alcohol use disorder
who presented to the emergency department with
abdominal distention, a two-week history of nausea
and a two-week history of liquid bowel movements.
CT scan revealed ileus, which was attributed to long-
term opiate use. The patient was admitted on
methadone 70mg daily, which he had taken for 10
years. The patient endorsed a 40-year history of
heroin use, from which he had been sober for 10
years. The patient denied gastrointestinal issues
prior to two weeks before admission. The primary
team consulted psychiatry to obtain
recommendations for medication management.
Opiate use has long been known to cause
constipation in patients, and long-term or high-dose
use has led to such complications as narcotic bowel
syndrome, resulting in severe and chronic pain that
significantly resolves after withdrawal of the opioid.
This case report discusses the onset of paralytic ileus
in the setting of long-term opiate use. An
explanation will be provided of the etiology,
physiology, diagnosis, management and literature
review of opiate-induced paralytic ileus. This is a
subject that has been under-discussed in the
literature, and there are very few case reports of
similar diagnoses. This case report emphasizes the
potential side effects of long-term opiate use and
the importance of adequate management of opiate
use disorder.
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“THIS IS SERIOUS”: DELAY IN CANCER TREATMENT
IN A 70-YEAR-OLD FEMALE WITH DELUSIONAL
PARASITOSIS: A CASE REPORT

Lead Author: Avjola Hoxha, M.D.

Co-Author(s):  Yarelis Guzman-Quinones, M.D.,
Almari Ginory, D.O.

SUMMARY:

Background: Delusional parasitosis (DP) is a rare
disorder in which patients believe that they are
infested with parasites despite medical evidence to
the contrary. In some cases, patients describe
abnormal sensations such as crawling or biting;
others describe visual hallucinations consisting of
bugs or mites on their skin, hair and even in their
homes. The “matchbox sign,” a phenomenon in
which the patient brings samples of what they
perceive to be parasites or insects to show their
providers, is common with this condition. Patients
with DP will try to self-treat by spraying pesticides in



the house, having intense bathing and cleaning
rituals, and avoiding contact with others in an effort
to limit or get rid of the infestation. Although no
specific guidelines are available for the treatment of
DP, both pimozide and risperidone have been
reported to show reduction in the severity of the
delusions. Case: We present the case of a 70-year-
old Caucasian female who presented to an
outpatient medical clinic with complaints of head
and groin lice as well as parasites in her stool. She
described, in detail, the three types of parasites she
believed were infesting her body as well as their life
cycle and preference for light. She was initially
treated with benzyl alcohol lotion and albendazole
prophylactically. However, symptoms persisted, and
further medical evaluation consisting of a physical
examination and routine lab work was ordered.
Stool cultures, fecal ova and parasite testing, vitamin
levels, and neuroimaging were also ordered. Upon
receiving negative results for all of the
aforementioned tests, the patient was given a
provisional diagnosis of parasitophobia with
delusional parasitosis being the most likely
explanation for her complaints. Psychiatry was
consulted seven months later when it became
apparent that the patient was unable to care for
herself and was at risk for self-harm due to her
delusions. On interview, she reported bathing
herself with bleach, “bug bombing” her house with
pesticides on multiple occasions, and postponing
lung cancer surgery numerous times because of her
belief that she would infect the medical staff as well
as the operating room. It was determined that the
patient required involuntary admission for further
psychiatric evaluation and treatment of her
condition. After two weeks of treatment with
risperidone, the patient showed significant reduction
in her delusions and no longer believed that she was
infested with parasites. Conclusion: Health care
providers are well aware that delusional parasitosis
presents multiple barriers to receiving psychiatric
care. However, they must also remember that it can
also create barriers to receiving medical care, which
can result in both a delay of diagnosis as well as
treatment of potentially life-threatening conditions.
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CHALLENGES IN THE MANAGEMENT OF PSYCHOSIS
IN TEENAGE PREGNANCY: A CASE REPORT AND
REVIEW OF LITERATURE

Lead Author: Geeta S. llipilla, M.D.

Co-Author(s): Dina Greco, D.O., Katherine Napalinga,
M.D.

SUMMARY:

Background: The onset of major psychiatric illnesses
such as schizophrenia often occurs in the teenage
period, which coincides with child bearing age in
women. Psychiatrists in child and adolescent
psychiatry services are likely to encounter challenges
of managing psychiatric disorders in teenage
pregnancy. The prevalence of psychiatric disorders in
pregnancy ranges from 14 - 30%. Untreated
psychiatric illness during pregnancy is associated
with risks to both the mother and child and adverse
pregnancy outcomes. While the first generation
antipsychotics (FGAs) used in pregnancy are known
to have a lower risk of major malformations, recent
reports indicate that exposure to FGAs in late
pregnancy could lead to significant extra pyramidal
symptoms, unstable body temperature, withdrawal
symptoms, respiratory distress and seizures in the
new born. There has been an increase in literature
on the use of second generation antipsychotics
(SGAs) in pregnancy. A recent meta-analysis has
shown that prenatal use of SGAs may present an
increased risk of major malformations and preterm
delivery. Few early studies reported that neonates
exposed to SGAs were significantly large for
gestational age. We present the case of a 16-year-
old Latino female with 22 weeks gestation G2POLO,
admitted to the inpatient psychiatric unit with active
psychotic symptoms and agitation. The challenges in
the management of her psychosis and behavioral
agitation are discussed. Methods: A retrospective
chart review of the case is performed, and a PubMed
search is conducted using the key words “Psychosis,”
“Pregnancy” and “Adolescence." Discussion:
Pregnancy in adolescence is a risk factor for adverse
medical and psychosocial outcomes and psychiatric
illness. The challenges in the management of
psychosis and agitation in teenage pregnancy are
multiplied by the overlap of substance use disorders
and lack of clear guidelines on the use of
antipsychotic medication in this population. There is
limited information on pharmacokinetic changes in
adolescent pregnancy compared to adults. Our
patient posed particular challenges in treatment, as
she developed severe extra pyramidal symptoms
and neuroleptic malignant syndrome  with
haloperidol and  cholinergic  toxicity  with
diphenhydramine. Her aggressive behavior often
demanded placing her in restraints. The best
practice guidelines for the use of restraints in
pregnant women and girls in the correctional system
prohibit the use of restraints in pregnancy, as they



exert pressure on the back or abdomen, inhibiting
circulation and oxygen delivery to the fetus. The
psychosis eventually responded to quietiapine
started at very low dose followed by gradual
titration. Conclusion: 1) There is a lack of clear data
on the prevalence and treatment of psychiatric
disorders in adolescent pregnancy. 2) A thorough
risk-benefit analysis should be done in every case,
and treatment of psychosis or agitation should use
the lowest doses possible as monotherapy.
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RAPID DEVELOPMENT OF PULMONARY EMBOLI
TWO DAYS AFTER ONSET OF CATATONIC
SYMPTOMS: A CASE REPORT AND LITERATURE
REVIEW

Lead Author: Danielle Ivanova, D.O.

Co-Author(s): Melanie Miller, M.D., Bruce Cohen,
M.D.

SUMMARY:

Objective: Catatonia is a condition that can progress
to dangerous sequelae very quickly and often
requires immediate action; typically, the standard of
treatment is administering high doses of lorazepam.
However, if this is ineffective or if the patient has
autonomic instability, emergent ECT is necessary.
One important factor to consider is that catatonia
predisposes the patient to a hypercoagulable state
and increases likelihood of dangerous clots and
emboli. We present a case to highlight not only the
importance of early anticoagulation for the catatonic
patient, but also to emphasize that clots may
develop quickly and leave a short time to escalate
care. Case: we examine the case of a 59-year-old
female with no prior psychiatric history who was
brought to the ER after she inexplicably stabbed her
husband and attempted to cut her neck and wrists.
Psychiatric evaluation revealed six months of
positive neurovegetative symptoms with new onset
of psychosis. She was diagnosed with MDD with
psychosis and started on mirtazapine and
olanzapine. She developed catatonia over the next
few days, which progressed in severity, and over the
course of two days, the patient became
unresponsive. Her ability to take any PO nutrition
became impaired, and she did not have any
significant improvement on lorazepam. The decision
was made to perform ECT, and one dose of SQ
enoxaparin was ordered but not given prior to ECT.
The patient received two rounds but did not have a
sufficient seizure. Enoxaparin was given the evening
following ECT. The patient exhibited moderate

improvement in her catatonic symptoms after ECT;
she was able to sit up, state her name and have
spontaneous movement. Later in the evening, the
patient endorsed SOB and became hypoxic (85% on
room air), tachypneic and tachycardic (120s). Labs
showed elevated D-dimer (9551), elevated troponin
(0.76), elevated BNP (344) and new EKG changes
(sinus tachycardia with minimal ST elevation with T-
wave inversions). Physical exam was unremarkable
aside from JVD. CTPA demonstrated multiple PEs
and evidence of right heart strain; the patient was
transferred to the medical floor and started on
enoxaparin 70mg q12h for treatment and NC oxygen
and continuous telemetry monitoring. She remained
hemodynamically stable, SO systematic
thrombolytics were not warranted. Discussion:
Literature review highlights the necessity of
aggressive anticoagulation in patients who develop
catatonia. Autopsies of catatonic patients revealed a
seven percent mortality from PE. McCall et al. (1995)
revealed that fatal embolisms associated with
catatonia occurred after two weeks or more of
catatonic symptoms. However, as our case
demonstrates, emboli can occur within the first few
days after onset of catatonia. This is especially
important if other cardiovascular risk factors are
present. Prophylaxis with once daily SQ enoxaparin
40mg is justified in an immobile catatonic patient
within the first few days of nonresponse to
treatment.
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ELOPEMENT IN AUTISM SPECTRUM DISORDERS
(ASD) AND EVOLVING CASE PRESENTATIONS: A
CASE REPORT AND REVIEW

Lead Author: Veeraraghavan J. lyer, M.D., M.B.B.S.
Co-Author(s): Tolga Taneli, M.D., Rashi Aggarwal,
M.D.

SUMMARY:

Background: Roughly 48% of children with ASD
attempt to elope from a safe environment, a rate
nearly four times higher than their unaffected
siblings. Elopement puts the children at increased
risk of accidents and other such high risk behaviors.
We present two adolescent patients with ASD who
displayed elopement behavior. We reviewed the
literature to better understand the reasons, risks
and factors used in the management and suggest
innovative means of achieving nonelopement. Case:
Case 1: A 13-year-old autistic Caucasian boy was
brought in to the ER by the police when they found
him loitering on the streets. The boy was very



agitated on presentation, and on evaluation, he
believed that his parents were trying to harm him. A
week prior to the present admission, he was
admitted to the ER for elopement. He had been
harboring these feelings of paranoia against his
parents for the past three months. He was grandiose
and paranoid, and he believed that he was “Percy
Jackson” from the movie of the same name. He was
comparing himself to heroic characters from TV
shows and comparing his parents to the villains from
the same shows; for instance, he compared his
mother to “Medusa, the evil witch." The parent
reported that the SRS (Social Responsiveness Scale)
score for this child was 10/16. Case 2: A 15-year-old
boy was brought in by the police for loitering around
at a mall parking lot and playing with the elevator.
(He was preoccupied with parking lots and mall
elevators.) He was chanting out phrases from his
favorite TV shows, mostly kids’ shows and cartoons.
This was the second time he had eloped from his
home. He was wearing a tracking device on his wrist,
in spite of which, the police could not track him
owing to range of device signal issues. The child had
walked about 17 miles on foot and was dehydrated
and tired when presented to the ER. The parent
reported that the SRS score for this child was 10/16.
Discussion: In most studies on elopement,
individuals were treated with multiple interventions
such as reinforcement for the absence of elopement,
time-out for elopement and graduated level systems
in which the individual gained access to less
restrictive environments and greater access to
reinforcers contingent upon the absence of
elopement. Previous studies have shown that
physically obstructing or “blocking” can function as a
punisher or extinction for elopement behavior. In
addition, as is also evident in both our patients, most
ASD children are being heavily influenced by TV
characters. Thus, the effects and role of TV as a
reinforcer contingent on nonelopement behavior
should be researched in detail as a means to curtail
wandering behavior.
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THE “CAITLYN JENNER” EFFECT

Lead Author: Robert J. H. Johnston, M.D.
Co-Author(s): Nassima Ait-Daoud, M.D.

SUMMARY:

Research has shown that social media in general has
created an “online disinhibition effect” where users
say and do things in cyberspace that they wouldn’t
ordinarily say and do in the face-to-face world.

Media has affected society’s representation of
beauty standards, ideal weight and many others
aspects of our daily lives, but it can also be used to
promote mental health and destigmatization of
mental illness. The revelation of Catherine Zeta
Jones’s diagnosis of bipolar affective disorder has
contributed to dispelling the stigma of such
disorders. The LGBT population is at higher risk for
depression, anxiety and substance use disorders
than the general population. The reason for these
disparities is most likely related to the societal
stigma and resulting prejudice and discrimination
that LGBT individuals face on a regular basis. Popular
individuals have served as role models for struggling
individuals in the LGBT community and helped in
their decision to come out. A day after Caitlyn Jenner
released her story of transitioning into a woman, she
shattered Twitter records and officially became one
of the most famous transgender people. We will
describe the case of two patients who were
influenced by the positive media attention and
response that Caitlyn Jenner received. One of them
is a biological male patient diagnosed with OCD who
started questioning his gender identity, which took
an obsessive quality. He later went on to experiment
with women'’s clothing and different sexual partners.
The second case is that of a biological female patient
who was treated for depression and who felt that
the media attention given to Caitlyn Jenner and the
Kardashian family in general worsened her gender
identity confusion and led her to feel more
depressed and isolated. We will discuss the cognitive
and emotional processes that took place with these
two patients. We will summarize some of the unique
aspects and struggles faced by the LGBT community
and how famous individuals who self-identify as
LGBT can affect their mental well-being both
positively and negatively. Famous transgender
people like Caitlyn Jenner are celebrated very
publicly for their glamorous looks, which aligns with
Americans’ ideals for what defines beauty. However,
for many trans-people, looking like Caitlyn Jenner is
an unobtainable goal and may lead to disillusion and
depression. We will conclude with a discussion on
the importance of the media in shaping social norms
and the necessity of enhanced access to mental
health to help LGBT people embrace their true
identity.
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USE OF KETAMINE INFUSION IN CHRONIC
REFRACTORY DEPRESSION AND PAIN: A CASE
REPORT



Lead Author: Travis W. Jones, M.D.
Co-Author(s): Erik Hamill, B.S.

SUMMARY:

Background: Clinicians are sometimes faced with the
challenge of treating chronic depression that is
refractory to first-line medications. Ketamine
infusion serves as a novel treatment method in
alleviating the severity of depression in patients who
fall under these circumstances. Ketamine infusion
also carries the additional benefit of being an
analgesic and may be used in cases of intractable
pain with or without depression. In this case, a
patient with a past psychiatric history of major
depressive  disorder refractory to multiple
medication trials and concurrent intractable pain
presented as an opportunity to test the efficacy of
ketamine infusion as a treatment option. Case: Mr. G
is a 70-year-old Caucasian male with a history of
major depressive disorder and idiopathic neuropathy
who presented with suicidal ideation secondary to
worsening bilateral foot pain. The patient has had a
series of visits to the emergency department over
the past couple of years under similar circumstances,
but now states that his depressive symptoms have
increased in severity, and his pain has been building
in intensity. As most of his past treatments with
various antidepressants and pain medications have
proven inadequate or of no benefit at all, it became
evident that Mr. G was a candidate for more
intensive treatment options such as
electroconvulsive therapy (ECT), which the patient
had been treated with in the past with some success.
However, it was suggested by the ECT psychiatrist
that the patient may benefit from undergoing a
three-day trial of ketamine infusions as an inpatient
under the guidance of anesthesiology. Ultimately,
the patient responded well to this treatment
method and experienced a significant improvement
in both his depression and pain. Discussion:
Ketamine is an NMDA receptor antagonist mainly
used as an anesthetic drug. Its off-label use in the
alleviation of treatment-refractory depression with
or without pain has been proven in its efficacy
through a variety of randomized trials. A meta-
analysis comparing ketamine with a control
condition in patients with unipolar major depression
found a significant and clinically large effect favoring
ketamine over a placebo. This evidence proves that
ketamine has the potential in being beneficial to
clinicians who have already exhausted the use of
standard antidepressants and are looking into
options for their patient before opting for ECT. This

case report demonstrates that ketamine should be
viewed as a worthy therapeutic option when
treating chronic depression with or without pain that
has been refractory to treatment.

NO. 81

ANTI-NMDA RECEPTOR ENCEPHALITIS: FROM LOVE
TO MADNESS

Lead Author: Courtney Joseph, D.O.

Co-Author(s): Ajita Mathur, M.D.

SUMMARY:

Background: First described in 2005, anti-NMDA
receptor encephalitis is an autoimmune disease
characterized by psychiatric symptoms, memory
impairment, diminished level of consciousness,
seizures and hypoventilation. Information is limited
on the development of psychosis and mood
instability leading to self-harm in the setting of anti-
NMDA receptor encephalitis and concomitant
psychosocial stressors. In this report, we present the
case of a patient who engaged in severe self-
injurious behavior while developing NMDA receptor
encephalitis with the acute stressor of a breakup
with her boyfriend. Case: A 17-year-old Vietnamese
female with no past medical or psychiatric history
presented to the emergency department with
multiple self-inflicted stab wounds to her thighs,
wrists and chest. Prior to the incident, she was sent
home from school for complaints of “spacing out
and walking into corners." Shortly thereafter, she
sent her mother a text message stating, “Mom | am
going to die. | love you." While in the ICU, the
patient was agitated and observed to be psychotic.
She developed lip-smacking and recurrent orofacial
and distal limb rhythmic movements. She was placed
in a medically induced coma for over 100 days due
to intractable seizure activity. An ovarian teratoma
was found on imaging and surgically removed. After
thorough clinical workup, she was found do have
positive anti-NMDA receptor antibody CSF titers. She
received multiple rounds of treatment and was
discharged from the hospital several months later.
Methods: Review of the patient’s chart and a
PubMed search were conducted using the terms
anti-NMDA receptor encephalitis, psychiatry, suicide
and psychosis. Discussion: Anti-NMDA receptor
encephalitis is a progressive autoimmune disorder
that often presents to the attention of psychiatrists
due to its early psychiatric manifestations. However,
information on suicide attempts in the setting of
anti-NMDA receptor encephalitis is limited. In this
case, it is unclear whether there was direct causation



or multiple contributing factors to the patient’s self-
inflicted stab wounds. It could be coincidence that
she happened to have anti-NMDA receptor
encephalitis when she broke up with her boyfriend
and impulsively decided to end her life. Conversely,
the acute psychiatric symptoms of the anti-NMDA
receptor encephalitis could have promoted an
otherwise healthy young female to injure herself.
This case demonstrates the importance of early
recognition of and the potential for self-injury in
anti-NMDA receptor encephalitis.

NO. 82

CLOZAPINE-INDUCED SIALORRHEA AND
INCONTINENCE OF BOWEL AND BLADDER

Lead Author: Astik Joshi, M.D.

Co-Author(s): Shawn McNeil, M.D., Vesela Tzoneva,
M.D.

SUMMARY:

Background: Clozapine has some life-threatening
side effects, including agranulocytosis and
myocarditis. Other common side effects include
increased salivation, constipation, tachycardia,
drowsiness and weight gain. Here we present a
patient who was started on clozapine due to his
failure to respond to other antipsychotics and the
treatment-resistant nature of his illness. He
experienced multiple side effects on clozapine,
including transient transaminitis, sialorrhea, urinary
incontinence and the extremely rare side effect of
bowel incontinence. There is a direct correlation of
these side effects to clozapine, as they resolved after
clozapine was changed to another antipsychotic.
Case: This patient is a middle-aged African-American
male with a past psychiatric history of treatment-
resistant schizophrenia. He was started on clozapine
after several trials of more conventional
antipsychotics. The patient began to experience
sialorrhea after a month. Several medications were
administered to stop this side effect, including
diphenhydramine, atropine, terazosin, scopolamine
and benztropine, which failed to resolve it. In
addition, clozapine was decreased down to 200mg
BID. The patient also began to experience bladder
incontinence (after four months) and imipramine
was administered to control this symptom. The
patient began to have constipation (after two
months) and later on developed nocturnal bowel
incontinence (after five months). Five months into
his admission, levels of clozapine were obtained and
were therapeutic. Discussion: Although sialorrhea
and urinary incontinence are relatively well known

side effects of clozapine, bowel incontinence is an
extremely rare side effect. A PubMed search yields
one documented case of double incontinence
associated with clozapine, and to the best of our
knowledge, this is the only documented case of a
patient having sialorrhea and double incontinence
associated with this medication. The hypothesized
mechanism is the antagonism of al adrenergic
receptors. There are several possibilities for the side
effects described. It could be inferred that since the
constipation preceded the bowel incontinence, this
side effect could have formed out of an adaptive
response. Clozapine acts to inhibit both cholinergic
and adrenergic receptors, and the sialorrhea may
have been a result. Also, the incontinence of bowel
may have resulted from 5-HT3 hypersensitivity in the
Gl tract. Clozapine’s relative effect on a-receptors
(when compared to other antipsychotics) could also
explain  the sialorrhea.  Conclusion: Bowel
Incontinence is an extremely rare but worrisome
side effect of clozapine. Clozapine may produce
adaptive changes in adrenergic and cholinergic
systems to explain hypersalivation, urinary
incontinence and bowel incontinence as its potential
side effects.

NO. 83

NOVEL PSYCHIATRIC DISORDERS (NPD): PEDIATRIC
BIPOLAR AND OBSESSIVE COMPULSIVE DISORDER
(OCD) AFTER TRAUMATIC HEAD INJURY

Lead Author: Rajasekhar Kannali, M.D.

Co-Author(s): Mackenzie Varkula, D.O.

SUMMARY:

Background: Traumatic head injury in children and
adolescents is a major public health problem.
Behavioral and psychiatric disturbances are the
more frequent consequences of pediatric traumatic
head injury. Psychiatric disorders that develop
postinjury in patients with no lifetime pre injury
psychiatric disorder are often called new onset or
novel psychiatric disorders (NPD).While some
disorders, like depression and ADHD, are common,
others, like obsessive compulsive dsorder (OCD) and
bipolar disorder, are rare and often times are
associated  with  significant  morbidity and
determinants of the quality of life. Objective: Our
report is aimed at assisting physicians and health
care providers to recognize and manage this rare
presentation of psychiatric disorders in traumatic
head injury children and adolescents, in this case, a
combination of obsessive compulsive disorder and
pediatric bipolar disorder. Case: Mr. Z is a 15-year-



old male admitted to the acute child and adolescent
inpatient  unit  with  hyperactivity, sexually
preoccupied thoughts, spending of thousands of
dollars, increased aggressive outbursts, and
inappropriate behaviors and obsessions. Mr. Z has
no personal or family history of mental illness or
substance abuse; however, he had sustained a
comminuted depressed fracture in the left frontal
region with subdural hemorrhage a few years ago,
which required surgical intervention and repair.
Head MRI on admission revealed the inhomogeneity
surrounding the region of the skull fracture in the
lateral left frontal region. Conclusion: Considering
the patient’s history and psychiatric presentation, his
symptoms of mania, obsessions and compulsions are
proposed to have developed secondary to the
traumatic head injury. In the absence of ideal criteria
allowing for the differentiation of mania clearly
attributable to traumatic head injury from mania
simply observed following traumatic head injury, the
close temporal relationship in the absence of other
etiology may be the best approach. The variety and
frequency of novel psychiatric disorders that may be
trauma related emphasizes the importance of a
careful consideration of associations with symptoms
that help in earlier identification and development of
an integrated care plan to improve the total
outcome and quality of life for the patient.

NO. 84

A CASE OF PSYCHOSIS IN A PATIENT WITH GRAVE’S
DISEASE AND HASHIMOTO’S DISEASE

Lead Author: Vandana Kethini, M.D.

Co-Author(s): Rajesh Gaddam, M.B.B.S., Neha Rane,
M.D., Asghar Hossain, M.D.

SUMMARY:

We present the case of a 43-year-old Caucasian
female with multiple hospitalizations in the past five
years for symptoms of paranoia, hallucinations,
bizarre behavior and agitation. The patient had a
history of depression and cannabis use, but no
history of psychosis or paranoia prior to her first
hospitalization. These psychotic episodes were
attributed to her substance use, and she was
repeatedly diagnosed with  cannabis-induced
psychotic disorder, onset during intoxication.
However, her symptoms recurred following a period
of abstinence from drug use. Recent lab work
revealed the patient to have both Grave’s disease
and Hashimoto’s disease. We propose that
thyrotoxicosis is the cause of this patient’s recurrent
psychosis. Disorders of the thyroid gland have been

known to cause psychiatric symptoms, commonly in
hypothyroidism. In thyrotoxicosis, patients present
with symptoms of anxiety, restlessness, mood
lability and rarely psychosis. There is no specific
presentation in such cases, but affective psychoses,
with altered mood and activity, are most common. A
possible mechanism includes the action of thyroid
hormones in the CNS, causing modulation of the
beta-adrenergic receptor response to
catecholamines, causing psychosis. Most cases of
thyrotoxicosis-induced  psychosis have  been
observed in patients with Grave’s disease or toxic
multinodular goiter. As such, this is a unique case of
a patient with both Grave’s disease and Hashimoto’s
disease (with a complicating history of cannabis use)
that we should be mindful of in clinical practice.
Although a primary psychotic disorder or a
substance-induced psychotic disorder should be
ruled out, endocrine conditions such as thyroid
hormone abnormalities should always be strongly
considered.

NO. 85

BROKEN HEART SYNDROME: A CASE OF
TAKOTSUBO CARDIOMYOPATHY IN A FEMALE
PRESENTING WITH BEREAVEMENT

Lead Author: Mohsin Khan, M.D.

Co-Author(s): Santosh Shrestha

SUMMARY:

Background: Takotsubo cardiomyopathy has a high
prevalence rate with chronic anxiety disorders and is
associated with a diffuse catecholamine-induced
microvascular spasm, dysfunction and myocardial
toxicity. This case describes the complexity of
psychiatric issues and their impact on cardiac
functions. The condition evolved over a period of a
few months, requiring inpatient medical and
psychiatric treatment. Case: The patient is a 38-year-
old Caucasian female with a prior history of
hypertension and diabetes who was hospitalized
secondarily to chest pain and worsening anxiety and
eventually required an evaluation by the psychiatric
team as well. Cardiac workup showed a low ejection
fraction with a diagnosis suggesting Takotsubo
cardiomyopathy. The hospital course was notable for
her medical complexity as well as her underlying
psychiatric illness. Her treatment included
lorazepam and metoprolol on an inpatient and
outpatient basis, as well as therapy on an outpatient
basis. On follow-up echo, her ejection fraction was
noted to be significantly improved as well.
Conclusion: Takotsubo Cardiomyopathy has been



associated with stress in a number of cases with
different presenting problems. This case illustrates
the complexity and importance of addressing
underlying  psychiatric  conditions, including
bereavement, in light of medical comorbidities
associated with them.

NO. 86

TO FEED OR NOT TO FEED? THE MORAL DILEMMA
OF FEEDING A PATIENT WITH TREATMENT
REFRACTORY DEPRESSION WHO REFUSES TO EAT
Lead Author: Surbhi Khanna, M.B.B.S.

Co-Author(s): Jorge Castro-Alvear, M.D.

SUMMARY:

Background: The concept of “moral distress”
characterizes circumstances in which one knows the
right thing to do, but institutional constraints make it
nearly impossible to pursue the right course of
action. Health care professionals, like all human
beings, are morally formed by the requirements of
individual integrity in addition to professional
integrity. Objective: To understand the meaning of
“ethically significant moral distress” and “moral
integrity." Methods: Review current literature on
ethical dilemma and medical decision making
capacity and case presentation. Case: A 68-year-old
Caucasian female with recurrent, treatment
refractory depression with catatonic features and
previous poor response to electroconvulsive therapy
presented with altered mental status due to
starvation ketoacidosis. The patient also had somatic
delusions and complained of dry mouth with
“feelings of something being stuck in her throat”
without any evidence of organic pathology. She
refused treatment at first, stating preference to die,
but later allowed the nasogastric tube and was
sporadically willing to take some oral intake and
medication. The NGT failed because the
antidepressants blocked the tube, and thus a PEG
became necessary to continue treatment. An ethics
consult along with a meeting with her three sisters
were organized. The ethics consultants advised the
treatment team and family that declining parenteral
feeding was ethically permissible; however, the
family believed this was tantamount to “starving to
death." Subsequently, the consensus was reached
that the patient did not have the ability to make
complex decisions about her care, and her family
elected PEG placement for refeeding. Discussion:
“Ethically significant moral distress” is the
intellectual experience of being unable to act on
one’s moral knowledge about what one ought to do

in specific clinical circumstances. Recent literature
demonstrates that moral distress has become an
international concern and has implications for
satisfaction, recruitment and retention of health
care professionals, as well as for delivery of safe and
competent quality patient care. A description of
mental health practitioners’ moral distress can allow
for greater understanding of it, enabling
practitioners to better recognize and thus be able to
address it. Issue to consider: Do patients with
refractory depression have the right to die?

NO. 87

LEVOFLOXACIN-INDUCED DELIRIUM AND ACUTE
PSYCHOSIS: A CLINICAL CASE REPORT

Lead Author: Jyotsna Kilani, M.D.

Co-Author(s): Valerie Sharpe, M.D.

SUMMARY:

Background: Medication-induced  delirium s
common among sedatives, narcotics and
anticholinergics. Delirium and acute psychotic
symptoms related to antibiotics like
fluoroquinolones have been reported, though the
literature on this potential adverse reaction is
sparse. We present a case of a 64-year-old female
with no previous psychiatric illness who presented
with levofloxacin-induced delirium and psychosis
after treatment of a complicated UTI. Case: A
64year-old female with multiple sclerosis presented
with acute onset of left lower flank pain, dysuria,
nausea, vomiting and abdominal pain. Empiric
treatment with pippercillin-tazobactam 4.5g IV was
initiated for the treatment of UTI, and the patient
was switched to levofloxacin 500mg IV after cultures
showed growth of pan-sensitive E. coli. Imaging
studies revealed moderate right hydronephrosis due
to a 5mm right ureteral calculus. Urology was
consulted, a right ureteral stent was placed, and the
levofloxacin 500mg IV was continued. Within 48
hours after restarting the antibiotics, the patient
began showing signs of mental status changes,
including bizarre delusions, paranoia, auditory and
visual hallucinations, flight of ideas, agitation,
confusion, and disorientation. Per our
recommendations to the treatment team,
levofloxacin was switched to cefepime 400mg daily,
and within 72 hours, the patient’s mental status
returned to her baseline. Discussion: CNS side
effects, including headache, dizziness, restlessness,
insomnia, hallucinations, agitation, acute organic
psychosis and delirium, have been reported with
levofloxacin. These side effects are thought to be



caused by levofloxacin’s inhibition of the GABA
receptors and activation of the NMDA receptors.
Some confounding events in the patient’s admission
were the infection leading to acute renal failure and
a surgical procedure, which are common causes of
delirium in hospitalized patients; however, her
mental status changes occurred days after the
infection was improving with treatment. After
discontinuing the levofloxacin, her psychosis and
delirium improved within 24 hours, and within 72
hours, the patient returned to her baseline. In a
patient with predisposed risk factors for delirium—
infection, postoperative state and acute renal
failure—levofloxacin further exacerbated the risk
and was likely the cause of her delirium. Conclusion:
Fluoroquinolones are widely used to treat a variety
of infections due to their favorable safety profile and
broad spectrum of activity, although acute psychotic
symptoms and delirium are rare side -effects.
Floroquinolones should be considered as a potential
cause of delirium and should be used with caution in
patients with other risk factors for delirium.

NO. 88

DELIRIOUS MANIA IN BIPOLAR DISORDER: A CASE
REPORT

Lead Author: Tyler Kimm, M.D.

Co-Author(s): O. Okusaga, M.D., M.Sc., P. Schulz,
M.D.

SUMMARY:

Background: Delirious mania is a significant,
potentially dangerous, and difficult to recognize
psychiatric entity. The clinical picture is generally
one of rapid onset of delirium and mania, where no
organic cause is identified. Case series have
described a set of behaviors suggestive of this
syndrome, but it lacks formal diagnostic criteria. It is
important to recognize this syndrome to avoid
potentially dire consequences. Case: Mr. D. was a
56-year-old man with a history of bipolar | disorder,
previously maintained on carbamazepine. He was
admitted to a psychiatric hospital with hypomanic
symptoms, including irritability, racing thoughts and
decreased need for sleep, in the setting of
discontinuation of his medication two weeks prior.
Standard admission labs and a carbamazepine level
were drawn, and carbamazepine was restarted. Mr.
D.’s symptoms persisted, despite a supratherapeutic
carbamazepine level. On day four, lurasidone was
started as an adjunct mood stabilizer. On day eight,
his mental status acutely decompensated with
emergence of erratic behavior (e.g., bathing fully

clothed, blocking the toilets with paper, urinating in
his room) and aggression, with intact orientation.
Lurasidone and carbamazepine were discontinued.
Mr. D. exhibited a state of variable restlessness,
hyperactivity and purposeless movements. On day
nine, he began to walk around the unit naked.
Standard  encephalopathy and  autoimmune
laboratory work was negative, except for elevated
CRP. Head CT and brain MRI were unremarkable. By
day 18, Mr. D had decompensated further, with
variable disorientation to date and place and
intermittent incontinence. He showed no clinical
response to trials of valproic acid, aripiprazole and
olanzapine. Quetiapine monotherapy was initiated.
His insomnia and agitation persisted, and he made
bizarre comments, such as claiming to be
underwater. After considering alternate diagnoses,
lorazepam was added and increased to 6mg/day.
Mr. D. appeared calmer, with improvement in
orientation and memory and cessation of erratic
behaviors. Over several days, he was ready for
discharge to outpatient care on quetiapine and
lorazepam. Discussion: Mr. D. was initially diagnosed
with a manic relapse, but decompensated despite
multiple trials of antipsychotics and mood stabilizers.
We thus considered alternate diagnoses, such as
infection and encephalopathy. As tests for these
were all negative, we considered delirious mania, an
uncommon diagnosis that can be associated with
frequent disrobing and incontinence, with
disturbances of attention, awareness and
orientation, which are usually characteristic of
delirium. Symptom resolution began after starting
lorazepam, which has also been reported by others.
This syndrome should be considered in patients with
apparent delirium and mania who have negative
evaluations for encephalopathy in order to prevent
progression to life-threatening complications of this
iliness.

NO. 89

BORDERLINE PERSONALITY DISORDER IN THE
GERIATRIC PATIENT: REMISSION AND RELAPSE
Lead Author: Benjamin O. Klass, M.D.

Co-Author(s): Charlotte Roy, Julie Penzner, M.D.

SUMMARY:

Borderline personality disorder (BPD) is a condition
marked by instability of self-image, interpersonal
relationships and affect. Abrams and Bromberg
theorize that BPD has a period of dormancy in
middle adulthood, when life changes in relationships
or employment are less common. We feel that there



is a dearth of literature exploring re-emergence of
BPD in the elderly, when increased dependence and
dwindling  social resources can lead to
decompensation. C.C. was a 76-year-old Caucasian
woman living at an assisted living facility (ALF) with
declining health. C.C. had a history of childhood
physical, emotional and sexual abuse. C.C. reported
a lifetime of tumultuous interpersonal relationships,
with two ex-husbands and two sons, none of whom
she would permit to be closely involved in her care.
During admission, C.C. was devaluing of staff and of
her care, with frank splitting behaviors. C.C. did not
improve with optimized antidepressants, and she
refused antipsychotics. When discharge options
were discussed, she often stated that discharge
would make her suicidal. Though limited in time
span, longitudinal studies of BPD offer some insight
into the course of the disorder. The Collaborative
Longitudinal Personality Disorders Study found that
10% of BPD patients remitted within six months, and
>50% remitted within two years. A 2006 study found
that >50% of patients remitted within the first four
years, and 88% of patients remitted within 10 years.
Relapse was not addressed in these studies. Our
case shows how borderline traits, better controlled
in middle adulthood, can re-emerge. C.C. was
intelligent and functional in adulthood, only
becoming acutely impaired in later life, when
circumstances elicited the underlying borderline
traits. This case, along with several other discussed
cases, provides evidence that BPD most likely remits
and relapses in response to life stressors and
challenges the conventional definition of personality
disorders as stable throughout life. As aging
individuals with BPD face a decline in their health
and a consequent loss of independence, this may
exacerbate chronic fears of rejection. Physicians
should be aware of the possibility of BPD in difficult
patients, even without a prior BPD diagnosis. Further
research is needed on optimal treatment options for
geriatric patients with BPD.

NO. 90

EDUCATING A GERIATRIC PATIENT ABOUT SOMATIC
SYMPTOM DISORDER: A RESIDENT’S CHALLENGE
Lead Author: Kavita Kothari, M.B.B.S.

Co-Author(s): Luisa Gonzalez, M.D., Ronak Patel,
M.D., Daniel Roman, M.D., Andrew M. Schwartz, B.A.

SUMMARY:

Headache is a common neurological symptom that,
if left untreated in some patients, may precipitate
the development of depression and suicidal

ideations. Individuals with Somatic Symptom
Disorder (SSD) typically have multiple somatic
symptoms that are distressing or result in significant
disruption of daily activities. Here we present a case
of a 59-year-old woman with no prior psychiatric
diagnosis who presented to the CPEP
(Comprehensive Psychiatric Emergency Program)
due to ingestion of an excessive amount of aspirin in
an attempt to relieve her pain. Weeks prior, she had
also taken an excessive amount of aspirin for pain,
but the patient denied having depression or suicidal
ideations, attempts or plans. Despite counseling, the
patient refused to accept psychiatric care during her
first hospitalization and, providing education,
became more challenging during her second
admission. This case aims to illustrate the difficult
scenario clinicians face to educate elderly patients
about SSD, and a discussion of treatment plan
strategies used to provide safe discharge and avoid
fatal consequences will be reviewed.

NO.91

MINIMAL HEPATIC ENCEPHALOPATHY PRESENTING
AS PSYCHOSIS

Lead Author: Kristina E. Kurtz, D.O.

Co-Author(s): Maria Villafuerte, D.O.

SUMMARY:

Minimal hepatic encephalopathy (MHE) is a
complication of chronic liver disease that can
manifest with psychiatric symptoms, often making
MHE difficult to distinguish from other psychiatric
presentations. Case: A 55-year-old female with end-
stage liver disease presented to her primary care
physician with electrolyte abnormalities,
hyperammonemia and bizarre behavior. She was
thus medically treated for ten days prior to an
inpatient psychiatric admission. She endorsed
paranoid delusions and was hyperverbal with loose
associations. A Montreal Cognitive Assessment
(MoCA) revealed deficits in executive function, recall
and response inhibition summating to a score of
20/30. (Scoring less than 26 indicates impairment.)
She was treated with a gradual titration of
ziprasidone until a therapeutic dose was reached.
Nevertheless, she continued to display varying levels
of psychosis along with a progressive decline in
cognitive functioning. She required assistance for all
activities of daily living—including dressing and
toileting. A further review of her history revealed no
previous psychiatric history. Still, a decline in her
level of functioning over the previous four months
was apparent. This was in the context of



noncompliance with lactulose, along with other
home medications. Ziprasidone was tapered, and
treatment for hepatic encephalopathy was
optimized with lactulose and rifaximin. After several
weeks, she had total resolution of her psychotic
symptoms along with a stark improvement in
executive functioning and ability to care for herself,
yet she continued to display deficits in memory
recall and response inhibition. This seemed to
represent her previous cognitive baseline.
Discussion: MHE may present with psychiatric
disturbances including decreased inhibition, anxiety,
apathy and paranoia. Current research indicates that
specific cognitive tests are the best way to assess for
MHE. Traditional paper examinations are often
impractical for use in clinical practice. A new study
has validated that a smartphone version of the
Stroop Test, easily accessible to current
practitioners, is an equally effective measure to
assess for MHE. As illustrated, this case
demonstrates the importance of obtaining a
thorough history while utilizing innovative methods
to assess cognitive functioning. This assists the
modern practitioner in obtaining a broad differential
and, as such, an accurate diagnosis. Recognition of
MHE in patients such as these is crucial, as the
lasting cognitive effects often lead to a poor
prognosis when not properly treated.

NO. 92

COPROLALIA AS A PRESENTATION OF SEVERE
APHASIA STATUS POST-CVA: A CASE REPORT

Lead Author: Audrey La Noce, D.O.

Co-Author(s): Dr. Steven Moskowitz, M.D.

SUMMARY:

Coprolalia comes from the Greek koémpocg, (kopros)
meaning “feces” and Aalwd (lalia), from lalein,”to
talk." Case: This case discusses a a very uncommon
presentation of aphasia in a 45-year-old unmarried
White male with a three-year-history of depression
and CVA who presented to the hospital with acute
suicidal ideation. Before his stroke at the age of 42,
he had no impairments in his verbal or intellectual
functioning, was able to hold a steady job and did
not have any significant psychiatric history. Upon
interview, it was found that he was experiencing
significant aphasia where the only words he could
say were “I,” “fuck,” “oh” and “am." He was able to
comprehend the questions being asked of him as
indicated by the fact the he was able to use
nonverbal communication to respond appropriately
to questions. When he attempted to verbally

respond, however, he was only able to say those
four words in different combinations, often with
great effort. Through the course of the interview, it
was discovered that he was having significant
impairment of his social and occupational
functioning due to his aphasia because it was
difficult for him to function in public where most
people would not know about or understand his
condition. He did have some limited ability to write,
and he reported having security called on him
numerous times and was removed from several
different places for inappropriate language, even
though he endorsed being calm and cooperative at
the time. He had limited social and family support,
which made it even more difficult for him to
maintain a satisfying life. Discussion: This case is an
important example of why the mental and medical
health care systems need to have a comprehensive
and assertive community approach to treating
patients with severe functional impairment to
prevent further decline of social and occupational
functioning.

NO. 93

DOUBLE TROUBLE: A CASE OF KLEINE-LEVIN
SYNDROME IN AN ADOLESCENT FEMALE AFTER A
ROAD TRAFFIC ACCIDENT

Lead Author: Jasmin G. Lagman, M.D.

Co-Author(s): Katherine Napalinga, M.D.

SUMMARY:

Background: Road traffic accidents are common and
are a threat to our pediatric population. Children
who have experienced a traumatic event, including
car accidents, are at risk of significant psychological
distress. Long-term dysfunction may result if
psychological needs are not identified and
addressed. This case describes an adolescent female
who developed Kleine-Levin syndrome shortly after
a school bus accident and continued to present with
emotional issues four years later. Case: KD, a 15-
year-old adolescent female with a history of suicide
attempt a year ago, was seen on her third
hospitalization for self-harm behaviors. She was
suffering from anxiety and depression and was on
fluoxetine (SSRI) for a year. She did not have any
past psychiatric history until she was 11 years old,
when she had a concussion following a school bus
accident. A few days later, she was hard to wake up
in the morning. She progressively deteriorated and
was sleeping most of the time. She had several
episodes within two years where she became
nonverbal and unable to do her basic ADLs. When



she was awake, she would crawl on the floor and eat
a lot. In between episodes, the patient couldn’t
remember what transpired. She developed auditory
and visual hallucinations and paranoia when placed
on modafanil. She was put on a life skills program.
Her treatment was mainly focused on the sleeping
problems until she was diagnosed with Kleine-Levin
syndrome two to three years after the accident. At
that time, she already presented with some
improvement in her neurological deficits. She has
been “episode-free” for the past two years but
continued to struggle with symptoms of depression
and anxiety. Discussion: Klein Levin syndrome
belongs to the group hypersomnia of central origin.
One of the possible causes of this illness is a post-
traumatic head injury. During the episode of
hypersomnia, the patient can present with voracious
eating, hypersexuality, disinhibited behaviors,
aggression, disorientation, confusion and
hallucination. It may be mistaken for a primary
psychological disorder due to the mixed
manifestation of symptoms of neurological illnesses
and psychiatric disorders. KD was mainly treated for
her neurological problem, but PTSD was not
addressed. The presence of PTSD symptoms in
children after traumatic injury is very high and may
be masked by emergence of medical comorbidities;
thus, full recovery is hindered. Those who are
working with children who had trauma are
encouraged to do PTSD screening for appropriate
treatment and referral.

NO. 94
MALIGNANT CATATONIA IN A PATIENT WITH
HYDROCEPHALAS RESPONSIVE TO

ELECTROCONVULSIVE THERAPY (ECT)

Lead Author: Hank Lai, M.D.

Co-Author(s): Alexis Seegan, M.D., Keeban Nam,
M.D., Larry Faziola, M.D.

SUMMARY:

Catatonia is a syndrome of motor dysregulation with
an inability to have meaningful interaction with
external forces. The pathogenesis of catatonia is
poorly understood, and its etiologies include
psychiatric, medical, neurologic and drug-induced
disorders. This case report illustrates a 49-year-old
male with no psychiatric history and a medical
history significant for hydrocephalus status post-VP
shunt complicated by shunt malfunction who
experienced profound catatonic deterioration that
culminated in hospital admission for rigidity,
posturing, waxy flexibility, stupor, mutism and

cessation of all oral intake. The patient was
unresponsive to all pharmacological therapies,
including high-dose benzodiazepines. He
demonstrated a robust response to
electroconvulsive therapy and was able to regain a
significant degree of mental and physical function
that improved his overall quality of life. His case
emphasizes the importance of considering catatonia
related to medical conditions in a patient with
stupor, mutism  and rigidity and  that
electroconvulsive therapy is a safe and efficacious
treatment method for catatonia of medical etiology.

NO. 95
WITHDRAWN
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TESTIMONIAL THERAPY IN LATIN AMERICAN
SURVIVORS OF INTIMATE PARTNER VIOLENCE:
IMPLICATIONS FOR THE APPLICATION OF A
TRANSCULTURAL THERAPEUTIC RITUAL

Lead Author: Pooja Lakshmin, M.D.

Co-Author(s): Veronica Slootsky, M.D., Jessica C.
Lopez, M.A., N.C.C., Peter Polatin, M.D., M.P.H.,
James Griffith, M.D.

SUMMARY:

Objective: Through this poster presentation,
attendees should be able to acquire new knowledge
about the novel application of testimonial therapy as
a therapeutic ritual that has been adapted to
facilitate recovery of three Latin American female
survivors of domestic violence while also gaining
knowledge about how to apply therapeutic
techniques across cultures. Background: Testimonial
therapy is a therapeutic ritual for facilitating the
recovery of survivors of human rights violations,
including torture and other types of trauma. It is a
political/trauma  recovery  process  originally
developed in Chile to aid community reintegration of
torture survivors. In this poster, we describe how
testimonial therapy has been adapted to facilitate
recovery of three female Latin American survivors of
domestic violence. Methods: The three female
patients, all of Latin American descent, were treated
as part of a community clinic in Northern Virginia
affiliated with our George Washington University
Adult Psychiatry program. The patients participated
in the process of testimonial therapy, including
guided trauma narrative sessions and culminating in
a Latin American Catholic-inspired delivery
ceremony in their Spanish-speaking women’s
domestic violence group. Results: Using written



feedback from our three testimonial participants and
visual accounts of the culturally specific “delivery
ceremony” booklet, we explore the qualitative and
experiential effects of collective testimony and the
survivors’ narrative in a culturally symbolic Latin
American environment. We highlight the profound
way in which spoken and written narrative record,
through culturally specific reintegration and
ceremony, can aid broad-based healing and recovery
for survivors of domestic violence. Conclusion:
Through the application of this therapeutic ritual, we
are able to foster resilience and hope in traumatized
patients. This process seems to be aided by the
capacity to make meaning out of the survivor
narrative, to reduce internalized stigma and shame,
and to re-establish community acceptance after
violation. In this discussion, we assess the broad-
based questions that arise when transporting a
therapeutic tool across cultures and seek to answer
the question of how validity is considered
transculturally.
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TOPIRAMATE-INDUCED PSYCHOSIS

Lead Author: Camilo Leal, M.D.

Co-Author(s): Andrew Pierce, M.D., Jennifer Davis,
D.O., Tessy Korah, M.D.

SUMMARY:

Background: Psychosis is an abnormality defined by
delusions, hallucinations, disorganized thinking,
deranged motor behavior and negative symptoms.
Though most commonly associated with psychiatric
disorders like schizophrenia, psychosis is not
necessarily the result of a psychiatric disorder and
must be diagnosed by exclusion. Patients with new
onset psychosis require an extensive medical
evaluation to exclude possible explanations for their
symptoms. One possible etiology for the onset of
psychosis is ingestion of a substance that produces
the symptoms. The substances can range from
environmental agents to medications or recreational
drugs. Clinical studies have shown the onset of acute
psychosis induced by topiramate. Dosages have
ranged from 50 to 400mg/day. The psychotic
symptoms resolved quickly after discontinuation. It
is essential that physicians prescribing topiramate
are aware of its potential to trigger psychotic
symptoms even in patients with no prior psychiatric
history. Case: Ms. M., a 66-year-old Caucasian
female, presented to an inpatient psychiatric unit
with symptoms of psychosis including auditory,
visual and tactile hallucinations, as well as delusions

and paranoia. The patient reported hearing voices,
feeling “lasers go through her head,” fear of
“hammers hurting her” and intense mistrust of
family members. Ms. M. reported no prior
psychiatric history. Her past medical history included
temporal lobe epilepsy. The patient indicated
experiencing symptoms shortly after initiating
treatment with topiramate. Initially, symptoms
included hallucinations of “ant people” and
delusions leading her to “pray for intergalactic
peace." Prior to Ms. M. voluntarily checking herself
into the psychiatric hospital, her neurologist had
initiated a cross-taper from carbamazepine to
topiramate. This was decided as it was clear that the
culprit of the onset of psychotic symptoms was
topiramate, as she only began to experience
symptoms with the initiation of this medication. The
cross-taper was continued, and how her psychosis
progressed was monitored. While in the hospital,
she continued to experience auditory and visual
hallucinations that included seeing cats in her room,
seeing knives and seeing gashes and multiple cuts
throughout her arms. The severity of the
hallucinations appeared to decrease as the cross-
taper was advanced. After completing the
discontinuation of the topiramate, the patient’s
symptoms of psychosis resolved, and the decision
was made to discharge. Conclusion: This case of
topiramate-induced psychosis illustrates a specific
medication that can precipitate such symptoms. The
documentation of this case is imperative to further
expand upon the scant reports of such situations and
be able to provide support and insight when needed.
Further research is paramount for topiramate-
induced psychosis as well as for physicians
prescribing topiramate to be cognizant of this
phenomenon.
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MAKING THE COVERT OVERT: FINE GRAIN
ANALYSIS OF MEDICATION HISTORY CAN REVEAL
EFFECTIVE TREATMENTS, RECOGNIZE PROBLEMS
AND IMPROVE CARE

Lead Author: Jacob Leivent, M.D.

SUMMARY:

Since 1989, New York State has kept records of all
patient-related pharmacological treatment
information, including medications prescribed to
individuals in New York State’s 26 adult, child and
forensic state psychiatric inpatient facilities. These
records are a part of the Pharmacy Service and
Clinical Knowledge Enhancement System Project,



PSYCKES. This information serves both
administrative and clinical purposes. PSYCKES
provides clinicians with additional sources of
information concerning medication use over the
course of an individual’s state psychiatric center
hospitalization. As it is typically used, PSYCKES offers
a broad overview of a patient’s pharmacological
treatment, the medications prescribed, the doses
offered, and the length and adequacy of medication
trials. This data is organized such that one may
obtain a broad overview of a patient’s treatment. At
Kingsboro Psychiatric Center, we have developed
methods that permit us to download and organize
this data in a manner that allows us to analyze a
patient’s medication treatment and response in a
highly detailed, fine-grained manner. All medications
that a patient receives are downloaded into Excel
spreadsheets. This information is then sorted and
labeled based on each medication and the duration
of medication use. This information is further
arranged based on broad treatment classes, e.g.,
antipsychotic, anxiolytic, mood stabilizer,
antidepressant, adverse effect treatments and so
forth. Finally, the medications are displayed in
temporal sequence while indicating duration of use.
A major component of these analyses is based on a
patient’s need for and use of PRN medication. At
Kingsboro, PRN medications can only be prescribed
and given to the patient at the time that they are
need. There are no standing PRN orders. Thus, PRN
medication use is an indirect measure of patient
medication response; patients who are doing well
typically do not require PRNs, but patients who
continue to have behavioral disturbances often
require and receive PRNs. Medications that are
ineffective or have negative pharmacokinetic and/or
pharmacodynamic interactions or that cause covert
adverse or toxic effects can, in many cases, result in
an increased use of PRN medication. A review of the
history of medication and response can make these
factors evident. This is particularly true for episodes
of violence, where pharmacological interventions
are quite common. Likewise, medication regimens
associated with periods of quiescence and discharge
imply improved efficacy and function and are
characterized by minimal use of PRN medication.
This historical medication response record can be
examined in a highly detailed way over the course of
multiple hospitalizations over several years. Thus,
ineffective or harmful medication regimens and/or
combinations can be avoided as one searches for or
returns to effective medication treatment.

NO. 99

THE IMPACT OF HIGH EXPRESSED EMOTION AND
THE ENVIRONMENT ON TWINS WITH THE
DEVELOPMENT OF PSYCHOSIS IN ONE

Lead Author: William Levitt, M.D.

Co-Author(s): Natalie Seminario, M.S., M. Navaid
Igbal, M.D.

SUMMARY:

We report a case of a 19-year-old Caucasian female
with a history of high expressed emotion with no
known past psychiatric history who presented to the
emergency room with complaints of persecutory
delusions, worsening over the last year, that her
parents and teachers were against her and
preventing her from graduating high school. This
culminated to the point where she unexpectedly
began screaming and running around naked in her
backyard, became physically aggressive toward her
mother and was brought to a psychiatric emergency
room. The effect of nature versus nurture as the
cause of mental illness has long been debated. While
it is clear that an inherited genetic predisposition
exists along with identified risk factors, the direct
cause of onset of psychosis is not yet fully
understood. This case will highlight a pair of twins
exposed to parents with high expressed emotion
that resulted in different psychiatric outcomes—one
living a healthy life without psychiatric issues and the
other developing paranoid delusions and a first-
break psychotic episode. Studies show that a variety
of environmental factors, such as history of physical
or emotional trauma, infections, substance abuse
and obstetric complications, are associated with the
early onset psychosis. The twins were exposed to an
environment of high expressed emotion—one of
criticism, hostility, emotional overinvolvement,
negative remarks and lack of warmth. Both sisters
experienced a lifetime of verbally and physically
aggressive  parents who were occasionally
emotionally overinvolved and lacking warmth. The
patient was likely negatively compared to her more
successful sibling and developed feelings of self-
doubt and low self-esteem, which are associated
with and may have heralded the onset of her
paranoia. Further research is necessary to better
understand the effect of high expressed emotion on
the development of paranoia and psychosis.

NO. 100
A TALE OF TWO BROTHERS: PSYCHOSIS,
SUICIDALITY, HOMICIDALITY AND SUBSTANCE
ABUSE



Lead Author: William Levitt, M.D.
Co-Author(s): Emily Rosenfeld, M.S..

SUMMARY:

It is well known that there is a genetic component to
mental illness. We have made great strides in
identifying genetic and environmental contributions
to many common diseases, but much is still
unknown. To our knowledge, this is the first case
study showing such an extensive history of siblings
with the same psychiatric diagnoses—particularly
psychosis, suicidality, homicidality, substance abuse
and possible antisocial traits. We present the case of
two Caucasian brothers ages 25 and 27 who have
many similarities in their psychiatric histories. They
both have a history of schizoaffective disorder,
bipolar type. Additionally, they both struggle with
substance abuse, particularly alcohol and cannabis.
They have both had multiple inpatient psychiatric
hospitalizations going back to childhood due to a
history of multiple suicide attempts, homicidal
ideation and physical aggression. Family history is
significant for a mother with unspecified mental
iliness (likely schizophrenia), suicide and alcohol
abuse. Lastly, they have long legal histories with
multiple incarcerations. Studies have shown
concordant schizophrenia in 10% of dizygotic twins
and 50% genetic susceptibility for alcohol abuse.
Furthermore, studies have shown that those with
substance use disorders were at significantly higher
risk of violent criminal activity—up to a threefold
increase. Studies have also estimated suicidal
behavior to have a 30 - 50% heritability,
independent of psychiatric diagnoses. This brings up
the perpetual question of environmental versus
genetic contributions—nature versus nurture—as to
the causality of mental illness. Our aim is look
further into the genetic component and
demographics of mental illness, as well as the
involvement of environmental factors. This case is
unique due to the multiple, similar comorbidities of
these two brothers who spend little time together
and have lived apart for a number of years. Our
ability to screen for and provide early intervention is
limited due to our incomplete understanding of the
genetic components of these multiple psychiatric
comorbidities. Further research is needed to better
understand familial psychiatric and substance abuse
disorders.
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A CURIOUS CASE OF CAPGRAS: THE
PSYCHODYNAMIC AND NEUROCOGNITIVE
APPROACHES TO CAPGRAS SYNDROME

Lead Author: William Levitt, M.D.

Co-Author(s): Ethan Isidro, M.S..

SUMMARY:

Capgras syndrome is a psychiatric disorder in which
the patient has the delusional belief that closely
related persons (family member, spouse, friend, etc.)
have been replaced by impostors. The first case was
reported by Joseph Capgras and Jean Reboul-
Lechaux in 1923. Since then, numerous cases of
Capgras syndrome have emerged with varying
etiologies, symptoms and levels of severity. While
the pathophysiology of Capgras syndrome s
unknown, there are two major theories of
explanation. The psychodynamic model proposes
that the delusion is a means to cope with ambivalent
emotions felt toward the person being duplicated.
The neurocognitive approach explores the possible
impairment of the frontal and/or temporal lobes, as
well as a disconnect between right and left
hemispheres, which affects patients’ ability to
recognize a person despite appropriately processing
their face. Capgras syndrome is most commonly
associated with primary psychiatric disorders,
predominantly schizophrenia. However, it has also
been found to be associated with numerous
neurological conditions including Lewy body
dementia, brain trauma and even Parkinson’s
disease. OBJECTIVES: To explore the mechanism
behind Capgras delusion and how to optimize
psychopharmacological and therapeutic
interventions. Case: A 22-year-old Hispanic male
with a history of schizoaffective disorder bipolar type
was brought into the ED after he was found
wandering the streets by police. The patient
believed he was homeless and that both of his
parents died years ago, both in an MVA, and that he
was living with a family of identical imposters who
were attempting to poison him. His delusion
worsened as he escaped to the streets and became
noncompliant with medications. Conclusion: Capgras
syndrome is a condition that, although rare, should
be highlighted due to its wide variety of etiologies,
manifestations and unique treatment adjuncts. It is
important that patients with Capgras syndrome are
evaluated and treated with both a psychodynamic
and a neurocognitive mindset in order to progress
toward a more balanced union between both
schools of thought.
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A CASE OF SERTRALINE-INDUCED VAGINAL
HEMMORHAGIA

Lead Author: William Levitt, M.D.

Co-Author(s): Carmen Leung

SUMMARY:

Selective serotonin reuptake inhibitors (SSRIs) are
the preferred treatment for many psychiatric
disorders—including depression, obsessive-
compulsive disorder (OCD), panic disorder and post-
traumatic stress disorder (PTSD)—due their relative
safety compared to other antidepressants and their
broad indications. It has been shown that SSRIs that
have a high degree of serotonin reuptake ability
result in abnormal bleeding. Only a few cases
connecting the use of sertraline and abnormal
vaginal bleeding have been seen. Serotonin (5-HT)
becomes a vasoconstrictor in the presence of
endothelial damage. It is released by the dense
granules of platelets and activates 5-HT2A receptors,
enhancing the aggregation process. SSRIs decrease
serotonin levels in plasma, leading to decreased
serotonin levels in platelets. We present a case of a
39-year-old Hispanic female with a history of anxiety
disorder not otherwise specified (NOS), mood
disorder NOS and PTSD, who was prescribed
sertraline 25mg daily for one week with an increase
in dosage to 50mg daily for the next week. The
patient presented to the emergency department
four days after initiation of the higher dosage with
severe vaginal bleeding and was hospitalized. Her
sertraline was decreased from 50mg to 25mg daily,
and the bleeding subsequently stopped. While it is
understood that serotonin plays a role in platelet
aggregation, it is not fully understood how serotonin
plays a role in bleeding specifically in vaginal
mucosa. We aim to explore this mechanism and how
best to optimize the psychopharmacological
treatment.

NO. 103

EARLY RECOGNITION OF TRICYCLIC
ANTIDEPRESSANT OVERDOSE: A CASE REPORT

Lead Author: Kevin J. Li

Co-Author(s): Mohammad Javed, M.D., Charles H.
Dukes, M.D., Britta Ostermeyer, M.D., M.B.A.

SUMMARY:

Tricyclic antidepressants (TCAs) are commonly used
to treat a number of disorders, including
neuropathic pain, major depressive disorder,
obsessive-compulsive disorder and others. The

development of new antidepressant medications has
reduced the use of TCAs, but the incidence of TCA
overdose remains significant, representing the
seventh leading cause of toxic exposures in 2008.
This case presentation identifies not only classic
presenting symptoms of TCA overdose but also
commonly overlooked early signs and symptoms,
including early EKG changes. A review of initial
presenting symptoms and laboratory/EKG findings
aids in the early recognition of TCA overdose in the
non-ER/EMT setting.

NO. 104

DECODING DETOX: TROUBLING INTERACTIONS
BETWEEN ARIPIPRAZOLE AND OVER-THE-COUNTER
DIETARY SUPPLEMENTS

Lead Author: Max A. Lichtenstein, M.D.

Co-Author(s): Rafik Sidaros, M.B., B.Ch.

SUMMARY:

Aripiprazole is a widely used atypical antipsychotic,
FDA approved to treat schizophrenia, bipolar mania
and treatment-resistant major depressive disorder.
It exerts its effect by partially antagonizing the D2
and fully antagonizing the 5-HT2A receptors.
Aripiprazole has 87% bioavailability when taken
orally, with no interactions with foods or gastric pH-
altering medications listed on the FDA insert. We
present a case of a 52-year-old female who became
acutely psychotic after staring a dietary supplement
“bentonite clay." She had been stable on
aripiprazole monotherapy for 10 years to treat her
diagnosis of schizophrenia, paranoid type. We
postulate the acute psychotic episode was due to
the decreased bioavailability of aripiprazole due to
the interaction between bentonite and the
medication. Bentonite clay is marketed as a
“detoxifying agent,” and claims vary from providing
“healing powers” to “weight loss” and “system
cleansing." Sodium, potassium and calcium
bentonite are commonly occurring clay compounds
that have long been used in commercial water
treatment. When suspended in solution, it binds to
industrial dyes and pesticides, removing them from
the solution. Most of these compounds are large
organic, aromatic molecules similar to aripiprazole.
This has wider implications regarding the need for
providers to be aware not just of medication-
medication interactions but of interactions between
prescribed medications and over-the-counter dietary
supplements. These are easily accessible and
commonly available to our patient populations, with



little to no regulation on their marketing and their
claims of health benefits.
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CITALOPRAM AND ESCITALOPRAM: ADVERSE
CARDIAC OUTCOMES IN MEDICALLY ILL INPATIENTS
Lead Author: Artin Mahdanian, M.D.

Co-Author(s): Dominique Elie, Saeid Noohi, Andre Do,
Ching Yu, Marilyn Segal, Karl Looper, Soham Rej

SUMMARY:

Background: The U.S. Food and Drug Administration
(FDA) released a safety communication in 2011-
2012 regarding citalopram and escitalopram and
their increased risk of QTc prolongation and adverse
cardiac outcomes. However, whether
citalopram/escitalopram is associated with cardiac
outcomes in acutely medically ill inpatients, who
may be particularly vulnerable, has yet to be
assessed. Methods: We performed a retrospective
cohort study including 275 medically ill inpatients
randomly selected out of all 923 patients assessed
by the psychiatric consultation-liaison (C-L) team
between 2008 and 2014 at the Jewish General
Hospital, Montreal, Canada. Patients were followed
from the date they were first assessed by the C-L
team to a maximum of 30 days. They were divided
into three exposure groups: 1)
citalopram/escitalopram (C/E), 2) other
antidepressants (ADs), or 3) no antidepressants
(non-AD). The groups were then statistically
compared in terms of adverse cardiac outcomes.
Results: Of the 275 medically ill inpatients, 89
(32.4%) were exposed to C/E, 74 (26.9%) to other
ADs and 112 (40.7%) to no antidepressant. No
adverse cardiac outcomes (ventricular arrhythmias
or sudden cardiac deaths) were observed in the C/E
group, comparable to results observed in the other
groups (C/E 0% vs. other ADs 0% vs. non-AD 4.9%,
¢12(2)=7.85 p=0.02, no significant post-hoc
Bonferroni pairwise differences). The incidence of
QTc prolongation (QTc 2500 ms or increase in QTc
260 ms) (C/E 5.3% vs. other ADs 5.3% vs. non-AD
11.1%, ¢12(2)=0.42 p=0.81) and the mean change in
QTc (two EKGs available in n=47) (C/E 2.48 ms vs.
other ADs 7.15 ms vs. non-AD 7.89 ms, F(2, 45)=1.25
p=0.30) did not differ between groups. Conclusion:
Our study suggests that citalopram and escitalopram
are not associated with adverse cardiac outcomes in
acutely medically ill inpatients. With cautious
prescribing, it appears that clinicians can safely use
these SSRIs in many medically ill inpatients when the
benefits outweigh the risks.
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PULMONARY EMBOLISM IN CATATONIA:
ASSESSING RISK IN SPECIFIC POPULATIONS IN THE
INPATIENT SETTING: A CASE REPORT

Lead Author: Mario Mangiardi, M.D.

Co-Author(s): Swaminathan Thangaraj, D.O., Mitali
Patnaik, M.D., Thambipillai Sureshkumar, M.D., Wei
Du, M.D.

SUMMARY:

Catatonia includes motoric immobility, profound
negativism, waxy flexibility and mutism occurring
over a broad spectrum of psychiatric and medical
conditions. A severe complication of catatonia is the
development of venous thromboembolism (VTE)
resulting in pulmonary embolism (PE). Routine early
VTE prophylaxis such as anticoagulation might be
warranted when identifying high-risk populations to
reduce mortality and morbidity. In the following two
cases, patients developed pulmonary embolism after
protracted catatonia. The highlighted risk factors
include immobility, female sex, childbearing age,
Jamaican nationality, obesity, hypertension, poor
oral intake and use of antipsychotic medications.
Patient A is a 39-year-old Jamaican female with a
history of schizophrenia, hypertension and obesity.
She was admitted for delusion, religious
preoccupation and inability to care for herself. She
exhibited catatonic symptoms such as stupor,
mutism, catalepsy, waxy flexibility and negativism.
She completely refused antipsychotics and
lorazepam and PO intake/fluid on the psychiatric
unit. Such refusal resulted in severe dehydration and
potential metabolic derangement. Subsequently, she
was transferred to the emergency room for medical
evaluation. She was given IV fluids, and electrolyte
imbalances were corrected with significant
improvement in catatonia. However, after returning
to the psychiatric unit, she began to regress back to
catatonia with hypernatremia, hyperkalemia and
elevated creatine kinase (2462U/L), leading to the
patient being readmitted to the medical hospital,
where she was found to have a massive bilateral
pulmonary embolism. Patient B is a 40-year-old
Jamaican female with a history of schizoaffective
disorder, urinary tract infection, hypertension and
obesity who was admitted involuntarily for
aggressive and psychotic behavior. She was
catatonic and mute with periods of aggressive
behavior such as attacking staff, yelling religious
language such as “Jesus, Jesus” and disobedience. In
addition, she failed to respond to the combination of



adequate doses of aripiprazole, risperidone and
lorazepam. Furthermore, she began to refuse PO
intake and became increasingly isolated, mute and
sedentary, lying on the floor for extended periods of
time. She was transferred to the emergency room
for evaluation and was found to have a pulmonary
embolism. In the inpatient setting, careful attention
must be placed on patients with catatonia by
assessing risk factors and providing prophylaxis
either  through  medication or mechanical
prophylaxis. These patients were middle-aged, obese
females from Jamaica being treated for catatonia
with the same antipsychotic and anxiolytic
medications. In addition, both patients had an
ongoing infectious process combined with
hypertension and poor PO intake. The two patients
being discussed shared multiple characteristics that
might warrant further investigation for increased
risks of PE in the inpatient psychiatric setting.
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A CASE REPORT OF MANIA IN A PATIENT DURING
ARIPIPRAZOLE TREATMENT

Lead Author: Adeyemi Marcus, M.D.

Co-Author(s): Adefolake Akinsanya, M.D., Lendita
Haxhiu-Erhardt, M.D.

SUMMARY:

Background: Aripiprazole is a second-generation
antipsychotic that has been approved for treatment
of schizophrenia and acute manic and mixed
episodes of bipolar disorder and adjunct treatment
of depressive disorder, irritability associated with
autism spectrum disorder and Tourette’s disorder.
Aripiprazole’s mechanism of action is unique, as it is
an antagonist at 5-HT2A receptors and a partial
agonist at D2 and 5-HT1A receptors. This unique
pharmacological profile could explain seemingly
contradictory indications for both manic and
depressive episodes. Notably, at low doses,
aripiprazole functions more like a partial agonist,
while at high doses, it functions more like an
antagonist. This suggests that, at low doses, it is
likely to induce mania/hypomania despite its FDA
approval. Methods: We present a case report of a
patient who was admitted for decompensated
schizophrenia and developed mania during a high-
dose aripiprazole treatment while on the inpatient
unit. We also reviewed the literature to better
understand the hypothesis behind this. Results: Our
literature search revealed several published case
reports of patients who developed
mania/hypomania while being treated with

aripiprazole. Most of the reported cases were
hospitalized patients with no prior history of
mania/hypomania. Padala et al. hypothesized that
combined antagonism of 5-HT1A and partial agonism
of D2 receptors could cause frontal dopamine
release, contributing to manic symptoms. Traber et
al. also hypothesized that chronic exposure to D2
antagonist secondary to use of antipsychotics to
treat schizophrenia can lead to patients being
accustomed to dopamine blockade such that
exposure to a partial agonist, aripiprazole in this
case, could have resulted in a state of relatively high
dopamine activation, thus a contributor to mania.
Some authors also reported <cases of
mania/hypomania following low-dose aripiprazole,
while others reported same symptoms with higher
doses of aripiprazole. Conclusion: Paradoxical
reaction in which a medication causes the opposite
of its intended effects is not unheard of with
psychiatric medication. The exact mechanism of this
paradoxical reaction is unknown; however, opposing
agonist and antagonist actions at the D2 receptor at
different doses could account for this paradoxical
reaction. Further research would be beneficial to
determine factors that may predispose individuals to
developing this unusual reaction. It will benefit us as
clinicians to be aware of the rare potentials of
prescribed medications, such as, in this case, the
rare potential of aripiprazole to induce manic
episodes.
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A BAD TRIP FROM “THE BOMB”: A CASE REPORT
Lead Author: Gloria Martz, D.O.

Co-Author(s): William Tankersley, M.D.

SUMMARY:

Synthetic drugs have become increasingly prevalent
in the adolescent population. The Internet has made
these substances widely available for purchase. 25I-
NBOME, or “N-bomb,” became available for
purchase on the Internet in 2010, and since then,
multiple hospitalizations and some deaths have been
reported related to use of this substance. 25I-
NBOME is a psychoactive substance that acts as a 5-
HT2 agonist. We present the case of a 15-year-old
male admitted to an adolescent inpatient psychiatric
hospital. The patient reported prior use of this
substance, which caused a “bad trip” of vivid
hallucinations and psychosis. The patient had many
continued effects from this substance, including re-
experiencing of the hallucinations and nightmares.
This case report focuses on the epidemiology,



pathophysiology, presentation and management of
symptoms caused by use of “N-bomb."
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CASE REPORT: IRREGULAR MENSES AND PMS
ALLEVIATED WITH THE USE OF BUSPIRONE

Lead Author: Syed E. Maududi, M.D.

Co-Author(s): Neha Rane, M.D., Parveen Gill, M.D.,
Asghar Hossain, M.D.

SUMMARY:

We present the case of a 42-year-old Caucasian
female seen in the clinic for anxiety and depression.
The patient has a history of alcohol and opiate abuse
and claims to have been sober for two years. She
separated from her husband and lost custody of her
children due to substance abuse. She is trying to
regain custody of her children now that she is sober.
The patient was on selective serotonin reuptake
inhibitors (SSRIs) for her depression, buspirone 10mg
TID was added to her therapy for anxiety. The
patient is also seeing an OBGYN for history of
“irregular menses” and premenstrual symptoms
(PMS) that were unresponsive to conventional
therapy. The patient returned to the clinic for a
three-month follow-up visit. As per the patient, her
menstrual cycle was now regular, and she was
asymptomatic for the past two months. The only
change in her medication was the addition of
buspirone; there was no other notable change in her
medical or social history. Women who develop PMS
appear to have serotonergic dysregulation that may
be triggered by cyclic changes in gonadal steroids.
SSRIs are the first-line therapy for women with PMS.
Up to 60 to 70% of symptomatic women respond to
an SSRI, but 30 to 40% of women do not respond.
Some women who do not respond to one SSRI may
respond to a second SSRI. Buspirone has been
proposed as a treatment option for premenstrual
dysphoric disorder (PMDD) based on its serotonergic
mechanism of action. Pilot studies suggest possible
efficacy, but the benefit of buspirone in PMDD
remains unconfirmed. A number of well-designed
placebo-controlled studies in the past decade have
established several selective serotonin reuptake-
inhibiting antidepressants as effective first-line
treatments for this disorder. This case is unique, as
the patient was on SSRI therapy for her depression
and had a concurrent history of PMS and irregular
menses. Her symptoms resolved following the
continuous administration of buspirone, suggesting a
correlation exists.
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THE POTENTIAL THERAPEUTIC ROLE OF OXYTOCIN
IN AUTISM SPECTRUM DISORDER PATIENTS

Lead Author: Syed E. Maududi, M.D.

Co-Author(s): Neha Rane, M.D., Parveen Gill, M.D.,
Asghar Hossain, M.D.

SUMMARY:

Autism spectrum disorders (ASDs) are
developmental disorders characterized by profound
abnormalities in social communication, social
interaction and restricted, repetitive patterns of
behavior, interests or activities. ASDs affect
approximately one percent of children in developing
social and verbal communication deficits,
stereotypical motor behaviors, restricted interests
and cognitive abnormalities. Studies have suggested
that oxytocin plays a role in social attachment in
experimental animals, in enhancing social interactive
ability in human adults, and in the pathogenesis of
autism spectrum disorders. Oxytocin is important in
a wide range of social behaviors; recent human
studies have shown that administration of oxytocin
modulates behavior in both clinical and nonclinical
groups. One study found that oxytocin
administration facilitated the processing and
retention of social information in adults diagnosed
with autism or Asperger’s disorders. In another
study, patients with autism spectrum disorders
showed a significant reduction in repetitive
behaviors following oxytocin infusion in comparison
to placebo infusion. Fifteen children and adolescents
participated in a study that administered modified
maximum-tolerated doses of intranasal oxytocin.
Over 12 weeks of treatment, several measures of
social cognition/function, repetitive behaviors and
anxiety showed sensitivity to change, with some
measures suggesting maintenance of effect three
months past discontinuation of intranasal oxytocin.
A number of studies suggest that oxytocin likely
plays a role in autism spectrum disorders. These
studies had no serious adverse event, and reported
adverse events were mild to moderate. We
speculate that administration of oxytocin in children
and adolescents with ASD has potential therapeutic
benefits. However further studies are needed to
explore the efficacy and safety of oxytocin
administration.
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DECREASING MORBIDITY THROUGH  EARLY
DETECTION OF CLOZAPINE-INDUCED

CARDIOTOXICITY: A CASE REPORT



Lead Author: Shawn E. McNeil, M.D.
Co-Author(s): Astik Joshi, M.D., Narissa R. Etwaroo,
M.D.

SUMMARY:

This case demonstrates how early detection of
cardiotoxicity in a patient initiated on Clozapine
prevented subsequent morbidity and mortality. Early
symptoms can be vague but are important to
recognize. This includes closely monitoring vitals,
since tachycardia is a common presenting symptom,
as shown in this case. Continued treatment with
clozapine could have possibly led to myocarditis or
cardiomyopathy. In this case, we report on a 37-
year-old male with treatment-resistant psychosis
initiated on clozapine. The patient demonstrated a
characteristic constellation of side effects that were
indicative of cardiac compromise due to clozapine
initiation. This medication has an effect through a
type | IgE-mediated hypersensitivity reaction, which
damages myocytes and causes eosinophilic
infiltration. Additionally, it may cause cytokine
release and increased catecholamines. The resulting
cardiotoxicity may result in arrhythmia and sudden
cardiac arrest, possibly resulting in death. Therefore,
initiation of clozapine necessitates the close
monitoring of cardiac functioning. Case: A 37-year-
old male with a past psychiatric history of
schizoaffective disorder voluntarily presented to the
ED for punching holes in the walls and “walking
stiff." He also requested an x-ray of his head because
his “brain” was talking to him. He had recently been
discharged on lithium, valproic acid, haloperidol PO
and haloperidol decanoate. These medications were
restarted, and the patient was admitted to the
inpatient unit. During the second month of
admission, haloperidol and olanzapine were
discontinued due to nonefficacy. Olanzapine was
cross-tapered with clozapine. Clozapine was tapered
up to 150mg PO BID, and an EKG showed NSR and
QTc of 445msec. One week later, the patient was
given a haloperidol decanoate injection of 100mg
IM, and valproic acid was decreased. Ten days after
clozapine was started, the patient developed
hidradenitis. Clozapine levels were obtained and
were therapeutic. Two weeks after clozapine was
started, the patient developed persistent
tachycardia, leukocytosis and flu-like symptoms
(including low-grade fever, cough, nausea,
constipation and later diarrhea), and CXR showed
minimal bibasilar pneumonia. On the same day, the
patient was also noted to have headache and
transaminitis  (ultrasound of liver showed

hepatomegaly). The patient was given ceftriaxone
and azithromycin in response. The flu-like symptoms
eventually resolved. Three weeks after clozapine was
started, EKGs showed sinus tachycardia, a new right
bundle branch block and QTc elevated at 525msec.
He was also found to have eosinophilia (relative
21.6% [nl=0 — 5] and absolute 2.4K/uL [nl=0.0 — 0.6])
and elevated cardiac enzymes (Trop >0.06ng/mL,
BNP 389pg/mL, CRP >15mg/L). The patient was
admitted to the ICU. Clozapine and lithium were
discontinued. Within one to two weeks of
discontinuing clozapine, leukocytosis, eosinophilia
and transaminitis resolved.
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DIFFERENTIAL DIAGNOSIS IN PATIENTS WITH
PSYCHOSIS: A CASE OF HYPOTHYROIDISM-INDUCED
MENTAL DISORDER

Lead Author: Tomas Melicher, M.D.

Co-Author(s): Amanda L. Helminiak, M.D., Joshua
Choi, Emily Crain

SUMMARY:

Background: Differential diagnosis for psychotic
conditions includes both primary (psychiatric) and
secondary causes. Among the most common medical
causes of psychosis are metabolic, autoimmune
(mainly SLE) and, especially, endocrine diseases.
Among the endocrine disorders, thyroid disease and
steroid-producing tumors are the most common. All
of these, as well as drug-induced psychosis and
neurological conditions such as encephalitis, tumors
and encephalopathy, must be excluded before
diagnosis of a primary psychotic disorder can be
made. Case: C.L.,, a 47-year-old female, presented
involuntarily at Harris County Psychiatric Center
(HCPC) with the chief complaint of “I am under
significant stress” due to disorganized behavior. Her
psychiatric history was unknown. A mental health
warrant was filed by her daughter, which stated that
the patient had been talking to herself and her
voices; had been threatening and physically abusive;
had hit her daughter in the face; wanted to give her
belongings away; had been delusional, saying people
were trying to impersonate her; had decreased need
for sleep; and was roaming the streets aimlessly. She
was also noted to be flushing her medication
because it was tampered with or poisoned. Upon
presentation to HCPC, the patient was alert,
paranoid and evasive, stating that she was under a
lot of stress and that she needed to get out as soon
as possible. She denied all intake information. She
repeatedly stated that there were “several things



going on in Conroe,” and “for the past 36 to 48
hours, things have been crazy,” but she refused to
elaborate. Her affect was irritable; she denied any
suicidal ideations. She grew more irritable when
asked about substance abuse. Her past medical
history was positive for hypothyroidism. She stated
that she only takes ibuprofen for back pain and has
not taken levothyroxine in “years." She admitted to
having taken divalproex for stability when she was
pregnant with her son and has not taken any since.
She endorsed having taken duloxetine prescribed by
her PCP for anxiety. The patient refused any
medication and repeatedly asked to be discharged.
Social history was positive for being unemployed for
several months. She endorsed legal problems
including DWI. Physical examination was positive for
vitiligo, most marked on her face (x pattern) and
bilaterally on her hands. Labs were significant for
increased LFTs, anemia and thyroid disorder. Per
family members, the patient had a history of bipolar
disorder and paranoia. She refused psychotropic
medications and remained illogical, disorganized and
paranoid. She was selectively compliant with her
vitamin supplements and levothyroxine. Although
she denied hallucinations, she was often seen
engaging in self-talk. She required frequent
redirection to attend to her hygiene, as she was
malodorous and unkempt. She had no insight into
her condition and did not process treatment
recommendations.  Petition for court-ordered
medications was filed.
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SNAKES IN THE HOSPITAL
Lead Author: Amit Mistry, M.D.

SUMMARY:

Background: Post-traumatic Stress Disorder (PTSD) is
marked by increased anxiety following exposure to a
traumatic event, which may include witnessing or
being involved in a horrific accident, natural disaster
or assault; physical/sexual abuse; or military combat.
PTSD is characterized by a persistent fear, reliving
the event, avoiding trauma reminders, and having
negative mood or thoughts. The physiological
response is a state of hypervigilance and
hyperarousal. PTSD often occurs with depression,
anxiety and substance use. Case: S.H., a 70-year-old
male, presented to the ER with an episode of
hematemesis, melana and altered mental status
(AMS). He had a psychiatric history of PTSD from
Vietnam combat and alcohol use disorder (last drink
was two vyears ago). His past medical history

included alcoholic liver cirrhosis with ascites, chronic
kidney disease type IIIA (CKD) and Wernicke’s
encephalopathy. Collateral information from the
daughter revealed that S.H. was feeling ill for three
days with abdominal pain and several episodes of
hematemesis and hematochezia. He was admitted to
the MICU with unstable vital signs and started on an
octreotide drip for his upper G.l. bleed, rifaximin and
lactulose for elevated ammonia and furosemide for
management of ascites. S.H. was stabilized, and his
mentation improved to baseline (oriented to self and
place with confabulation and impaired
cognition/concentration), and he was transferred to
the medical floor. Paracentesis reduced his ascites.
With all of his tests within normal limits, the patient
was seemingly ready for discharge. However, S.H.’s
mentation seemed to worsen. He complained of
snakes in his bed and on the floor and that military
personnel were poised to kill him and the staff.
Initially, the medical team was puzzled by this shift in
mental status. Workup was within normal limits, and
his daughter noted no alcohol intake for the past
two years. However, the daughter provided a clue
that this occurred once in a past hospitalization.
Further review of S.H.’s medical history revealed
that his PTSD medication (venlafaxine) was
discontinued on admission. He was restarted on his
venlafaxine, titrated to his prior dose and given a
short course of haloperidol. The patient’s mentation
improved to his baseline, and his visual
hallucinations regressed. The patient was then
discharged as previously planned. Discussion: As
often occurs, S.H. presented with multiple
confounding factors, which can each cause AMS.
Such causal factors include hepatic encephalopathy
from liver cirrhosis, alcohol withdrawal with
extensive alcohol history and uremia from CKD.
Another possible etiology is serotonin
discontinuation syndrome, which could explain some
symptoms (visual and autonomic disturbances), but
not his more severe AMS with delirium. Clinicians
should be aware of a patient’s psychiatric history
and remember to continue psychiatric medications
to avoid discontinuation syndromes and return of
psychiatric problems.
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POSTICTAL PSYCHOSIS: RECOGNITION AND IMPACT
ON LONG-TERM PSYCHOLOGICAL CARE

Lead Author: Paroma Mitra, M.D., M.P.H.
Co-Author(s): Meenal Pathak, M.D., Ankit Jain, M.D.,
Claude Macaluso, M.D.



SUMMARY:

Background: Postictal psychosis is a clinical entity
defined by an episode of psychosis (often with
confusion and delirium) developing within one week
of a seizure or cluster of seizures. The mental state is
characterized by delirium or delusions (e.g.,
paranoid, nonparanoid, delusional,
misidentifications) or hallucinations (e.g., auditory,
visual, somatosensory, olfactory) in clear
consciousness. Case: Two patients at Harlem
Hospital carrying a previous diagnosis of generalized
tonic-clonic epilepsy were brought in after
continuous seizure activity. In both cases, psychotic
features developed after continuous seizure activity.
Symptomatology differed where one patient was
extremely psychotic and violent and the other
patient presented with disorganized behavior. In
both cases, psychiatry was involved and patients
were treated with antipsychotics and recovered
within a few days. Both patients continue to see
psychiatry regularly and are treated with
antipsychotic medications. Methods: No prospective
trials in the treatment of psychosis seen in the
postictal stage have been done. Almost all studies
emphasize vigilant monitoring of patients with
known episodes of postictal psychosis who also have
risk factors present. The literature review suggests a
low-dose  atypical antipsychotic = medication,
especially during the early stages of the episodes.
There is inconclusive evidence on long-term
treatment and impact. Conclusion: Postictal
psychosis is seen in many patients with epilepsy. A
thorough evaluation and detailed history s
important to early recognition and treatment.
Adequate seizure control can lead to a decrease in
incidence of the same. However, evidence does not
point to long-term antipsychotic treatment. A
multidisciplinary approach may be optimal to long-
term care.
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HYPEROSMOLAR HYPERGLYCEMIC STATE WITH
OLANZAPINE: A CASE REPORT AND REVIEW OF
LITERATURE

Lead Author: Lauren E. Moore, M.D.

Co-Author(s): Surbhi Khanna, M.B.B.S.

SUMMARY:
Background: Metabolic disturbances, including
weight gain and hyperglycemia, are common side

effects of second generation antipsychotics (SGAs).
In comparison to other SGAs, olanzapine is a
notorious offender. Hyperosmolar hyperglycemic
state (HHS) has also been attributed to the use of
certain antipsychotics. HHS is a serious, even life-
threatening complication of diabetes that presents
with severe hyperglycemia, dehydration and often
mental status changes. Serious complications include
thrombotic events, coma and death, with a mortality
rate as high as 20%. We present a case of
olanzapine-induced HHS. Case: The patient is a 39-
year-old Caucasian male with a history of bipolar |
disorder with multiple hospitalizations and no
pertinent past medical history who presented to the
emergency department with fatigue, “feeling like a
robot” and increased thirst. The patient did not have
a prior history of diabetes, but review of his recent
random blood glucose showed a range of 104 —
258mg/dL. His medications included lithium 900mg
twice daily, valproate ER 1,000mg twice daily and
olanzapine 15mg twice daily. Of note, olanzapine
was added one month prior to his above
presentation. On exam, the patient was afebrile with
a heart rate of 104/min, BP 139/80mmHg and BMI
32.57kg/m2. Physical exam was notable for an
obese, white male with dry mucous membranes and
a normal neurological exam, with the exception of
his mental status. He was described as being drowsy
and oriented x3, distractible, and able to answer
questions, but only with repetition. Labs were
significant for sodium of 133mmol/L, BUN of
21mg/dL, creatinine of 1.1mg/dL and glucose of
528mg/dL. Osmolality was slightly elevated to
305mOsm/kg. Urinalysis showed 3+ glucose but was
negative for ketones. VBG showed a normal pH and
bicarbonate. Other labs included a lithium level of
1.0mM/L, a valproate total level of 57ug/mL and an
HbAlc of 12.1%. EKG showed normal sinus rhythm
with a heart rate of 80/min and QTc of 448mS. Blood
alcohol level and drug screen were negative. He was
admitted to general medicine and treated with IV
normal saline and regular insulin infusion. Lithium
and valproate were continued, but olanzapine was
held because it was thought to be a potential cause
of HHS. Additionally, he was diagnosed with diabetes
mellitus type 2 and started on metformin and
Lantus. The following day, his mental status had
returned to baseline and labs had improved.
Discussion: In this case, olanzapine most likely
precipitated the hyperglycemic crisis. However,
given his elevated HbA1lc and risk factors, including
obesity, he likely had pre-existing insulin resistance.
Given the wide use of olanzapine, it is important to



recognize the rare, yet serious complications of
atypical antipsychotic use. To ensure early
intervention, frequent monitoring of weight, BMI,
blood glucose, lipid profile and EKG are
recommended, particularly at the onset of
treatment.
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LISDEXAMFETAMINE FOR THE TREATMENT OF
BINGE EATING DISORDER: A CASE REPORT AND
LITERATURE REVIEW

Lead Author: Maria E. Moreno, M.D.

SUMMARY:

Background: Many different types of therapies and
medications, including antidepressants,
anticonvulsants, and antiobesity and antiaddiction
agents, have been used off label for the treatment of
binge eating disorder. DSM-5 classified binge eating
disorder as a separate entity, as previously the
diagnosis was part of eating disorder NOS. In January
2015, lisdexamfetamine became the first medication
approved by the FDA for the treatment of moderate
to severe binge eating disorder. As awareness of the
diagnosis continues to increase, the disorder
continues to be underdiagnosed and poorly
managed. Binge eating disorder can cause significant
impairment in quality of life and severe health
consequences. This poster highlights the current
data on binge eating disorder and pharmacological
treatment. Case: A 21-year-old Caucasian female
with a history of binge eating disorder, general
anxiety disorder, major depressive disorder and
ADHD is seen in clinic for weekly CBT and medication
management. The patient was officially diagnosed
with eating disorder NOS in April 2014, but she
reported binge eating episodes since childhood. As a
child, the patient hoarded food and binge ate in the
setting of chronic stressors, including her mother’s
untreated bipolar disorder. The patient’s medication
regimen included escitalopram 15mg daily,
topiramate 75mg BID and Adderall 15mg daily. The
patient reported multiple episodes of binging per
week, loss of control, and feelings of guilt and
embarrassment. The patient was started on
lisdexamfetamine 30mg daily, and both topiramate
and Adderall were discontinued. Over the course of
three months, the patient was titrated to
lisdexamfetamine 50mg daily; she denied any
adverse effects and reported a steady decrease in
intensity and frequency of binges. After three
months of initiating treatment, the patient reported
no episodes of binging and remained in remission for

the next two months. Unfortunately, the patient
relapsed and reported multiple binges per week; she
denied any specific triggers or psychosocial
stressors. The patient was reluctant to increase
lisdexamfetamine any further, as she feared the
medication would not be effective, even at
maximum dose. Discussion: Currently, only a few
trials have been published studying the efficacy of
lisdexamfetamine in treating binge eating disorder.
Randomized controlled, double-blind, parallel-group
trials  demonstrated that lisdexamfetamine
50mg/day or 70mg/day resulted in a significant
decrease in symptoms of binge eating. Some
limitations of these trials include exclusion of
patients with comorbid psychiatric illnesses or
concurrent use of psychiatric medications. Research
including longitudinal studies and randomized
controlled trials comparing efficacy of
lisdexamfetamine versus other medications is
warranted to provide further evidence and guide
treatment for physicians.
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SLE-INDUCED MANIA AND PSYCHOSIS: A CASE
REPORT

Poster Presenter:Donald W Simpson I, M.D.

Lead Author: Pranathi Mruthyunjaya, M.D.
Co-Author(s): Donald W. Simpson Il, M.D., Brett I.
Cunningham, M.D., Clayton D. Morris, M.D.

SUMMARY:

Neuropsychiatric manifestations of systemic lupus
erythematous (SLE) are of clinical significance due to
their high incidence, varied presentations and severe
course, leading to delayed treatment and poor
prognosis. Neuropsychiatric symptoms of SLE can be
part of an initial presentation of SLE or, most often,
develop during the first few years of the disease’s
course. We present a case of a 42-year-old African-
American female with undiagnosed SLE and no prior
psychiatric history who developed symptoms of
mania and psychosis for several weeks prior to her
admission to a state inpatient psychiatric facility. A
high clinical suspicion due to late onset of psychosis
and findings on physical examination and supportive
laboratory results led to the diagnosis of SLE-induced
psychosis and mania. She was treated with an
antipsychotic agent, and oral corticosteroid therapy
was initiated, leading to complete resolution of
psychiatric symptoms. This case report focuses on
the epidemiology, presentation, diagnostic approach
and management of neuropsychiatric manifestations
of SLE.
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ASSESSMENT OF DECISION MAKING CAPACITY IN A
PSYCHIATRIC PATIENT: ACOMMON MYTH

Lead Author: Sahil Munjal, M.D.

Co-Author(s): Yvette Smolin, M.D.

SUMMARY:

Some of us may equate “psychosis” with incapacity,
but the case we will now present demonstrates that
this isn’t always true and that even people who by
most measures are psychotic may nonetheless be
capable of making wise and thoughtful decisions
about their lives. We are going to present a case of a
67-year-old female patient with a diagnosis of
schizophrenia who presented with worsening
auditory hallucinations and progressive weight loss.
In addition, this patient had a complicated medical
course, which eventually led to multiple capacity
evaluation requests towards the consultation team.
The question of capacity in this patient and the
psychiatric population as a whole motivated us to
review the literature, since the assumption by many
on the medical teams was that psychiatric patients
do not have the capacity to participate in their
medical care. There are many misconceptions
floating around about this topic, which we want to
address through this poster. A diagnosis of
schizophrenia does not automatically render a
person unable to make decisions about his or her
own medical care. Even patients with severe mental
illness may have significant areas of reality testing
still intact. Ethically, it is important to consider that
patients with chronic mental illness can understand
treatment options and express consistent choices.
Medical providers may exclude psychiatric patients
from making end of life decisions because they are
worried about the emotional fragility of the patient
and assume they do not have the capacity to
participate in these important decisions. This case is
an example of a patient who was able to participate
in her care, regardless of her psychiatric state.
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BUPROPION-INDUCED HYPONATREMIA: A CASE
REPORT AND LITERATURE REVIEW

Lead Author: Sahil Munjal, M.D.

Co-Author(s): Yvette Smolin, M.D.

SUMMARY:

Bupropion is an antidepressant that acts by
inhibiting the reuptake of dopamine and
noradrenaline. Although hyponatremia has been

reported to be associated with use of various
antidepressants, especially selective serotonin
reuptake inhibitors  (SSRIs) and  serotonin
norepinephrine reuptake inhibitors (SNRIs), it has
rarely been reported with bupropion. Some
clinicians argue that the proneness to hyponatremia
is dei-Bined by the antidepressant’s potency to
inhibit the reuptake of serotonin, in accordance with
the hypothesis of a serotonin-induced increase in
ADH (Antidiuretic Hormone), mediated by the
hypothalamic serotonin receptors. Alternatively, the
limited evidence of bupropion as a causative agent
of hyponatremia suggests that the mechanisms by
which antidepressants can provoke hyponatremia
may not be purely related to their potential to
inhibit serotonergic reuptake. We present the case
of a 72-year-old female with a major depressive
episode who developed hyponatremia induced with
bupropion and thereby discuss the existing literature
on this topic. The clinical symptoms of hyponatremia
can be misinterpreted as a worsening of the primary
psychiatric illness and can lead to potentially serious
consequences if not fully evaluated. We recommend
that clinicians should be well aware of this side
effect, and sodium levels should be checked within
the i-Brst two weeks after initiating such treatment
in patients, especially with additional risk factors for
hyponatremia, such as older age, female sex,
diuretic use, low BMI and a low baseline plasma
sodium level along with unexplained changes in
mental status (e.g., lethargy or confusion) at any
time during treatment with antidepressants.
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PSYCHIATRIC SEQUELAE OF UREA CYCLE
DISORDERS: A CASE REPORT AND LITERATURE
REVIEW

Lead Author: Dewey S. Murphy, M.D.

Co-Author(s): Arslan Muzaffar, M.D.

SUMMARY:

Urea cycle disorders are inborn errors of metabolism
that affect the body’s ability to convert ammonia, a
waste product of protein metabolism, to urea, which
can be excreted by the kidneys. Individuals born with
a nonfunctional or partially functional enzyme in this
pathway are prone to multiple hyperammonemic
crises that will have a variety of deleterious effects
on the central nervous system, including cerebral
edema, altered neurodevelopment, and NMDA-
mediated excitotoxicity. These disorders are often
detected in early childhood due to the severe
repercussions of excess ammonia, but if an



individual has partial (rather than total) urea cycle
enzyme deficiencies, the disorder may go
undetected until later in life. As a result of multiple
hyperammonemic crises, these individuals typically
develop a number of neurological and psychiatric
symptoms, most prominently including seizure
disorders, but also including a range of psychiatric
sequelae including confusion, behavioral
disturbances and psychosis. The mechanism of CNS
damage and the critical role played by the liver in
the disease create a unique set of parameters for
managing both the primary disorder and its
neuropsychiatric consequences. In this case report,
we discuss a 31-year-old male patient with a history
of carbamoyl phosphate synthetase | deficiency who
had an initial onset of symptoms in his early teens
and developed a seizure disorder as well as
significant neurocognitive impairment. He was
admitted to the medical floor with altered mental
status, including aggressive and combative behaviors
as well as hallucinations, and was seen by the
psychiatric consult-liaison service. The patient’s
hospital course and treatment are discussed,
providing an opportunity to explore a review of the
literature, the mechanisms of this rare disorder and
the unique constraints they impose on available
pharmacological interventions.
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DIABULIMIA: A CASE REPORT AND LITERATURE
REVIEW ON A RARE AND UNUSUAL EATING
DISORDER

Lead Author: Trenton Myers, M.D.

Co-Author(s): Mohamed Kamel, M.D., Derek Brown,
D.O.

SUMMARY:

Objective: We describe a case of a rare and
interesting eating disorder affecting only type 1
diabetics and review current literature that discusses
this disorder. Background: “Diabulimia” describes a
condition only affecting type 1 diabetics in which the
patient will binge eat while concurrently decreasing
his or her insulin dose, allowing blood glucose levels
to become dangerously elevated and leading to high
glucose excretion in the urine and subsequent
weight loss. This term is recognized by the National
Eating Disorder Association and is commonly known
amongst type 1 diabetics with disordered eating
behaviors. However, many mental health
professionals are unaware of its existence. Case: A
31-year-old female with a history of type 1 diabetes
presented to the medical emergency department for

suicidal ideations with a plan to “eat herself into a
coma” by discontinuing her insulin in hopes of going
into a diabetic coma and passing away peacefully.
She reported a long history of depression and
“diabulimia,” which she had struggled with since she
was a teenager. The patient reported a long pattern
of binge eating and subsequently decreasing her
insulin to raise her blood sugar and shed calories
through elevated urine glucose. She was well-
educated and well-aware of the mechanism through
which the weight loss occurred. The patient was
interviewed in depth about how she had come to
struggle with this disorder, how her symptoms
started and how she learned about this method of
shedding calories. She had successful treatment for
this condition in the past at a hospital with a
specialized eating disorders unit, but reported that
none of her providers had heard of this condition
prior to her admission. She had recently relapsed
following the loss of her job, subsequently
worsening her depression, and identified this relapse
as a direct cause of her suicidal ideations. She was
medically stabilized and admitted to the inpatient
psychiatric unit. She was stabilized through a
combination of therapy and antidepressant
medication and discharged, at the patient’s request,
to an inpatient rehab facility that specializes in this
specific disorder. Methods: A literature search on
PubMed was conducted using the keywords
“diabulimia” and “disordered eating behavior in type
1 diabetes." A total of 40 articles resulted from this
search, and relevant articles to this case were
reviewed. Discussion: From DSM-5 criteria,
“diabulimia” would fall under the category of
“unspecified feeding or eating disorder." The
incidence of disordered eating behaviors in type 1
diabetics is much more prevalent than the general
population. From the literature review, estimates of
eating disorders in type 1 diabetics range between
30 — 40%. The true rate is likely higher due to
underreporting. Most cases of this disorder are
published in journals of diabetic disorders or journals
of nursing, but cases described in psychiatric journals
are very scarce.
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UNDIAGNOSED TRAUMA IN SEVERE MENTALLY ILL
PATIENTS

Lead Author: Vahid Nikzad, M.D.

Co-Author(s): Panagiota Korenis, Ali Khadivi

SUMMARY:



Lifetime exposure to traumatic events and PTSD
symptoms are more frequently observed in severe
mentally ill patients (schizophrenia or schizoaffective
disorder) when compared to the general population.
Only a small portion of these patients are diagnosed
and receive appropriate treatments for PTSD.
Reviewed literature suggests that undiagnosed PTSD
in patients with schizophrenia or schizoaffective
disorder is associated with severity in psychotic
symptoms. These patients are also more likely to
attempt suicide, present with dysphoria and anxiety,
and have a higher rate of psychiatric and medical
readmissions. While abuse is commonly assessed at
the time of intake, patients who present with severe
and acute symptoms are either unable to be
assessed thoroughly or management of their
psychotic symptoms becomes the focus of the
admission. Here, we present a case of a 37-year-old
female with a history of schizoaffective disorder who
was admitted to the psychiatric inpatient unit due to
an increase in auditory hallucinations, depressed
mood and irritable affect. She had a history of 15
psychiatric hospitalizations since the age of 17.
During assessment, she reported a history of sexual
assault and presented with symptoms of post-
traumatic stress disorder, including nightmares,
flashbacks, and excessive fear and anxiety. Consent
was provided to collect medical records from her
past six admissions. Upon review of the admission
notes, progress notes and discharge summaries of
her previous hospitalizations, we noticed that the
patient had never been diagnosed nor been treated
for PTSD. We started sertraline for treatment of
PTSD symptoms and dose increased to 200mg daily.
Her anxiety and dysphoria decreased after a few
days. We also informed her outpatient treatment
team, and the patient would receive psychotherapy
after discharge. For one year follow-up, patient did
not have psychiatric hospitalization. Our poster will
explore the literature surrounding the management
of trauma and effective treatment strategies
including staff training and education about the
incidence of trauma in the severely mentally ill
population. We aim to bring to light the need for
doctors to adequately asses and recognize trauma
symptoms in severely mentally ill patients.
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PTSD AFTER A BERT ALERT IN A PATIENT WITH
ACUTE MI AND A PAST HISTORY OF DEPRESSION
Lead Author: Abhishek R. Nitturkar, M.B.B.S.

SUMMARY:

A 60-year-old male with a past psychiatric history of
depression was taken to a hospital for
catheterization after a myocardial infarction (M)
and developed delirium during treatment. The
patient needed to be physically restrained and was
administered haloperidol. The patient developed
symptoms of hypervigilance, avoidance and
nightmares, and his depression worsened. This
poster reviews factors in the development of PTSD
after BERT alert. The patient’s age and pain
medications could have contributed.
Psychoeducation, however, had minimal effect on
the patient.
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RECALL OF DELUSIONS DURING DELIRIUM RELATED
TO DEVELOPMENT OF PTSD AFTER DELIRIUM IN
THE ICU: A CASE REPORT

Lead Author: Abhishek R. Nitturkar, M.B.B.S.

SUMMARY:

This is a case about of a 60-year-old male with a
history of recurrent depressive disorder who had to
be hospitalized for management of myocardial
infarction after a spinal surgery. The patient
developed delirium during the hospitalization and
had episodes of aggression that necessitated
chemical and physical restraints. After recovery, the
patient was discharged home; however, he
developed PTSD symptoms of hypervigilance,
flashbacks, avoidance and nightmares and was
diagnosed with PTSD on initial intake at a psychiatric
clinic. During the assessment at the clinic, the
patient recalled the delusions that he had expressed
during the hospitalization and expressed distrust
towards the treating hospital. The review of records
confirmed the patient’s recollections. Review of
literature supports the findings that the memory of
delusions is associated with PTSD. This case
highlights the facts in the literature that recall of
delusions and relatively unpleasant memories of real
events during delirium in the ICU stay is related to
the development of PTSD. It is possible that early
detection of memory of delusions could help early
detection and management of PTSD.
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MULTI-MODAL APPROACH TO MANAGEMENT OF
REFLEX SYMPATHETIC DYSTROPHY: A CASE REPORT
Lead Author: Vincent N. Nwankwo, M.B.B.S.
Co-Author(s): Adam B., M.D.

SUMMARY:



Objective: At the conclusion of this session, the
participants should be able to: 1) Recognize the
clinical presentation of reflex sympathetic dystrophy
(RSD); 2) Appreciate the need for a multimodal
treatment approach in addressing the significant
physical and emotional difficulties faced by these
patients; and 3) Understand the need for early
intervention. BAKCGROUND: Reflex sympathetic
dystrophy (RSD), currently known as complex
regional pain syndrome type I, is a chronic
progressive condition characterized by painful
discomfort and abnormalities in the sensory, motor
and autonomic nervous systems. Case: A 16-year-old
African-American female with past psychiatric
history of mood disorder secondary to general
medical condition (RSD) and anxiety disorder NOS
has had three inpatient psychiatric hospitalizations.
She was diagnosed with RSD in 2013 by her
orthopedist due to chronic pain following a right
ankle fracture that occurred before 2011. She
received therapy by a clinical psychologist (attached
to the orthopedic care) for her mood and anxiety
symptoms. She also attended a physiotherapist for
physical rehabilitation. She was tried on gabapentin,
Lyrica, naproxen, Motrin, cyclobenzaprine and
Tylenol for pain control but with minimal benefit,
and she would often discontinue her medication on
her own due to poor pain control. She smokes
cannabis occasionally to self-medicate. She first
came to the care of a psychiatrist in February 2015
after presenting to the medical emergency room
with suicidal ideation, irritable mood,
oppositionality, behavioral  dysregulation and
aggressive  outburst and was subsequently
hospitalized for acute stabilization. During her first
hospitalization, fluoxetine was switched to
duloxetine and up titrated gradually over months to
address her affective and pain symptoms. All
hospitalizations were triggered by suicidal ideation
in the context of psychosocial stressors and
worsening pain. She is currently followed up at the
outpatient psychiatric clinic, receives weekly
individual cognitive behavioral therapy and
continues to follow up with her orthopedist and
physiotherapist. With the institution of these various
services, she has shown significant improvement
with regards to her affective symptoms and physical
pain; she is no longer suicidal and has resumed full
academic activity. She recently developed a facial
rash with possible malar distribution and was
referred for rheumatology evaluation by her
orthopedist. Discussion: There is no clear
understanding of the mechanism(s) of cause for this

condition, and as such, there is no definite
treatment. The physical pain component of this
condition can be psychically and emotionally
disenabling and often results in worsening of
existing/co-morbid psychiatric conditions. There is
significant risk of substance abuse. The need for
early intervention aimed at improving the long-term
outcome of this condition remains paramount.
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MENTAL HEALTH CONSIDERATIONS IN THE GI
PATIENT: RECLASSIFYING DIAGNOSIS OF
FUNCTIONAL GI COMPLAINTS

Poster Presenter:William D. Rumbaugh Jr., M.D.

Lead Author: Andrew Owen, M.S.

Co-Author(s): Harold J. Wain, Ph.D., William
Rumbaugh, M.D.

SUMMARY:

Irritable bowel syndrome (IBS) is one of many
functional syndromes that cross the range of medical
specialties. Investigators have begun to study the
patterns between these syndromes in an effort to
form a more unified overarching theory of illness.
Bodily distress syndrome represents the latest
attempt at unifying the medical and psychiatric
functional/somatoform range of syndrome patterns.
This case concerns a 37-year-old Iragi-American
female with no prior psychiatric history and a past
medical history of postural orthostatic tachycardia
who presented to her gastroenterologist with the
chief complaint of chronic diarrhea with abdominal
pain and bloating. The patient was deemed to meet
criteria for IBS. She was referred for psychiatric
consult where further elucidation of her history
revealed an unstable family unit from a very early
age. She reported multiple traumatic episodes
during childhood. In adulthood, she was high-
achieving, obtaining a master’'s degree and
completing military service with promotion from
enlisted ranks to commissioned officer. Using the
new classification of bodily distress syndrome, this
patient falls on the spectrum of functional illnesses
that include cardiopulmonary, musculoskeletal and
gastrointestinal symptoms as the primary source of
complaints. Given the significant impact on patient
quality of life and cost to the health care system, re-
examining IBS as part of a larger syndromal pattern
offers the potential to improve outcomes in this
historically challenging patient population.
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EDUCATING A SCHIZOPHRENIC PATIENT ABOUT
MET: CHALLENGES OF STARTING ON THE INPATIENT
UNIT

Lead Author: Ronak Patel, M.D.

Co-Author(s): Ramneesh Baweja, M.D., Luisa
Gonzalez, M.D.

SUMMARY:

Motivational enhancement therapy (MET) is a
systematic approach designed to induce a rapid,
internally motivated change of a person’s addictive
behavior, based on the belief that the desire,
inspiration and motivation to change lie within the
patient. Studies demonstrate effectiveness of MET in
addiction, and it has been used successfully with
dually diagnosed individuals in the outpatient
setting. However, limited research exists on the
challenges of initiating MET on the inpatient unit.
Moreover, in few reported instances, the use of MET
in this setting has demonstrated improvement in the
long-term engagement and adherence with
treatment in the community, as well as helping with
craving when combined with  adjunctive
medications. Studies report that the prevalence of
cannabis abuse in schizophrenia is comparable to
the general population. However, the length of stay
in the hospital and suicide rates has been
documented to be much higher in schizophrenics
who abuse cannabis. We present a case of a dually
diagnosed schizophrenic noncompliant patient with
a long history of cannabis and K2 “synthetic
cannabinoid” use who presented psychotic and
delusional with aggressive behavior. MET was
initiated during his hospitalization and then
continued in the outpatient setting to decrease
incidence  of substance use and avoid
rehospitalization. Our poster will present the
treatment strategies used by the clinician to engage
this schizophrenic patient in participating in MET, as
well as the challenges of providing patient education
about MET.
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TREATMENT OF CATATONIC SYNDROME |IN
BIPOLAR DISORDER WITH ARIPIPRAZOLE

Lead Author: Mitesh Patel, M.D.

Co-Author(s): Cuneyt Tegin, George Kalayil

SUMMARY:

Background: Bipolar disorder is characterized by
periods of elevated mood and depression. Catatonic
syndrome is a feature of bipolar disorder that is
characterized by restlessness or purposeless

overactivity alternating with immobility. Catatonia is
often an under-recognized syndrome in the
psychiatric population. Benzodiazepines and ECT are
considered first line treatments for catatonia.
Atypical antipsychotics are used cautiously for
treatment-resistant catatonia and, when used to
treat catatonia, may also treat the underlying manic
mood state. Aripiprazole is an antipsychotic that is a
partial agonist at the D2 receptor and has a very high
affinity for the D2 receptor. Aripiprazole is used in
the treatment of schizophrenia and bipolar disorder.
Case: We will present several cases of a catatonic
patient successfully treated with combinations of
lorazepam and aripiprazole. First, a 57-year-old
African-American male with a history of bipolar
disorder admitted with decreased oral intake and
immobility was initially treated with risperidone and
lorazepam. ECT was discussed, but the patient
refused. He experienced extrapyramidal symptoms
secondary to risperidone, and aripiprazole was
started and titrated up to 20mg daily. The patient
responded well, and the lorazepam was tapered
down. Second, a 31-year-old transgender female
with a history of bipolar disorder admitted for
decreased movements and immobility was treated
with a combination of lorazepam and aripiprazole.
The patient refused ECT. She responded well to this
regimen and was discharged on aripiprazole.
Discussion: First-line treatment of catatonia is with
ECT or benzodiazepines. Atypical antipsychotics are
used for treatment-resistant cases. In these two
cases, aripiprazole was used in conjunction with
lorazepam to treat catatonia. Lorazepam was used
initially to treat catatonia while the aripiprazole dose
was increased. These patients responded well to this
regimen, and the catatonic state resolved.
Aripiprazole is a unique antipsychotic in that it is a
partial agonist at D2 receptors. In the
hypodopaminergic  hypothesis  of  catatonia,
decreased dopamine leads to the catatonic state.
One explanation of how aripiprazole is a unique and
effective treatment for catatonia is the dopamine
agonism of this drug, which may lead to
improvement in symptoms, as well as treatment of
the underlying manic disorder.
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USHER’S SYNDROME AND PSYCHOPATHOLOGY: A
CASE REPORT

Poster Presenter:Irina Chikvashvili, D.O.

Lead Author: Mitali Patnaik, M.D.

Co-Author(s): Irina Chikvashvili, D.O., William Uffner,
M.D., Mahrukh Khan, M.D.



SUMMARY:

Background: Usher syndrome (USH) is characterized
by congenital sensorineural hearing loss, retinitis
pigmentosa and, at times, vestibular areflexia with a
prevalence rate of 5 — 6/100,000 in northern Europe
and the U.S. and is the major cause of genetic
deafness and blindness. Previous studies reported
the presence of various mental disorders associated
with  Usher syndrome. The most common
manifestation  reported is  schizophrenia-like
psychosis. This association is supported by the
Stress-Related Theory, which proposes that visual or
auditory impairment is associated with a higher rate
of depression, suicidal behavior, psychological stress
and social handicap. The psychiatric symptoms may
also be related to the diffuse cerebral involvement
characteristic of USH. Regarding psychiatric
symptoms, the limitation of communication may
affect their management. Case: A 54-year-old
Caucasian female was admitted for suicidal ideation,
depressed mood and anxiety in the context of
financial stress and fear that her husband would die
and leave her without help. She reported disturbed
sleep and poor appetite and had daily early morning
vomiting. The patient had a history of somatic
delusions and paranoia in 2012, requiring
hospitalization. She attempted suicide in 2012 by
ingesting rubbing alcohol. Her family history was
positive for USH in two sisters. She completed 12"
grade. History was mainly obtained through old
records (2012), collateral from husband (deaf) and
two-interpreters. Sensitivity was exercised at all
times toward the patient’s limitations. The patient
had failed trials with quetiapine, citalopram and
risperidone. During inpatient stay, family sessions
were held, and the patient was encouraged to
attend exercise therapy using physical aids. She
exhibited certain traits of dependence and learned
helplessness in the presence of her husband. The
treatment approach was geared to prevent falls and
provide clear explanations of treatment modalities
using interpreters and the “guiding arm” technique.
Due to her fixation on medication side effects and
hesitancy to titrate her regimen, venlafaxine XR was
continued at 37.5mg, and olanzapine was kept at the
starting dose of 2.5mg. She was discharged with a
diagnosis of major depressive disorder with
psychotic features. After care recommendation was
to follow-up at an outpatient clinic. Conclusion: The
observed rate of association between a pleiotropic
genetic disorder such as Usher’s and its impact on
mental health further illustrates the multifactorial

pathogenesis of psychiatric conditions. Genes,
environment, sensory cues, stress and trauma all
possibly play a role, thus emphasizing a
biopsychosocial approach to our management.
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VERY LATE ONSET SCHIZOPHRENIA-LIKE PSYCHOSIS:
A CASE STUDY

Lead Author: Markian Pazuniak, M.D.

Co-Author(s): Russell Foo, M.D.

SUMMARY:

Very late onset schizophrenia-like psychosis
(VLOSLP) is defined as onset of symptoms after the
age of 60. Psychotic symptoms more prevalent in
VLOSLP compared to schizophrenia include tactile,
visual and olfactory hallucinations and persecutory
delusions. Psychotic symptoms less common include
thought disorders, affective flattening and blunting.
A 67-year-old African-American man, C.B., with
diabetes mellitus 1l and no prior psychiatric
encounters presented with new onset psychosis and
a relapse one year later. C.B. experienced religious
preoccupation that manifested as delusions and
auditory hallucinations and paranoia, with failure to
attend to his nutrition out of fear that he was being
poisoned. One year later, C.B. presented in a similar
fashion. C.B.’s symptoms failed to respond to
olanzapine and divalproex sodium, but responded to
clozapine. Two weeks after the second discharge,
C.B. presented for mood lability without psychotic
symptoms. Clozapine had been discontinued one
week before admission. These symptoms resolved
with the resumption of clozapine. In both
presentations, no organic etiology was found for his
psychosis. C.B.’s presentation were consistent with
some features found in VLOSLP, including visual
hallucinations, social isolation before onset,
persecutory delusions and lack of a thought
disorder. Organic etiologies were investigated, but
none were found. C.B. initially responded to
olanzapine and divalproex. Upon his second
presentation, trials of these medications and
risperidone, both as monotherapy and in
combination with divalproex, failed to effect a
similar improvement. C.B. ultimately responded to
clozapine. In both presentations, he was able to
achieve a function level that was near his premorbid
state. C.B. also exhibited mood symptoms in close
proximity to his psychotic disorder. This mood
disorder also resolved with clozapine.
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CASE REPORT: TACTILE HALLUCINATIONS: AN
ATYPICAL PRESENTATION OF CREUTZFELDT-JAKOB
DISEASE

Lead Author: Luis Pereira, M.D.

Co-Author(s): Carmen Casasnovas, M.D., Daniel
Safin, M.D., Simona Goschin, M.D.

SUMMARY:
Background: Creutzfeldt-Jacob disease (CID) is a
rare, rapidly progressive spongiform

neurodegenerative brain disease with an incidence
of 1 — 2 cases per million annually. Several forms of
CJD have been described. The sporadic CID type
affects an older population and presents with rapidly
progressive dementia, myoclonus and other
neurological findings, ultimately leading to death.
The 14-3-3 protein in the cerebrospinal fluid (CSF)
has 87% specificity, and the EEG shows triphasic
waves at 1 — 2 per second. CJD variant type affects
younger patients and is associated with more
prominent psychiatric symptoms. The EEG and the
CSF are less helpful, but characteristic MRI
abnormalities (high signal in pulvinar nucleus) have
100% specificity. Case: A 72-year-old male with no
prior psychiatric or substance use history presented
to the hospital for new onset altered mental status,
significant psychiatric symptoms (tactile and visual
hallucinations, paranoia, insomnia) and minimal
neurological symptoms. Initial imaging studies were
negative. A CSF exam showed high tau protein but
negative 14-3-3 protein. EEG only showed mild,
diffuse central dysfunction. Other causes of rapidly
progressive altered mental status were ruled out. A
more detailed review of the MRI showed a
constellation of findings suggestive of CID.
Haloperidol was started for psychosis, and
supportive measures were provided. The patient’s
neurological symptoms progressed to severe
impairment  (frontal release signs, diffuse
hyperreflexia, severe cerebellar deficits and leg
apraxia). His condition continued to rapidly
deteriorate until his demise. Methods: A literature
review was conducted by searching PubMed using
the keywords “Creutzfeldt-Jakob Disease,”
“Psychiatric Presentation,” and “Clinical
presentation." Discussion: CJD can be very
challenging to diagnose. As is clear in this case,
psychiatric manifestations such as tactile and visual
hallucinations may be the first and most prominent
symptoms. Furthermore, our patient’s presentation
had features characteristic of both variant and
sporadic forms and, although the initial MRI reading,
protein 14-3-3 and EEG were negative for CJD, only a

later re-evaluation of the MRI showed the
characteristic findings. This case shows that,
combined with clinical evaluation, imaging can be
very useful even in the setting of negative lab and
EEG workup. However, the specific MRI findings
associated with CJD may be initially missed and
therefore require an experienced radiologist. We
stress the important role of the CL psychiatrist in
guiding the primary medical team to deepen medical
workup, even when results are initially negative.
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THE PSYCHEDELIC RENAISSANCE IN PSYCHIATRY:
AN EVIDENCE-BASED REVIEW

Lead Author: Kimia Pourrezaei, D.O.

Co-Author(s): Lakshit Jain, M.D., Sarah Noble D.O.

SUMMARY:

Background: Recent years have seen renewed
interest in the therapeutic potential of psychedelics.
Given the lingering stigma of the 1960s, researchers
have worked to dispel myths and establish safety
parameters for the clinical use of agents including
MDMA, psilocybin and LSD. Increasing evidence
suggests that MDMA, given in a controlled
environment, may be a viable option for the
treatment of several psychiatric conditions.
Objective: The purpose of this review is to evaluate
the rationale and evidence supporting the safety and
efficacy of MDMA-assisted psychotherapy. Methods:
A literature search was conducted using the terms
MDMA, autism, PTSD and psychotherapy.
Discussion: MDMA is structurally similar to both
amphetamines and hallucinogenic phenethylamines.
It acts primarily as an indirect serotonergic agonist.
MDMA also increases prolactin, ACTH, cortisol and
oxytocin, a neuropeptide known to attenuate the
amygdalar response to anxiety and also to promote
social affiliation. These empathogenic qualities led to
its use as a catalyst to psychotherapy in the 1970s. In
the following decade, MDMA became a popular club
drug, leading to its eventual criminalization in 1985.
Over the years, researchers have been divided in
regards to the risk profile of MDMA. Some argue
MDMA is neurotoxic, while others maintain the
literature supporting this claim is marred by flaws in
methodology and data analysis, resulting in biased
conclusions. Statistics from recreational users are
limited by several confounding factors, including the
prevalence of polysubstance use and the ubiquity of
impure MDMA. Numerous studies provide a
rationale for continued investigation into the
therapeutic potential of psychedelics. Hallucinogens



can produce lasting changes in personality domains,
including openness and introspection, without the
need for ongoing administration. In a recent RCC
trial evaluating the efficacy of MDMA-assisted
psychotherapy for chronic, treatment-resistant
PTSD, participants receiving MDMA reported
statistically significant symptom reduction from
baseline with a response rate of 83%, as compared
with 25% in the placebo group. Neurocognitive
testing and monitoring of vital signs revealed no
serious adverse events. A long-term follow-up study
revealed enduring improvement in symptomatology.
Current trials are focusing on the treatment of other
conditions, including social anxiety in autism.
Conclusion: Psychedelic-guided psychotherapy may
be safe and effective for many refractory conditions.
Advantages of this model include infrequent dosing
resulting in less potential for side effects.
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ROLE OF INFLAMMATORY CYTOKINES AND A NEW
OUTLOOK ON PATHOPHYSIOLOGY AND
TREATMENT MODALITIES IN BIPOLAR DISORDER
Lead Author: Rumana Rahmani, M.D.

Co-Author(s): Romil Sareen, M.D., Asghar Hossain,
M.D.

SUMMARY:

Background: Bipolar disorder (BD) consists of
symptoms of fluctuating mania and depression with
a strong genetic predisposition evident in many
cases. Although the role of inflammatory cytokines
and their association with depression has been well-
studied, recent studies have also been linking
various cytokines playing a role in the development
of BD. For the brain to function optimally, the
neurons, synapses and neurotransmitters need to be
perfectly in sync with each other. Any kind of
misbalance can have major deleterious effects on a
person’s emotional well-being. An imbalanced
peripheral production of cytokines at the level of
mRNA and protein synthesis alters the associated
signal transmission pathway, resulting in specific
functional polymorphisms in the genes. This can
drastically alter a person’s emotional state from the
way he reacts to the environment around him to
how he emotes and deals with life’s toughest
challenges. Rather than completely relying on drug-
device combinations for the treatment of mood
disorders, some of the future treatments will have to
be neurotrophic—they will help nerve cells restore
their health, allowing them to grow and
communicate better. By comparing and measuring

cytokine presence in BD patients to euthymic
patients, a correlation could potentially be
established. Objective: The aim of this study was to
conduct an extensive literature review of studies
evaluating endogenous cytokines and their role on
neurons and synaptic processes in patients with BD.
A number of treatment modalities and their effects
on neuroplasticity will be further discussed and
reviewed. Conclusion: Increased activity of pro-
inflammatory cytokines, especially of IL-6 and TNF
alpha, were found to be significantly higher in
bipolar manic patients than in normal controls, while
IL-4 values were significantly lower in bipolar
patients than normal controls. A more thorough
study of the neurobiology of the disease process can
pave way for various new and advanced treatment
modalities that can help not only in restoring the
balance between hormones and neurotransmitters
but also help us better wunderstand the
communication between synaptic contacts and
neural plasticity and ultimately be revolutionary in
finding more links to uncover other psychiatric
ailments.
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ANTISOCIAL PERSONALITY DISORDER: WHERE AND
HOW SHOULD WE MANAGE THESE PATIENTS?

Lead Author: Rumana Rahmani, M.D.

Co-Author(s): Pankaj Manocha, Imran Qureshi, Omar
Colon, Asghar Hossain

SUMMARY:

Background: Antisocial personality disorder (ASPD),
as defined by the American Psychiatric Association,
is characterized by the presence of a pervasive
pattern of disregard for, and violation of, the rights
of others that begins in childhood or early
adolescence and continues into adulthood, with
individuals being at least 18 years old at the time of
diagnosis. According to a landmark survey report
conducted by the National Institute on Alcohol
Abuse and Alcoholism, the National Institutes of
Health (NIH) and the NESARC, 7.6 million people
(3.6%) in the U.S. had antisocial personality disorder.
The NIH estimates one percent of the U.S.
population to have ASPD. Patients with ASPD are
complicated cases to diagnose and manage. Most of
the people with ASPD remain undiagnosed and
untreated in the community. Some of them are
treated for other comorbid conditions such as mood
and/or anxiety disorders and drug and/or alcohol
abuse. Here, the focus of the treatment is not
personality disorders but coexisting comorbidities.



Once diagnosed, managing such patients s
challenging for the nature of their illness
(impulsivity, aggression, intrusiveness, lack of
insight) and the above-mentioned coexisting
comorbidities.  Treatment interventions such
psychotherapy and pharmacotherapy have been
studied for managing such patients, but evidence of
improvement is lacking in recent studies.
Psychiatrists are reluctant to manage these patients
because of their involvement with the criminal
justice system as well. Case: We report a case of 35-
year-old African-American male who was diagnosed
with ASPD and had multiple comorbidities such as
mood disorder NOS, attention deficit disorder,
opioid dependence disorder and cocaine abuse
disorder. The patient had been managed on several
medications (including antipsychotics,
antidepressants, mood stabilizers and stimulants)
and in varied hospital settings (inpatient, partial
hospitalization and outpatient) with limited
improvement. Objective: The authors will discuss
the current guidelines on interventions available for
managing patients with ASPD. The authors will also
discuss the role of pharmacological interventions,
which are used in this population to treat symptoms
rather than the disorder itself.
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CLOZAPINE USE IN HIV-POSITIVE REFRACTORY
SCHIZOPHRENIA PATIENTS: WHERE DOES
FILGRASTIM FIT IN?

Lead Author: Anupriya Razdan, M.B.B.S.
Co-Author(s): Richard McCarthy, M.D.

SUMMARY:

Background: Clozapine is the only FDA-approved
therapy for treatment-resistant schizophrenia, but
its use is limited due to fear of a 2.7% incidence of
neutropenia and a 0.7% incidence of
agranulocytosis. Filgrastim (G-CSF) is a
granulopoiesis-stimulating factor often used in
chemotherapy and associated with minimal side
effects. Seriously mentally ill people are eight times
more at risk of contracting HIV than the general
population. Objective: To study the use of clozapine
in schizophrenia patients concurrently on HAART
medications and the role of filgrastim in rescuing
patients with clozapine-induced agranulocytosis.
Methods: A literature review was completed using
key words like schizophrenia, HIV, clozapine and
filgrastim to study the possible use of clozapine in
patients on HAART medication. Also, the database of
a large city psychiatric hospital was searched

primarily for patients with refractory schizophrenia
to look for cases with HIV and treatment-resistant
schizophrenia on clozapine. Results: The literature
review showed higher rates of HIV in schizophrenia
patients. It revealed few case reports where
filgrastim was used to rescue the patient from
neutropenia while the patient was on clozapine. A
search of our database showed very few cases of
HIV, and none were on clozapine. This is a surprising
figure since the hospital draws on a population with
higher rates than average of both illnesses and
treatment for HIV is easily accessed. Schizophrenia,
particularly refractory schizophrenia, is ubiquitous in
our hospital. Discussion: Finding no schizophrenic
patients concurrently taking HAART and clozapine is
surprising. Patients with HIV on HAART and with
refractory schizophrenia may benefit from trial of
clozapine. Hesitancy to use clozapine may be due to
physicians’ concern about potential drug-drug
interactions or overgeneralizing the
immunosuppression. There are nonoverlapping and
nonsynergistic pathophysiological mechanisms for
clozapine-induced agranulocytosis and HIV. HIV is a
T-cell disease, and agranulocytois is a neutrophil
problem not resulting in synergistic effect. No known
drug interactions exist between filgrastim and FDA-
approved HAART medications. There are no known
interactions between filgrastim and clozapine. Based
on these results and evidence from literature, we
propose a theoretical model of using clozapine in
HIV+ patients on HAART by dividing them into three
categories based on WBC counts: 1) Normal WBC
count: Start clozapine; if neutropenia develops, give
filgrastim; 2) Benign Ethnic Neutropenia: Give
lithium or filgrastim to increase the count and start
clozapine; 3) Low WBC: Give filgrastim to increase
the counts to normal level and start clozapine.
Conclusion: Schizophrenia in HIV-positive patients is
a serious health problem. The literature supports the
use of filgrastim to address clozapine-induced
agranulocytosis while allowing concomitant use of
clozapine. Further research is needed in this field.
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FOREIGN ACCENT SYNDROME (FAS) PRESENTING AS
CONVERSION DISORDER: A RARE PRESENTATION
Lead Author: Abhishek Reddy, M.D.

Co-Author(s): Badari Birur, M.D., Richard C. Shelton,
M.D.

SUMMARY:
Background: Foreign accent syndrome (FAS) is a rare
disorder in the production of speech, secondary to



change in articulation and prosody. The change in
prosody and articulation of speech is perceived by
listeners to have a different accent, hence the name
foreign accent syndrome. FAS incidents have been
mostly reported secondary to TBI, stroke affecting
the speech production regions of the brain. Very few
reported cases of FAS have been associated with
psychiatric conditions. In this rare case report, we
present a case of FAS presenting as conversion
disorder after ruling out organic pathology. Case:
The patient is a 45-year-old female who presented
to a hospital ER with depression due to a reported
change in accent, which had progressed to
abnormality in articulation and prosody that was
perceived by listeners to have a different accent. The
patient had a British-sounding “cockney” accent,
which started after an emotional trigger (dissolution
of her second marriage) in 2013 and subsequently
required psychiatric hospitalization for depression
with suicidal ideation. At the same time, the patient
alleged an episode of physical maltreatment
committed by a member of the psychiatric facility,
following which she had speech abnormalities
(stuttering) that remained for three or four days and
then awoke the following morning with FAS. During
psychiatric hospitalization for depression in July
2015, the patient had her accent varying from
American to British and Australian. The patient
believed she had aphasia and demanded a
neurologic consultation. The difficulty in speaking
that presented during the initial hospitalization
subsided at discharge. The patient’s speech was
fluent and mostly grammatical with an unusual and
variable English Cockney type/Australian accent
remarkable with FAS. Volume and rate of speech
were normal. Methods: Head MRI, EEG and lab work
all failed to show an organic or neurological process
underlying her variable foreign accent. General
physical and neurological exams had been normal on
multiple occasions. The MMPI-RF was significant for
elevated somatization. A  previous MMPI-2
personality profile was also consistent with
somatoform disorder, with responses suggesting a
strong tendency toward conversion disorder in
response to emotional distress. In summary,
neuropsychological evaluations were strongly
indicative of FAS presenting as conversion disorder.
Conclusion: This is a rare presentation of FAS
presenting as a conversion disorder. The patient had
significant differences in her articulation and
prosody with an unusual and variable English
Cockney/Australian type accent, which started
secondary to an emotional trigger. Neuroimaging

and EEG did not reveal any evidence of organic
pathology. Personality testing and two independent
neuropsychological/psychiatric and neurological
evaluations supported a psychiatric etiology, namely
FAS secondary to conversion disorder.

NO. 138

THE STALKER WHO BECAME HER OWN VICTIM: A
CASE AND LITERATURE REVIEW ON STALKING
PHENOMENOLOGY

Lead Author: Sonia Riyaz, M.D.

SUMMARY:

MM, a middle aged Caucasian female, was admitted
to a local adult psychiatric unit postoverdose in the
context of ongoing psychosocial and legal stressors.
Despite a mild depressive episode in early
adulthood, the patient appeared psychiatrically
stable up until a year ago, when she was forced by
her spouse to leave her home due to possible
infidelity. Over the course of the next year, MM was
reported to display unusual and impulsive behaviors
as she continued to contact and engage in a
relationship with her spouse. These behaviors were
of such high severity that they led her spouse to
obtain a restraining order. Over the next year, MM
continued to violate the restraining order, which
resulted in multiple arrests and incarcerations. Along
with  this new impulsive and reportedly
uncharacteristic behavior, MM would report
increased depression with suicidal ideation. There
were two moderately serious suicide attempts by
overdose during this past year. In fact, over the
course of the year since the original incident, MM
had spent much of the time either in various
psychiatric facilities or in jail. MM had been placed
on multiple psychotropic s with no benefits
reported. Upon her most recent admission, MM
continued to display poor insight, concrete thinking
and preservative fixation on her spouse. While MM
was aware of the restraining order and her spouse’s
reported feelings toward her, she continued to
endorse the belief that she could change his mind.
She engaged in writing him letters and making
numerous calls in attempts to interact with him. She
continued to report that she felt adamant that he
would take her back if she could contact him.
Interestingly, she was unable to acknowledge her
problematic behaviors over the past year, including
the severity of her suicide attempts and pending
court issues. The providers working with MM tried to
develop a psychiatric formulation of her mental
state. While her fixed belief was thought at times to



be delusional, MM was able to understand that her
fixation on her spouse was her own internal thinking
and not shared by her providers. Providers also felt
that while her belief was problematic, MM was able
to understand the current reality and only struggled
in processing that information toward her future
actions. MM otherwise did not manifest psychotic
symptoms. MM’s depression was present only in the
context of this specific stressor. There were no other
displays of obsessive thinking or compulsive
behaviors. Unable to understand MM'’s presentation
using traditional DSM-IV diagnosis, the providers
ultimately decided that her pattern of behavior over
the past year could best be described as an example
of extreme stalking. This poster will include a
literature search and review on the phenomenology
and current thinking about the psychological and
psychiatric aspects of stalking behavior and the
challenges of treating patients who present with
these issues.
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SIX WAYS TO DIE: A CASE REPORT OF A HIGH-
LETHALITY MULTI-METHOD SUICIDE ATTEMPT

Lead Author: Diana Mungall Robinson, M.D.
Co-Author(s): Pamila Herrington, M.D.

SUMMARY:

Suicide is a major public health problem in the
United States and globally. According to the CDC, in
2012, an estimated one million adults (0.5% of the
U.S. adult population) reported making a suicide
attempt in the past year. While lethality varies by
method of suicide attempt, lethality is particularly
high in cases with suicide attempt via multiple
methods and polysubstance ingestions. DS is a 44-
year-old male with a past psychiatric history of major
depression and anxiety, including panic attacks. He
presented to the University of Virginia ED via
Pegasus Airlift as an alpha trauma after being found
unconscious with a table saw cut and left hand
amputation. En route, the patient reported a
possible overdose on fluoxetine. He was admitted to
the medical intensive care unit, and initial labs
showed severe metabolic acidosis, anion gap, lactate
gap, and elevated WBC and CK. The differential
diagnosis included SIRS, lactic acidosis and ethylene
glycol toxicity. Ethylene glycol levels were elevated,
and fomepizole was given. On hospital day two,
psychiatry was consulted. Reported symptoms
included two months of worsening depressed mood
and increased anxiety. The patient reportedly had
planned the suicide attempt to overdose on

fluoxetine. Then he overdosed on sodium
percarbonate, hydrogen peroxide and antifreeze.
Next, he cut his neck and wrist with a box cutter,
then chose to amputate his left hand with a table
saw. Once extubated, he was initially upset that his
suicide attempt had failed. A mental status exam
revealed severe psychomotor retardation, speech
latency, poor eye contact, blunted affect, thought
blocking and appearance of responding to internal
stimuli. On hospital day five, he was transferred to
the inpatient psychiatry unit, and he endorsed
persecutory delusions that the government was
after him. He was treated with risperidone,
mirtazapine, and electroconvulsive therapy (four
inpatient treatments). His mood improved, and he
had a euthymic affect and a logical thought process
prior to discharge. He was discharged to home on
hospital day 19 with a diagnosis of severe MDD with
psychosis. This case was particularly challenging, as
the patient was found unconscious with direct and
indirect clues to concomitant toxic ingestions. In the
case of patient DS, an ethylene glycol ingestion was
determined through a lactate gap despite lack of
AKI. Early administration of fomepizole can be
critical to reduce further damage from toxic alcohols
while labs are pending. Furthermore, what the
patient originally described as symptoms of anxiety
and panic attacks were actually persecutory
delusions indicative of psychosis that had not been
treated. Anxiety is commonly comorbid with
depression, but it is important for providers to
obtain a thorough psychiatric history, including
psychotic symptoms, to guide the treatment plan.
Despite this patient’s complicated presentation, an
interdisciplinary coordinated approach led to a
positive patient outcome.
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ATYPICAL MANIA PRESENTATION: WAS IT CAUSED
BY CORTICOSTEROIDS, A MYCOPLASMA INFECTION
OR JUST LATE ONSET BIPOLAR DISORDER?

Lead Author: Laura Rodriguez-Roman, M.D.
Co-Author(s): Avjola Hoxha, M.D., Almari Ginory,
D.O.

SUMMARY:

Background: In the assessment of abrupt changes in
mental status, the differential diagnosis should
always include organic illnesses, substance use and
psychiatric diagnosis, but differentiating between
these is not always easy. It is well-documented that
glucocorticoids have neuropsychiatric side effects,
including depression (more likely in women), mania,



delirium and confusion (more likely in men). It is also
known that mycoplasma infections, one of the most
common causes of pneumonia, can affect the central
nervous system in approximately one in 1,000
patients. For a diagnosis of bipolar | disorder, a
patient only needs to have one manic episode. The
age of onset for bipolar | disorder ranges from
childhood to 50 years, with a mean age of 30 years,
but can still occur at an older age. Here, we report
on a case of a patient with new onset mania in his
60s with a wide differential. Case: This is the case of
a 62-year-old male with no previous psychiatric
diagnosis who presented for infectious disease
evaluation after seven weeks of altered mental
status. He was on a cruise in the Caribbean when he
developed vomiting, weight loss and a cough. He
was hospitalized and treated for pneumonia upon
his return. A couple of days after discharge, he
became agitated, paranoid, hypersexual, hyper-
religious and disorganized, with flight of ideas and
pressured speech. Two weeks later, the patient was
evaluated by a psychiatrist and started on
quetiapine. During that same week, he was
hospitalized, and the delirium workup was started.
He was treated with nine different psychotropics,
including haloperidol, alprazolam, olanzapine and
risperidone, among others; however, his symptoms
persisted. The decision to transfer the patient to a
tertiary center for a higher level of care was made.
At this center, the medical workup was expanded to
include varicella zoster, malaria, Lyme, bartonella,
mycoplasma, HIV, syphilis, arbovirus, chikungunya,
leptospirosis, paraneoplastic syndromes and NMDA
encephalitis. Brain MRI, chest x-ray, abdominal CT,
EEG, LP, CBC, CMP, sedimentation rate and CRP
were also performed. Only the sedimentation rate
and mycoplasma IgG were positive, for which ID
started doxycycline. At the same time, valproic acid
was started and haloperidol tapered. The patient
was transferred to the psychiatric unit, were he
began to improve and was eventually discharged on
a combination of quetiapine, valproic acid and
doxycycline. Conclusion: The differential diagnosis of
mania in an elderly individual is large. Medical
conditions such as steroids, pneumonia and
neurological conditions, to name a few, must be
considered before mania is considered a primary
psychiatric illness. Treatment consists of ruling out
medical conditions while treating the symptoms so
they do not affect further medical management. We
will discuss the differential diagnosis and workup for
patients with similar presentations.
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RITUALISTIC BEHAVIOR LEADING TO LONG-TERM
HOSPITALIZATION IN PATIENTS WITH

SCHIZOAFFECTIVE DISORDER
Lead Author: Daniel O. Roman, M.D.
Co-Author(s): Amina Hanif, M.D.

SUMMARY:

Obsessive-compulsive disorder (OCD) is a psychiatric
disorder defined by recurrent thoughts (obsessions)
and repetitive behaviors (compulsions) that cause
anxiety or distress. It is a common comorbidity with
the schizophrenia spectrum disorders, with
prevalence rates ranging from 7.8% to 40.5%.
Epidemiologic and neurobiological evidence suggests
that patients with these comorbid disorders,
recently coined “schizo-obsessive” may represent a
special category of the schizophrenia spectrum
population. Persistent obsessive-compulsive
symptoms have been consistently shown to be a
powerful predictor of poor prognosis in these
patients. Here we describe a case of a 30-year-old
African-American woman with a long history of
schizoaffective disorder who presented with
disorganized thought process, extensive grandiose
delusions, religious preoccupation, and several
complex and unusual ritualistic behaviors—including
compulsive walking around or behind people,
carrying sheets of paper filled with scribbles of
numbers and names, and overusing the phone—in
the context of noncompliance with psychiatric
treatment. Throughout the course of her
hospitalization, psychopharmacological and
psychotherapeutic management was optimized to
treat her symptoms, but the ritualistic behaviors
proved to be the ones to minimally respond to
treatment, and she was subsequently transferred to
a long-term inpatient psychiatric facility. This poster
will aim to discuss the complex symptomatology and
treatment course as well as difficulties faced when
treating such a challenging case on the inpatient
service.
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REFRACTORY CATATONIA: ROLE OF N-METHYL-D-
ASPARTIC ACID ANTAGONIST

Lead Author: Kamalika Roy, M.D.

Co-Author(s): Deepti Challagolla, M.D., Stephen
Warnick, M.D., Richard Balon, M.D.

SUMMARY:
Background: Catatonia is a neuropsychiatric
symptom constellation described as a separate



disease entity, as well as a specifier of brief psychotic
disorder, schizophreniform disorder, schizophrenia,
major depressive disorder, and bipolar type | and Il
disorders in DSM-5. Though catatonia has been
associated with schizophrenia since the 19th
century, it is most often seen in affective disorder
and underlying neurological and medical condition.
Benzodiazepines and electroconvulsive therapy have
been the mainstay of treatment for ages. We
describe a case of refractory catatonia where we
observed resolution of symptoms with N-methyl-D-
aspartic acid (NMDA) antagonist memantine. Case: A
47-year-old man with a history of schizophrenia was
admitted to the medicine floor directly from his
primary care physician’s office with concerns about
weight loss of 20 pounds and mental status changes.
Psychiatry was consulted for evaluation of
schizophrenia. He was regularly taking haloperidol
5mg twice daily. He stopped activities of daily life,
including eating, for one week. He was withdrawn,
with no verbal communication for the previous three
weeks. On examination, he showed stupor and
extreme negativism. He answered a few of the
questions with “yes or no,” without eye contact. He
had fixed gaze at the television, verbigeration,
echolalia, automatic obedience and waxy flexibility.
His Bush Scale score was 39. His vitals were normal,
and routine blood tests were within normal limits.
He had ataxic gait for years, attributed to chronic use
of alcohol in the remote past. The medical team
investigated possible malignancy, as his weight loss
and emaciated body habitus were striking. All the
investigations, including computed tomography
scans of his chest, abdomen and thorax, were
normal. We started lorazepam 1mg PO thrice daily
for catatonia. It was gradually increased to 2mg IV
push four times daily for persistent symptoms.
Haloperidol was discontinued. On day 14, his Bush
Scale score was 34 with minimal improvement in
oral intake. On day 15, we started memantine 10mg
twice daily for its effect on proposed glutamate
hyperactivity. He started eating two meals a day,
spontaneously. There was significant improvement
of withdrawn behavior, mutism and echolalia, with a
Bush Scale score of 20 on day 17. Quetiapine was
started on day 18. He was discharged on day 30 on
quetiapine 200mg QAM and 600mg QHS,
memantine 10mg twice daily, and lorazepam 1mg
twice daily, with a Bush Scale score of 12.
Discussion:  The addition of  memantine
demonstrated significant improvement in the motor
and affective symptoms of a refractory catatonic
state, which did not respond adequately to a

tolerable dose of lorazepam. This supports the
neurobiological theory of gamma-aminobutyric acid
hypoactivity in the frontal cortex and glutamate
NMDA hyperactivity in the parietal cortex. It is
important to compare its efficacy with that of
standard treatment with benzodiazepine and newer
antipsychotics.
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NEGATIVE COUNTERTRANSFERENCE IN
BORDERLINE PERSONALITY DISORDER: CASE
REPORT, LITERATURE REVIEW AND TREATMENT
RECOMMENDATIONS

Lead Author: Kruthika Sampathgiri, M.D.
Co-Author(s): Carolina Retamero, M.D., Lakshit Jain,
M.D., Patricia Serrano, M.D.

SUMMARY:

Background: Borderline personality disorder (BPD) is
a common diagnosis in inpatient psychiatric units,
with a prevalence of 15 — 25% of inpatients. These
patients present with chronic suicidality, impulsivity,
intense anger and unstable interpersonal
relationships resulting in frequent voluntary and
involuntary admissions. In addition to these clinical
features, chronic feelings of abandonment and
marked mood reactivity often lead to significant
feelings of countertransference among the
treatment team. Case: A 37-year-old patient with a
history of borderline personality disorder, PTSD and
metastatic carcinoma of colon s/p colon resection
with colostomy in situ and a long history of foreign
body ingestion presented to the emergency
department three times with intentional foreign
body ingestion over the course of one month. During
all three admissions, he reported this as “something
| always do, due to my anxiety." The patient was also
perseverant on obtaining pain medication, with
oxycodone 30mg every six hours as his choice of
pain control. The patient exhibited bargaining and
medication-seeking behavior pertaining  to
oxycodone, and the treatment team discharged him
each time with no more than a two-day supply with
close follow-up with his primary care practitioner.
The patient reported he was under ongoing
dialectical behavioral therapy (DBT) as an outpatient
since 2008, but was not forthcoming with
compliance to treatment. During each of his
admissions, the patient was anxious, irritable and
insistent on a short course of stay and discharge
from the unit ASAP, only to return with the same
presentation within a short period. He was difficult
with the nurses and treatment team and required a



great amount of redirection. Discussion: With three
hospitalizations within a span of one month, med-
seeking behavior and insistence on short inpatient
stay by the patient, there is a potential for significant
countertransference in our case, which could affect
the treatment plan and discharge arrangements.
While hospitalization is a risk factor for suicide in
patients with BPD and outpatient DBT is the
treatment of choice for patients with BPD, the goal
for our treatment was focused on “damage control,”
“de-escalation of peers,” long talks to the treatment
team members to educate them about personality
disorders and to continue the therapeutic
relationship between the patient and his outpatient
team. Administering therapy in an inpatient unit
remains a challenge, with increased patient load and
decreased number of beds requiring a quicker
turnaround. While there is a possibility to administer
DBT on an inpatient unit, other steps can be taken to
minimize conflict during patient stay. Adequately
addressing the mechanism for countertransference
will prevent caregiver fatigue among the primary
team and ensure a good rapport.
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A CASE OF A PATIENT WITH K2 USE PRESENTING
WITH PROLONGED DELIRIUM

Lead Author: Eric Santos, M.D.

Co-Author(s): David A. Aguilar, M.D., Vanessa
Guerrero, M.D., Raj Addepalli, M.D.

SUMMARY:

Synthetic cannabinoids (SC) have begun to skyrocket
in recent years. Compared to THC, SC are more
potent, efficacious CB1 agonists and have a longer
half-life, which may lead to greater
cannabinomimetic toxicity. Great variability in the
content, concentration and range of possible SC
compounds increases risk of toxicity. There have
been a wide range of reported adverse effects
associated with intoxication by SC-containing
products, ranging from tachycardia, hypertension
and panic attacks to more severe effects such as
agitation, hallucinations, psychoses, seizures, acute
kidney injury, mania, delirium, encephalopathy,
myocardial infarction and even death. There has
been a significant rise of K2 intoxication cases seen
recently in the ED of Lincoln Hospital, located in the
South Bronx of NYC, with a number of these cases
having persistent psychotic symptoms that require
inpatient psychiatric hospitalization, most of which
have resolved within one to two weeks. This case is
unique in that this patient had persistent

schizophrenia-like symptoms that persisted for
several months despite cessation of continued K2
use. Mr. T.B. is a 25-year-old man of Gambian
descent, single, domiciled and unemployed, with no
PPH except cannabis and K2 abuse for several
months, who was BIBEMS activated by his brother
due to disorganized behavior in September, 2014. As
per family members, the patient started having
behavioral changes in April, 2014. Upon initial
assessment, the patient was alert and oriented in
person and place, but he recognized hospital staff as
family members and friends. He was disorganized
and was admitted to the medicine inpatient unit. His
toxicology was negative for THC, PCP, cocaine,
opiates, methadone, barbiturates and
benzodiazepines. RPR, cobalamin, folate,
electrolytes and a CT scan of the head were all found
within normal limits, and ammonia was slightly
elevated (value of 53). The patient was reported to
be  sexually preoccupied and  constantly
masturbating on the floors. The patient was re-
evaluated by psychiatry and neurology and found to
be delirious. MRI, EEG, lumbar puncture and PET
scan were negative. Anti-NMDA  receptor
encephalitis was also ruled out. The patient
continued to be delirious for two weeks. Haloperidol
2.5mg BID was started. His symptoms improved to
the point where he was no longer delirious, but he
continued to exhibit auditory hallucinations and was
admitted to the inpatient psychiatric ward. The
patient remained there for 20 days, where he was
switched to risperidone 2mg BID until his symptoms
resolved and he became stable for discharge.
Discussion: K2 use can present as delirium and lead
to unnecessary work up to rule out other causes. If
aggressive antipsychotic therapy could be beneficial
for patients with new onset psychotic behavior on
acute intoxication with K2, leading to shorter length
of stay in the hospital and faster return to the
community, is unclear at this point.
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CASE REPORT OF NEUTROPENIA IN A PATIENT
DIAGNOSED WITH SCHIZOPHRENIA AND TREATED
WITH LURASIDONE

Lead Author: Ayesha Sattar, M.D., M.B.B.S.
Co-Author(s): Pranathi Mruthyunjaya, M.D., Fadalia
Kim, M.D.

SUMMARY:

Background: Atypical antipsychotics are commonly
used for the treatment of schizophrenia and related
disorders. Two of the potentially fatal side effects



caused by atypical antipsychotics are leukopenia and
neutropenia. Drug-induced neutropenia may be
caused by direct toxic effects on the bone marrow,
peripheral destruction or antibody formation against
hemopoietic cells or its precursors. Lurasidone is a
newer antipsychotic drug that has not shown any
side effects of neutropenia in trials. This is a case
report of a patient developing neutropenia while on
treatment with lurasidone. Objective: To increase
awareness of possible side effects during lurasidone-
treated schizophrenia and to stress importance of
vigilance during treatment. Methods: Case report of
a patient treated for schizophrenia with lurasidone.
Results: The patient developed neutropenia, which
was resolved once the causing agent was stopped.
Discussion: This is a case report of a 35-year-old
Caucasian male with an approximate 20-year history
of schizophrenia. After numerous trials with various
antipsychotics, partial remission of psychotic
symptoms was obtained with lurasidone. He
developed neutropenia after two weeks of therapy
with the drug, and his condition improved once
lurasidone was stopped. This case study addresses
the presentation, diagnostic criteria, treatment and
prognosis of neutropenia in the setting of treatment
of schizophrenia with lurasidone. Conclusion: We
conclude that Lurasidone can cause neutropenia in
some patients, likely due to similar etiology as other
antipsychotic agents.
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CASE REPORT OF “FOLIE A DEUX” BETWEEN TWO
SISTERS

Lead Author: Adam H. Schindzielorz, M.D.
Co-Author(s): Kamal Patel, M.D., Suzanne Holroyd,
M.D.

SUMMARY:

Background: Folie a deux is described as the transfer
of delusional beliefs from one person—the primary
patient—to another—the secondary patient—who is
closely related. Often, this illness is seen within
family groups, but also in individuals with other
bonds of relationship. Case: We present a case of a
77-year-old homeless female and her sister, who
initially presented to the hospital with worsening of
symptoms associated with a recent diagnosis of
myasthenia gravis. However, upon interview, the
patient detailed a story of kidnapping and extortion
that was ultimately determined to be a shared
psychotic delusion. Her psychosis was further
validated when the sisters became paranoid of
hospital staff, suggesting that her perceived

aggressors were manipulating hospital staff. The pair
was eventually lost to follow-up. Discussion: Folie a
deux, also known as delusional symptoms in partner
of individual with delusional disorder in the
Diagnostic and Statistical Manual of Mental
Disorders, is a rare yet challenging disorder that was
first described by Lasegue and Flaret. Folie a deux
was further classified into four subtypes by Granlick:
Subtype A — Folie Imposee, Subtype B — Folie
Simultanee, Subtype C — Communique and Subtype
D - Folie Induite. This case validates previous
literature suggesting that the illness is more
common in families as well as those within the
impoverished, in particular, homeless, demographic.
Additionally, folie a deux is a rare presentation with
high prevalence of depressive and anxiety disorders
in patients with myasthenia gravis.
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FOREIGN ACCENT SYNDROME AS AN UNDER-
RECOGNIZED MANIFESTATION OF CHRONIC
PSYCHOLOGICAL TRAUMA

Lead Author: Alexis A. Seegan, M.D.

Co-Author(s): lieoma Chukwu, Andrei Novac

SUMMARY:

Foreign accent syndrome (FAS) is a rare condition
where a person adopts an accent they did not have
previously, and both neurologic and psychological
factors are cited as potential causes. We present two
individuals with FAS who both experienced
significant traumas and posit that the development
of FAS in each was the result of their trauma. The
first patient is a 35-year-old woman with a rare
metabolic defect requiring multiple medical
hospitalizations beginning at a young age and
eventually requiring renal and hepatic transplants.
Over the course of a year, she developed a British
accent, despite never having lived or traveled
outside of California, and could not explain her
accent, nor did it concern her. The second patient is
a 36-year-old Puerto Rican female with traumatic
brain injury and PTSD resulting from a fall down a
flight of stairs. She suffered neurologic and
psychiatric sequalae from her accident, including
speech difficulties, aggression and labile mood.
Several months after her accident, she began to
speak with a British accent, although she had no
history to explain this sudden occurrence. Both
patients experienced traumatic events with resulting
loss of personal control and subsequently
unconsciously adopted foreign accents. Foreign
accent syndrome may be considered a rare but likely



under-recognized manifestation of  chronic
psychological trauma.
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THE CASE OF THE BRIGHT SPLENIUM
Lead Author: Patricia Serrano, M.D.
Co-Author(s): Sridhara Yaddanapudi, M.D.

SUMMARY:

Background: Altered mental status is a frequent
reason for consult for neurological and psychiatric
services. Multiple causes can be considered,
including Wernicke’s, hepatic encephalopathy,
metronidazole-induced encephalopathy and acute
demyelination. We present the case of a 49-year-old
Hispanic female with end stage liver disease
admitted for altered mental status. neurology and
psychiatry were consulted. Case: She had been at an
outside hospital one week prior, where she had been
treated with metronidazole and ciprofloxacin for C.
difficile. Since discharge, she had worsened with
altered sleep-wake cycles and confusion. On the
morning of her admission, her family could not wake
her. On admission, she would awaken to noxious
stimuli, immediately falling back to sleep. She was
hyperreflexic with bilateral ankle clonus and
Babinski. Her neck extensors were stiff. No twitching
or jerking was noticed. Her ammonia level was
36.5mcmol/L. EEGs showed generalized slowing.
Head tomography did not show any acute findings.
Lumbar puncture was negative except for mildly
elevated protein of 63mg/dl. MRI showed T2
hyperintense signal associated with restricted
diffusion of the splenium of corpus callosum. Given
that the patient was receiving metronidazole, our
initial  diagnosis was  metronidazole-induced
encephalopathy, but after stopping metronidazole,
she did not improve. Most reported cases have
excellent recovery. This prompted us to delve
deeper. Her total dose of metronidazole was 15g
over 10 days. In most reported cases, the dose was
actually much higher and the duration much longer.
We obtained reports from the prior hospitalization.
Sodium upon discharge was 141mg/dl. Her sodium
on arrival was 156mg/dl. Also in spite of her family
denying the patient’s alcohol use in the past three
months, her ethanol levels at the outside hospital
were 127mg/dl. She had been treated at our
institution upon admission for presumptive
Wernicke’s with a high dose of thiamine IV. Based on
this new history and MRI, our diagnosis was
extrapontine myelinolysis (EPM). A follow-up MRI
showed no improvement. We considered the

damage permanent, and when goals of treatment
were discussed with the family, she was discharged
to hospice care. Discussion: EPM, even though it is
often a cause of rapid hyponatremia correction, may
also present in patients with a history of chronic
alcoholism. In this case, the condition is often
unrelated to correction of sodium. EPM can present
with rigidity of limbs, bradykinesia, tremors and
decreased blinking. Some of the behavioral
manifestations are inappropriate affect,
disinhibition, delirium and, in rare cases, catatonia.
Treatment is supportive, addressing underlying
conditions. Complex cases such as this one require
an interdisciplinary approach with efficient
communication among consultants, the primary
team and caregivers; careful observation and
documentation; a detailed history; and review of
prior records to provide appropriate care.
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PSYCHOSIS RESULTING FROM FAHR’S SYNDROME:
CASE REPORT AND REVIEW OF LITERATURE

Lead Author: Apeksha Shah, M.B.B.S.

Co-Author(s): Shivam Dubey, M.D., Abhishek Rai,
M.D., Piyush Das, M.D.

SUMMARY:

Fahr’s syndrome is a rare, inherited or sporadic
neurological disorder characterized by abnormal
deposition of calcium in areas of brain controlling
movement, especially basal ganglia. The other areas
of brain affected by this syndrome are the dentate
nuclei, putamen, thalamus and cerebellum.
Prevalence of this disease is less than 1 per
1,000,000 people. It is usually asymptomatic but
may present with extra pyramidal syndrome,
psychosis, cognitive deficits, mood symptoms and
seizures. We present a case of Fahr’s syndrome in a
20-year-old male who presented with symptoms of
acute psychosis. There are a few previous case
reports on Fahr's syndrome with “psychotic
presentation,” and to the best of our knowledge, we
present the fourth such case. We also performed a
literature review on the most recent diagnostic
criteria, various symptoms associated with Fahr’s
syndrome, differential diagnosis and symptomatic
management options of this rare disorder.
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THE IMPORTANCE OF CONSIDERING DELIRIUM DUE
TO POLYPHARMACY IN PSYCHIATRIC PATIENTS
WITH NEUROLOGIC DISORDERS: A CASE REPORT
AND REVIEW OF LITERATURE

Lead Author: Anna P. Shapiro, B.A.

Co-Author(s): Dewey S. Murphy, M.D., Suzanne
Holroyd, M.D.

SUMMARY:

Polypharmacy, unfortunately, is common in the
treatment of severe and refractory cases of
schizophrenia or schizoaffective disorder. It has been
shown that those patients prescribed multiple
medications are also prescribed higher dosages.
Polypharmacy and increased dosages are associated
with increased risk of delirium, movement disorders
(bradykinesia, Parkinsonism, dyskinesia, akathisia,
gait disorders), hypotension, metabolic syndrome
and life-threatening conditions such as neuroleptic
malignant syndrome. Those with underlying brain
disorders or neurologic conditions may be even
more predisposed to having such deleterious side
effects. However, side effects in those with
neurologic conditions may be overlooked, as the side
effects may be attributed either to the neurologic
condition or the underlying psychiatric diagnosis.
Normal pressure hydrocephalus (NPH) is a
neurologic disorder of ventricular enlargement due
to subarachnoid obstruction, resulting in the triad of
incontinence, shuffling gait and decreased cognition.
These symptoms are believed to be due to the
stretching of periventricular fibers, changes in blood
supply and reduced brain metabolism. Treatment to
relieve these symptoms is aimed at decreasing
ventricular pressure, traditionally by ventricular-
peritoneal shunt. We describe the case of a 50-year-
old male with a thirty-year history of severe
schizoaffective disorder with mania who had been
living for some years in a state hospital setting. He
was admitted to a community hospital medical
service due to altered mental status and falling. His
gait had been altered for several weeks before
admission, and he also developed changes in mental
status with worsening cognition. Work-up included
an MRI showing significant cortical atrophy and
ventricular dilation, leading to a tentative diagnosis
of NPH. However, neither acetazolamide treatment
nor CSF removal by lumbar puncture resulted in any
improvement of the patient’s gait or mental state.
His symptoms were then felt to be a combination of
his NPH and underlying schizoaffective disorder,
with little hope for recovery. However, he was also
being treated with high doses of valproic acid,

guetiapine, olanzapine, haloperidol decanoate, IM
depo-provera, lorazepam, sertraline and bupropion,
as well the recently added acetazolamide. He was
seen by the psychiatric consult team, which
diagnosed delirium and recommended dramatic
decreases in his medications. This resulted in the
patient having dramatic improvement of cognition,
mental status and gait. Although the patient was still
felt to have underlying NPH, which likely
predisposed him to delirium from his medications,
his symptoms were due to
overmedication/polypharmacy rather than NPH or
his schizoaffective disorder. This case highlights the
importance of considering medications as a cause of
mental status changes or worsening gait, even in
patients with coexisting diagnosed neurologic
disorders.
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LITHIUM-INDUCED DENTAL COMPLICATIONS

Lead Author: Ashish Sharma, M.D.

Co-Author(s): Sara K. Schenk, Ismatt R. Niazi,
Katherine E. Palmisano

SUMMARY:

Case: Our patient, Ms. A., was a 60-year-old White
female with a past psychiatric history of bipolar type
Il disorder and OCD who was admitted to the ICU
after a suicide attempt by overdosing on unknown
guantities of venlafaxine, gabapentin and lorazepam.
The attempt was nearly fatal, requiring intubation.
She has had two previous suicide attempts, including
one by cutting her wrists when in college and one
she could not remember the details of at age nine.
Her past medical history was significant for diabetes
mellitus, well-controlled with diet, and
hypothyroidism, controlled on natural thyroid
replacement. Her labs were normal. Ms. A. was
diagnosed with bipolar disorder in her early
twenties. She was stable on monotherapy with
lithium for 9 to 10 years, but had to stop due to
dentition problems. She reported that over the
course of her lithium treatment, which was always
maintained in a therapeutic range, her teeth began
to decay and ultimately required extraction.
Furthermore, her diabetes was well-controlled with
diet, and her thyroid profile was normal. There was
no history of smoking or illicit drug use. She
described herself as a social drinker. No other
etiology contributing to her dental decay could be
demonstrated at that time. Most recently, she had
been on quetiapine XR 600mg, venlafaxine XR
300mg and natural thyroid replacement therapy.



Discussion: Lithium-induced tooth decay, changes in
tooth structure, caries or periodontal disease have
been documented in a few dental literatures, but
have never been published in the medical literature.
Our PubMed search of medical journals did not
reveal any findings. Chronic lithium treatment can
result in loss of the mineral content of dentin, a
major component of teeth that supports enamel.
This demineralization causes dentin to become soft,
although it has no effect on its mass. It is noteworthy
that not all patients treated with lithium develop
dental complications. Dentin decalcification has
been documented in patients on lithium as early as
14 months into treatment. The exact mechanisms by
which lithium causes dentin decalcification remain
unclear, and it is proposed that some predisposing
conditions, including thyroid hormone abnormalities
or genetic factors, could be playing a role.
Hyposalivation and xerostomia have also been
implicated as causative factors for lithium-induced
dental caries. The lithium ion causes a decrease in
solubility of hydroxyapatite, the main mineral
constituent of dentin and enamel. However, in one
of the studies, the duration of lithium therapy was
poorly correlated with the degree of salivary gland
dysfunction and the caries activity index. As a result,
preventive dental education, saliva substitutes and
anticaries agents are recommended in patients on
chronic lithium treatment, as well as careful
monitoring, frequent dental examinations and
appropriate management of dental lesions.
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PHARMACOGENOMIC TESTING PREDICTS A MORE
FAVORABLE CLINICAL OUTCOME IN A PATIENT
WITH TREATMENT-RESISTANT DEPRESSION AND
“BORDERLINE PERSONALITY”

Lead Author: Matthew M. Sheehan, B.A.
Co-Author(s): Joachim A. Benitez, M.D.

SUMMARY:

Background: Major depressive disorder (MDD) is a
common psychiatric condition that often severely
impairs social and occupational functioning. Only
40% of patients with MDD who are treated will
experience complete remission of their symptoms.
Of the 60% of patients who do not initially respond,
50% will then fail to respond to a second
antidepressant. Many factors have long been known
to contribute to the variation in response to
antidepressants, including renal and hepatic
function, drug-drug interactions and comorbid
psychiatric disorders. Recently, pharmacogenomic

profiles have identified various genes that influence
the metabolism of and response to antidepressant
medications in the treatment of depression. We
present a patient with treatment-refractory MDD
whose pharmacogenomic profile effectively guided
our antidepressant choice, resulting in remission of
her symptoms. Case: This is the case of a 46-year-old
woman with a past psychiatric history of MDD,
bulimia nervosa and borderline personality disorder
(BPD) who presented to our partial hospital
following discharge from her fourth psychiatric
hospitalization for suicidal ideation with a plan in the
setting of a severe depressive episode. Despite
ongoing pharmacotherapy and various modalities of
psychotherapy, her depressive symptoms worsened
and her binge-purge and self-mutilating behaviors
persisted. We decided to pursue pharmacogenomic
testing of genes that influence antidepressant
metabolism and response: five cytochrome P450
genes (2D6, 2C19, 3A4, 2B6, 1A2), the serotonin
transporter gene (SLC6A) and the serotonin 2A
receptor gene (HTR2A). Our patient’s
pharmacogenomic panel identified only three
genetically optimal antidepressants, none of which
she had been trialed on in the past. She was then
started on desvenlafaxine (Pristiq), and soon after,
her depressive symptoms started to vastly improve.
Discussion: Pharmacogenomic panels provide
guidelines for individualized medication treatment
choices that predict improved clinical outcomes in
depressed patients. Given that our patient’s
genetically determined pharmacokinetic and
pharmacodynamic profiles influenced her response
to many antidepressants, it is understandable that
she had a poor response to her previously trialed
regimens. Further, given her comorbid BPD, one
would perhaps expect a poor or inconsistent
response to medication, given that the current
literature suggests antidepressant therapy is less
effective in the setting of comorbid BPD. It is
possible that our patient’s treatment-refractory
depressive symptoms were attributed to her BPD
and not identified as evidence of inadequate
response to her antidepressant therapy. This case
demonstrates the potential impact of
pharmacogenomic testing to not only avoid the trial-
and-error approach to antidepressant therapy, but
also to provide patient-specific treatment plans to
prospectively predict more favorable outcomes with
carefully selected pharmacotherapies.
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NEUROPSYCHIATRIC MANIFESTATIONS OF
WILSON’S DISEASE IN THE INPATIENT HOSPITAL
SETTING

Lead Author: Sarah Sheikh, M.D.

Co-Author(s): Lara Addesso, M.D., Daniel Kohn,
James Kostek, Asghar Hossain, M.D.

SUMMARY:

Background: Wilson’s disease (WD) is an autosomal
recessive illness characterized by excess copper
accumulation in the brain, liver and other tissues.
WD is attributed to a defect in the ATP7B gene
located on chromosome 13. ATP7B encodes an ATP-
dependent copper transporting transmembrane
protein mainly expressed in hepatic tissue. WD is
typically manifested in two clinical forms:
neurological and hepatic. Psychiatric symptoms
occur prior to, concurrent with or after diagnosis and
initiation of treatment. WD can remain undiagnosed
for an extensive period of time if disguised with
exclusive psychiatric symptoms. Common psychiatric
symptoms of WD include, but are not limited to,
anxiety, mood disorders, psychosis and/or catatonia.
WD is clinically evident in childhood or adolescence,
usually before the age of 40. Formal diagnostic
criteria were reviewed and outlined by Roberts and
Schilsky (2008) Without treatment, WD is a fatal
disease; patients succumb to either liver failure or
complications of their neurological iliness. Chelation
therapy could prevent a fatal outcome; thus, early
detection is of utmost critical importance. Objective:
The aim of this case study was to elaborate on
psychiatric manifestations of Wilson’s disease, with a
focus on psychosis. Through extensive literature
review of documented psychiatric manifestations, a
potential superior treatment for said symptoms
could become possible, and earlier diagnosis can be
made. Case: We present the case of a 29-year-old
Caucasian male with a past medical history
significant for documented diagnosis of Wilson's
disease and diagnosis of schizophrenia-paranoid
type with a history of multiple hospitalizations.
Psychiatric symptoms consisted of psychosis with
delusions, homicidal ideation, suicidal ideation,
disorganized behavior, aggressive behavior and self-
mutilation. The patient’s delusions were mostly
somatic and consisted of believing that he, his
mother and his grandmother were infected with
congenital syphilis due to his physical appearance
(despite lack of physical or clinical evidence) and a
self-diagnosis of bilateral interstitial keratitis. He has
a history of self-mutilation and picking behaviors
involving removal of moles from his body, which he

attributes to syphilis as well as a self-circumcision
that occurred approximately three years ago. The
patient also believes he does not need
psychotropics; thus, compliance is very poor.
Although the patient has history of extensive suicidal
ideation, there have been no attempts. Conclusion:
Manifestations of exclusive psychiatric symptoms
without blatant hepatic or neurologic involvement
could lead to misdiagnosis. An enhanced
understanding of the psychiatric presentations in
WD could provide greater comprehension of the
enigmatic mechanisms of psychiatric disorders. By
increasing awareness of WD psychosis
manifestations, earlier and accurate diagnosis can be
established.
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DIFFERENTIATING BETWEEN PSYCHIATRIC
DISORDERS AND WERNICKE-KORSAKOFF

SYNDROME: A CASE REPORT
Lead Author: Manisha Shenava, M.D.
Co-Author(s): Pietro Miazzo, M.D.

SUMMARY:

Background: Wernicke-Korsakoff syndrome (WKS) is
a well-known, under-diagnosed, preventable
syndrome often times mimicking and mistaken for
psychiatric disorders. By presenting this case, we
plan to highlight difficulties in differentiating
psychiatric disorders from WKS, emphasizing that
oral thiamine is not sufficient and IV or IM thiamine
should be administered, and by doing so, hope to
decrease the number of undiagnosed patients. Case:
A 54-year-old Caucasian male with a past medical
history of unknown psychiatric illness and alcohol
abuse had been admitted to a medical floor
secondary to a fall and altered mental status. While
on the medical floor, the medical team consulted
psychiatry for “psychosis” in the context of altered
mental status. The patient was a poor historian and
appeared to be internally preoccupied. He was
observed to be thought blocking. A threatening
comment was noted, and when asked about it by
the consult team, the patient was unable to answer.
He was not exhibiting withdrawal symptoms. The
patient was started on an oxazepam taper and given
folate, thiamine and multivitamins orally. The
patient was involuntarily committed to a psychiatric
facility after being deemed medically clear. The
patient had finished his oxazepam taper on the
medical floor. On arrival to the psychiatric unit, the
patient was mute and could not talk. A one-time
dose of lorazepam was given for suspected



catatonia. The patient responded several hours later.
The patient was very difficult to obtain information
from and could not recall why he was in the hospital.
Information from family was also difficult to obtain
due to minimal support systems. Lorazepam 1mg PO
TID and a low dose of haloperidol (3mg PO HS) were
started. The patient became slightly more verbal,
but still information was difficult to obtain. A
Montreal Cognitive Assessment (MOCA) was given,
and the patient scored a 22/30. Neurology was
consulted, and a diagnosis of WKS was made. The
patient was transferred to the medical floor for IV
thiamine infusion. The patient’s prognosis was
deemed poor, and he was discharged to a personal
care home. Discussion: This case underlines the
difficulty in differentiating WKS from psychiatric
disorders. Ophthalmoplegia may be mistaken for
responding to internal stimuli, while minimal to no
content in conversation may be seen as catatonia.
Additionally, amnesia and confabulation may be
mistaken for thought blocking and/or paranoia. Also,
while thiamine is routinely given to alcoholic
patients, those who have WKS require IV or IM
routes of administration. Finally, although WKS is
most commonly found in alcohol abuse, it can also
be found in patients with gastrointestinal diseases,
surgery at the site of thiamine absorption (jejunum
and ileum), eating disorders, HIV-AIDS, etc.
Heightened awareness to these multiple factors may
prevent patients from progressing into the
catastrophic syndrome.
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VALPROIC ACID-INDUCED DELIRIUM: A CASE STUDY
Lead Author: Saoda Shuara, M.D.

Co-Author(s): Muhammad Ishaq, M.D., Clayton
Morris, M.D.

SUMMARY:

Valproic acid (VPA) is used in psychiatry as a mood
stabilizer and it is widely recognized for its efficacy in
the management of mania. However, VPA has
numerous drug interactions and toxicities, a serious
one being hyperammonemia. A byproduct of VPA
metabolism causes inhibition of the rate-limiting
enzyme for the urea cycle, resulting in increased
ammonia levels.  Clinical  presentation  of
hyperammonemia can involve altered mental status
along with varying degrees of cognitive and
behavioral dysfunction. The diagnosis of VPA-
induced hyperammonemia is often overlooked due
to its complex clinical presentation, which may
include serum valproate levels within therapeutic

range and normal liver enzymes. Here, we describe
such a case, where a 53-year-old female with no
previous liver abnormalities developed altered
mental status and behavioral dysfunction from
hyperammonemia during her treatment with VPA.
She initially presented to the hospital with manic
symptoms and psychosis and upon admission was
started on VPA. We were able to witness the entire
course of her illness during her two-month inpatient
stay, and this allowed close observation of her
mental status alterations, behavioral changes and
lab abnormalities induced by VPA. She began
exhibiting new-onset confusion and disorientation,
and her behavior progressively became more and
more disorganized to the point where she was
placed on one-to-one supervision for safety. After
conducting further lab work, her ammonia levels
appeared elevated, and within 10 days of
discontinuation of VPA, the patient’s delirium
cleared. Despite the widespread use of VPA in
psychiatric disorders, minimal literature has
reviewed the association with VPA and delirium in
psychiatric patients. The objective of this case study
is to educate vigilance on abnormal behavioral
effects in patients receiving valproic acid.
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CLOZAPINE REFRACTORY SCHIZOPHRENIA:
AUGMENTATION THERAPY WITH FLUPHENAZINE
Lead Author: Gurjot Singh, M.D.

Co-Author(s): Faisal Islam, M.D.

SUMMARY:

Objective: A case report discussing augmentation of
clozapine with fluphenazine and literature review to
understand the treatment modalities available for
clozapine-resistant schizophrenia. Case: R.G. was a
41-year-old Hispanic male with a long-standing
history of schizophrenia paranoid type for an
unspecified number of years. He had a history of
more than 15 inpatient psychiatric hospitalizations.
He got admitted to our hospital again for worsening
of command auditory hallucinations—multiple
voices telling him to hurt people. He was reportedly
compliant to his medications and follow-up. His
psychiatric medications included clozapine 300mg
twice daily. He had no substance abuse history. On
MSE, the patient was responding to internal stimuli
and expressed homicidal ideation to hurt people. His
thought process was circumstantial and expressed
auditory command type hallucinations to hurt
people. Patient endorsed fair insight with poor
judgment. Admitting diagnosis: Axis I: schizophrenia,



paranoid type; Axis Il: deferred; Axis Ill: HTN, DM2,
hypothyroidism; Axis IV: unemployment, financial
problems; Axis V: GAF 21. He was admitted
voluntarily to the inpatient unit and was continued
on the same dosage, as clozapine dose could not be
increased due to increased risk of agranulocytosis. It
was then planned to start him on fluphenazine 5mg
at bedtime, which was later increased to 10mg at
bedtime. Gradually, the patient felt markedly better,
appearing calm and cooperative, with brighter
affect. His WBC stayed within normal limits; he was
placed on a monthly monitoring schedule for WBC
and ANC. He was discharged with clozapine 300mg
twice a day and fluphenazine 10mg at bedtime.
During admission, the patient was assigned a Clinical
Global Impression-Severity (CGI-S) rating of 6; the
patient was markedly ill and exhibited impaired
social  function.  Subsequent to clozapine
augmentation with fluphenazine, the patient
gradually started feeling better, with general
improvement in his psychotic features and
functioning. The patient was discharged at a CGI-I
rating of 2 with plan to follow up at OPC. Conclusion:
The augmentation armamentarium includes select
agents of varying efficacy. Although more trials will
be needed to establish long-term viability of
fluphenazine augmentation therapy, our case report
provides an example of a patient who benefited
markedly from a trial with fluphenazine. Future
studies may further elaborate upon the hierarchy
and dosing of specific medications with respect to
partial responders and/or nonresponders of
clozapine.
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K2/SPICE-INDUCED SEIZURES: TIP OF AN ICEBERG
Lead Author: Jasbir Singh, M.D.

Co-Author(s): Satneet Singh, M.D., Amandeep Singh,
M.D., Evaristo Akerele, M.D.

SUMMARY:

Background: K2/Spice and synthetic marijuana are
an herbal mixture of dried plant materials and toxic
chemicals.  K2/Spice and  other  synthetic
cannabinoids (JWH-018, JWH-073, JWH-200, CP 47-
497 and CP 47-497C8) were categorized as schedule
1 controlled substances by the U.S. Drug
Enforcement Administration (DEA) in 2011. Despite
strict regulations, these drugs are freely available on
the Internet and local head shops. Very little is
known about cannabinoid-induced toxicity and its
treatment, creating a challenging situation for health
care professionals. The aim of this case series is to

report synthetic cannabinoid-induced toxicity
causing seizures and bring more awareness among
medical professionals regarding synthetic
cannabinoid products, clinical presentations and
treatment options for their toxic effects. Methods:
We reviewed five cases of K2-induced seizures. A
complete medical, as well as psychiatric, assessment
was performed, and appropriate lab investigations
were ordered to rule out other potential reasons of
seizures. We also reviewed the literature regarding
K2/Spice and other synthetic marijuana products on
PubMed and Google Scholar for the past ten years.
Results: Among the five patients included in study,
one patient had a history of CVA and seizure
disorder. Four patients had no previous history of
seizures. They had their first seizure after the
consumption of K2.
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THE NEED FOR MAINTENANCE ECT IN PREVENTING
RELAPSE IN ELDERLY POPULATIONS WITH MAIJOR
DEPRESSION: A CASE REPORT

Lead Author: Laima Spokas, M.D.

Co-Author(s): Ulfat Shahzadi, M.D., Vandana Doda,
M.D., Asghar Hossain, M.D.

SUMMARY:

Objective: To evaluate the role and efficacy of
maintenance ECT in reducing relapse in major
depression in the elderly population. Methods: The
literature search was done by searching PubMed for
“Efficacy of maintenance ECT in geriatric depression”
and “Reducing relapse in elderly depression” for
sources published between 2000 and 2015.
Background: For many years, ECT has been used as a
treatment modality for depression. ECT efficacy has
also been tested among elderly populations with
major depression. Depression among the elderly
population is a debilitating illness; if untreated, it can
lead to increased mortality, morbidity and death due
to suicide. Treatment options are limited in the
elderly due to the presence of multiple illnesses and
fear of drug interactions. Case: This is a case of a 72-
year-old female with multiple medical problems and
a chronic history of major depression presenting
with suicidal ideation with a plan, either by
asphyxiation with a bag or jumping off the building.
The patient was diagnosed with major depression
(recurrent) and was treated with antidepressants
and psychotherapy. She had a history of multiple
hospitalizations in the past with two suicide
attempts. The patient had been on antidepressants
and was also treated with six sessions of ECT in the



past with good response. Since then, she lost follow
up with her psychiatrist for several years. Although
the patient is currently doing well with
antidepressants, maintenance of ECT could also be
considered to prevent relapse in this patient.
Conclusion: Although ECT is the most effective, safe,
efficient and well-tolerated treatment modality for
major depression in the elderly population, the
relapse rate is about 50%. Physicians can consider
maintenance ECT combined with pharmacotherapy
in patients who had been treated with ECT in the
past and had good response. Improvement lasting
for many weeks to up to four years has been
reported with maintenance ECT, but data are still
limited about its safety and efficacy. On the basis of
available information, maintenance ECT can be an
important treatment option to reduce relapse in
treatment-resistant elderly depression. Hopefully, an
ongoing PRIDE study (prolonging remission in
depressed elderly) will shed more light on the
efficacy and safety of maintenance ECT for
treatment-resistant elderly depression.
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THE THERAPEUTIC INTERVENTIONS FOR PEDIATRIC
BIPOLAR DISORDER

Lead Author: Laima Spokas, M.D.

Co-Author(s): S. Sibtain, M.D., A. Hossain, M.D.

SUMMARY:

Background: During the past decade, extensive
research has been done to understand the
neurobiology, phenomenology and potential
therapeutic  interventions of children and
adolescents with bipolar disorder. Age-specific
treatment logarithms were proposed to combine
both mood stabilizers and antipsychotics to reduce
symptoms of childhood onset bipolar disorder.
Psychotherapeutic interventions are generally used
as an adjunct to psychopharmacological therapy.
Methods: A case of an adolescent is presented and
studied for the management of bipolar disorder in
the pediatric age group. Along with this case,
PubMed, PMC, the National Institute of Mental
Health (NIMH) and various journals related to
pediatric bipolar disorders were searched and
studied. Case: A 15-year-old female previously
diagnosed with bipolar disorder was stable for
approximately three months. However, the patient’s
psychiatrist tapered and discontinued quetiapine as
per patient and parental request while continuing
her on lithium. The patient began to report
irritability, agitation, aggression and anxiety versus

paranoia, difficulty with social interactions, periods
of depression where she felt hopeless and helpless,
low self-esteem, fatigue, and difficulty focusing and
remembering. Since then, in a short period of time,
the patient was tried on lurasidone, iloperidone,
risperidone and ziprasidone, with the addition of
buspirone. Memantine was also tried. The patient
began to have worsening social anxiety and
increased paranoia at school. Eventually, the patient
presented to ED due to increasing restlessness and
racing thoughts after evaluation; medication side
effects and toxicity were suspected. The patient was
treated and observed and released from the hospital
but two days later returned with acute manic
symptomatology with psychosis and was admitted
for stabilization. Discussion: There is no long-term
pharmacological intervention available for treatment
of bipolar disorder in the pediatric age group, and
each case should be taken into account individually.
It is to be noted that, in this case, there were
multiple factors involved for frequent relapses in the
patient, notably family and social issues and
confrontation with her mother. Lack of remission
and family support could have led to frequent
change in psychiatrist and, in turn, frequent change
in the pharmacological interventions. Conclusion:
There are no strict guidelines for pharmacological
interventions for bipolar disorders in adolescents,
but the user has to be very cautious, taking into
consideration the side effects and development of
treatment resistance. Psychotherapies along with
pharmacotherapies could be used to overcome the
frequent relapses and increase the remission period
of the disorder. Close monitoring with frequent
follow-up to maintain compliance and involve the
family for their support is mandatory for successful
maintenance therapy in the adolescents.
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USE OF THC ANALOGS IN CANNABIS USE DISORDER
Lead Author: Ananya R. Sreepathi, M.D.
Co-Author(s): Mohammed F. Rahman, M.D., Asghar
Hossain, M.D.

SUMMARY:

Marijuana has been noted to be the most widely
used illicit drug in the world and the United States.
Its abuse has surpassed cocaine and heroin as the
most common reason for admission in substance
abuse treatment. Many studies have examined
withdrawal of alcohol, cocaine, opiates and nicotine,
but very few studies have focused on cannabis use,
leading many to believe that it's an



underappreciated problem. This review summarizes
a few different studies that were done between
2008 and 2013 on the efficacy of using dronabinol
and nabilone for cannabis addiction. Both of these
medications are THC analogs that are primarily used
for treatment and prevention of nausea and
vomiting caused by cancer medications. These
studies included case reports and randomized,
double-blind, placebo-controlled studies. In the two
articles examining dronabinol, the results were
conflicting, though both stated that cannabis
withdrawal symptoms showed improvement with
dronabinol. The difference was seen in relapse and
continued use of cannabis. Either the medication
was not strong enough or the desire to discontinue
marijuana use was not there. The third article
discussed a study of nabilone. This medication has a
higher bioavailability and clearer dose linearity as
compared to dronabinol. The study was done in an
inpatient setting on nontreatment-seeking
marijuana smokers. Promising results were seen, as
nabilone significantly reversed symptoms of
withdrawal, reduced use of marijuana and decreased
relapse. This is a significant result because even
intoxication levels of dronabinol dosages have not
yielded these positive results in lessening usage and
relapse. Further research needs to be done on this
subject so that we can see if this finding can be
repeated on a larger scale. If validated, the results
could be seen as an incredible development in the
treatment of cannabis addiction.
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IMPULSE-CONTROL, CONDUCT DISORDERS AND
INTELLECTUAL  DISABILITY: A  CONCERNING
COMBINATION

Lead Author: Ananya R. Sreepathi, M.D.
Co-Author(s): Pankaj Manocha, M.D., Asghar
Hossain, M.D.

SUMMARY:

Background: Disruptive, impulse-control and
conduct disorders have been classified in the DSM-5
as a combination of disorders that fell under two
categories in the DSM-IV (disorders of infancy,
childhood or adolescence and impulse-control
disorders not otherwise specified). These disorders
are characterized by problems in emotional and
behavioral self-control. Impulsivity, though present
in other psychiatric disorders, is characteristic of
impulse-control and conduct disorders and is an
important risk factor for suicide and homicide. The
published literature shows that people with

intellectual disabilities are at a significantly higher
risk of mental illness. Co-occurring intellectual
disability not only presents a diagnostic challenge
but also increases the risk of suicide and homicide by
multiple folds. Case: We present the case of a 46-
year-old Caucasian male with a diagnosis of impulse-
control disorder with co-occurring intellectual
disability. He was brought to our hospital from home
by emergency medical services due to aggressive
and agitated behavior toward the family. He has
been on atypical antipsychotics, antidepressants and
anxiolytics. Objective: The authors provide an
overview of evidence-based treatment in patients
with co-occurring impulse-control conduct disorder
and intellectual disability by comprehensive
assessment of an individual’s complete clinical
picture. Conclusion: A comprehensive assessment
plan by the team of skilled professionals that
integrates  psychological and pharmacological
therapies to target a specific problem improves
outcomes in such patients.
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WITHDRAWN

<ParaStyle:PROG PAPER-SUMMARY>Background: As
transgender individuals gain more visibility in
American society, psychiatrists may encounter more
child and adolescent patients openly expressing
gender identity issues. Patients who identify as
transgender face significant  challenges in
institutional settings. We report a case of a young
transgender female patient on an inpatient
psychiatric child unit and explore the obstacles
encountered by the treating team in providing
equitable care and appropriate disposition. Case:
Ms. D. is a 12-year-old African-American biologically
male child who was admitted to the child inpatient
unit due to self-injurious behavior, marijuana use
and running away. Ms. D. admitted to feeling
depressed and cutting herself when angry. She
identified her primary stressor as her family’s
unwillingness to accept her sexuality and gender
identity. She shared that she was attracted to males
and identified as female. While her grandmother
was supportive, Ms. D. alleged that other family
members would visit and berate her for her
“choices." DHS was involved, as the patient had
made allegations against family members and run
away from multiple foster homes. Her biological
father remained involved and visited Ms. D. weekly;
however, her father’s wishes were in conflict with
the patient’s request for feminine dress, female
pronoun and name, and initiation of hormone



therapy. The treatment team and DHS agreed that
Ms. D. required institutional level of placement for
safety; however, no facility has accepted the patient.
Discussion: Transgender patients face an initial
obstacle as soon as they enter the unit-room
assignment. Ms. D. was given a private room despite
her preference for a roommate. She also had a
private bathroom, which worked well while she was
on the unit, but off unit, there was no clear policy for
which facility she should use. The team also had the
challenge of protecting Ms. D.’s privacy when other
children inquired about her gender. During visiting
hours, families of admitted children also had
concerns and questions about Ms. D. The treatment
team also faced challenges with staff members who
openly objected to interacting with the patient,
citing religious or cultural beliefs. The patient
reported feeling pressure to change her gender
identity. She “tried to be male to make other people
happy” but this made her feel depressed and
suicidal. She felt hurt as many facilities interviewed
her but denied acceptance as they “could not meet
her needs." Conclusion: Institutional settings such as
prisons, colleges, professional sports leagues and the
military have begun to develop policies to treat
transgender individuals with fairness and respect.
Psychiatric facilities, including long-term placement
institutions, have a similar responsibility to provide
patients with appropriate options to meet their
health care needs. As transgender individuals
become more visible in society, providers should be
prepared to meet these challenges.
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EROTOMANIA AND THE FRONTAL LOBE: A CASE
REPORT OF DELUSIONAL DISORDER ARISING FROM
A CNS NEOPLASM

Lead Author: John Stupinski, B.A.

Co-Author(s): Jihye Kim, M.D., Dimitry Francois, M.D.

SUMMARY:

Erotomania is a rare subtype of delusional disorder,
a set of diagnoses characterizing fixed, false beliefs
involving oneself or one’s surroundings. While
secondary delusional disorders have been attributed
to diverse etiologies, erotomania arising from a
frontal lobe CNS neoplasm has not been previously
described. In this case report, we describe a case of
delusional disorder, erotomanic and persecutory
subtype that arises status posttreatment of a frontal
lobe oligoastrocytoma with associated psychiatric
and neurocognitive symptoms due to loss of frontal
lobe circuit functionality.
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MENSTRUAL PSYCHOSIS: A CASE OF ESTROGEN
WITHDRAWAL PSYCHOSIS

Lead Author: Leah Susser, M.D.

Co-Author(s): Alison D. Hermann, M.D.

SUMMARY:

Background: There has been a postulated
relationship between mood symptoms in bipolar
disorder and reproductive hormones for vyears.
However, the details of this relationship remain
unclear, and it is an area of active scientific
investigation. Menstrual psychosis is a term used by
Brockington to describe hormonally mediated
psychotic symptoms related to the menstrual cycle,
often manifested in women with bipolar disorder.
We present a case of menstrual psychosis and
explore the relationship between bipolar symptoms
and reproductive hormones. Case: Ms. A. is a 24-
year-old woman with bipolar | disorder with
psychotic features who experienced depression,
anxiety, disorientation, visual changes, suicidality
and dissociative symptoms in the late luteal and
early follicular phases of her menstrual cycle. After
menstruation, she briefly experienced hypomania,
followed by an asymptomatic period. These cyclical
symptoms resolved with treatment of her bipolar
disorder. Discussion: Ms. A.s symptoms are
consistent with menstrual psychosis in that they
resemble the mental status in postpartum psychosis,
occur during periods of estrogen withdrawal and are
comorbid with bipolar disorder. Deuchar and
Brockington (1998) hypothesize that menstrual
psychosis and postpartum psychosis are similar in
etiology and that both are related to estrogen levels.
There is evidence that estrogen is an antipsychotic,
which would explain these findings mechanistically.
The treatment of menstrual cycle-related
exacerbations of bipolar disorder is not well-studied.
Ms. A’s symptoms are controlled by treating the
underlying disorder. Conclusion: Ms. A.s case
demonstrates that, in women with bipolar disorder,
low estrogen states may be associated with a
vulnerability to psychosis, and high estrogen states
may be associated with a vulnerability to
hypomania. Effectively stabilizing her mood with a
combination of lithium, valproate and lurasidone
was successful in mitigating her sensitivity to
changing estrogen states. Further inquiry is
warranted to better understand the mechanisms by
which estrogen may affect mood and psychotic



symptoms in women with bipolar disorder.
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ELECTROCONVULSIVE THERAPY IN THE TREATMENT
OF DELIRIOUS CATATONIC MANIA: A CASE
PRESENTATION

Lead Author: Cuneyt Tegin, M.D.

Co-Author(s): Mitesh Patel, George V. Kalayil

SUMMARY:

Background: Bipolar disorder is one of the most
common mental illnesses, and these patients mostly
present with manic symptoms. Mania with delirium
is an acute syndrome of excitement, delirium and
psychosis. Although delirious mania is
underdiagnosed, 15% to 20% of patients with acute
mania show signs of delirium. Mania has also been
associated with catatonia, and catatonic mania has
poorer outcomes. Catatonic symptoms can be seen
in delirious mania and may be linked with
neuroleptic malignant syndrome (NMS) due to
common pathophysiology of central dopamine
deficiency. Here, we present a case of a patient with
bipolar disorder who presented with a mania
associated with delirium and catatonia. Case: Mr.
J.M., a 54-year-old male who has a past psychiatric
history of bipolar disorder, presented to the
University of Louisville Emergency Psychiatry Service
(ULEPS) on a mental inquest warrant (MIW) taken
out by his wife. Per MIW, the patient has threatened
to beat his wife and locked her in their bedroom. He
was uncooperative with police and had to be tased.
The patient was disheveled, extremely agitated,
hostile and uncooperative at ULEPS and was
admitted to psychiatric services for safety and
stabilization. The patient has had multiple previous
psychiatric admissions. The first episode started in
his mid-20s and has been controlled on multiple
medications: valproic acid, lithium, risperidone,
olanzapine and trazodone. The patient was on
aripiprazole 20mg/day and trazodone 150mg/day as
needed and presented with insomnia on admission.
Valproic acid was recently stopped due to
hyponatremia. On the third day of admission, the
patient started to demonstrate abnormal
movements that met criteria for catatonia. The
patient was moving his head back and forth, waving
his right arm as if casting a fishing line, grimacing and
not responding the questions. When we tried to stop
him, he resisted us. The patient was consulted to
neurology and medicine to rule out organic reasons.
We diagnosed the patient with delirious mania with
catatonia. Catatonia improved with lorazepam as

needed, but the patient developed two more
episodes the next day. We stopped all medications
except lorazepam as needed and decided to try
electroconvulsive therapy (ECT). The patient
received a series of six sessions of bilateral ECT in 16
days. After the ECT, catatonia, mania or delirium-like
symptoms resolved, but the patient had some
fluctuating confusion during the day, and these
symptoms also significantly improved in a week. The
patient is stabilized with lamotrigine and quetiapine.
Discussion: Delirious mania patients may have
catatonic features that increase with disease
progression. To our knowledge, only a few delirious
catatonic mania cases have been published in the
literature. ECT is described as an effective treatment
for these cases and was also effective for our
patient.
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K2-INDUCED PSYCHOSIS: RECURRENT RELAPSE AND
TREATMENT CHALLENGES

Lead Author: Swaminathan Thangaraj, D.O.
Co-Author(s): Mario Mangiardi, M.D., Thambipillai
Sureshkumar, M.D., Wei Du, M.D.

SUMMARY:

Synthetic cannabinoids (SC) such as “K2" or “spice”
have become an epidemic problem. SC binds to
cannabinoid receptors (CB1 and CB2). These
receptors are found in various brain regions
implicated in neuropsychiatric disorders, including
the cerebral cortex, basal ganglia, hippocampus,
anterior cingulate cortex and cerebellum. Typical
acute neurological effects of SC include euphoria,
drowsiness, agitation, paranoia, delusion,
hallucinations and mania. SC may also affect
cognitive functions and was found to cause
exacerbation of underlying psychiatric symptoms.
We describe a 29-year-old African-American male
who was admitted 11 times to an acute inpatient
unit from August 2013 to September 2015. Lengths
of stay varied from 1 to 37 days. Presenting
symptoms usually included bizarre behavior,
paranoia, mania and disorganization. Most
importantly, he self-reported K2 use immediately
prior to every admission. During his inpatient stays,
the patient has received a number of medication
trials: divalproex sodium, chlorpromazine,
haloperidol, haloperidol decanoate, olanzapine,
risperidone, paliperidone palmitate and aripiprazole.
Divalproex sodium was given throughout every
hospital course. Most medications or combinations
of medications were effective in resolving acute



psychotic symptoms but failed to prevent frequent
relapses or readmissions, except haloperidol
decanoate, which may be favorable in decreasing
relapse or readmission. For example, the patient was
able to maintain uninterrupted outpatient treatment
for 396 days after haloperidol decanoate treatment
(100mg IM every four weeks). In contrast, his
uninterrupted outpatient treatment ranged from 1
to 37 days while on primarily second-generation
antipsychotics. Current findings suggest that first-
generation antipsychotics, long-acting injectables in
particular, may offer a sustained effect in reducing
readmissions associated with K2-induced psychosis.
Further investigation may be warranted to
understand the precise mechanism of such effects of
first-generation antipsychotics.
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SEROTONIN SYNDROME IN THE BURN ICU
Lead Author: Taylor Tobkes, M.D.
Co-Author(s): Rana EI-Maghraby, M.S..

SUMMARY:

Background: Diagnosing and treating serotonin
syndrome continues to challenge clinicians in many
patient care settings. This is in large part due to the
diverse array of mechanisms that can trigger a
serotonergic surge in the central and peripheral
nervous systems. Here we present a unique case of a
patient with depression previously well controlled
on escitalopram whose ethnicity and acute medical
condition put him at an increased risk of developing
serotonin syndrome. Case: Mr. L. is a 32-year-old
Chinese man with a history of depression well
controlled with escitalopram 10mg, who was
admitted for treatment of partial-thickness burns
covering half of his total body surface area. The
patient was in a significant amount of pain, which
was controlled with fentanyl 250mcg IV during
wound care as well as hydromorphone 6mg as
needed. CL psychiatry was consulted on day 10 in
response to the patient endorsing intrusive
memories of the fire, recurrent nightmares,
hyperarousal and significant sleep disturbance.
Given these symptoms, the patient was diagnosed
with acute stress disorder. His primary team was not
aware of his psychiatric history, and thus, his home
psychiatric medications had not yet been started. He
was restarted on home dose escitalopram 10mg as
well as olanzapine 5mg at bedtime and 2.5mg g8h as
needed for anxiety and/or agitation. On day 14, four
days after starting psychotropic medication, the
patient was found to have hypoactive delirium and

was hyperthermic to 38.5A°C. His physical exam was
remarkable for myoclonic jerks in his upper and
lower extremities, fine resting tremor in his upper
extremities and intermittent dyskinetic movements
of the lips and tongue. Discussion: There was a high
suspicion for serotonin syndrome in the setting of
restarting  escitalopram, and therefore, all
serotonergic  agents (escitalopram, fentanyl,
olanzapine) were stopped with full resolution of
symptoms within 24 hours. The etiology of Mr. Li’s
serotonergic surge was likely multifactorial in nature.
The patient was started on a serotonergic agent
(escitalopram)  while  concurrently  receiving
moderately high doses of a serotonergic opioid
(fentanyl) as well as an antipsychotic agent
(olanzapine), which can enhance the serotonergic
effect of serotonin modulators. Moreover, burn
patients have been shown to have higher levels of
serotonin in both healthy and burned tissue than in
controls, which may exacerbate symptoms related to
peripherally acting serotonin. Finally, it is possible
that such metabolism was further impaired due to
“slow metabolism” polymorphisms in the CYP2D6
enzyme, which are commonly seen in the Chinese
population. It is likely that this confluence of factors
triggered a dangerous response in a patient who had
previously tolerated escitalopram. As such,
physicians should not overlook serotonin syndrome
as a diagnosis if a patient has previously tolerated a
direct serotonergic agent like an SSRI.
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METABOLIC SIDE EFFECTS OF THE RISE: THE USE OF
METFORMIN TO COUNTERACT CLOZAPINE-
INDUCED ADVERSE REACTIONS—A CASE REPORT
Lead Author: Celia Varghese, M.D.

Co-Author(s): Donald Kushon, M.D., Munjerina A.
Munmun, M.D., Joanna Beyer, D.O., Yiging Miao,
M.S., Rachel Hess, M.S..

SUMMARY:

Background: Clozapine has been the most effective
medication for treatment-resistant schizophrenia.
However, with this exceptional medication also
come inimical side effects. In the past decade, there
has been growing concern among psychiatrists that
the use of clozapine may be related to adverse
metabolic effects. For example, in phase 3 of the
CATIE schizophrenia trial, those who took prolonged
periods of clozapine reported weight gain and an
upsurge in the blood levels of glucose, triglycerides
and glycosylated hemoglobin. We will discuss a case
report of a patient taking metformin whose



metabolic parameters were stabilized so the patient
could be maintained on clozapine. OBJECTIVES: To
determine the effectiveness of metformin in
negating adverse metabolic side effects. Case: A 23-
year-old African-American female presented with
acute psychosis as manifested by disorganized
behavior and thought, increased auditory
hallucinations, lack of self-care and agitation. She
was prescribed chlorpromazine 50mg TID, divalproex
sodium 1,250mg q12 hours, haloperidol 20mg BID
and benztropine 2mg ql12 hours. However, she
continued to have disorganized thoughts, auditory
hallucinations, episodes of agitation and aggression.
The decision was made to give her clozapine. She
was started on metformin 500mg BID with meals.
Her initial weight was 77.1kg (171lbs), BMI 29,
Glucose 84mg/dl and triglyceride 90mg/dI. Clozapine
was slowly titrated upward. She gained 1.3kg three
weeks after starting clozapine. However, her
metabolic panel was WNL. Her HbAlc was 5.2%,
glucose 80mg/dl and triglyceride 52mg/dl.
Metformin was increased to 850mg BID with meals
after three weeks. During the latter three weeks, the
metformin was increased to 1,000mg BID with meals
to maximize stabilization. At the end of six weeks,
her weight was 79.2kg (174lbs), BMI 32 and glucose
93mg/dl. Clozapine was 150mg q12 hours at the end
of six weeks. Her psychotic symptoms decreased.
She became more logical, had decreased auditory
hallucinations and decreased agitation. Discussion:
During the initial three-week period, she
demonstrated slight weight gain. Metformin was
increased to correct the effects of the medication’s
side effects. Her weight continued to increase a
minimal rate at the end of six weeks. In a total of six
weeks, the patient gained three pounds. Moreover,
her glucose, triglyceride and HbAlc continued to be
WNL during the six-week period, stabilizing her
metabolic effect. Conclusion: One of the challenges
faced by clinicians today is dealing with adverse side
effects from long-term antipsychotic medications.
Sustaining a healthy metabolic control becomes
difficult, especially on an inpatient psychiatry unit
when patients have sedentary lifestyles and poor
diet. Due to this growing concern, more studies are
needed to establish metformin as an evidence-based
intervention needed to fight medical complications
from long-term antipsychotic side effects.
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12-YEAR-OLD WITH LANDAU-KLEFFNER SYNDROME
AND NONEPILEPTIC SEIZURES: A COMPLEX CASE
PRESENTATION WITH LITERATURE REVIEW

Lead Author: Divya Vemuri, M.D.
Co-Author(s): Jennifer Vinch, M.D.

SUMMARY:

Background: Landau-Kleffner syndrome (LKS) is one
classification within the broader group of childhood-
onset encephalopathies caused by electrical status
epilepticus during sleep (ESES). LKS is a form of
acquired aphasia, typically presenting with normal
development for several years followed by
deterioration of language function. Within the
category of ESES, executive functioning skills also
decline.  Treatment options include using
antiepileptic agents and surgical options. However,
even with aggressive treatment, some patients
continue to have seizures and ongoing language
deficits, resulting in impairment of functioning. Case:
A 12-year-old female presented to the outpatient
clinic with a history of Landau-Kleffner syndrome,
variably diagnosed as ESES previously, and
psychogenic nonepileptic seizures precipitated by
intense anxiety and fear of having seizures as well as
an inability to express herself. She was referred by
her neurologist for management of anxiety, as she
was having as many as seven nonepileptic seizure
episodes per day, precluding her from attending
school and significantly interfering with daily
functioning. Anxiety had occurred for years in
various settings, including home, school and other
public places. Her triggers included being in large
crowds, noisy places, and being given certain
homework. Her symptoms began prior to the onset
of seizures at the age of seven but drastically
increased after the onset of her seizure disorder,
worsening as her ability to use language decreased.
In terms of pharmacological treatment, she had
been tried on fluoxetine in the past, but it increased
her seizure activity and was consequently
discontinued. SSRIs have the potential to lower the
seizure threshold. Therapeutically, she had been
participating in therapy but was not succeeding due
to her loss of language skills. A literature search was
conducted to examine treatment options least likely
to lower the seizure threshold. She was recently
started on escitalopram and has had some
improvement in anxiety. Therapy has been targeted
at improvement of communication skills and
expression of internal states, with some gains. The
frequency of nonepileptic seizures has decreased
dramatically. Discussion: Syndromes with electrical
status epilepticus during sleep (ESES) include
Landau-Kleffner syndromes. Patients with Landau-
Kleffner syndrome may continue to have seizures



despite being on antiepiletic medications. This leads
to  significant  impairment of  functioning.
Management of conditions such as mood and
anxiety disorders in these patients also requires
special consideration of the unique challenges of
doing therapy and prescribing medication.
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RAGE AGAINST SELF AND OBJECT: A CASE REPORT
OF TREATMENT-RESISTANT SCHIZOPHRENIA WITH
LITERATURE REVIEW

Lead Author: Chittranjan B. Verma, M.D.
Co-Author(s): Stan P. Ardoin, M.D.

SUMMARY:

This is the case of a 30-year-old Caucasian male with
a long history on the inpatient unit of schizophrenia
manifesting in outbursts against the water fountain
who broke the door frame from the wall.
Sometimes, he directs this rage against himself, not
showering for months. He has delusions that his
parents have been replaced by strangers. He has
been given robust trials of antipsychotic
medications, including clozapine, haloperidol
decanoate, aripiprazole depot, paliperidone depot,
chlorpromazine, etc., without much symptom
control. He presents a challenge on the inpatient
unit and a challenge for placement in the
community. We will review the literature for
treatment-resistant cases of schizophrenia and
therapeutic challenges that this condition may
present.
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MICROVASCULAR CNS LESIONS, HYPOMANIA,
SEIZURE ACTIVITY AND PSEUDOBULBAR AFFECT IN
THE ELDERLY: A CASE REPORT

Lead Author: Ankita Vora, M.D., M.P.H.

Co-Author(s): Farhoud Faraji, M.S., William M.
Redden, M.D., George T. Grossberg, M.D.

SUMMARY:

Case: A 65-year-old Caucasian female with history of
anxiety, bipolar disorder and breast cancer in
remission for six years presented with babbling,
head deviated to the right, arms flexed in tonic-
clonic posture and sialorrhea. The episode lasted
approximately 60 — 120 seconds, during which she
was unresponsive to external stimuli. A six-month
history of change in behavior and memory was
reported. This included episodes of confusion, labile
affect and uncharacteristically impulsive behavior,
resulting in loss of employment and legal action

against her. On exam, she displayed intermittent
episodes of confusion and emotional lability, rapidly
alternating from pleasant and hypomanic to tearful
affect four to five times in a 20-minute interval and
despondent with no apparent external triggers.
Medications included venlafaxine 150mg daily for
depression and alprazolam 0.25mg prn for anxiety.
Infectious and reversible causes were ruled out with
cerebrospinal fluid and serum laboratory tests. Urine
drug screen tested positive for cannabinoids. A brain
MRI three months prior identified a nonenhancing
hyperintensity (4mm) in the subcortical white matter
of the left frontal lobe that was consistent with small
vessel ischemia. In addition, three other
nonenhancing hyperintensities were detected in the
deep white matter of the mid pons, right frontal lobe
and left posterior frontal lobe. On admission, MRI
showed scattered punctate periventricular and
subcortical white matter hyperintensities. FDG-PET
study of brain showed normal physiologic FDG
distribution with no detectable areas of
hypometabolism. Electroencephalography (EEG)
performed 24 hours after admission showed slow
background activity, indicating bilateral cerebral
hemispheric dysfunction consistent with a mild
encephalopathy and one right frontal onset clinical
seizure during photic stimulation. EEG was repeated
without photic stimulation 48 hours after admission
and showed initial mild encephalopathy that rapidly
improved to normal wave forms with no interictal or
ictal epileptiform activity. A third EEG two hours
later showed normal activity. She scored 25 out of
30 on the Saint Louis University Mental Status
(SLUMS) questionnaire. The Center for Neurologic
Study Lability Scale (CNS-LS) was completed with
help from her son, as she continued to be confused
and emotionally labile, frequently breaking into
bouts of unprovoked crying. CNS-LS score was 19.
Valproate 500mg BID was started, which showed
improvement in her hypomanic symptoms but little
to no improvement in pseudobulbar affect (PBA) at
her two-week outpatient follow up. Discussion: It is
important for physicians to consider pseudobulbar
affect as an accompaniment to seizure activity in
older adults that at times could be triggered by
microvascular lesions of the CNS. Valproate helped
suppress hypomanic symptoms and seizures, but
consideration should be given to
dextromethorphan/quinidine if there is worsening of
the PBA component.
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UNDOCUMENTED IMMIGRANTS IN PSYCHIATRIC
WARDS: A CASE REPORT AND CONCISE REVIEW
Lead Author: Mike Wei, B.S.

Co-Author(s): Katherine Lubarsky, Bernadine Han,
Janna Gordon-Elliott, Jonathan Avery

SUMMARY:

The United States has become home to increasing
numbers of undocumented immigrants, particularly
those from Latin America. While Latino immigrants
are relatively healthy upon arrival, they are
paradoxically more likely to have poor health and
low socioeconomic status after arrival. This decline
can be attributed to lack of documentation, difficulty
accessing health care, language and cultural barriers,
poverty, discrimination, and exploitation by
employers. Overall, the US health care system
spends roughly S$2 billion a vyear caring for
undocumented immigrants. Three guiding laws
govern care for undocumented immigrants: the
Emergency Medical Treatment and Active Labor Act
(EMTALA), Medicaid and Medicare Conditions of
Participation. However, these laws not only provide
grossly inadequate compensation for hospitals, but
no laws exist governing discharge planning or
compensation for long-term care following
discharge. Laws governing repatriation are sorely
needed: without them, patients are vulnerable to
abuse and unethical conduct. We present the case of
a Honduran undocumented immigrant presenting to
the ED following acute psychosis. Following his
stated desire to return, we assisted him with
repatriation to Honduras. Given the dearth of
publications  regarding the intersection of
undocumented immigrants in the U.S. with the
psychiatric world, we provide a concise review of
care of undocumented immigrants.
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DEPERSONALIZATION/DEREALIZATION:
NEUROBIOLOGY, PSYCHODYNAMICS AND A CASE
IN SCHIZOPHRENIA

Lead Author: Bryce Wininger, M.D.

Co-Author(s): Mayada Akil, M.D., Kurt Ela, Psy.D.

SUMMARY:

Background: Depersonalization (DP) is the
dissociative phenomenon involving a subjective
sense of detachment from the self or of being an
outside observer of oneself. Derealization (DR)
involves the sense that the external world is

“unreal." Both these phenomena occur in a number
of neurological and psychiatric disorders and in
response to some medications and substances.
Examples include temporal lobe epilepsy, traumatic
brain injury, borderline personality disorder,
dissociative identity disorder, the use of ketamine,
etc. Less well-described is the occurrence of these
phenomena in schizophrenia, as illustrated in the
following case. Case: B.R. is a 31-year-old man who
has been seen in the psychopharmacology clinic at
MedStar Georgetown University Hospital
Department of Psychiatry for nearly ten years. He
originally presented with auditory hallucinations,
paranoid delusions, and thought disorganization; he
also endorsed depressive, obsessive-compulsive, and
anxiety symptoms. Additionally, he described
depersonalization and derealization experiences that
began around the same time as his psychotic
symptoms. These are characterized as suddenly
feeling as if he and the entire world are “unreal,”
causing a significant level of distress. This is
described as a truly sensory experience, not just a
delusional interpretation of his surroundings. B.R.
has been medication-compliant, lives a stable life at
home with his parents, and has managed to
complete an undergraduate degree at a prestigious
university over a period of eight years. He is on a
complex psychopharmacological regimen including
clozapine and an antidepressant. His psychotic and
mood symptoms have improved, but his dissociative
symptoms remain problematic and distressing.
These symptoms emerge sometimes as a
consequence of introspection and when in crowded
places. He does not experience these phenomena
when immersed in physical or cognitive activities at
home (housework, computer work, etc.). B.R. is also
engaged in regular psychotherapy that includes
reality testing, supportive therapy, and behavioral
interventions. Objective: Depersonalization and
derealization are important neuropsychiatric
phenomena that occur across a wide range of
disorders, but have rarely been reported in
schizophrenia. This poster will have three aims: 1) To
illustrate the clinical challenges posed by DP/DR in a
case of schizophrenia, particularly in determining the
appropriate psychopharmacological and
psychotherapeutic treatments; 2) To review the
literature on the neurobiology of DP/DR; and 3) To
discuss the psychodynamic characterization of
DP/DR, particularly in the context of a psychotic
iliness.
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THE IMPACT OF MEDICATION ON TEETH PULLING
AND SKIN PICKING

Lead Author: Mohammad Yousuf, M.D.

Co-Author(s): Adam Balkozar, M.D.

SUMMARY:

Objective: To examine the relationship between
worsening of compulsive teeth pulling and
excoriation (skin picking) with use of Vyvanse. Case:
The patient is a nine-year-old Caucasian male with
no prior hospitalization. He had a habit of wiggling
his teeth and skin picking; symptoms started when
he was in kindergarten. It got worse in March 2014,
when he pulled out his first teeth. In the last one
year, he pulled out five permanent teeth and two
baby teeth. The last two incidences happened in
school. Children division got involved and referred
him for psychiatric evaluation The patient was
diagnosed with GAD, OCD and ADHD. He had been
taking fluoxetine (SSRI) 5mg daily and Vyvanse 50mg
daily for the last one vyear, prescribed by his
pediatrician. The adoptive mom noticed significant
improvement in his ADHD symptom, but his anxiety
and OCD symptoms have gotten worse. Clinical
course: After the psychiatric evaluation, we decided
to discontinue Vyvanse with slow titration. Initially,
we decreased the dose of Vyvanse to 40mg daily,
and we started clonidine 0.05mg bid and also
increased the dose of fluoxetine (SSRI) to 10mg daily.
On the next visit, the adoptive mother reported
improvement in symptoms. We continued his
treatment plan, finally able to discontinue his
Vyvanse and increase the dose of fluoxetine (SSRI) to
20mg daily. The patient tolerated the transition with
no adverse effect. His adoptive mom noticed
complete remission of symptoms, including no teeth
pulling or skin picking behavior, since discontinuing
Vyvanse. Conclusion: This case highlights a few
important points for discussion. The patient’s teeth
pulling could be a manifestation of OCD symptoms
or could be due to stereotypies, which are also very
common in children. Vyvanse is FDA approved for
ADHD. Although his adoptive mother noticed
significant improvement in ADHD symptoms, his
compulsive teeth pulling and excoriation (skin
picking) got worse. Based on this case report, we can
suggest that Vyvanse was most likely the causative
agent for his worsening OCD symptoms. His
symptoms resolved after discontinuing Vyvanse.
Although we simultaneously increased the dose of
fluoxetine (SSRI) to 20mg daily with slow titration
and started clonidine, the improvement in symptom
was observed even before we increased the dose of

fluoxetine (SSRI) to 20mg daily. Considerably more
work in this area will be needed before this
relationship can be fully understood and treated
with maximum efficacy. There is a great need for
research to determine how patients with ADHD and
comorbid conditions of teeth pulling and skin picking
can be diagnosed and what effective treatment and
strategies can best meet their needs.
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PREDICTION CHALLENGES OF READMISSION IN THE
PSYCHIATRIC INPATIENT SETTING: A RESIDENT-RUN
PERFORMANCE IMPROVEMENT INITIATIVE

Lead Author: Muhammad Zeshan, M.D.

Co-Author(s): Katya Frischer, M.D., Panagiota
Korenis, M.D., Wen Gu, Ph.D., Sasidhar Gunturu,
M.D., Lakshmi Priya Munnangi, M.D., Maria
Reynoso, M.D., Raminder Cheema, M.D., Amina
Hanif, M.D., Aos Mohammed Ameen, M.D.

SUMMARY:

Hospital 30-day readmission rates have become a
growing concern in health care. According to the
Center for Medicare and Medicaid Services (CMS),
hospital readmissions potentially cost Medicare
more than $26 billion annually, and an estimated
$17 billion of that expenditure is due to
readmissions that could have been avoided. The
data show that one of the top five causes of
readmission is mental and/or substance use
disorders, which accounts for about one in every
seven Medicaid readmissions. A closer look at the
data reveals important concerns about the factors
driving readmission. While there are no definitive
predictors of readmission, specific clinical factors
have been identified to assess a patient’s risk of
readmission. Historically, the LACE score (length of
stay, acuity of admission, comorbidities and
emergency department visits in the previous six
months) has been utilized as a tool to assess a
patient’s likelihood of readmission. The expected
probability of a 30-day readmission for each point
ranges from 2% for a LACE score of 0 to 43.7% for a
LACE score of 19. LACE is a tool established within
medical/surgical settings, and there is no data
indicating that the LACE score reflects an accurate
risk of readmission if applied in an acute psychiatric
setting. Recent evidence suggests that the READMIT
score (repeat admissions, emergent admissions (i.e.,
harm to self/others), diagnosis (psychosis, bipolar
and/or personality disorder), unplanned discharge,
medical comorbidity, prior service use intensity and
time in hospital) correlates better to the risks of



readmission in a psychiatric population. Bronx
Lebanon Hospital Center is a private, nonprofit,
urban hospital situated in a poor, mostly African-
American and Hispanic neighborhood in the South
Bronx. Bronx Lebanon hospital uses the LACE tool to
identify patients at risk for readmission. No studies
exist directly comparing the predictive value of the
LACE tool to the READMIT tool. We conducted a
performance improvement project to identify which
tool better predicts readmission to an inpatient
psychiatric unit. We identified 65 patients admitted
to our acute psychiatric inpatient service in 2015
who have been subsequently readmitted. We
compared them with a group of 65 patients who
were not readmitted during the same time period.
We compared the LACE score and the READMIT
score for all patients to identify which tool is a more
accurate predictor of readmission for our patients.
We believe this information will help clinicians target
patients more accurately in order to decrease
psychiatric readmission rates.

MEDICAL
POSTER 2

STUDENT-RESIDENT COMPETITION

NO. 1

DISSEMINATION AND IMPLEMENTATION OF CBT
FOR DEPRESSION: EXAMINING ATTITUDES,
THERAPY PATTERNS AND LEVEL OF COMPETENCY
AMONG THIRD-YEAR CLINIC RESIDENTS

Lead Author: Earl Andrew B. De Guzman, M.D.
Co-Author(s): Martha Zimmermann, B.A., Kate
Wolitzky-Taylor, Ph.D., Isabel Lagomasino, M.D.,
M.S.H.S.

SUMMARY:

Background: A World Health Organization (WHO)
study found that 40% of disability worldwide is due
to depression, having worse impacts on daily
functioning compared to nonpsychiatric illnesses
(e.g., asthma, diabetes, arthritis, angina), with
another study predicting depression to be the
leading cause of disability in high-income countries
by 2030. Cognitive Behavioral Therapy (CBT) is an
empirically supported treatment (EST) for first-line
treatment of major depressive disorder (MDD).
Despite numerous studies pointing to the efficacy
and effectiveness of CBT, there are several barriers
to implementation of CBT: therapist/patient
attitudes, public mental health policy, time and
setting factors, among others. These barriers are
especially salient in delivering cost-effective,
evidence-based care to those facing psychosocial

challenges. Objective: To examine treatment and
referral patterns for CBT in the clinic to document
the low implementation of CBT and referral to CBT
for unipolar depression and to explore barriers to
disseminating and implementing CBT. This will allow
us to see if more directive dissemination and
implementation efforts are needed beyond the
requirements of the 3rd year outpatient curriculum
in order to increase adoption and use of CBT in the
clinic or if the current training model is sufficient for
change. Methods: Retrospective, systematic chart
review of the EMR of selected patients with unipolar
depression. Therapy patterns of CBT utilization: offer
and delivery by residents as part of one’s supervised
caseload, referral to an in-house master’s level social
worker and outside referral to a clinic that provides
CBT.  Utilization was  determined through
documented offer, discussion, delivery or treatment
progression/goals related only to CBT. Residents
completed a battery of questionnaires towards the
end of the academic year after having completed
requirements for their weekly supervised CBT
control cases, didactics and formulation. Results:
The majority of patients (nearly 90%) received
psychotropics. Supportive psychotherapy was the
predominant delivery of psychosocial treatment.
CBT was delivered to 11% of patients with
depression, with Socratic questioning, behavioral
activation and feedback as the main forms of CBT
intervention. The highest cited barrier to CBT
implementation was residents’ perceptions that
patients would not be receptive; others include lack
of time, discomfort and lack of reward with its use
(despite strong pride); Axis Il and IV comorbidities;
and a patient’s low cognitive ability. Conclusion:
There is a lack of dissemination and implementation
of CBT for depression among community mental
health clinics. This highlights the need for residents
to be trained in transdiagnostic, flexible approaches
to delivering CBT. Specific CBT modules on how to
account for these barriers more efficiently and direct
marketing to patients may potentially widen access
to ESTs among the underserved.

NO. 2

PREVALENCE OF METABOLIC SYNDROME IN A
POPULATION BEING SERVED BY AN ASSERTIVE
COMMUNITY TREATMENT TEAM

Lead Author: Jonathan Fairbairn, M.D.

Co-Author(s): Tarig Munshi, M.D., Farooq Naeem,
M.D., Jane Baldock, M.D., Martin Feakins, M.D.

SUMMARY:



Background: Metabolic syndrome (MetS) is defined
by the co-occurrence of risk factors for both
cardiovascular disease and type 2 diabetes. These
include high blood pressure, high cholesterol, high
blood sugar and abdominal obesity. This condition is
associated with significant morbidity and mortality
from cardiovascular events and from all-cause
mortality. MetS occurs at a higher rate in patients
with serious mental illness compared to the general
population. OBJECTIVES: 1) Discuss the role of
routine monitoring for metabolic syndrome in
patients with severe and persistent mental illness; 2)
Review the importance of considering a patient’s
individual risk for metabolic syndrome when
prescribing pharmacotherapy; 3) Discuss the role of
lifestyle modification in optimizing risk factors for
MetS. Methods: A chart review was performed on
patients served by the Frontenac Assertive
Community Treatment Team (ACTT) in Kingston,
Ontario, Canada (n=71). Measurements including
blood pressure, body mass index (BMI), waist
circumference, fasting cholesterol and fasting blood
sugar levels were extracted. Additional information
including  patient  demographics, psychiatric
diagnosis and prescription medications were
collected and analyzed. Descriptive statistics were
performed to determine the prevalence of MetS
within this population. Results: The prevalence of
MetS amongst patients served by the Frontenac
ACTT was calculated at 31% (n=22). Amongst
patients with MetS, 41% (n=9) were prescribed
olanzapine, clozapine or both medications. Amongst
the ACTT patients, 14% (n=10) were prescribed a
metabolically neutral antipsychotic. There was an
association between prevalence of MetS and
increasing patient age. Conclusion: MetS is
important to identify because it is associated with an
increased risk of serious health conditions such as
heart disease and stroke. Identifying MetS is
important in order to implement strategies to
manage modifiable risk factors and optimize
pharmacotherapy.

NO. 3

INTEGRATING AND REDESIGNING MENTAL HEALTH
AT PRIMARY CARE LEVEL: TRIPLEAIM UNIVERSAL
MPSYCHIATRY (TRIUMPH) MODEL

Lead Author: Abhishek Rai, M.D.

Co-Author(s): Sushant Dahiya, M.B.B.S.

SUMMARY:
Objective: 1) Understand the gap in mental health
services at the primary care level leading to a huge

burden in terms of loss of lives, DALY, economic loss
and extra burden on the health care system; 2)
Achieve Triple Aim: integrating patient
empowerment; 3) Understand the concept of m-
psychiatry and the proposed structure of the TRUMP
model; 4) Plan the way forward: testing, validation
and implementation road map of the TRUMP model.
Background: National Institute of Mental Health
(NIMH) statistics show that nearly 61.5 million
Americans experience mental illness in a given year,
and about 13.6 million are living with a serious
mental illness. As per NIMH statistics, serious mental
illness costs America $193.2 billion in lost earnings
per year. The WHO and WONCA (World Health
Organization and World Organization of Family
Doctors) global report on “integrating mental health
into primary care” highlighted that only a minority of
psychiatric patients receive basic treatment, and the
most viable way of closing the gap is to integrate
mental health services into primary care. Our aim is
to share the Triple Aim Universal M-Psychiatry
(TRUMP) model, a mitigation strategy for Integrating
and redesigning mental health at the primary care
level. The TRUMP model aims to achieve the Triple
Aim (better population health, enhanced patient
experience and reduced cost of care) by enabling
and training the primary care center and its staff
with mental health triage and an effective, validated
follow-up and referral system. The system would
target both the primary undiagnosed/diagnosed
mental disorder patient population as well as high-
risk groups like HIV/AIDS, oncology and other
comorbid chronic illnesses. The TRUMP model also
aims to empower the patient with a well-stitched
network with the patient at the center in order to
educate and empower not just the patient but also
his or her support system (PCP, allied health care
professionals, family, friends and psychiatrist). The
heart of the program lies in empowering and
optimizing time available, with both the patient and
the physician using existing systems and integrating
it with m-psychiatry. Currently, more than 65% of
Americans use smartphones, and everyone is
connected with the Internet via different devices,
but in the clinical world, technology is still highly
underutilized. M-psychiatry would serve as a
foundation for the TRUMP model. It is a mobile/web
application through which individuals can 1) access,
manage and share their health information, 2)
educate themselves, 3) access and manage the
health information of others (for whom they are
authorized) and 4) connect with their primary care
circle in a private, secure and confidential



environment. This poster will be a platform to share
and discuss the proposed TRUMP model and the
best way to move forward with its testing, validation
and implementation on a mass scale to help achieve
the U.S. government mental health targets of
Healthy People 2020.

NO.4

PROGRAM DEVELOPMENT OF A
BUPRENORPHINE/NALOXONE (BUP/NX)
OUTPATIENT PROGRAM IN A SAFETY NET HOSPITAL
Lead Author: William Levitt, M.D.

Co-Author(s): Joseph J. Berman, M.B.A., Jeffrey A.
Berman, M.D., Therese Grayner, M.S.

SUMMARY:

The opioid use disorder (OUD) epidemic continues to
escalate. Bup/Nx maintenance treatment was
introduced in 2003 with passage of DATA 2000,
meant to increase access to treatment. However,
Bup/Nx outpatient treatment (OTP) is resisted by
most community and public mental health providers.
Bergen Regional Medical Center is a 323+ bed
behavioral health (BH) and substance use disorder
(SUD) “safety net” hospital for Bergen County and
the State of New Jersey. Objective: We describe the
process of designing and implementing a Bup/Nx
OTP to treat an underserved/”safety net”
population. Methods: We employed need-reflected
epidemiology and recurrent media reports of opioid-
related deaths, particularly among individuals aged
18 — 25]. This Bup/Nx OTP was designed and
implemented by a sequential multi-step process: 1)
The need for Bup/Nx OTP was defined. Substance
use is a major problem in the U.S. (more than $700
billion spent annually on health care—costs related
to crime and lost work productivity). There is also a
lack of access to treatment. Only a small percentage
of patients with OUDs obtain treatment; 2) Key
decision makers were identified and consulted
regarding program development, and their support
was elicited and obtained; 3) Multi-disciplinary
(psychiatry, BH counseling, nursing and support
staff) team meetings were held. Input was solicited;
objections to implementing a Bup/Nx OTP program
were discussed, debated and resolved; 4) Resource
allocation was determined and a budget was
developed; 5) The model was based on safety;
evidence-based practice; and sensitivity to local,
institutional and community needs. A professionally
mediated support group model augmented by
individual therapy was the primary mode of
treatment; 6) Policies and procedures defined

treatment goals, methods and measurement of
outcomes; 7) Program operation commenced within
six months of proposal; 8) Preliminary 36-month
review of treatment outcomes is commencing.
Conclusion: 1) Bup/Nx outpatient treatment is viable
in a “safety net” hospital; 2) Insightful policies and
procedures ensure that medication-assisted
treatment (MAT) is combined with psychosocial
treatment while minimizing diversion and misuse of
Bup/Nx; 3) This project suggests the need for more
detailed analysis to define “best practices” in
delivery of Bup/Nx OTP in a “safety net” setting.

NO.5

THE UNIVERSITY OF VIRGINIA-GUATEMALA
INITIATIVE: MENTAL HEALTH CARE DELIVERY IN
LOW-RESOURCE SETTINGS

Lead Author: Souraya Torbey, M.D.

Co-Author(s): Jessica Ohana Gonzales, David Burt,
Larry Merkel

SUMMARY:

In 2012, Disability Rights International declared that
the conditions of the patients at Frederico Mora
were dreadfully inhumane. Consequently, the Inter-
American Commission on Human Rights issued an
“emergency measure” ordering the government to
address these issues. On December 4, 2014, the BBC
issued a report regarding the deplorable state of
psychiatric services in Guatemala, documenting that
nothing had been done. As part of the University of
Virginia-Guatemala initiative, the  psychiatry
department initiated a project with the goal of
creating a collaboration aimed at improving mental
health. A psychiatry resident who acted as an
investigator spent four weeks in Guatemala
researching the strengths and weaknesses of the
present mental health care system. The field work
consisted of interviewing different mental health
workers ranging from psychologists working with
individuals in private practice, victims of the war in
rural areas, sexually abused women and prisoners
convicted of drug trafficking, to professors at the
public universities. Based on this field work, it is
evident that the mental health system in Guatemala
lacks infrastructure and organization. The main
providers of mental health outside of the capital
were found to be fresh psychology student
graduates with no training in psychotherapy. The
findings of this fieldwork will be presented and
discussed. The next step in our project is to create an
interactive learning experience between the
Guatemalan public schools psychology department



and the Department of Psychiatry at UVA, utilizing
telepsychiatry technology. The goal is to implement
psychotherapy workshops in order to create a
sustainable learning environment that will increase
the capacity of local mental health providers while
gaining experience working in developing settings. It
is hoped that this model may provide a blueprint for
increasing access to and effectiveness of delivered
care in other low-resource settings.

NO. 6

CLINICAL IMPLICATIONS OF COMPANION ANIMALS
IN PATIENTS WITH SERIOUS MENTAL ILLNESS

Lead Author: Sa Eun Park, M.D.

Co-Author(s): Gary Swanson, M.D.

SUMMARY:

Clinicians ought to examine the role of companion
animals (pets) in patients with serious mental illness
and the clinical implications of such animals in the
care of mental health patients. According to the
2015 — 2016 APPA(Animal Pet Products Association)
National Pet Owners Survey, 65% of U.S. households
own a pet. With an estimated 25% of U.S. adults
having a mental illness, there is an increasing need
to evaluate the role of companion animals in
patients with mental illness and to elucidate the
clinical implications of companion animals in the
care of mental health patients both in the inpatient
and outpatient mental health care settings.
Companion animals can affect many aspects of a
patient’s life, including social environment, financial
stressors, primary support and social recovery.
Although many studies have shown the physical and
psychological benefits of companion animals, not
many studies have explored the significance of
companion animals in the lives of mental health
patients as a social factor and the clinical
implications for mental health providers when
making decisions regarding patient care. Discussion
points: 1) Consideration of companion animals as a
significant social factor during initial evaluation of a
mental health patient; 2) Clinical implications of the
presence of companion animals when making clinical
decisions that may impact the patient’s ability to
care for or maintain such animals (i.e., inpatient
hospitalization, medications); 3) Evaluate the need
for mental health facilities to provide social services
in the form of temporary/permanent placement of
companion animals when needed to ease patients’
concerns about their animals’ safety and well-being;
4) Evaluate the role of companion animals in
patients’ recovery from mental illness and discuss

avenues of social rehabilitation through companion
animals; 5) Discuss the barriers to companion animal
ownership in mental health patients.

NO. 7

IMPEDIMENTS TOWARD CLOZAPINE USE: A SURVEY
OF PSYCHIATRIC TRAINEES

Lead Author: Katherine Robertson, M.D.
Co-Author(s): Venkata Kolli, M.B.B.S.

SUMMARY:

Background: 20 - 60% of patients with
schizophrenia experience treatment resistance, i.e.,
poor response to medication. Clozapine is an
antipsychotic agent reserved for treatment-resistant
schizophrenia and has by far the best treatment
response. 30 — 60% of patients with treatment
resistance improve with clozapine. There seems to
be a propensity towards antipsychotic polypharmacy
in the clinic population. Objective: We plan to survey
the aptitudes among psychiatry trainees toward
prescribing clozapine. Methods: Following [IRB
approval, a paper-based survey questionnaire was
circulated to all psychiatric trainees at the Creighton
Residency Training Program to understand attitudes
toward clozapine use and monitoring in the fall of
2013. Results: A total of 24 out of 38 psychiatric
trainees completed this survey with one survey
request. They rated their comfort level at prescribing
clozapine at a mean of 2.8 on a Likert scale of 1 to 5,
with 5 being most comfortable in prescribing
clozapine. Eleven trainees preferred clozapine with
two antipsychotic failures, and nine trainees selected
trying another nonclozapine antipsychotic as a third
line. Only three trainees preferred antipsychotic
polypharmacy over clozapine. Eleven trainees
reported knowledge deficits as an impediment to
clozapine wuse, and eight trainees cited the
tediousness associated with monitoring as a
deterrent. Six trainees claimed metabolic side effects
being problematic. Conclusion: Trainees recognize
several impediments to clozapine prescription, and
there is a lesser preference toward antipsychotic
polypharmacy.

NO. 8

DEVELOPMENT OF A METRIC FOR EVALUATING
INFECTIOUS DISEASE RISK COMMUNICATION
STRATEGIES

Lead Author: Daniel Witter, M.D., Ph.D.

Co-Author(s): Andrew Pierce, M.D., Sarah Bolis, M.D.,
Kyle Gray, M.D., Veronica Novosad, M.D., Marta
Olenderek, Joseph Thornton, M.D.



SUMMARY:

Risk communication is an ever-growing field of study
broadly defined as the strategies used in conveying
information about potential risks of a given situation
to a particular group of people. For mental health
professionals, the importance of risk communication
is highlighted by the fact that perception of risk can
be distressing and is frequently the cause of anxiety
and PTSD. Metrics to measure the quality of risk
communication strategies are essentially
nonexistent. Our aim was to develop such a metric
and assess inter-rater reliability. Using a set of
twelve risk communication guidelines proposed by
experts in relation to infectious disease, our team of
six psychiatric residents and med students used a
survey-based rating of ten distinct media messages
regarding the Ebola outbreak of 2014 and then
analyzed the results for inter-rater reliability. With
the survey answers treated as nominal data (i.e.,
agree with guidelines, disagree, not applicable), our
analysis of the data for all raters using the Gwet’s
AC1 statistic indicated substantial inter-rater
agreement: 71% (0.65 to 0.78, p<0.005). With the
survey answers ranked and treated as ordinal data
(i.e., strongly agree with guidelines, agree, not
applicable, disagree, strongly disagree—ranked one
to five), our analysis of the data for all raters using
the Gwet’s AC2 statistic also indicated substantial
inter-rater agreement: 66% (0.60 to 0.73, p<0.005).
While a great deal has been written regarding risk
communication and the way it should be practiced,
it is primarily opinion, albeit from experts and based
on a solid theoretical framework, but few if any
efforts have been made to evaluate the quality of
risk communication after it has been conveyed. Our
study indicates that such an evaluation is possible
and can be performed with substantial inter-rater
reliability. We propose that such evaluations can
improve the overall quality of risk communication
strategies with the ultimate goal of reducing distress
related to potential infectious disease crisis
situations, thereby addressing the mental health
needs of the public.

NO. 9

PREVALENCE OF VITAMIN D DEFICIENCY IN
PATIENTS WITH MENTAL ILLNESS WHO ARE
HOSPITALIZED IN INPATIENT PSYCHIATRIC SETTING
Lead Author: Lakshmi Priya Munnangi, M.D.
Co-Author(s): Panagiota Korenis, M.D., Aos Salah
Mohammed Ameen, M.D., Ahmed Albassam, M.D.,
Monica Badillo, M.D., Paulina Riess, M.D.,

Muhammad Zeshan, M.D., Viviana Chiappetta, M.D.,
Timur-Metin Mujdaba, M.D., Jeffrey Levine, M.D.

SUMMARY:

Vitamin D deficiency is common in the U.S.
population, with an overall prevalence rate of 41.6%.
Research also indicates that it is much more
common in particular minority populations, with the
highest rates seen in African Americans (82.1%) and
Hispanics (69.2%). Vitamin D deficiency has been
associated with numerous medical and psychiatric
symptoms. The medical problems include skeletal
disorder, malabsorption syndromes,
hyperparathyroidism and some Iymphomas. In
addition, vitamin D deficiency may be precipitated
by certain medications, including anticonvulsant
medicines. Epidemiological studies suggest that low
levels of vitamin D are associated with mental
illness, including autism, dementia, depression and
schizophrenia. Reviewed literature suggests that
psychiatric patients are less likely to present for
follow up with primary physicians. Psychiatrists thus
play a vital role in managing medical issues that arise
with their patients and are instrumental in educating
their patients about the need for proper follow up
and care. While there have been studies showing
that vitamin D deficiency has been linked to an
increased incidence in depression, the results
assessing the prevalence of vitamin D deficiency on
an inpatient psychiatric unit remain inconsistent. We
conducted a retrospective case control study of
patients who were admitted to the inpatient
psychiatric service for a period of three months.
Using the endocrine society clinical practice
guideline, we assessed risk factors for vitamin D
deficiency and identified those patients who were at
risk for vitamin D deficiency on the inpatient
psychiatric service. This poster will explore the
prevalence of vitamin D deficiency on the psychiatric
inpatient service, identify specific clinical risk factors
of such patients, and consider clinical implications as
well as treatment strategies and management. A
discussion of the utility of having routine vitamin D
screening for all inpatients will also be explored. In
addition, we aim to bring to light the need for future
investigations to better understand the implications
of vitamin D deficiency in the psychiatric population.

NO. 10

VISTA IMPROVEMENT PROGRAM: A LONGITUDINAL
CARE MODEL FOR THE INPATIENT PSYCHIATRIC
SETTING

Lead Author: Andrew Pierce, M.D.



Co-Author(s): Daniel Witter, M.D., Ph.D., Khurshid
Kurshid, M.D.

SUMMARY:

The vista improvement (VIP) program is a targeted
intervention aimed at patients who experience
frequent and recurrent admissions to inpatient
psychiatric units. The VIP program consists of
interventions in five core areas of patient health:
diet, sleep, exercise, interpersonal
communication/social rhythms and health
education. Each of these core areas is addressed
with specific activities designed to impact the lives of
patients with mental illness when admitted to the
inpatient unit and after they have been discharged.
The VIP program was launched in January 2014 and
is currently in use on the “Mood Disorder Unit” at
the UF Health Inpatient Psychiatric Hospital. Staff
training on program implementation and provider
education has been instituted. Practitioners created
an EMR order set to increase accessibility and ensure
ease of use. Integrative partnership by
administration, physicians, nurses, dieticians and
pharmacists was an integral step to providing the
optimum impact of the program and was achieved
early in the program’s formulation. This project aims
to demonstrate the efficacy of the VIP program by
quantifying appropriate outcome measures. Primary
measures evaluated are average length of stay and
readmission rate. Secondary measures include body
mass index, hemoglobin Alc and Beck Depression
Inventory Scale ratings. Primary and secondary
outcome measures evaluate changes surrounding
the implementation of the VIP program with data
gathered from July 2013 through December 2014.
Establishing a model of care that incorporates the
chronic and relapsing nature of many mental
illnesses is imperative to efficient and effective
health care. Recognizing that patient health care lies
on a continuum and using acute psychiatric
admission as an opportunity to address overall
wellness may lead to healthier and happier patients
while simultaneously reducing the average length of
stay and readmission rate. The VIP program was
developed to enrich the well-being of psychiatric
patients at the UF Health Inpatient Psychiatric
Hospital and improve outcomes by emphasizing the
five core areas. As this project advances, outcome
measures will be tracked to evaluate the efficacy of
the program and inform future directions of interest,
including its generalizability to other settings.

NO. 11

PROMISING  EMPLOYABILITY  INTERVENTIONS
TAILORED TO CLIENTS WITH SEVERE AND
PERSISTENT MENTAL ILLNESS: AN INTERSECTORAL
ENDEAVOR IN SAINT JOHN, NB

Lead Author: Laura M. Downing, M.D.

Co-Author(s): M. Havanga, M.D., C. Lamschtein M.D.,
J. Tynski, R.N., W. Moffatt, O.T.

SUMMARY:

Background: Severe and persistent mental illness
has a significant impact on a person’s direct and
indirect economic costs, one’s circle of support, and
society. The RiskAnalytica economic simulation
framework provides population health forecasts
based on illness or disability type and frequency and
demographic  variables, assuming  constant
prevalence rates of mental illnesses. They predict a
direct cost exceeding $290.9 billion by 2041. The
indirect costs could reach $15 billion in 2041.
Furthermore, as Canada’s population continues to
age and grow, the economic consequences of
mental illness will surely increase. This population
faces significant challenges in entering the
competitive  workforce, and, unfortunately,
unemployment is a reality. In June 2015, the New
Brunswick unemployment rate was 10.8% compared
to Canada’s unemployment rate of 6.8%. There is a
well-established link between mental illness and
poverty and compelling reasons to adopt new,
proactive strategies to address the unemployment
rate and related readmission rate to a psychiatric
hospital. Objective: Within the framework of the
Action Plan for Mental Health in New Brunswick, our
proposal was to generate strategies for
circumventing barriers to innovative models of
supportive employment by utilizing current
resources. While there is a wide spectrum of
supportive employment models, we were striving to
generate a novel, cost-effective employability model
feasible in Saint John that could be extrapolated to
other rural areas. Methods: Electronic searches of
PubMed, PsychINFO and ScienceDirect were
undertaken, excluding all articles published prior to
1985. The following search terms were used: mental
health, employment, severe and persistent mental
illness,  psychosis,  schizophrenia,  supported
employment, social enterprises, and individual
placement and support (IPS). Additionally, available
grants for persons with disabilities were reviewed.
Discussion: Supported employment seems to
significantly increase levels of any employment, as
well as increase the length of competitive
employment when compared to other vocational



approaches. Furthermore, supported employment
showed an increase in the length of any form of paid
employment and job tenure for competitive
employment. It was found that the ideal structure
involved practitioners from separate agencies who
displayed the ability to coordinate services
effectively, linking with existing agencies in order to
avoid service duplication and optimize resources.
We identified several organizations able to
collaborate in the development of self-sustained,
successful social enterprise. The initiative begins
with  the assembling of clients, family
representatives and the talents of community
mental health case managers. The program is meant
to have a lasting impact beyond the initial funding,
with the aim of steering clients with severe and
persistent mental illness out of poverty and into
recovery.

NO. 12

THE NECESSITY OF A CHILD AND ADOLESCENT
DETOX UNIT WITHIN A CHILD AND ADOLESCENT
PSYCHIATRIC UNIT

Poster Presenter:Jessica S. Bayner, M.D.

Lead Author: Kalliopi S. Nissirios, M.D.

Co-Author(s): Srinivasa R. Gorle, M.D., Jasmine
Kearse, M.D.

SUMMARY:

Substance abuse is a pestilence with constantly
rising rates. It is an epidemic that affects every
sector of the population regardless of age, gender,
background, culture or financial status. We come
across children as young as eight years old, as well as
the elderly, abusing drugs. Adolescent drug abuse
can be troubling, as it affects individuals at a very
sensitive age and delays their emotional and
intellectual development. Substance abuse is
becoming one of America’s worst health problems,
and the economic impact of early drug abuse is
staggering. It has been documented that substance
abuse disorder is commonly found in adolescents
who suffer psychiatric disorders (ADHD, ODD,
autism). Lifetime prevalence of dual diagnosis that
includes alcohol, drug and mental illness is 32.7%;
the prevalence rate for alcohol and mental disorders
is 13.5%, and the prevalence rate for other drug
disorders and mental illness is 6.1%. Our objective is
to highlight the necessity of a detox unit within a
child and adolescent psychiatric unit.

NO. 13

THE NEED FOR INITIAL ASSESSMENT INTAKE IN THE
PRISON POPULATION

Poster Presenter:Jessica S. Bayner, M.D.

Lead Author: Kalliopi S. Nissirios, M.D.

Co-Author(s): Jasmine Kearse, M.D.

SUMMARY:

According to the 2006 Bureau of Justice statistics
special reports and the 2004 surveys, an estimated
56% of state and 45% of federal prisoners had a
mental health problem. These numbers seem to be
increasing, and there are three to five times more
patients with mental illness in prisons than in
psychiatric facilities. Additionally, many of these
patients have not only one mental health issue, but
also a co-occurring substance abuse disorder,
making their illness more difficult to treat. Currently,
we are likely to miss a substantial number of
prisoners with psychiatric disorders. A key priority to
treat and secure the mental health of the prison
population is effective screening of inmates who are
at risk for undetected psychiatric disorders or who
have a disorder and require continuation of care
while incarcerated. Through telepsychiatry, patients
who were previously unable to get treatment now
can have a sense of freedom, confidence and
understanding of their illness. This would make
patients satisfied with their level of care and more
apt to follow instructions. This method has been
shown to be an effective, cost-efficient alternative to
traditional psychiatric evaluations and has the
potential to benefit both patients and providers.

NO. 14

CAN EXAMINATION OF HAITIAN VODOU IN A
DIFFERENT LIGHT OPEN DOORS OF POTENTIAL
COLLABORATION LONG CLOSED IN THE MENTAL
HEALTH FIELD?

Lead Author: Jennifer Severe, M.D.

SUMMARY:

Background: The substantial variability in people’s
perception of Vodou and the critical and demeaning
tone that is often unwittingly a characteristic of its
practices bring about low credence of potential
collaboration with Vodou healers and Western
psychiatry. Nonetheless, it is impossible to
characterize the potential impact of Vodou on
mental health care without an understanding of the
underlying rationale through which it acts. Methods:
The author completed a literature review on Vodou
and mental health stems from PubMed from196
psychiatric case vignettes and paradigms of



collaboration between Western psychiatry and
Vodou healers in Haiti. Results: Vodou is an African
heritage intertwined with  Catholicism and
Protestantism, slightly different from the Louisiana
and Latino Voodoo. The term “Vodou psychiatrist”
hatched in the Western literature more than 50
years ago, and examination has revealed striking
similarities between the therapeutic framework of
Vodou and that of Western psychiatry. The World
Health Organization refers to Vodou healers as
“consultants or co-therapists." Moreover, the Vodou
encounter favors a schema consonant with
supportive psychotherapy, evidenced by the case
vignettes. Haitians with suicidal thoughts are 7.6
times as likely to prefer Vodou over hospitals or
clinics. Vodou explanatory frameworks displaced
blame and stigma away from suicidal individuals.
Vodou healers have collaborated with Western
psychiatrists in the development of a culturally
informed assessment tool for depression in the wake
of the 2010 devastating earthquake in Haiti. Vodou
healers are now involved in culturally adapted
cognitive  behavioral therapy interventions.
Conclusion: Consensus has yet to be reached on any
potential collaboration in an era where bridging
different disciplines of faith and psychiatry is being
promoted. With training and open collaboration,
Vodou healers will feel empowered to help fill the
gap in mental health care delivery in Haiti and the
United States. From a general standpoint, as skilled
mental health providers, we have a good vantage
point to reconcile and integrate Vodou practices
toward consolidation in a way that does justice to
the presence of Vodou in our patients’ beliefs.
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FILLING THE GAPS: IMPROVING MEDICAL
RESIDENTS’ EDUCATION ON ALCOHOL USE
DISORDERS

Lead Author: Igor Epstein, D.O.

Co-Author(s): Jennifer Michaels, M.D.

SUMMARY:

BACKGROUND AND Objective: There is a well-known
stigma in our society against alcoholics and drug
users. It is not much different in the medical
community, as patients with alcohol and substance
use disorders (AUD and SUD) often bring frustration
and are considered a very challenging population by
general medical practitioners. A lot was written on
establishing treatment relationships with alcoholics
as well as on systematic approach to alcohol and
drug abuse consultation in the general hospitals.

Much effort has been put into improved education
of medical care providers of different fields in
alcohol and other drug abuse, though no consistent
results in patient care were observed. Internal
Medicine (IM) residency training programs often
offer suboptimal education on recognition and
management of AUD despite multiple efforts to
incorporate better training on diseases of addiction
through ACGME competencies and curricular
models. We attempted to assess the current level of
education on AUDs in IM residents of different levels
of training and to investigate if an educational event
could improve knowledge on the subject. Methods:
The study was conducted in a small size community
teaching hospital. A group of predominantly IM
residents (n=25) received an experimental practical
curriculum on AUDs with focus on diagnosis,
assessment and treatment of withdrawal, as well as
long-term management following detoxification.
Participants completed written multiple choice tests
and feedback questionnaires before and following
the interactive didactic event. Results: Pretests
showed a significant difference between the trainees
based on levels of education. Following the
intervention analysis of written test scores revealed
an improvement in both academic and clinical
domains of knowledge among all subsets of
participants (p <0.01). Self-assessment of residents’
confidence and competence also improved.
Interestingly, the change in self-reported knowledge
of treatment was not statistically significant
(p=0.57). Residents found institution-specific
disposition guidelines for alcohol intoxication to be
especially helpful. Conclusion: Additional education
on AUDs could be integrated in IM residency
curriculum and could increase the knowledge of
recognition and management of AUD among
physicians-in-training. Additional training might be
required to further increase awareness of treatment
options past acute inpatient detoxification. Assessing
the changes in clinical practice would be necessary
to determine the actual benefit of the proposal in
patient care. Similar curricula could be designed for
other drug use disorders. This intervention could be
successfully implemented in other specialty and
primary care residency programs.
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OPTIMIZING PSYCHOPHARMACOLOGY EDUCATION
IN PSYCHIATRIC RESIDENCY TRAINING: AN
OVERVIEW OF THE EIGHTH EDITION OF THE ASCP’S
MODEL CURRICULUM

Lead Author: Aimee Dereczyk, M.D.



Co-Author(s): Lamis Jabri, M.D., Deepak Prabhakar,
M.D., M.P.H.

SUMMARY:

In recent years, the practice of psychopharmacology
has seen significant advancements. Trainees need to
be aware of the basic tenets of these advancements
in order to be prepared for the independent practice
of psychopharmacology. Residency programs often
have limited resources to help teach
psychopharmacology appropriate to the level of
training. A survey of residency training directors
reflected a need for a comprehensive yet
customizable psychopharmacology curriculum. We
present an overview of one such curriculum, the
American Society of Clinical Psychopharmacology’s
(ASCP) Model Psychopharmacology Curriculum
(MPC), currently in its 8th edition. The curriculum is
available through a new electronic interface, making
it easily accessible and perhaps flexible for timely
updates. MPC is up to date as of late 2014; it
includes a guide to help organize content over the
four years of residency training. The content
includes more than  eighty  PowerPoint®
presentations covering a wide variety of
psychopharmacology topics, organized by diagnosis
or medication class and subdivided into Crash, Basic
and Advanced courses. Core knowledge and skill
requirements are made explicit, while topics of
special interest are grouped separately. This edition
incorporates updates in geriatric psychiatry, child
psychiatry and substance use disorders, as well as
legal, regulatory and ethical matters. Appendices
include treatment algorithms, rating scales, online
resources, evaluation tools and pearls for
documentation. Moreover, MPC promotes principles
of adult learning theory and includes case-based
exercises, clinical conferences and competitive
learning games. In conclusion, MPC provides a
platform for robust psychopharmacology learning
and addresses the gaps in psychopharmacology
education during residency training.
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SEEKING A BETTER OUTCOME: A SURVEY ABOUT
LGBTQQI2S KNOWLEDGE

Lead Author: Juan A. Rivolta, M.D.

Co-Author(s): Luisa Gonzalez, M.D., Amina Hanif,
M.D., Panagiota Korenis, M.D., Muhammad Zeshan,
M.D.

SUMMARY:

Statistics show that 3.4 percent of American adults
identify themselves as lesbian, gay, bisexual,
transgender, queer, questioning, inter-sex or two-
spirited (LGBTQQI2S). The LGBTQQI2S community
suffers from disparities in physical and mental
conditions, such as higher rates of smoking, alcohol,
substance abuse and STDs (including HIV), as well as
higher risk for anxiety, depression and suicide.
National guidelines for LGBTQQI2S medical care
already exist to assist health care providers in
offering these patients and their families a more
welcoming, safe and inclusive environment.
However, lack of specific training of mental health
providers often results in insensitivity,
discrimination, mistreatment and inappropriate
medical care. The goal of our study was to assess the
impact that training and education for mental health
providers may have on their fundamental knowledge
of the LGBTQQI2S community, their specific medical
issues and the current guidelines for their medical
care. We anonymously surveyed 75 Bronx-Lebanon
Hospital Center staff members before and after a
series of educational interventions that included
lectures, grand rounds and pampbhlets. The surveyed
staff encompassed psychiatrists, residents, nurses,
social workers and activity therapists, and the
anonymous survey consisted of 22 questions and
was offered both electronically and in a paper
format. Our poster will present the pre- and
postintervention data, which showed an increase
(improvement) in the providers’ fundamental
knowledge of the LGBTQQI2S community, their
specific medical issues and the current guidelines for
their medical care after the educational
intervention. We aim to demonstrate that these
educational interventions can improve a provider’s
essential knowledge of the LGBTQQI2S community,
which may lead to increased awareness and
sensitivity, decreased discrimination and improved
overall medical care to this patient population.
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STANDARDIZATION OF THE HANDOFFS IN
PSYCHIATRY RESIDENCY TRAINING

Poster Presenter:Amanpreet K. Mashiana, B.S.

Lead Author: Scott Clark, M.H.S.

Co-Author(s): Rashi Aggarwal, M.D.

SUMMARY:

Background: Transfer of patient care from one
physician to another is an important factor in
preventable adverse health care events. In 2014, The
Joint  Commission found that failures in



communication, such as handoffs, were involved in
64% of sentinel health events. Further, when death
or permanent loss of function due to delay of
treatment occurs, the number one culprit is failures
in communication. As duty hour requirements have
changed in recent years, the number of handoffs has
increased, leading to well-documented impacts on
patient care. Disciplines such as medicine, pediatrics
and emergency medicine have taken steps to
address this problem. However, a recent survey of
psychiatry residency program directors found that
one third of programs do not have a curriculum on
handoffs. Even in programs with a curriculum for
handoffs, only a quarter of them implemented
assessments for evaluating resident competence at
handing patients off. Current obstacles include the
lack of a specialty-specific standardized curriculum
on handoffs and the lack of a situation-specific
standardized curriculum within clinical settings,
making it difficult to communicate the various types
of information for different health settings (e.g.,
emergency room, inpatient). Objective: This project
seeks to study what work has been completed in
handoff improvement specific to the field of
psychiatry. This poster will identify and discuss
candidates for implementation of a mnemonic
device specifically for psychiatry residency programs.
The goals of this poster are to 1) highlight the lack of
work done to improve handoffs within psychiatric
residency programs and 2) detail the most
extensively studied and potentially applicable
handoff mnemonics and education interventions for
psychiatry residencies. Discussion: There is currently
a lack of studies on handoff curriculum and
evaluation of handoff quality across psychiatry
residency programs. However, there are several
promising candidate mnemonics, which have been
built and tested for improving the quality of
handoffs, notably including I-PASS (illness severity,
patient summary, action list, situation awareness
and contingency planning, synthesis by receiver),
SBAR (situation, background, assessment,
recommendation) and  SIGNOUT  (sick/DNR,
identifying data, general course, new events, overall
status, upcoming plan, tasks for overnight). In
addition, the curriculum to implement such handoff
mnemonics is equally as important as the mnemonic
itself. Many different methods have been attempted
to implement mnemonic systems in residency
programs, including biweekly meetings, posters,
stickers on phones, group role-playing and pocket
cards. While mnemonics have been broadly applied

to some specialties, to our knowledge, no studies
have tested mnemonics in the psychiatric setting.
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IS MY EVALUATION TRULY ANONYMOUS? A
SURVEY OF RESIDENTS ABOUT THEIR EVALUATION
OF FACULTY PHYSICIANS IN A COMMUNITY
HOSPITAL

Lead Author: Varma Penumetcha, M.D.

Co-Author(s): Pankaj Lamba, M.D., Jeffrey Kedrowski,
D.0O., Mohan Krishna Bangaru, M.D., Susan Graham,
M.S.W., Anthony Vettraino, M.D., Susan Greenwood-
Clark, M.B.A., R.N.

SUMMARY:

Objective: The ACGME resident survey is taken
annually with results aggregated in domains of
program function like compliance with duty hours,
educational content, evaluation, resources and
faculty. While questions related to duty hour
violations are well elaborated given its resonance
with the overall program environment, other
content areas do not receive similar attention. GME
administration faces difficulties in understanding
underlying issues that might contribute to these
measures due to a dearth of specific actionable
information from the survey results. One of the
content areas we focused on is residents’ perception
of anonymity of their evaluation of the attending
faculty. Methods: We surveyed 129 residents using
Survey Monkey (Paulo Alto) with 11 questions
pertaining to resident evaluation of the faculty.
Resident members from the hospital quality
improvement (Ql) committee formulated the survey
qguestions. The senior faculty in the QI committee
and the chief residents of the internal medicine and
family medicine residencies reviewed the survey
qguestions to improve face validity. Results: About
72% of the 129 residents working at St. Mary Mercy
Hospital responded to the survey. Validating the
responses given in the ACGME survey, the residents
did identify similar concerns, especially those related
to the confidentiality of their evaluation of the
faculty. We were able to identify some gaps in their
knowledge about the evaluation system, which
might have contributed to these concerns.
Conclusion: An extended web-based survey can
prove instrumental in understanding the nuances of
the learning environment specific to any institution
and can provide actionable information upon which
useful administrative changes can be made.
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COPING WITH PATIENT SUICIDE: A CROSS-
SECTIONAL STUDY ON THE EFFECTS OF PATIENT
SUICIDE ON PSYCHIATRY RESIDENTS AND FACULTY
Lead Author: Archana Sugumar, M.B.B.S.
Co-Author(s): Sarita M. O’Neal, M.D., Avinash
Boddapati, M.D., Vivek Anand, M.D.

SUMMARY:

Suicide is a serious public health concern. It is the
10th leading cause of death in the United States.
There is sparse literature on the impact of suicide on
clinicians and the ways providers respond to suicide.
An estimated half of all psychiatrists lose a patient to
suicide, and approximately one third of these losses
occur during residency. One in six psychiatry interns
experience patient suicide. This distress may be
inversely proportional to the number of years in
practice. Clinicians can react in a myriad of ways,
ranging from personal or professional impairment to
problems with self-esteem and mood. Additional
reactions may also reflect a fear of litigation and
retribution. Patient suicide encountered during
training can also add to provider stress and may
impair learning. The impact of such an event may be
buffered by adequate emotional support,
appropriate mentorship, institutional support and
constructive peer review. In this innovative ongoing
study, we aim to examine mental health providers’
reactions to patient suicide and their ways of coping
following patient suicide in order to help inform
institutional procedures. Objective: To examine and
compare 1) The impact of patient suicide on
psychiatry trainees and clinicians and 2) The effects
on personal life and the practice of psychiatry after
encountering patient suicide. We also aim to inform
guidelines to residency-training curricula that may
foster learning and adequate use of resources.
Methods: We have developed a questionnaire based
on a review of existing literature. The survey
instrument will be confidentially administered to all
psychiatric trainees, post-trainees and attending
staff in eastern North Carolina. The survey will be
voluntary and anonymous. Additionally, no
identifying information about providers or patients
will be obtained. The questionnaire will help collect
data on demographic characteristics (gender, age,
specialty, trainee or post-trainee status, years in
practice), number of suicidal events encountered in
practice, duration and impact on professional life
(time off work, altered documentation or patient
management, changes in perception of professional
competence, professional helplessness, suicide
awareness), effects on personal life (neuro-

vegetative symptoms, changes in self-confidence),
and utilized coping strategies (substance use, funeral
attendance, spouse/family or spiritual support).
Statistical analyses will be performed using the
Fisher’s exact test and the student’s t test. We will
use linear models for examining multiple predictors
of outcome. A two tailed p value of p<0.05 will be
considered statistically significant. Results: This
study may inform region-wide changes in resident
training curricula and post-patient suicide resource
availability to practicing clinicians. The changes may
include  modifying  didactic  curricula  and
incorporation of seminars and resources tailored to
help providers cope with patient suicide.
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IMPROVING RESIDENT HANDOFFS USING QUALITY
IMPROVEMENT MATRIX

Lead Author: Katherine Robertson, M.D.
Co-Author(s): Katelyn Thompson, D.O., Nargis Sadat,
M.D., Venkata Kolli, M.B.B.S.

SUMMARY:

Background: ACGME mandates that an appropriate
patient handoff is completed during all transitions of
care. The Joint Commission (JCHACO) considers
handoff to be an important tool in patient safety.
With the advent of duty hour restrictions, there has
been an increase in transitions of care, making the
handoff process more imperative to reduce medical
errors. However, adopting a uniform process for
residency programs whose training spans across
multiple sites is problematic. We describe our
experience in the Creighton Psychiatry Residency
Training Program in improving the handoff process
across residents and faculty members using a quality
improvement matrix. Methods: A QI team of 10
psychiatry residents who were at multiple stages of
training was formed. E-handoff was preferred online
software for handoff by Creighton GME. Working as
a group, the team reviewed the current handoff
system, potential problems in implementation,
measurable outcomes, standards and required
culture change. Training sessions were delivered to
all psychiatry residents. To improve utility, a
psychiatry handoff template was made, and the
handoff process was piloted in one site. Building on
this experience, this process was spread to all major
psychiatry training sites with transitions of care.
Each site was allocated site liaisons to address
training site-specific problems. A small team of three
members who would analyze the performance, i.e.,
residents and faculty member e-handoff use, was



formed. A similar team was formed to work with the
handoff software vendor to adapt the template to
the program’s needs. Recognizing the need to
promote culture change, quality champions were
chosen from each class. Performance management
was made during the monthly meetings using the Ql
— FADE model, i.e., focus, analyze, develop and
execute. Discussion: Our QI process has significantly
improved the uptake of handoffs among psychiatry
residents. Site liaisons and class quality champions
helped address the cultural blocks inherent with new
processes and prepared trainees for change. We
recommend similar QI processes in psychiatry
training programs spanning multiple sites. FUTURE
GOALS: Having improved the resident handoff, our
team is currently using the QI process to promote
the use of e-handoff data for clinical supervision.
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AN ASSESSMENT OF ATTITUDES TOWARDS
HOMELESS INDIVIDUALS WITH MENTAL ILLNESS
AMONG MEDICAL STUDENTS AND PHYSICIANS

Lead Author: Pallavi Joshi, M.A.

Co-Author(s): R. Rymowicz

SUMMARY:

Background: Homelessness affects men, women and
children of all races and ethnicities, and one third to
one half of homeless individuals in the United States
have been estimated to have severe mental illness.
These individuals experience stigma and decreased
access to health care. Literature shows that only half
of all psychiatric residency programs offer training in
working with homeless individuals, and few medical
schools offer clerkships in working with homeless
individuals. This leaves medical students and
residents without adequate knowledge about a
significant and vulnerable population with unique
ethical considerations. This study was conducted to
assess resident and medical student attitudes
toward homeless individuals with mental illness.
Methods: Attitudes toward mental illness in
homeless individuals were assessed at three
different levels of training and experience: medical
students who had not completed their psychiatry
rotation, medical students who had completed their
psychiatry rotation and psychiatry residents. A self-
report questionnaire assessed 1) Knowledge about
violence and substance use in homeless individuals
with mental illness; 2) Social distance, with questions
adapted from the Fear and Behavioral Intentions
(FABI) Toward the Mentally Il questionnaire; and 3)
Social acceptance and social stigma, with questions

adapted from the Community Attitudes to Mental
lliness (CAMI) questionnaire. The questionnaire also
documents self-reported sociodemographic
characteristics and personal experience with mental
illness and homelessness. Exploratory data analysis
was carried out to further understand the
relationship between personal experience, level of
training and attitude. Conclusion: Preliminary results
suggest that clinical experience may result in more
progressive attitudes toward homeless individuals
with mental illness than mere didactic training.
Improving care for this population requires a better
understanding of both stigma and interventions that
can change negative attitudes and behavior.
Psychiatry faculty can reduce stigma and increase
trainee familiarity by providing valuable teaching
opportunities in  community settings where
homeless individuals receive care.
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THE COMPASSION CRISIS IN MEDICAL EDUCATION
Lead Author: Rachel Conrad, M.D.

Co-Author(s): Amy McGuire, J.D., Ph.D., Justin
Springer, Ph.D., Chris Martin, M.D., Johannes Grote,
Ph.D.

SUMMARY:

Empathy is critical to effective and ethical medical
care. Our language frames how we think about the
patients whom we serve as well as how they think
about themselves and their illnesses. While
empathic narratives promote effective relationships
and improved clinical outcomes, describing patients
with derogatory language is related to worse clinical
outcomes and trainee distress. Despite curriculum
changes to promote ethics and humanism, medical
students are vulnerable to lasting impressions from
frequent exposures to unethical behavior and
derogatory language during clinical rotations. Tools
from recovery-oriented mental health’s “person-first
language,” DBT’s “phenomenological empathy,”
mindful self-compassion and mindfulness-based
stress reduction have potential to transform the way
that physicians treat their patients, each other and
themselves.
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EFFECTIVE MENTORSHIP DURING RESIDENCY
TRAINING: NEEDS ASSESSMENT AND PERSPECTIVES
OF RESIDENTS

Lead Author: Hermioni Lokko, M.D., M.P.P.



Co-Author(s): Gertrude Makurumidzie, Christina
Borba, M.P.H., Ph.D., Karen Donelan, Sc.D., Theodore
Stern, M.D.

SUMMARY:

Background: Mentoring relationships are essential
components of professional development in
medicine. The many benefits to having mentors in
academic medicine include serving as a catalyst for
career success and development, promoting career
advancement, improving productivity with regard to
publications and grants, and improving self-efficacy
in teaching. Residents have a lot to gain from having
effective mentoring relationships during their
residency training. The impact of mentor/mentee
training programs on residents during training is
unknown. In this study, we aim to gain a better
understanding of residents’ experiences with
mentorship during training, potential barriers to
forming  mentoring relationships and their
perceptions of how mentors impacts their training
and careers. Methods: A cross-sectional mixed
method online survey (administered with
SurveyMonkey) was administered to 334 senior
medical and surgical residents (PGY3 and above) at
the Massachusetts General Hospital, Boston, MA.
We had a response rate of 61.07% (N=204).
Questions explored trainees’” knowledge and
experiences with mentorship. The online survey took
approximately five minutes to complete. Participants
were recruited through their program directors and
chief residents. Informed consent and authorization
was implied by voluntary participation of residents,
and approval was granted by the Partners Health
care Institutional Review Board. Data were collected
between March and May 2015. Quantitative data
was analyzed using SPSS version 17, and qualitative
data was analyzed using content analysis. Results:
52.5% of residents reported they self-initiated their
primary mentorship relationships as compared to
20.6% who were assigned mentors by their training
program. 36.46% of female residents reported they
have no structure to the frequency of meeting with
their primary mentors as compared to 18.28% of
male residents. The top three characteristics of an
effective mentor qualitatively reported by residents
were approachable, available and supportive. 48.7%
of residents reported yes to the question “Do you
have needs for professional mentoring that are not
being met? If so, describe." Some of the common
themes from residents included difficulty in finding
faculty with similar interests, not having enough
research mentors and finding mentors who can help

them with work-life balance. Conclusion: The
relatively high response rate indicates the
importance residents attach to issues of mentorship,
which should be a priority of residency program
leadership. Most residents initiate their own primary
mentorship  relationship.  Residency  training
programs can augment individual efforts with formal
mentorship programs. Having a community of
mentors is more effective than just one; training
programs should emphasize that one mentor is not
sufficient. Most academic medical centers have
established the value of mentor training programs
for faculty, and residents want similar training.
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FEASIBILITY AND ACCEPTABILITY OF PERFORMING
SCREENING, BRIEF INTERVENTION AND REFERRAL
TO TREATMENT (SBIRT) ON AN INPATIENT UNIT AT
UVA

Lead Author: Andrew R. Alkis, M.D.

Co-Author(s): Nassima Ait-Daoud, M.D., David V.
Hamilton, M.D.

SUMMARY:

Currently, little is known about the feasibility or
acceptability of implementing screening, brief
intervention and referral to treatment (SBIRT) on an
inpatient unit at the University of Virginia. The
purpose of this study is to assess the feasibility and
acceptability of performing SBIRT on a general
medicine unit at the University of Virginia. In terms
of feasibility, the specific aim is to assess if
physicians on the general medicine service are
amenable to referring their patients with alcohol use
disorder for an SBIRT encounter. In terms of
acceptability, we plan to assess if patients are
receptive to the encounter and find it beneficial.
Lastly, we are investigating common psychosocial
factors that may affect the feasibility and
acceptability of performing the encounter (SBIRT).
We hypothesized that physicians on the general
medicine service will refer their patients for SBIRT if
such a service was readily available. We also
hypothesized that patients will be receptive to such
an encounter and find it beneficial; however,
patients with poor insight into their alcohol use
disorder, a diagnosed personality disorder or poor
social support will not find the encounter beneficial.
The study is being conducted by performing
screening (using the AUDIT), brief intervention
(utilizing motivational interviewing) and referral to
treatment in the community during a one-time
encounter to patients referred by general medicine



physicians or unit social workers. Psychosocial
factors, past psychiatric history and insight into
alcohol use disorder are briefly assessed during the
encounter. Following the encounter, patients are
surveyed as to whether or not they found the
encounter beneficial. The University of Virginia
Clinical Data Repository is being accessed to
determine the total number of patients admitted to
general medicine during the time of the study in
order to determine how many patients with an
alcohol use disorder are being referred. We are also
comparing the number of patients referred by
general medicine physicians to the number of
patients referred by unit social workers caring for
patients on the general medicine service. General
medicine physicians referring patients are being
categorized into those with poor involvement (<25%
referred), moderate involvement (225% but <50%
referred), good involvement (250% but <75%
referred) or excellent involvement (275% referred).
Patients receptive to participation (as evidenced by
how many patients sign the consent form to
participate) are being categorized into those with
poor receptiveness (<25%), moderate receptiveness
(225% but <50%), good receptiveness (250% but
<75%) and excellent receptiveness (275%). Patients
finding the encounter beneficial are being
categorized into low benefit (<25%), moderate
benefit (225% but <50%), high benefit (250% but
<75%) or extremely high benefit (275%).
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SPECIAL-"T“ TRAINING: PRE-, POST- AND 90-DAY
OUTCOMES FROM A RESIDENCY-WIDE
PROFESSIONALISM WORKSHOP ON TRANSGENDER
HEALTH

Lead Author: Jeremy D. Kidd, M.D., M.P.H.
Co-Author(s): Walter Bockting, Ph.D., Deborah L.
Cabaniss, M.D., Philip Blumenshine, M.D., M.A.S.

SUMMARY:

Objective: Transgender people are at risk for
negative health outcomes and often face significant
barriers to accessing health care. Given that most
training programs spend little time preparing
residents for clinical encounters with this
stigmatized minority group, we sought to develop
and evaluate an educational intervention to enhance
residents’ ability to empathize and work
professionally with transgender patients. Methods:
This study utilized evaluation data from a 90-minute
professionalism workshop developed by and for
psychiatry residents at Columbia University. The

workshop consisted of a brief didactic presentation
followed by role-play of physician-patient
encounters using clinical vignettes. Matched pre-
and postsurveys were administered to all attendees,
followed by an unmatched 90-day follow-up survey.
In addition to basic demographics (i.e., year of
training and past clinical exposure), respondents
were asked to subjectively rank their perceived
competency in five domains: 1) empathy, 2)
knowledge, 3) comfort, 4) interview skill and 5)
motivation for future learning. Fischer’s exact tests
were used for categorical variables, and t-tests were
used for continuous variables, utilizing paired t-tests
for comparisons of matched pre- and postdata.
Results: Twenty-two residents completed both pre-
and postsurveys, representing a 64.7% response
rate. The majority (77.3%) were PGY2 and PGY3
residents. Twenty original respondents (90.9%)
completed the 90-day follow-up survey. Half of
residents had had only one transgender patient in
the last four years, and none had had more than
five. Compared to preworkshop baseline, there were
statistically  significant (p<0.05) postworkshop
increases in the percentage of respondents who
agreed/strongly agreed with statements about
perceived empathy (36% vs. 73%), knowledge (5%
vs. 55%), comfort (36% vs. 73%) and motivation for
future learning (36% vs. 73%). There was no
significant change in interview skills. When
preworkshop data were compared to unmatched 90-
day follow-up results, there were no statistically
significant differences across any of the five
domains. Looking at the data continuously rather
than categorically, there was a modest but
statistically significant increase in perceived
knowledge at 90-day follow-up compared to the
presurvey baseline (mean score 2.4 vs. 3.0, p=0.009).
Conclusion: While residents showed significant
improvement  immediately  postworkshop in
perceived professionalism and cultural competency
measures in relation to transgender patients, these
gains did not persist. These findings call into
question the effectiveness of so-called “one-shot”
educational interventions. Future research is needed
to examine whether recurrent educational
programming yields more sustainable changes in
residents’ ability to empathize and professionally
treat this stigmatized minority population.
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DISSEMINATION OF AN EVIDENCE-BASED TOBACCO
TREATMENT CURRICULUM TO  PSYCHIATRY
RESIDENCY PROGRAMS



Lead Author: Smita Das, M.D., Ph.D.

Co-Author(s): Sebastien Fromont, M.D., Karen
Suchanek Hudmon, Dr.P.H., Alan K. Louie, M.D.,
Judith J. Prochaska, Ph.D., M.P.H.

SUMMARY:

Objective: People with psychiatric and addictive
disorders have the highest rates of tobacco use and
related morbidity/mortality; treatment of tobacco in
psychiatric/addiction settings is often avoided and
has been historically discouraged. Psychiatric
residency is an opportune setting to provide training
and potentially increase treatment. This study
focuses on the dissemination of “Psychiatry Rx for
Change,” a four-hour curriculum developed for
psychiatric residency programs and focused on
identifying and treating tobacco dependence among
individuals with mental illness. Methods: The four-
hour curriculum (evidence-based, patient-oriented
cessation treatments relevant for all tobacco users,
including those not yet ready to quit) was previously
tested in a pilot study. It was disseminated within
eight training programs across four western states.
Surveys to assess knowledge, attitudes and practice
habits were administered before, after and six
months post-training. Website usage was also
assessed. Results: 119 valid surveys at baseline with
72 postsurveys were collected (44% PGY3, 56%
female, 53% Caucasian and 38% never tried
tobacco). Residents attended an average of 3.2
hours (SD=1.0) of the four-hour curriculum. The
curriculum was  associated with  significant
improvements in psychiatric residents’ knowledge
and confidence for treating tobacco use among their
patients, regardless of program site; resident
smoking status, level or interest; or PGY level. There
were also significant improvements in attitudes
about barriers (with program and training year
effects). Over 90% of participants recommended the
training to other programs and stated it would
increase the number of patients they counsel and
improve the quality of their tobacco counseling; 77%
rated the training to be as good as or better than
other didactics in their program. The online
“Psychiatry Rx for Change” curriculum has been
accessed by >3,400 registrants, with >13,000 file
downloads (most accessed are the medication guide,
followed by epidemiology slides, counseling guide,
treatment slides and medication interaction guide).
Conclusion: Dissemination of the evidence-based
“Psychiatry Rx for Change” residency curriculum
positively impacted knowledge and confidence
across training sites and training year, regardless of

smoking status and interest in the curriculum. This
model standalone tobacco treatment curriculum can
be implemented in psychiatric residency training
programs and disseminated widely, thereby
effectively reaching the most disproportionately
affected and often ignored population of smokers.
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GUIDELINES FOR DISCONTINUING
BENZODIAZEPINES IN PATIENTS WHO ARE CHRONIC
USERS

Lead Author: Joseph Siragusa, M.D.

Co-Author(s): Vandana Doda, M.D., Asghar Hossain,
M.D.

SUMMARY:

Background: In 1977, benzodiazepines were the
most commonly prescribed medicines in the world.
Indeed, benzodiazepines have been an effective
staple in the management of anxiety and insomnia.
However, benzodiazepines have high addictive
potential and are often prescribed for periods of
time significantly longer than clinically warranted. In
addition, it is concerning that they are increasingly
being prescribed by nonpsychiatrists. Each year, a
substantial number  of patients become
iatrogenically dependent on this class of sedative-
hypnotics. Although there has been some research
and literature regarding recommendations for how
to safely detoxify patients from benzodiazepines,
specific guidelines and a general consensus have yet
to be established. Given accumulating evidence and
concerns regarding the adverse effects of long-term
benzodiazepine use, a standardized approach to
discontinuation will be useful in mitigating these
effects. Objective: To develop a user-friendly
flowchart for outpatient detoxification of patients
with chronic benzodiazepine use. Methods: Using
various search engines such as PubMed, we
searched for articles using keywords
“benzodiazepine withdrawal” and “benzodiazepine
dependence." By reviewing and studying each
article, we identifed effective interventions and
commonalities that led to a proposal of a general
consensus regarding management of outpatient
benzodiazepine discontinuation. Results: There are
many  treatment  strategies available for
benzodiazepine discontinuation, and many trials
have been conducted on how to safely and
effectively taper patients. Treatment strategies
range from minimal intervention, in which
information is provided in the form of a letter or
single  consultation, to supervised gradual



withdrawal, where the drug is discontinued
gradually with the substitution of a long-acting
benzodiazepine such as diazepam augmented with
psychotherapy. Different types of psychotherapies
such as CBT, behavioral therapy or psychological
consultation have been used in various clinical trials.
Various pharmacotherapies such as beta-blockers,
sedative antidepressants, anticonvulsants and
antihistamines can also be used to manage
benzodiazepine withdrawal. Conclusion: In general,
physicians should avoid prescribing benzodiazepines
for longer than two to four weeks in order to
prevent iatrogenic dependence. Physicians are
advised to  prescribe  benzodiazepines in
nonexcessive quantities, using the smallest doses
that will yield the desired effect. Particularly in
treating insomnia, benzodiazepines should not be
the first-line treatment. Educating patients about
dependence and side effects is paramount. Patients
should be evaluated for alcohol and substance abuse
and monitored closely over the course of treatment
with benzodiazepines. Should a patient either
develop benzodiazepine dependence  during
treatment or present with dependence, physicians
should use the stepwise approach outlined in this
poster.
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UNDERSTANDING THE ROLE OF MORBIDITY AND
MORTALITY ROUNDS IN PSYCHIATRY: A
SYSTEMATIC REVIEW OF IMPLEMENTATION AND
EDUCATIONAL OUTCOMES

Lead Author: Paul V. Benassi, M.D.

Co-Author(s): Dr. Lindsey MacGillivray, Dr. Ivan
Silver, Dr. Sanjeev Sockalingam

SUMMARY:

Background: Morbidity and Mortality Rounds (MMR)
is a tool used in health care to learn from medical
errors and improve patient safety. This review
describes how MMR are being designed and
implemented across institutions and what evidence
exists of their educational outcomes. Methods: We
performed a literature search of studies using
MEDLINE, PubMed, Psychinfo and Cochrane Review
up to August 2015. We included all English language
studies reporting on MMR design and
implementation within a department or institution.
Elements of MMR were analyzed and categorized
based on established design elements. To evaluate
educational outcomes, we classified studies based
on Donald Moore’s Continuing Medical Education
Framework. Results: We Included 68 studies

describing the implementation and delivery of MMR.
There was significant heterogeneity involving the
elements of MMR design, which included objectives
and goals, data collection, process and format, and
case analysis. There was a lack of educational
evaluations within studies, with those that reported
outcomes being limited to domains of participation,
satisfaction, and, to a lesser degree, learning and
performance. MMR models that had higher-level
educational outcomes were associated with
structured formats with systematic case analyses
and mechanisms to translate and act on findings.
Conclusion: There is significant heterogeneity
involving the delivery and implementation of MMR
among institutions, yet there are common shared
design elements. Further evaluation is needed to
measure and improve the educational outcomes of
MMR, with a greater focus on developing quality
improvement skills and patient health outcomes.
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ARE MEDICAL DOCTORS EDUCATED RESEARCH
CONSUMERS?

Lead Author: Priscilla N. Chukwueke, M.D., M.P.H.
Co-Author(s): E. Akerele

SUMMARY:

Background: Statistical literacy is defined as basic
competency in understanding health statistics. The
purpose of this study is to objectively explore
statistical competence of medical doctors and
outline the recommended approaches from the
reviewed documents, including ways to improve
research and statistical literacy amongst medical
doctors. Methods: PubMed was searched for related
peer-reviewed literature published between 2006
and 2014 and a book review. Results: The literature
review showed that the majority of medical doctors
are statistically illiterate and do not receive
adequate statistical expertise while in training.
Discussion: Evidenced-based medicine is the way to
go in this technological age when patients go online
and educate themselves before coming to see the
doctor, and if the doctor cannot answer the patients’
guestions about efficacy of treatment or risk factors
based on appropriate interpretation of research or
statistical data, it becomes a case of “blind leading
the blind." Also, there will be missed opportunities
for effective risk communication and misguided
critical decision making, the consequences of which
may sometimes be dire.
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A CALL FOR THE INCREASE IN CLOZAPINE CLINICS
TO IMPROVE THE TREATMENT OF SCHIZOPHRENIA
Lead Author: Balwinder Singh, M.D., M.S.
Co-Author(s): Andrew Hughes, B.S.

SUMMARY:

As psychiatrists continue to struggle with the safe
and effective treatment of schizophrenia, clozapine
continues to be drastically underutilized. Although
clozapine has proven to be highly efficacious
(especially in the setting of treatment-resistant
schizophrenia), its use has steadily declined in the
US.,, from 11% of all second-generation
antipsychotics prescribed in 1999 to less than 5% in
2002. This significant decrease seems contradictory
to consistent evidence showing superior efficacy,
improved outcomes and decreased morbidity when
compared to other antipsychotics. Despite current
guidelines suggesting clozapine therapy in treatment
resistant-schizophrenia, studies show that only small
portions of patients are being treated as such, and
many physicians instead turn to combinations of
other antipsychotics. Unfortunately, when compared
to clozapine monotherapy, such antipsychotic
polypharmacy has been associated with increased
disease-related emergency department visits as well
as significantly increased health care costs.
Investigation into clinicians’ reluctance to prescribe
clozapine has suggested the following sources:
concern regarding side effects and comorbidities
(e.g., agranulocytosis, myocarditis, cardiomyopathy,
seizures, weight gain, hyperlipidemia and increased
diabetes risk), increased frequency of clinic visits,
and reluctance to enter patients into weekly blood
monitoring for agranulocytosis. This requirement for
weekly blood draws can be especially deterring, as
patients with schizophrenia have an inherent
tendency toward poor adherence. Some of these
fears could be unfounded, as studies have shown
clozapine actually reduces mortality, possibly
secondary to reducing the risk of suicide. If used
effectively, the potential decrease in suicide among
patients with schizophrenia treated with clozapine is
estimated to be as high as 85%. Treatment with
clozapine is cost-effective, and the significant
decrease in suicide risk far outweighs the low risk of
mortality from agranulocytosis. In fact, a recent
study has proposed an association between
clozapine and reduced risk of mortality from natural
causes. This poster presentation will argue that the
above difficulties in schizophrenia management
could be addressed with clozapine clinics. Such
clinics could expand accessibility, enhance clinician

familiarity and competency, and provide better
residency training for more effective use among
desired communities. These benefits could improve
patients’ quality of life while playing an important
role in the treatment of schizophrenia. Finally,
clozapine clinics provide the opportunity for focused,
supplementary training for psychiatric residents and
other medical professionals to become more
comfortable and experienced with clozapine
prescription in a controlled environment before
continuing on to individual practices.
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ASSISTED DEATH FROM A PSYCHIATRIC
PERSPECTIVE: AN OVERVIEW AND REVIEW OF
LITERATURE

Lead Author: Tanuja Gandhi, M.D.

Co-Author(s): Dr. Kevin Hails, Dr. Cedrick Barrow

SUMMARY:

Background: The role of a psychiatrist in ensuring
the preservation of life often encompasses
evaluation of terminally ill patients and end of life
discussions. However, the role of the psychiatrist in
“physician-assisted suicide” creates a moral dilemma
raising several ethico-legal questions. Physician-
assisted suicide has become an increasingly
provocative and debated topic in recent times. As
controversial as the topic itself, the legal applicability
and the evaluation protocols involved vary in their
requirement of a psychiatric assessment as a part of
the evaluation. Currently, physician-assisted suicide
is legal in Washington, Vermont, Montana and
Oregon, with a move toward legalization in
California as well. Internationally, seeking physician
assistance with dying is legal in the Netherlands,
Luxembourg and Belgium, with its applicability
extending to children with terminal illness in
Belgium. Methods: We performed a review of the
literature using keywords “physician assisted death,”
“physician aid with dying” and “physician assisted
suicide” on PubMed, Google scholar and Cochrane
database. Discussion: Literature indicates that
though neuropsychiatric conditions and an
“unbearable” degree of suffering are factors that
weigh in during an evaluation for physician
assistance with dying, an assessment of decisional
capacity by a psychiatrist is not an absolute
requirement in any country or state where
physician-assisted suicide is legal. However, while
there is the argument about mandatory psychiatric
assessments, this raises interesting ethico-legal
guestions around psychiatric involvement. Literature



indicates that there are concerns about protecting
vulnerable  populations, including  psychiatric
patients, and possible “safeguards” to prevent abuse
of this option. Thus, considering the significance and
impact of this issue, we present an overview of
physician-assisted suicide with pertinent review of
literature. Conclusion: The role of physicians, in
particular psychiatrists, in assistance with dying
remains a controversial question. Nevertheless, as
individuals who influence not just patient care but
patient decisions as well, it is imperative for
physicians to be adequately informed about this
topic. We believe that through this presentation,
physicians  will develop a comprehensive
understanding of physician-assisted dying and its
potential influence with vulnerable populations,
particularly psychiatric patients.
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DIFFICULT INTERACTIONS: A REASON FOR
INPATIENT PSYCHIATRIC CONSULTATION?

Lead Author: Meena Kumari, M.D.

Co-Author(s): Jordan Howard, Victor Ede, Ana
Cuebas, Ann Schwartz, John Gaston, Glenda Wrenn

SUMMARY:

Background: There is a high concurrence of medical
and psychiatric diagnoses in the general hospital
population that requires collaboration between the
two fields. When primary medical teams have
questions regarding the management of patients
with known or suspected psychiatric illnesses, they
often recruit the psychiatric consult liaison service at
their hospital. Often, these requests for consultation
do not reveal acute psychiatric illnesses, rather an
unpleasant interaction between a patient and their
medical team. Studies have shown that primary
teams place vague or unclear psychiatric consults
when they have difficulty in their interactions with
patients. Hengeveld et al. established in their series
that 17% of unclear consultation requests were
associated with situations in which there was a
patient-staff or intrastaff conflict. The purpose of
this study is to highlight the patterns of difficult
patient encounter consults and length of hospital
stay, using the data appropriately to educate and
train medical teams with skills that can be utilized to
address these patients prior to psychiatric
consultation. Methods: We reviewed 184 psychiatric
consults placed during the period of January —
February, 2014 from the electronic medical records
of a large, urban, public hospital in Georgia.
Specifically, the charts were reviewed for patient

demographic  characteristics (race, gender,
education, employment status, health insurance
status, housing situation and ethnicity), as well as
factors identified by a preliminary query of key
informants as potential covariates. This includes
discipline of the consulting team, reason for medical
admission, readmission status, medical diagnosis,
psychiatric diagnosis and length of stay. Independent
reviewers examined the narrative of the medical
records to categorize difficult interaction status
(yes/no). Results: In the retrospective study data,
there were no significant associations between
patient demographic characteristics, consult team,
reason for admission, medical diagnosis, treatment
modality, length of stay and difficult interaction
status. However, our regression model indicated
that patients with difficult encounters were
significantly more likely to be readmitted than those
without difficult encounters (OR=5.1, CI=1.8 — 13.8,
P=0.0014). Patients with adverse housing situations
were also significantly associated with prolonged
hospital stay (P=0.04). Conclusion: More studies
(qualitative) to  better understand various
characteristics of patient and physician archetypes
and how they result in complex physician-patient
interactions are needed. The results also highlight
the importance of addressing housing situations
among patients with difficult encounters and the
potential economic implications to both the hospital
visit and overall patient well-being.
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SELF-INJURIOUS BEHAVIOR IN PATIENTS WITH
EATING DISORDERS: A LITERATURE REVIEW

Lead Author: M. Rehan Puri, M.D., M.P.H.
Co-Author(s): Lara Addesso, M.D.

SUMMARY:

Background: Adult patients diagnosed with eating
disorders are more prone to self-injurious behavior,
according to multiple studies. Few studies have
investigated the association of self-harm and eating
disorders in adolescents, but one study implies
adolescents who engage in self-harm behaviors are
more prone to eating pathologies than adolescents
who do not self-harm. Previous research has
demonstrated that patients with a history of
traumatic life events are more prone to develop self-
harm behaviors and eating disorders. Also, eating
disorders and self-mutilation possess similar
psychopathological factors: impulsivity, obsessive-
compulsive behavior, etc. Objective: In this review,
the authors assess the association of self-mutilation



and eating disorders in regards to similar risk factors,
occurrence throughout the lifespan, and possible
risk of suicide in the future. The authors also review
what categories of eating disorders correlate with
self-injurious behavior, along with specific methods
of self-harm and intention. Conclusion: Certain
patients are at higher risk of developing eating
disorders and self-harm behaviors. It appears that
patients who experience trauma (especially sexual
and/or physical) are more prone to develop eating
disorders and self-injurious behaviors. The presence
of cognitive impulsivity, dissociation and obsessive-
compulsive behavior also corresponds to coexisting
self-harm and eating disorders. Finally, patients with
a history of parasuicidal behavior had higher rates of
eating disorders with binge/purge symptoms,
multiple purging methods, and other significant
psychiatric diagnoses. These studies demonstrate
the necessity for further investigation of self-harm
and eating disorder correlation and intensified
screening to better treat these disorders and
possibly decrease the suicide rate.
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TRAINING AND ASSESSMENT OF PSYCHIATRY
RESIDENTS’ DE-ESCALATION COMPETENCY IN
STANDARDIZED PATIENTS

Lead Author: Jenine Weber, D.O.

Co-Author(s): Consuelo C. Cagande, M.D.

SUMMARY:

Patient safety has recently been a major focus for
the Accreditation Council for Graduate Medical
Education (ACGME) and residency training programs.
Psychiatrists are usually some of the first to be called
upon to assess and manage violent and aggressive
patients. The Psychiatry ACGME Residency Review
Committee requires residents to be competent in
assessing and managing this high-risk population
(ACGME Psychiatry RRC 2007.) Aggressive patients
often target psychiatrists and psychiatric residents
with significant reported morbidity and even
mortality. In a survey of psychiatric residents
throughout the country, our study found that most
residents feel they are insufficiently trained in
violence risk assessment and management. Goals of
the study are for residents to 1) Assess resident
competency in managing aggressive patients; 2)
Identify and improve shortcomings in any particular
skill area; 3) Improve upon communication and de-
escalation styles regarding the agitated patient; and
4) Utilize data to improve on a team approach in
management of the agitated patient. A training

seminar will utilize standardized patients to identify
lead-ups to a crisis, responses to each crisis scenario,
and utilization of verbal and nonverbal techniques to
defuse hostile behaviors and scenarios before
leading to violent incidents. In addition, coping and
decision making training will be addressed via
surveys given after the initial standardized patient
encounter.
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PATIENT-TARGETED GOOGLING AND PSYCHIATRIC
PROFESSIONALS

Lead Author: Liliya Gershengoren, M.D., M.P.H.

SUMMARY:

Patient-targeted googling is a term used to describe
a phenomenon where physicians use Internet
resources, such as the popular search engine
“Google,” to obtain patient information. This is a
pilot study that assessed the beliefs of psychiatric
professionals regarding obtaining patient
information via the Internet, specifically by
“googling” their patients as well as the frequency
with which they do it in a variety of clinical settings.
Of the 118 full time senior faculty and 44 residents in
the psychiatric department in an inner-city hospital
who were surveyed, 48 faculty and 34 residents
participated. The majority of attendings and
residents reported engaging in patient-targeted
googling with no significant difference between the
groups. However, most respondents did not report
regular involvement with this activity. Residents are
most likely to google a patient frequently or more
often in the psychiatric emergency room (40.6%),
while for attendings, psychiatric emergency room,
followed by private practice, are the most notable
clinic settings (17.5% and 15%, respectively). When
describing reasons for engaging in patient-targeted
googling in the psychiatric emergency room, “patient
care” is cited about twice as often as “curiosity,”
whereas “curiosity” and “patient care” post much
closer numbers in other clinical settings. In general,
neither attendings nor residents are informing their
patients of their “googling” activities either before or
after engaging in patient-targeted googling. Ethical
considerations and the need for further medical
professionalism guidelines in the digital environment
are discussed.
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THE EFFICACY OF COMPLEMENTARY AND
ALTERNATIVE THERAPIES TO TREAT DEPRESSION
DURING PREGNANCY: A META-ANALYSIS



Lead Author: Alexandra K. Rice, M.D., M.A.
Co-Author(s): Mawuena Agbonyitor, M.D., M.Sc.,
Kristen Gialo, D.O.

SUMMARY:

Background: Depression in pregnant women can be
challenging to treat due to the hesitation of women
to take medications out of concern for the fetus.
Therefore, many providers desire to have
nonpharmacological options to offer as treatment
for pregnant depressed women. Objective: This
meta-analysis aims to assess the improvement of
depressive symptoms in pregnant women with
Major Depressive Disorder using CAM
(complementary alternative medicine) techniques.
Methods: Data Sources: Electronic Databases
(Psychinfo, PubMed, Cochrane Library) were
searched September 16, 2014 for randomized
controlled trials that were written in English. Search
terms included pregnant, yoga, mindfulness,
acupuncture, tai/chi, massage, meditation, CAM,
major depressive disorder, depression and
postpartum depression. Study Selection: Eligibility
criteria for studies included those whose participants
were pregnant, depressed or adult females.
Participants only received CAM interventions in
outpatient settings, and a depression rating scale
was used as a measure of depressive symptoms.
Initial searches yielded 330 studies that were then
pooled, duplicates were removed, and the remaining
titles were independently reviewed by two authors.
Two hundred and ninety-seven studies were
excluded with good agreement, leaving 6 studies
that were included in analysis. Data Extraction: Study
quality was assessed independently by two authors
using the Cochrane approach. Outcome data of last
day depression scale scores were extracted
independently by two authors. Results: Meta-
analysis of 6 studies evaluated the efficacy of
complementary and alternative medicine
interventions amongst  prenatally depressed
pregnant women, and it showed a statistically
significant effect (p=0.025) in reducing depression
with a small effect size (SMD=0.242 [95% CI=0.030,
0.453]). The estimate of study variance showed low
heterogeneity, and there was low publication bias.
Conclusion: The use of complementary alternative
medicine (yoga, massage, acupuncture) resulted in a
statistically significant reduction in depressive
symptoms in pregnant women with a DSM-IV
diagnosis of Major Depressive Disorder.
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SEXUAL OFFENDERS WITH SUBSTANCE USAGE: DO
PSYCHIATRIC COMORBIDITIES DIFFER IN THIS
POPULATION?

Lead Author: Edward Thomas Lewis IIl, M.D.
Co-Author(s): R. Gregg Dwyer, M.D., Ed.D., Robert
Moran, Ph.D.

SUMMARY:

Sexual offending is a significant public health and
societal concern. According to the United States
Department of Justice (USDOJ), in 2012, there were
346,830 rapes and sexual assaults, to include verbal
threats in each. While data collected through DOJ
provides insight, it likely represents considerable
under-reporting of actual rates of sexual assaults.
Mental health sequelae of sexual assault victims are
wide ranging and severe; victims are three times
more likely to suffer from depression, 6 times more
likely to suffer from posttraumatic stress disorder,
13 times more likely to abuse alcohol, 26 times more
likely to abuse drugs, and four times more likely to
contemplate suicide (RAINN, 2014). In order to
address these severe consequences, a better
understanding of sexual offenders is needed from a
prevention and treatment standpoint. Building
evidence among the literature reveals a high
prevalence of substance use disorders among sexual
offenders, a psychiatric comorbidity requiring
further exploration. A number of studies have also
confirmed that a history of abusing substances
increases the recidivism rate among sexual
offenders. In Abracen et al., sex offenders with a
history of alcohol abuse who completed both
substance usage treatment and sex offender
treatment exhibited lower recidivism rates than
those who only completed sexual offender
treatment. In South Carolina, civil commitment laws
exist for persons convicted of sex offenses after
criminal incarceration. These individuals are
identified as Sexually Violent Predators (SVPs). South
Carolina defines an SVP as someone who has been
convicted of a sexually violent offense and has a
“mental abnormality or personality disorder” that
makes him/her “likely to engage in acts of sexual
violence if not confined to a secure facility for long-
term control, care and treatment.". The first step in
South Carolina’s process for persons identified under
the SVP act is a review of the case by the SVP Act
Multidisciplinary Team (MDT), which can ultimately
result in civil commitment. The purpose of our
current investigation is to further distinguish SVPs
with comorbid substance use from other SVPs in
order to identify offender characteristics including



comorbid  psychiatric illness and psychiatric
treatment. We will compare sex offenders with and
without concomitant substance usage to determine
if other psychiatric comorbidities differ between
these two groups. Data will be collected from the SC-
SVP research database, a de-identified dataset
containing an in-depth review including perpetrator
characteristics, criminal history and victim profiles
for over 1,000 individuals. A better understanding of
psychiatric profiles of SVPs with substance usage can
potentially impact treatment planning and legislative
policy for sexual offenders.

NO. 39

CORRELATES OF 1-YEAR PROSPECTIVE DEPRESSION
SEVERITY IN BIPOLAR DISORDER: RESULTS FROM
THE SYSTEMIC TREATMENT ENHANCEMENT
PROGRAM FOR BIPOLAR DISORDER

Lead Author: Sharif Syed

Co-Author(s): David A. Luckenbaugh, Carlos A.
Zarate, Jr.

SUMMARY:

Objective: To replicate the correlates of depression
severity in bipolar patients found in the Stanley
Foundation Bipolar Network one year after study
entry using data form the multi-center Systematic
Treatment Enhancement Program for Bipolar
Disorder (STEP-BD) study. Methods: Prospective
data from 1,453 patients meeting DSM-IV criteria for
bipolar disorder participating in the STEP-BD study
was examined for up to 12 months. During this
period, the depressed mood severity level from the
clinical monitoring form was used as the primary
outcome. Demographic information was collected
using the affective disorder evaluation form and the
demographic form. Potential risk factors were
assessed upon study entry and univariate linear
regression was used to determine the correlates of
depression severity at one year. Results: Increased
number of lifetime depressive episodes (r=0.09,
p=0.001), number manic episodes (r=0.06, p=0.03),
occupational dysfunction (r=0.06, p=0.03), and
higher depression severity at time of entry (r=0.14,
p<0.001) were associated with higher severity
depression after one year of study. Multivariate
demonstrated number of depressive episodes and
depression severity at entry as significant.
Conclusion: The patient cohort enrolled in the STEP-
BD study confirmed correlates previously found,
however with a reduced Pearson coefficient. This
may suggest that demographic factors such as
occupational dysfunction, education and mood

severity are factors that may influence the prognosis
of depression and help set goals upon which to tailor
individual patient treatment.
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PREVALENCE AND CORRELATES OF PSEUDOBULBAR
AFFECT SYMPTOMS IN URBAN SETTING NURSING
HOME RESIDENTS WITH DEMENTIA

Lead Author: Milania Dela Cruz, M.D., M.P.H.
Co-Author(s): I. Predescu, M.D., C. Wu, M.D., Ph.D.,
R. Mian, M.D., S. Carlson, M.D., L. Belzie, M.D.,
M.P.H.

SUMMARY:

Pseudobulbar affect (PBA), also known as emotional
lability, refers to sudden outbursts of involuntary
crying or laughing in patients with neurological
disorders, in the absence of any sad or humorous
event to trigger those emotional episodes. PBA may
be present in a variety of neurological disorders,
including Parkinson’s disease (PD), Alzheimer’s
disease (AD), stroke and multiple sclerosis. However,
the symptoms of PBA may be confused with
psychiatric illnesses such as depression and post-
traumatic stress disorder (PTSD). In fact, depression
is one of the most common emotional changes in
patients with neurodegenerative disease or
poststroke sequela. As a result, it is often comorbid
with PBA. The primary aim of the study is to
ascertain the prevalence of PBA in patients
diagnosed with different types of dementia,
including PD, AD, HIV and vascular using the Center
for Neurologic Study-Lability Scale (CNS-LS) in the
Shulman and Schacne Nursing Home of Brookdale
Hospital in Brooklyn, NY. The secondary aim is to
assess the PBA comorbidity with depression
Geriatric Depression Scale — Short Form (GDS-SF).
Lastly, the prevalence of PBA will be compared in
different types of present neurocognitive disorders
and to determine what psychotropics the patient is
currently being prescribed. We hypothesize that the
prevalence of PBA in the patients with dementia will
be 30%, similar to the previous studies. The patients
will likely be on multiple psychotropics, and
comorbid depression will be high. Depression
associated with HIV-dementia showed a prevalence
of 20% — 40%, and since PBA could co-occur with
depression, we therefore hypothesize that
approximately 20% of patients who have HIV-
Dementia at the SSNH could be positive for PBA
symptoms. The projected date of the study is
October 2015 — April 2016. We will screen 80
residents in the nursing home units using inclusion



and exclusion criteria. The mini-mental status exam
(MMSE) will be administered to patients who meet
the criteria. Informed consent will be obtained from
patients with MMSE score of >20. For patients with a
score of <20, informed consent will be obtained
from their surrogate. Patients who are included in
the study will be evaluated for depression using the
GDS-SF and the CNS-LS for PBA symptoms. The data
collection form will be used to collect data and will
be placed in a password-protected Excel
spreadsheet. Descriptive analysis of the collected
data will be conducted using a population sample.
The prevalence of PBA and its correlates will be
statistically analyzed. The individuals who are found
to have CNS-LS 213 are considered positive for PBA.
They will be informed of the outcome of the
screening test, and the primary health care provider
will be informed for further evaluation. Limitations
and conclusion will be discussed once preliminary
results are available.
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INPATIENT BURDEN OF ALCOHOL WITHDRAWAL
(DELIRIUM TREMENS) IN THE UNITED STATES: AN
ANALYSIS OF NATIONAL TRENDS

Lead Author: Raghu Gandhi, M.D., M.B.B.S.
Co-Author(s): Dr. John Kuzma, Dr. Sugandha
Bhosrekar, Dr. Amit Jagtiani, Dr. Aastha Chauhan

SUMMARY:

Background: Approximately 1.5 to 2 million
Americans seek treatment for alcohol dependence
every year. As many as 71% of these patients
manifest symptoms of alcohol withdrawal with
delirium tremens; the most severe form may occur
in 5%. Delirium tremens is a medical emergency that
needs inpatient admission with mortality rates that
vary from 15% to 23%. The aim of this study was to
use a national database of U.S. hospitals to evaluate
the incidence and costs of hospital admission
associated with delirium tremens. Methods: We
analyzed the National Inpatient Sample Database
(NIS) for all subjects in which delirium tremens 291.0
(CCS code) was the principal discharge diagnosis
during the period from 1993 to 2012. The NIS is the
largest publicly available all-payer inpatient care
database in the United States. It contains data from
approximately eight million hospital stays each year.
The statistical significance of the difference in the
number of hospital discharges, length of stay and
hospital costs over the study period was determined
by utilization of the chi square test for trends.
Results: In 1993, there were 18,262 admissions with

a principal discharge diagnosis of delirium tremens
as compared to 34,130 in 2012 ( p<0.001). The rate
of discharge per 100,000 persons increased from 7
(+0.5) to 10.9 (+0.3) (p<0.001). The mean length of
stay for delirium tremens was 5.7 days in 1997 and
5.8 days in 2012 (p=0.57 NS). However, during this
period, the mean hospital charges increased by
395.5% from $7,097 per patient in 1993 to $35,171
per patient in 2012 (p<0.001). The in-hospital
mortality rate also decreased from 0.73% in 1993 to
0.4% in 2012 (p=0.06 NS). Discussion: The number of
inpatient admissions and rate of discharge for
delirium tremens has significantly increased over the
last 19 years. The cost associated with these
admissions has increased significantly. However,
there is no significant change in the inpatient
mortality rates.
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THE RIGHT TO KEEP AND BEAR ARMS WHEN
MENTALLY ILL

Lead Author: Furgan Nusair, M.B.B.S.

SUMMARY:

Whether the second amendment affords persons
with mental illness the right to keep and bear arms is
not often addressed. Mass shootings and the
pervasiveness of gun violence in the U.S. have not
resulted in comprehensive gun control legislation
but have provided the federal government with
reason to restrict firearm access to persons with
mental illness, amongst others. States have also
enacted legislation that aims to address this problem
using various approaches, some further restricting
the constitutional rights of persons with mental
illness. The rationale of restricting gun rights to
persons who are mentally ill is discussed with an
examination of the evidence supporting the
presumption of dangerousness of such persons.
Federal and state laws are reviewed along with
relevant court rulings. The effectiveness of such
legislative = measures is  appraised.  Policy
recommendations based on proven international
experience are suggested to safeguard the rights of
persons with mental illness while decreasing gun
violence.
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GENDER DIFFERENCES IN THE EXPERIENCE OF
DEPRESSION IN PARKINSON’S DISEASE

Lead Author: Andrew Perrin, M.D., Ph.D.
Co-Author(s): Ekaterina Nosova, Ph.D., Kim Co, Adam
Book, Oscar Yu, Vanessa Silva, Christina Thompson,



Valerie O’Neill, R.N., Sharon Yardley, R.N., Skyla
Burden, R.N., Martin J. McKeown, M.D., B.Eng., A.
Jon Stoessl, M.D., Matthew J. Farrer, Ph.D., Silke
Appel-Cresswell, M.D.

SUMMARY:
Background: 30 — 40% of Parkinson’s patients
experience  depression during their illness.

Identifying  which  factors most effectively
discriminate depressed from nondepressed patients
can facilitate prompt treatment and allow
improvements in quality of life. Methods: 654
patient records at a tertiary referral center were
reviewed for clinical and demographic factors. We
used recursive partitioning to determine which items
on the Beck Depression Inventory (BDI) were most
useful in differentiating patients who scored in the
depressed range (214) from those who scored in the
nondepressed range (<13) at the first visit only
(n=307). Results: Females and patients with a
younger age at symptom onset were at highest risk
of depression. Males and females could be
distinguished by their differential profiles in
recursive partitioning. Feelings of worthlessness,
irritability, agitation, self-punishment, loss of
pleasure and self-dislike were most useful for
partitioning females while loss of libido, feelings of
guilt and loss of interest were most useful in
partitioning males. Conclusion: Males and females
with  Parkinson’s  disease likely experience
depression differently. Further studies are required
to understand the gender-specific nature of
nonmotor symptoms in Parkinson’s disease.
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SEX DIFFERENCES IN PSYCHIATRY COMORBIDITY
PROFILES AMONG ADULTS WITH ADHD AND
ALCOHOLISM

Lead Author: Maria M. Reyes, M.D.

Co-Author(s): Terry Schneekloth, M.D., Mario
Hitschfeld, M.D., Jennifer Geske, M.S., Victor
Karpyak, M.D., Ph.D.

SUMMARY:

Objective: To identify sex differences in
demographic and psychiatric comorbidity profiles
among treatment-seeking alcoholics with ADHD.
Methods: We compared demographic and
psychiatric profiles of treatment-seeking alcoholics
(N=485) according to sex and ADHD status. The
Psychiatric Research Interview for Substance and
Mental Disorders was used to identify lifetime and
current psychiatric comorbidities. Results:

Compared to male alcoholics without ADHD, male
alcoholics with ADHD were younger in age (p=0.001),
had significantly higher rates of current cannabis
abuse (p=0.046), lifetime cannabis dependence
(p=0.023), lifetime and current amphetamine abuse
(p=0.003, 0.012), current opioid abuse and
dependence (p=0.016, 0.022), current depressive
disorders (p=0.039), and lifetime and current anxiety
disorders (p=0.002, 0.002). Females with alcoholism
and ADHD had significantly higher rates of opioid
dependence (p=0.035) when compared with male
alcoholics with ADHD. Conclusion: A high clinical
suspicion for additional psychiatric comorbidity
should be maintained in ADHD-positive males
seeking treatment for alcoholism.
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INTERNAL STATE SCALE (ISS): A PROMISING
PATIENT-RATED SCREEN FOR IDENTIFYING BIPOLAR
NOS?

Lead Author: Travis Hendryx, M.D.

Co-Author(s): lJigar Chotalia, M.D., Melissa Allen,
D.O., Teresa Pigott, M.D.

SUMMARY:

Background: Bipolar disorder (BD) is frequently
complicated by comorbid substance use disorders
and differentiating primary from substance-induced
mood episodes is difficult. The patient-rated 16-item
Internal State Scale (ISS) assesses both manic and
depressive symptoms concurrently using four
subscales: activation (AC), well-being (WB),
perceived conflict (PC) and depression index (DlI).
The current study examined the potential utility of
the ISS in differentiating acute mood state in
inpatients with BD-lI versus those with mood
episodes in the context of acute substance abuse
(BD NOS). Methods: 79 patients with a primary
diagnosis of BD by DSM-IV-TR criteria admitted to an
academic hospital between July 13 and July 14
completed a diagnostic interview and the ISS. Using
DSM-IV-TR criteria, the patients were classified into
three groups: BD-I Manic (N=33), BD-I Mixed (N=18)
and BD NOS (N=27). An analysis of variance was
conducted to assess group differences on the four
ISS subscales. Results: The BP NOS group scored
significantly higher than the BD-I Manic and BD-I
Mixed groups on the ISS AC (220.37, p=0.017,
F=4.324), PC (158.3 p=0.026 F=3.84) and DI (72.7
p=0.0001, F=10.27) subscales. No group differences
were detected on the WB subscale. Conclusion: The
ISS was able to accurately differentiate symptoms
between BD NOS vs. BD-I Manic and BD-I Mixed



patients in this preliminary study. If these results are
replicated, the ISS may represent a useful tool for
rapidly differentiating between mood states in BD-I
versus those with BD and acute substance-induced
states (BD NOS).
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PRN HOSPITALIZATION FOR BORDERLINE
PERSONALITY DISORDER: OUR EXPERIENCE AND
LITERATURE REVIEW

Lead Author: Lakshit Jain, M.D.

Co-Author(s): Charles Mcglynn, M.D.

SUMMARY:

Background: Besides being one of the more
prevalent  psychiatric  diagnoses,  borderline
personality disorder is one of the most common
disorders seen in inpatient psychiatric settings, and
these patients often end up as high utilizers of
psychiatric services. With the reduction in availability
of inpatient psychiatric beds, the need for a short-
term, focused hospitalization for patients with
borderline personality disorder has never been so
great as now. Here we discuss the approach to
inpatient hospitalization for borderline personality
disorder being used in our inpatient unit and briefly
discuss other approaches recommended in
literature. Methods: a PubMed search using
keywords “short hospitalization” and “borderline
personality disorder” was conducted. Case: A
description of a typical patient’s journey from
ED/CRC to discharge was done, and special steps
taken on our unit were elucidated. Discussion: While
there is some evidence to suggest a gradual
improvement in global functioning over 2 — 6 years,
some studies suggest that recovery is difficult to
obtain. Poor social adjustment is not only a
significant predictor for suicide attempt, but also
plays a role in loss of recovery and is often not
addressed during  inpatient  hospitalization.
Comorbid Axis | diagnoses, which also increase
suicide risk, are adequately addressed during the
admission, along with other medical comorbidities.
Hospitalization is of unproven value in preventing
suicide by these patients and is another risk factor
for  suicide. By destigmatizing inpatient
hospitalization in the eyes of the patient and
immediate caregivers, we attempt to provide the
patient with a safer environment to deal with
ongoing stressors in life with a smoother transition
back to ongoing outpatient treatment and therapy.
By keeping caregivers in close contact with the
treatment team, we attempt to address caregiver

fatigue in a more proactive manner. Conclusion:
From “fickle, egocentric, irresponsible” to a “good
prognosis diagnosis,” borderline personality disorder
is one of the disorders that benefited the most from
the advances in biological psychiatry. Brief
hospitalization has shown anecdotal benefit in
keeping patients involved in treatment in our
experience, although the evidence base remains
sparse. Establishing more universal guidelines might
encourage further research in this field of dire need.
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DOES PRESENTING MOOD STATE PREDICT LENGTH
OF INPATIENT STAY IN BIPOLAR DISORDER?

Lead Author: Jigar K. Chotalia, M.B.B.S., M.P.H.
Co-Author(s): Yasmine Gharbauoi, M.D., Melissa
Allen, D.O., Teresa Pigott, M.D.

SUMMARY:

Background: The economic costs of bipolar disorder
(BD) are mainly associated with hospitalization
during acute episodes. The current study examined
the potential impact of presenting mood state as a
potential factor in predicting subsequent LOS. Mood
state was assessed by both a clinical interview and
by the patient-rated Internal State Scale (ISS), a 16-
item scale with four subscales that has
demonstrated the ability to discriminate mood
states in BD patients. Methods: 107 patients with a
primary diagnosis of BD admitted to an academic
hospital completed a diagnostic interview using
DSM-IV-TR criteria and the ISS. Univariate analyses
were conducted to understand distribution of
variables and identify outliers. Bivariate analyses,
including Student’s t-test and Pearson’s chi-square
test, were conducted. Regression analysis (adjusted
for age, gender, race, number of admissions,
psychosis, substance abuse) was then performed
using mood state at admission (depressed vs. manic
vs. mixed) based on diagnostic interview and by the
ISS, including its subscales. Results: The mean LOS
for the BD inpatients was 7.7+3.8 days. Mood state
as assessed by clinical interview was significantly
associated with LOS for mixed (B=2.4, p<0.005) and
depressed state (B=-2.88, p<0.05), but not manic
state (B=0.95, P=0.17). In contrast, ISS determined
that mood state as well as the presence of comorbid
psychotic symptoms or substance abuse did not
demonstrate a significant impact on LOS.
Conclusion: These results suggest that clinician-
identified mood state was significantly more
effective than patient-rated mood symptoms and/or
the presence of comorbid psychotic symptoms or



substance abuse in predicting LOS in BD inpatients.
Further studies are needed to identify clinical
features associated with an increased risk for
extended hospitalization in BD patients.
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“SHE’S NOT MY SISTER!" A CASE REPORT OF
CAPGRAS SYNDROME IN A PATIENT WITH
SCHIZOPHRENIA AND VASCULAR DEMENTIA

Lead Author: Lauren Pengrin, D.O.

SUMMARY:

This case presentation is based on a patient |
followed during my consultation liaison rotation. We
were initially consulted for medication
management/recommendations, but upon attaining
a detailed history, | discovered that this patient had
quite an interesting clinical picture. Capgras
syndrome is a relatively uncommon condition and
often points to underlying organic dysfunction. This
information enabled us to make more meaningful
recommendations and decisions with the medical
team regarding the patient’s overall health picture.
The patient is a 67-year-old single, unemployed
African-American female who was admitted to the
general medical floor for poorly controlled diabetes.
She has a history significant for hypertension,
diabetes mellitus and schizophrenia. Psychiatry was
consulted to evaluate the patient’s psychiatric
medications and make recommendations/changes
as necessary during her hospitalization. The patient
reported feeling “fine” lately. She denied any
symptoms of depression, anxiety or mania. She
denied auditory or visual hallucinations. When
qguestioned about paranoia, the patient said “only
my sister is after me, but she is an imposter
anyway." The patient said that she noticed her sister
had been replaced by this “double” many months
ago and she avoided spending time with her. She
denied believing that any other friends or family
members were also imposters. The patient has a
past psychiatric history of schizophrenia, which
developed in her early 20s. She had multiple
hospitalizations and has been on many psychotropic
medications throughout her life with inconsistent
compliance. Currently, she is taking haloperidol
10mg PO at bedtime and has been taking this for the
past five years. She reports a history of hypertension
and diabetes mellitus, though she admits that she
does not take her medications as prescribed. She
denied substance use now or ever in the past. The
patient denied seizures or traumatic brain injury in
the past. On mental status exam, pertinent findings

included paranoid delusions regarding her sister and
delusions of her sister being replaced with an
“imposter look alike." The patient also had some
difficulties with memory and attention, and an
MMSE score suggested a comorbid diagnosis of
dementia. Upon discovering that the patient was
suffering from Capgras syndrome, the question was
raised if she was also suffering from any organic
brain disorders. After discussion with the medical
team, brain imaging was ordered, which revealed
multiple old cerebral infarcts and severe sclerosis of
the vessels. This prompted the medical team to
make significant changes to her medications for
management of hypertension. The diagnosis of
Capgras syndrome also changed the psychiatric
treatment plan. The patient was started on
clozapine, and the haloperidol was discontinued. The
patient’s symptoms of psychosis remained very well
controlled, and she slowly began to engage with her
sister as her treatment continued.
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NATIONAL TRENDS, RATES OF CARDIAC
CATHETERIZATIONS, REVASCULARIZATION AFTER
MYOCARDIAL INFARCTION IN PATIENTS WITH
DEMENTIA

Lead Author: Malathi Pilla, M.D.

Co-Author(s): Trinadha Pilla, Steve Scaife, Jeffery I.
Bennett

SUMMARY:

Objective: To investigate national trends, cardiac
catheterizations, revascularization and inpatient
mortality after acute myocardial infarction (AMI) in
dementia patients compared to the general
population. Methods: Nationwide Inpatient Sample
database is a stratified inpatient discharge database
representing 20% of the hospitals in the United
States. Data from 1993 to 2012 was used for this
study. Patients with dementia who had AMI were
compared to a random sample of all other adults
with AMI with no mental illness. Rates of cardiac
catheterization, PCl, CABG and inpatient mortality
were compared in logistic regression models after
adjusting for demographic, medical risk factors,
hospital properties and AMI complications. Results:
From 1993 to 2012, a total of 3,535,653 adult
patients were identified who had AMI without any
dementia. Patients with Alzheimer’s dementia
(N=15,926) and vascular dementia (N=12,515) who
had AMI were also identified during the same
period. There has been approximately a 50%
decrease in STEMI and a 5% increase in NSTEMI in



the general population over the last 20 years. The
rate of STEMI decreased approximately by 200% in
Alzheimer dementia but remained stable with minor
fluctuations in the case of vascular dementia. The
rate of NSTEMI increased approximately by 200% in
vascular dementia but remained stable with minor
fluctuations in the case of Alzheimer’s dementia. The
odds ratio of patients with Alzheimer’s dementia to
receive catheterization, PCl and CABG, as compared
to the general population, was 0.347(0.325 — 0.370),
0.433 (0.398 — 0.471) and 0.252 (0.211 - 0.300),
respectively, whereas the same for vascular
dementia was 0.240 (0.223 — 0.259), 0.261 (0.235 —
0.290) and 0.214 (0.177 — 0.259), respectively. The
odds ratio for inpatient mortality compared to the
general population for Alzheimer’s dementia was
1.371 (1.296 — 1.449) and for vascular dementia was
1.033 (.996 - 1.105). Conclusion: Even after
adjusting for potential confounders, there were
significant decreases in the rates of catheterizations,
PCl and CABG in patients with Alzheimer’'s and
vascular dementia compared to the general
population. Alzheimer’s and vascular dementia
patients with AMI had higher inpatient mortality
compared to the general population.

NO. 50

WHOONGA OR NYAOPE: ANTIRETROVIRAL
MEDICATION ABUSE: AN EMERGING PROBLEM OR
MEDIA HYPE?

Lead Author: Subani Maheshwari, M.D.

Co-Author(s): Vishesh Agarwal, M.D., Kimberly Best,
M.D.

SUMMARY:

Background: Diversion and misuse of antiretroviral
medication used in treatment of HIV has become a
growing concern in recent years. Initial reports
emerged in South Africa with use of Whoonga or
Nyaope, a locally produced drug cocktail professed
to contain an antiretroviral medication, efavirenz.
Similar reports have recently come out of South
Florida. There is limited scientific literature on the
epidemiology, psychoactive effects and abuse
potential of antiretroviral medication used in
treatment of HIV. Relevance: Psychiatrists should be
aware of the abuse potential of antiretroviral
medication and educate their HIV patients about the
risks involved. Methods: We searched for scientific
literature on Medline, EBSCO and other standard
resources; references were reviewed and relevant
titles obtained and reviewed in detail. Information
was also obtained and reviewed from online media

reports. Results: Published scientific reports confirm
the psychoactive nature of some ARVs, while some
others can potentiate the effect of commonly
abused street drugs. Several media reports and
qualitative studies mention the recreational use of
ARVs for their hallucinogenic properties, hinting
towards antiretroviral medications being emerging
drugs of abuse. Whoonga, although unconfirmed to
contain ARVs, is abused increasingly in South Africa.
Media reports continue to claim Whoonga contains
heroin, morphine, marijuana, strychnine (rat poison)
and the ARV medication efavirenz. Conclusion: The
diversion and potential for abuse of antiretroviral
medication used in treatment of HIV is worrisome at
multiple levels. It leads to increased criminal activity,
safety concerns for HIV patients and health care
professionals, increased cost of antiretroviral
treatment (ART), reduced supply of medications for
patients, reduced adherence, increased ARV
resistance, and poor HIV-related health outcomes.
Psychiatrists and other health professionals should
pay particular attention to identify and educate at
risk patients about the fatal consequences of its use
while also looking for suspected use.
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PREVALENCE OF COMORBID ANXIETY-ANXIETY
DISORDERS AMONG ADULT OUTPATIENTS IN AN
ACADEMIC PSYCHIATRIC SETTING

Lead Author: Jessica M. Short, D.O.

Co-Author(s): Samuel R. Weber, M.D., Anne-Marie
Duchemin, M.D.

SUMMARY:

The prevalence of anxiety disorder comorbidity with
other types of psychiatric diagnoses (e.g., mood
disorders, psychotic disorders, substance
abuse/dependence disorders) is well characterized;
however, comorbidity between anxiety disorders is
not well-studied. To determine the frequency of
comorbidity between anxiety disorders, we
retrospectively analyzed data from psychiatric
outpatient visits collected from May 1, 2013 to
December 31, 2013 in an academic medical center.
De-identified data were obtained from the electronic
data warehouse on all adult outpatients with at least
one anxiety disorder present in the diagnosis list.
Diagnosis of anxiety disorder was based on the DSM-
IV-TR classification in effect at the time of the data
collection. Outpatients with multiple visits were
included only once. Data from more than 2,000
patients with at least one anxiety disorder were
analyzed. Using DSM-IV diagnosis categories, about



78% of patients had only one type of anxiety
disorder, about 19% had two anxiety disorders, and
about 3% had three or more anxiety disorders.
When excluding stress disorders and OCD, the
percentage of patients with only one anxiety
disorder was 74%. Anxiety comorbidity rate in our
sample is in agreement with a small Australian study
of 94 patients that found 22% of patients had
multiple anxiety disorders. This is lower than the one
reported in the Netherlands study of depression and
anxiety, which evaluated 1,000 patients, did not
include PTSD and OCD, and found only 58.5% of
patients had one anxiety disorder diagnosis.
Frequency of anxiety-anxiety comorbidity varies by
type of anxiety disorder. Using DSM-IV anxiety
disorders, at least one comorbid anxiety diagnosis
was present in 61% of panic disorder, 60% of phobia,
54% of social anxiety disorder (SAD), 46% of PTSD,
44% of OCD, 31% of generalized anxiety disorder
(GAD) and 22% of anxiety disorder NOS patients. As
expected, when excluding PTSD and OCD, a higher
percentage of patients had only one anxiety
disorder: more than 80% for anxiety NOS and GAD
and about 50% for SAD, panic and phobia. This
reflects the relatively high number of patients with
PTSD in our sample and the common association of
PTSD with other anxiety disorders, especially GAD
(24%), anxiety NOS (10%) and panic disorder (10%).
Compared to a single anxiety disorder, comorbidity
of anxiety disorders does not seem to affect self-
report quality of life; however, it seems to be
associated with an earlier age of onset and a higher
chronicity, and it may be a factor to consider when
assessing patients and designing treatment.
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SUBSTANCE USE DISORDERS IN PSYCHIATRIC
INPATIENTS WITH PRIMARY MOOD OR CHRONIC
PSYCHOTIC DISORDERS: PREVALENCE AND
RELATIONSHIP TO COMORBID PTSD

Lead Author: Pratikkumar Desai, M.D., M.P.H.
Co-Author(s): Christopher James, M.S., Melissa Allen,
D.O., Teresa Pigott, M.D.

SUMMARY:

Background: Mood and psychotic disorders are
often complicated by comorbid substance use
disorders. PTSD is associated with increased odds of
mood, anxiety and substance abuse disorders. The
current study investigated the prevalence of
comorbid substance use disorders in inpatients with
primary mood or psychotic disorders and the
potential relationship between comorbid substance

use disorders and comorbid PTSD diagnosis.
Methods: 115 patients with a primary diagnosis of
MDD, bipolar, schizoaffective disorder, or
schizophrenia per DSM-IV-TR criteria admitted to an
acute psychiatric hospital between July and
December 2014 completed the PTSD Checklist for
DSM-5 (PCL-5, a standardized 20-item self-report
measure designed to screen for PTSD symptoms and
a provisional diagnosis of PTSD using cut point score
>38). Diagnosis of substance abuse disorder (SUD)
was based on DSM-IV-TR diagnosis documented in
the medical record and results from admission UDS,
if available. 102 (89%) patients also completed the
National Institute of Drug Abuse (NIDA) Quick
Screen, supplemented by the NIDA Modified ASSIST
v2.0. A Substance Involvement (SI) Score was
calculated from the NIDA data to determine the
relative risk level (mild, moderate, or high) for each
of 10 substance abuse categories. Chi-square
analysis was used to examine the potential
relationship between the presence of a PTSD
diagnosis and SUD. The potential association
between PTSD diagnosis and resultant S| score was
also investigated via a chi-square analysis. Results:
56% (64/115) of inpatients met criteria for more
than one substance use disorder based on DSM-/V-
TR criteria and/or UDS results, including cannabis
(38%), alcohol (22%), cocaine (15%), amphetamine
(11%), sedatives/hypnotics/anxiolytics (6%), opioids
(4%) and phencyclidine (2%). Patients with comorbid
alcohol abuse (X2=8.95, p<0.005) and patients with
at least one SUD diagnosis (X2=4.53, p<0.05) were
more likely to also meet criteria for a comorbid PTSD
diagnosis. None of the individual substance abuse
categories besides alcohol were significantly
associated with comorbid PTSD diagnosis. Using the
NIDA, patients endorsed alcohol (47%), cannabis
(37%), cocaine (21%),
sedatives/hypnotics/anxiolytics (18%), amphetamine
(17%), prescription opioids (16%) and street opioid
(8%) abuse. Alcohol abuse was again associated with
an elevated risk of comorbid PTSD (X2=4.41, p<0.05),
but no other individual illicit or nonmedical drug use
or Sl-based risk level was associated with comorbid
PTSD. Conclusion: These results show >50% of
psychiatric inpatients with primary mood or
psychotic disorders also met criteria for comorbid
SUD. The presence of comorbid alcohol abuse
and/or comorbid SUD was associated with an
increased risk for comorbid PTSD. While preliminary,
these results highlight the importance of screening
for comorbid substance abuse in psychiatric



inpatients, especially since their presence may also
increase the risk for comorbid PTSD.
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COMPARING THE EFFICACY, SAFETY AND
TOLERABILITY OF ATX VS STIMULANTS FOR ADHD
TREATMENT IN CHILDREN and ADOLESCENTS: A
SYSTEMATIC REVIEW and META-ANALYSIS

Lead Author: M. M. Naveen, M.D.

Co-Author(s): Thayanne Delima, D.O., Gregory
Jasinski, M.D.

SUMMARY:

Background: Pharmacotherapy is an important
component of the multimodal treatment of ADHD
and, as noted by the CDC, the percentage of children
taking medication has increased from 4.8% in 2007
to 6.1% in 2011. AACAP considers stimulants to be
first-line treatment for ADHD, but many patients fail
to respond or do not tolerate them. atomoxetine
was the first nonstimulant the FDA approved for
treatment of ADHD and has well-established
effectiveness in numerous placebo-controlled trails.
However, few studies directly compare it to
stimulants. Objective: To compare the efficacy,
safety and tolerability of atomoxetine to that of
stimulants. Methods: Electronic databases were
searched for RCTs of children and adolescents
receiving medication treatment for ADHD. Seventy
studies were initially identified by database
searching and reference list review. Consensus
agreement after duplicate removal, abstract
screening and full-text review led to the selection of
five studies. Studies were evaluated for risk of bias
with regards to sequence generation, allocation
concealment, blinding, incomplete data, selective
outcome reporting and other sources of bias.
Treatment efficacy was assessed based on mean
change in score on three ADHD rating scales: ADHD-
RS-V, CGI-ADHD-S and CPRS-R-S. Safety and
tolerability was assessed based on mean change in
systolic and diastolic blood pressure, pulse, and
weight. SMD was used as a measure of effect size.
Analysis of variance and random effects models
were used. Heterogeneity and publication bias were
assessed. Results: Of 2,590 randomized patients,
2,278 (88%) were included in the statistical analysis.
Pooled SMD for all efficacy measures (ADHD-RS-IV: -
0.223, CGI-ADHD-S: -0.192, ADHD-R-S: -0.142)
demonstrate small effect sizes. Stimulants yielded a
statistically significant decrease in score on the
ADHD-RS-IV and CGI-ADHD-S. Pooled SMD for all
safety and tolerability measures (systolic BP: -0.056,

diastolic BP: -0.083, pulse: -0.137, weight: -0.222)
demonstrate small effect sizes and no statistically
significant results. Heterogenity was noted in four
outcome measures. No publication bias was found.
Conclusion:  Stimulants demonstrated slightly
superior  efficacy in producing  symptom
improvement on three ADHD-rating scales, with
statistical significance achieved on two (ADHD-RS-IV
and CGI-ADHD-S). However, with primarily small
effect sizes, results are unlikely to translate into
clinical significance. While atomoxetine may not be
superior to the current standard of care, it is a valid
treatment alterative, and future comparison studies
are warranted. Stimulants produced smaller
increases in blood pressure and pulse and a smaller
decrease in weight. With primarily small effect sizes
and no statistically significant results, atomoxetine
demonstrates comparable safety and tolerability to
stimulants and should have the same weight and
vital sign monitoring guidelines as stimulants.
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INTERRATER VARIABILITY AMONG INTRAINING
PSYCHIATRIC RESIDENTS IN IDENTIFYING
DIAGNOSES OF SCHIZOPHRENIC DISORDER AND
TREATMENT-RESISTANT SCHIZOPHRENIA

Lead Author: Balwinder Singh, M.D., M.S.
Co-Author(s): Laura A. Kroetsch, M.D., K. Cyrus
Ghaedi, D.O., M.Sc., James L. Roerig, Pharm.D.

SUMMARY:

Objective: Clozapine is the only antipsychotic
medication that has shown superior efficacy for
patients with treatment-resistant schizophrenia
(TRS) and is associated with lower readmission rates
and mortality as compared with other
antipsychotics. For clinical and research studies,
accurate diagnosis of patients with schizophrenic
disorders and TRS is of prime importance. The
interrater reliability among in-training psychiatric
residents for the diagnosis of schizophrenic disorder
and TRS (according to the current definitions and
guidelines) has never been examined before. This
study was conducted as a part of an ongoing
historical cohort study assessing the antipsychotic
usage trends and outcomes in schizophrenia
spectrum disorders amongst a population-based
sample. Our objective in the present study was to
assess the reliability of diagnoses of schizophrenic
disorders and TRS (among patients who meet criteria
for clozapine initiation) at a community center.
Methods: We examined the electronic health
records and paper charts of 40 randomly selected



adult (>=18 years old) patients with and without the
schizophrenic disorders who received care at a
regional human service center at Fargo, North
Dakota, between June 1, 2009 and June 30, 2014.
Diagnoses of schizophrenic (schizophrenia and
schizoaffective) disorders were confirmed after
reviewing medical records by in-training psychiatric
residents. This was performed in collaboration with a
board-certified psychiatrist, according to the
Diagnostic and Statistical Manual of Mental
Disorders (DSM)-IV-TR or DSM-5 diagnostic criteria.
Diagnosis of treatment-resistant schizophrenia was
defined according to the standard guidelines as “an
inadequate response to sequential treatment with
two different antipsychotics at adequate dose,
duration and adherence." Patients with a diagnosis
of psychosis NOS, schizophreniform, brief psychotic
disorder or schizotypal/schizoid personality disorder
were excluded. Interrater reliability for diagnosis of
schizophrenic disorders and TRS, as well as for
initiation of clozapine, was compared using Cohen’s
kappa statistics. Results: Of the 40 randomly
selected patient charts with and without
schizophrenic disorders, 57.5% were male and 79%
were Caucasian. Two reviewers (to establish the
abstraction procedures) independently reviewed
these charts. Interrater diagnostic reliability for
schizophrenic disorders was excellent between the
two reviewers, kK=0.93 (agreement of 97.5 %).
Interrater diagnostic reliability for TRS was also
excellent between the two reviewers, k=0.77
(agreement of 95%). Conclusion: Excellent interrater
reliability was found for in-training psychiatric
residents when diagnosing schizophrenic disorders
and treatment-resistant schizophrenia according to
the DSM and latest guidelines.
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EXAMINING RACIAL DIFFERENCES IN DIABETES
AMONG PEOPLE WITH SERIOUS MENTAL ILLNESS
Lead Author: Walker Daniel Keenan, B.S.
Co-Author(s): Dean Schillinger, M.D., Eric Vittinghoff,
Ph.D., Jennifer Creasman, Christina Mangurian, M.D.

SUMMARY:

Background: People with serious mental illnesses
(SMI; e.g., schizophrenia and bipolar disorder) are at
a significantly  higher risk of developing
cardiovascular disease than the general population.
Some small studies suggest racial and ethnic
minorities with SMI are at a higher risk of developing
these illnesses than whites with SMI. Our objective
was to calculate incidence rates and prevalence of

diabetes in a large, racially diverse population with
SMI. Methods: We conducted a retrospective cohort
study of people with SMI in California. Inclusion
criteria included Medi-Cal insured, age must be 218
and <69 vyears, SMI diagnosis, must be taking
antipsychotic medication. Exclusion criteria included
eligible for Medicare, diagnosis of diabetes or use of
diabetes medication during the first study period
(January 1, 2009 — December 31, 2009). The primary
outcome was incident diabetes that was diagnosed
during the second screening period (October 1, 2010
— September 30, 2011). A diagnosis of diabetes was
determined if ICD-9 criteria were met or if diabetes
medication was prescribed. Prevalence was
determined during the second period as people with
the disease among all screened. Results: The
incidence rate of diabetes was 10.93/1,000, with
diabetes prevalence being 27%. Race had variable
impacts on diabetes disease burden. Schizophrenia
generally had higher incidence rates and prevalence
of diabetes compared to other psychiatric diagnoses.
Conclusion: The incidence and prevalence of
diabetes in this SMI population are higher than the
general population. Health care administrators
should implement policies to increase screening and
treatment of metabolic disorders among patients
taking antipsychotic medication. Further study is
needed to clarify the relationship between race and
incidence of diabetes in SMI patients. In addition,
more research is needed to clarify the relationship
between the diagnosis of schizophrenia and
diabetes.
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PATIENT FEEDBACK OF ELECTRONIC MEDICAL
RECORDS IN AN OUTPATIENT PSYCHIATRIC SETTING
Lead Author: Walter Piddoubny, M.D.

Co-Author(s): Lama Bazzi, M.D., Michelle Curro, D.O.,
Reena Baharani, M.D., Karen Chen, M.D., Erica Lo Re,
M.D., Fiana Klein, M.D.

SUMMARY:

Objective: Understand patients’ perceptions of
electronic health records (EHRs), their impact on
quality of care and privacy concerns. Background:
The American Reinvestment and Recovery Act
(ARRA) of 2009 included the Health Information
Technology for Economic and Clinical Health
(HITECH) Act, which incentivized the use of EHRs by
defining meaningful use standards and encouraging
doctors to use EHRs as a tool to improve patient
care. For providers who use certified EHRs, Medicaid
promises maximum incentive payments. Medicare



will penalize those not using EHRs by 2015 at rates
that will increase yearly. In June 2014, the Stony
Brook University Medical Center Outpatient
Psychiatric Clinic (SBU-MC OPD) adopted an EHR in
compliance with the HITECH Act. EHRs have been
used in psychiatric OPDs and hospitals to improve
quality of care and patient safety, reduce costs, and
increase  coordination among health care
professionals. Doctors cite concerns including the
cost of EHR systems, system downtime, privacy and
stigmatization of psychiatric patients seen in other
health care settings. Methods: An optional five-
qguestion, multiple choice, anonymous survey was
made available to patients in the SBU-MC OPD
waiting room. The survey included additional space
for patients’ comments on their perception of
medical records’ privacy and the quality of care
being provided. Results: Of a possible sample of 430
patients, 59 completed the survey (13.7% response
rate). Of the responders, 94.9% felt that EHRs had
impacted the quality of their medical care in a
strongly positive, positive, or neutral way. When
asked how the sharing of medical information
through the EHR impacted quality of medical care,
96.6% responded strongly positive, positive, or
neutral. Views on the privacy of medical records did
not change in 84.7%, and 83% did not have concerns
about privacy of the medical record prior to EHR.
Discussion: The HITECH Act mandates that health
care providers adopt meaningful use of EHRs or face
cuts in Medicare reimbursement. Doctors cite
privacy concerns as one reason they are reluctant to
adopt EHRs. Some providers worry that using EHRs
will affect the quality of care they offer their patients
and force them to spend more time on
documentation and less on forming a rapport with
patients. Our study at SBUH-MC OPD demonstrated
that our patients did not feel that the EHRs
negatively affected their relationship with their
doctor. They viewed the transition to EHR positively
and did not express concerns over the privacy of
their medical records. No patients felt that the
quality of care they were receiving was
compromised. Despite the fact that health care
providers continue to express concerns surrounding
EHR use, patients embrace EHRs as part of changing
health care. As EHRs gain acceptance, more research
is warranted into the effects meaningful use has on
the quality of care being provided to patients.
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PTSD SYMPTOMS IN ACUTE PSYCHIATRIC
INPATIENTS: PREVALENCE AND IMPACT ON

COMORBID DIAGNOSES, DEMOGRAPHICS AND
LENGTH OF STAY (LOS)

Lead Author: Christopher James

Co-Author(s): Pratikkumar Desai, M.D., M.P.H.,
Melissa Allen, D.O., Teresa Pigott, M.D.

SUMMARY:

Background: The lifetime prevalence rate for post-
traumatic stress disorder (PTSD) in the United States
is estimated at 8.7%. PTSD is often comorbid with
other psychiatric disorders but often goes
unrecognized, despite evidence that the presence of
comorbid PTSD in adult psychiatric inpatients may
be linked to an elevated risk for psychiatric
admission, suicide attempts, and alcohol abuse. The
current study investigated the prevalence of
comorbid PTSD in an inpatient psychiatric population
and compared primary diagnosis, sociodemographic
variables and hospital length-of-stay (LOS) in the
patients with and without comorbid PTSD. Methods:
115 patients with a primary diagnosis of MDD,
bipolar, schizoaffective disorder or schizophrenia per
DSM-IV-TR criteria admitted to an academic hospital
between July 1 and December 31, 2014 completed
the PTSD Checklist for DSM V (PCL-5). The PCL-5 is a
standardized 20-item self-report measure designed
to screen for PTSD symptoms and also to make a
provisional diagnosis of PTSD. The PCL-5 includes
symptom cluster severity scores based on DSM-V (B-
E) criteria. A total PCL-5 cut point score >38 is
considered threshold criteria for a provisional
diagnosis of PTSD and was used to divide the
inpatient sample into a group with comorbid PTSD
and a group without comorbid PTSD. Potential group
differences in primary psychiatric diagnosis,
sociodemographic variables and LOS were examined
using an independent sample t-test for continuous
variables and a chi-square test for categorical
variables. Linear regression was also used to
examine the potential relationship between PCL-5
score, independent PCL-5 cluster scores (B-E) and
LOS. Results: 38.3% (38/115) of the acute psychiatric
inpatients met criteria for a provisional diagnosis of
DSM-V PTSD per PCL-5 score >38. The mean age was
significantly higher (p<0.05) for the patient group
with comorbid PTSD (mean+SEM, 36.8+1.4) than the
non-PTSD (32.9+1.4) group. However, no group
differences in primary psychiatric diagnosis, gender,
race or LOS were detected between the patients
with versus. those without comorbid PTSD. There
was also no significant linear relationship identified
between total PCL-5 scores, specific PCL-5 cluster
scores or LOS (r2=0.0002, p=0.8786). Conclusion:



These results suggest that more than a third (38.3%)
of acute psychiatric inpatients meet criteria for a
provisional diagnosis of PTSD. The mean age was
significantly greater in patients with comorbid PTSD
than those without comorbid PTSD, but other
demographic and clinical features explored in this
study failed to detect significant group differences
between those with and without comorbid PTSD.
This study confirms that comorbid PTSD is relatively
common in patients acutely hospitalized for serious
mental illness, but also highlights the need for
further exploration of the demographics, clinical
features, and prognostic factors that may
differentiate inpatients with and without comorbid
PTSD.

NO. 58

BORDERLINE PERSONALITY TRAITS IN PSYCHIATRIC
INPATIENTS: A POSITIVE PREDICTOR?

Lead Author: Shelly T. Tran, M.D.

Co-Author(s): Jigar Chotalia, M.D., M.P.H., Teresa
Pigott, M.D.

SUMMARY:

Background: Length of stay (LOS) is an important
measure of the relative cost-effectiveness of
inpatient psychiatric treatment, but there are limited
data concerning the impact of concurrent Axis Il
psychopathology on LOS. The patient-rated
Borderline Personality Questionnaire (BPQ) has been
reported to be a useful screening tool in identifying
borderline personality traits in clinical populations. A
total BPQ score >56 correlated with an overall
diagnostic accuracy of 85% for BPD in a previous
report. The current study used the BPQ to examine
the potential role of coexisting borderline
personality disorder (BPD) traits on LOS in
psychiatric inpatients. Methods: 142 patients with a
primary diagnosis of MDD, bipolar, schizoaffective
disorder or schizophrenia by DSM-IV-TR criteria
admitted to an academic hospital between July 13
and 14 completed the BPQ. Univariate, bivariate (t-
test, chi-square test) and multivariate analyses were
then conducted to examine the potential
relationship between LOS and the BPQ, adjusting for
known and unknown confounders, including age,
gender, race, urine drug screen results and number
of admissions. Results: 12.7% (18/142) of the
inpatients scored >56 on the BPQ, consistent with a
diagnosis of BPD. Regression analysis revealed that
the presence of BPD (B=-2.22 p<0.05) predicted
shorter LOS in our inpatient sample. No significant
results were found in regards to the other factors

examined. Conclusion: While preliminary, these
results suggest that the presence of coexisting BPD
in acutely hospitalized psychiatric patients may
predict a shorter LOS. Further studies are needed to
examine the potential impact of personality traits on
LOS.
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DELIRIUM: COULD BE A NIGHTMARE ON CALL AT
AN INPATIENT PSYCHIATRIC FACILITY

Lead Author: Reena Kumar, M.D.

Co-Author(s): Lauren Alyse Lepow, M.S., B.A,
Deborah Ann Silverman, M.S., B.S..

SUMMARY:

This poster presents an interesting case of delirium
that started with a subtle presentation of
restlessness progressing to daytime masturbation
and finally to altered mental status. Upon interview,
the patient denied any recent alcohol use. His UDS
was positive for BZD, marijuana and cocaine.
Conclusion: We report a subtle but crucial
presentation of delirium that we as psychiatrist
should always keep in mind to decrease
morbidity/mortality in the inpatient psychiatric
population.
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RELIGIOSITY IN ACUTE PSYCHIATRIC INPATIENTS:
RELATIONSHIP WITH DEMOGRAPHICS, CLINICAL
FEATURES AND LENGTH OF STAY

Lead Author: Noha Abdel Gawad, M.D.

Co-Author(s): Jigar Chotalia, M.D., M.P.H., Ajay
Parsaik, M.D., M.S., Teresa Pigott, M.D.

SUMMARY:

Background: There is increasing evidence pointing to
an association between religiosity and mental health
outcomes. Several studies have reported lower
symptom severity, lower suicidality and better
quality of life in depressed patients with higher
religiosity; however, results are inconsistent in
patients with bipolar disorder, while studies are
lacking in patients with psychotic disorders.
Objective: To examine the association of self-
reported religiosity to selected mental health
outcomes including length of stay (LOS), suicidality
and psychotic symptoms in the psychiatric inpatient
population. Methods: 175 patients with a primary
diagnosis of a MDD, bipolar, schizoaffective disorder
or schizophrenia per DSM-IV-TR criteria admitted to
an acute psychiatric hospital between July 13 and 14
completed the Duke University Religion Index



(DUREL). The DUREL, a five-item self-report scale,
was developed to examine relationships between
religion and health outcomes. The DUREL measures
religious involvement in three major subscales:
organized religious activity (ORA), nonorganized
religious activity (NORA) and intrinsic religiosity (IR).
The Clinician-Rated Dimensions of Psychosis
Symptom Severity, an eight-item measure that
assesses the severity of mental health symptoms
important across psychotic disorders, was also used
to assess for the presence and/or severity of
psychosis at the time of admission. As
recommended, the relationship between each
DUREL subscale and health outcomes was examined
independently. Patients were considered to have
high religious involvement (HRI) if they scored high
on any one of the three subscales, i.e., ORA 25,
NORA >5 and IR 212. Univariate analysis was
performed to explore the distribution of variables
and identify any outliers. Bivariate analyses with chi-
square and t-tests were performed to examine
relevant associations. Results: 36% of the inpatients
had high ORA (25) and were more likely to be
females (47%) than males (27%, p<0.01). ORA scores
were not significantly related to age, demographics
or psychotic symptomatology. 54% of the inpatients
met criteria for high IR (212). However, there was no
significant relationship identified between IR and
age, demographics or psychotic symptomatology,
except for high IR and African-American ethnicity
that approached significance (66%, p=0.051). 39% of
the sample had high NORA (=5), and this finding was
associated with the presence of psychosis (p<0.05),
increased psychotic severity (14.5t5 vs. 12.416,
p<0.05) and a longer LOS (8.3%3.8 vs. 6.9%3.4,
p<0.05). Conversely, a low NORA score was
associated with having a higher number of suicide
attempts (71%, p<0.05). Conclusion: While
preliminary, these results suggest that a brief
measure of religiosity can provide some important
information concerning clinical features and acute
outcome in patients hospitalized with serious mental
iliness.
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CONVERSION
TREATMENT
Lead Author: Muhammad A. Anees, M.D.
Co-Author(s): Saad Ahmed, M.D., Lauren Bryant,
Asghar Hossain, M.D.

DISORDER: MODALITIES OF

SUMMARY:

Conversion disorder presents with symptoms of
altered voluntary motor or sensory function, and
findings demonstrate incompatibility between the
symptomatology and recognized neurologic or
general medical conditions. Symptoms or deficits
cause significant distress and psychosocial
impairment. Several subtypes have been recognized
based on presenting symptom or deficit. We have
demonstrated a case where the patient has
presented with several neurological deficits of motor
and sensory function, including multiple episodes of
psychogenic nonepileptic seizures. Diagnosis can be
quite challenging and requires a detailed history and
physical exam, selected testing, and a psychiatric
evaluation. Moreover, certain modalities of
treatment for conversion disorder have also been
discussed.
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WEIGHT EFFECTS OF ARIPIPRAZOLE MONOTHERAPY
VERSUS ARIPIPRAZOLE ANTIDEPRESSANT
POLYPHARMACY IN AN OUTPATIENT SAMPLE: A
RETROSPECTIVE CHART REVIEW

Lead Author: Amanda Suzuki, M.D.

Co-Author(s): Michael Marcus, M.D., Grace Lynn,
M.D., Charles Nguyen, M.D., Adrian Preda, M.D.,
Robert Bota, M.D.

SUMMARY:

Objective: The 5-HT2C receptor has been identified
as an important modulator of appetite and, by
extension, weight gain. Antagonism of the receptor
has been associated with increased food intake and
obesity. Aripiprazole has low associated risk of
weight gain, which may be due to the fact that is a
partial agonist at the 5-HT2C receptor. However,
used in conjunction with antidepressants with high
serotonergic  activity, aripiprazole may act
antagonistically at 5-HT2C and cause weight gain. A
previous study through the VA showed statistically
significant weight gain in patients taking aripiprazole
plus high serotonergic therapy compared to
aripiprazole monotherapy or aripiprazole plus
bupropion, which has low serotonergic activity. This
study seeks to evaluate the weight gain effect within
a community-based population. Methods: A
retrospective chart review of Kaiser Permanente
Southern California members compared patients’
weight and BMI over the course of 180 days while
taking aripiprazole monotherapy (n=575),
aripiprazole and high-serotonergic antidepressants
(fluoxetine, paroxetine, citalopram, escitalopram,
sertraline, fluvoxamine, mirtazapine, venlafaxine,



duloxetine) (n=1,210) and aripiprazole and a low-
serotonergic antidepressant (bupropion) (n=120).
Results: Within this population, patients on
aripiprazole monotherapy showed statistically
significant weight gain, suggesting that aripiprazole
treatment is not weight neutral. However, there was
no statistically significant difference in weight gain
between the aripiprazole monotherapy, the high
serotonergic combination group or the low
serotonergic combination group. This finding applied
even within the subset of patients who were
considered obese. Conclusion: Patients in all three
test groups showed increased weight gain, including
aripiprazole monotherapy. Our data is inconsistent
with previous findings showing that aripiprazole is
associated with increased weight gain when used in
conjunction with high-serotonergic antidepressants.
Differences in the sample population may provide
some insight; the Kaiser population was
predominantly female, and the proportion of obese
patients within the high serotonergic group was
higher than the other groups. The results reflect the
complexity of the relationship between weight gain
and psychotropic medications and suggest that
additional factors may affect aripiprazole’s actions
on 5-HT2C receptors that indicate a need for further
research.
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ASSOCIATIONS OF ALCOHOL CONSUMPTION AND
MARUJUANA USE WITH MAJOR DEPRESSIVE
EPISODE: RESULTS FROM THE 2011 NATIONAL
SURVEY ON DRUG USE AND HEALTH DATA

Lead Author: Joseph C. Ikekwere, M.D., M.P.H.
Co-Author(s): Josephine Igwacho, D.N.P., A.P.N.,
Nagesh Aragam, Dr.P.H., Ying Liu, Ph.D., Ke-Sheng
Wang, Ph.D.

SUMMARY:

Objective: At the conclusion of this presentation, the
participant should be able to 1) Describe the
epidemiology of major depression, especially in the
United States; 2) Determine the major risk factors
associated with major depressive episode; and 3)
Understand racial and gender differences in relation
to the prevalence of major depression/depressive
episode. In this study, we analyzed the 2011
National Survey on Drug Use and Health (NSDUH)
data to determine the prevalence and associations
of alcohol and marijuana use, as well as cigarette
smoking status, with MDE among U.S. adults and
tested whether such associations differ by gender.
Background: Major depressive episode (MDE) is a

complex disease that affects not only the lives of
patients but also their family members and has
become one of the major disabilities worldwide,
ranking 4th and estimated to become 2nd by 2030.
Depression is a complex disorder stemming from
many causes including substance abuse, smoking,
alcohol, anxiety, marital problems and other
psychological problems. More recently, an increasing
number of depression cases reported in the
literature have been attributed to the use of
marijuana, which has provoked public health
concerns. Methods: We used the adult data from
the 2011 NSDUH, which included 2,967 MDE
patients (836 males and 2,131 females) and 35,653
controls (17,346 males and 18,307 females).
Weighted univariate and multiple logistic regressions
were used to estimate the associations between
potential factors and MDE. The odds ratios (ORs)
with 95% confidence intervals (Cls) were estimated.
Results: The overall prevalence of MDE was 7.5%
(4.75% for males versus 10.1% for females), the
prevalence of the age group of 26 — 49 (8.2%) was
greater than that of the younger age group of 18 —
25 (6.3%) and the older age group of 50+ (7.2%) and
the prevalence for Caucasians (9.0%) was higher
than for African Americans (3.5%) and Hispanics
(5.1%). In the multiple logistic regression analysis,
marijuana use in the past year (OR=1.44, 95%
Cl=1.21 — 1.71), current drinking (OR=1.76, 95%
Cl=1.33 — 2.34), past drinking (OR=2.28, 95% Cl=1.67
— 2.31), current smoker (OR=1.62, 95% Cl=1.34 —
1.95) and former smoker (OR=1.24, 95% Cl=1.02 —
1.51) were significantly associated with increased
odds of MDE. Stratified by gender, current smoker
was significantly associated with MDE both in males
and females. Besides the current smoker, four more
factors, including marijuana use in the past year
(OR=1.68, 95% Cl=1.35 — 2.09), current drinking
(OR=2.21, 95% Cl=1.62 — 3.04), former drinking
(OR=2.57, 95% CI=1.82 — 3.62) and former smoker
(OR=1.34, 95% CI=1.08 — 1.67), were significantly
associated with increased odds of MDE in females
only. Conclusion: Cigarette smoking and alcohol and
marijuana use were positively associated with MDE.
However, such associations differed by gender.
Keywords: Major Depressive Episode, Prevalence,
Marijuana, Alcohol, Smoking, Gender Differences
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SUICIDE CRISIS ON CAMPUS: SUICIDE ATTEMPTS
AND IDEATION IN THE COLLEGIATE POPULATION
EVALUATED IN THE EMERGENCY DEPARTMENT
Lead Author: Souraya Torbey, M.D.



Co-Author(s): Diana Robinson, Priyanka Vakkalanka,
James Thomson, Christopher Holstege

SUMMARY:

Throughout life, people transition between many
different developmental stages. Genetics and
environmental stressors significantly impact an
individual’s predisposition to developing mental
health disorders. The transition of young adults from
high school to college presents newfound freedoms
as well as exposure to significant stressors, including
financial, personal and academic strain. Frequently,
individuals are faced with heightened financial and
academic stressors, family pressure to succeed,
moving to a new location with less adult supervision,
a diminished support group and increased exposure
to drugs and alcohol and undergo a redefinition of
personal identity and goals with increased
requirement of self-motivation. Therefore, this can
be a period of self-exploration and growth
potentially fraught with setbacks and development
of mental health disorders that may progress to
suicidal ideation (SI) or suicide attempts (SA). In
2008, the American College Health Association
initiated the National College Health Assessment II.
According to the survey results, 30% of college
students reported feeling “so depressed that it was
difficult to function” at some time in the past year.
Results showed that six percent of undergraduate
and four percent of graduate students in four-year
colleges seriously considered suicide; around one
percent had attempted suicide within the past year.
1,100 suicides occur at colleges every year (roughly
7.5 per 100,000 students). The University of Virginia
has long been committed to improve mental health
in the college student population and has
established a database to better capture student
utilization of the emergency department (ED). This
repository, the Student Health Research Database,
consists of a subset of UVA students who are seen in
the UVA Health System ED. Using this database, we
assessed students who presented to the ED with SI
or SA between July 2009 and June 2015. We will
present data on the prevalence of Sl and SA amongst
this population as the proportion of SI/SA-related
events of all student ED visits, evaluating the
correlates and epidemiological characteristics of
these students, including but not limited to
demographics, academic affiliations and
Interfraternity/sorority affiliations. We will also
identify and quantify the situational or contextual
factors contributing to these visits, which include
assessing sources of stressors (e.g., academic,

financial, personal, etc.) and examining length of
hospital stay and disposition. A key component to
this study is to characterize the methods of suicide
attempts with particular attention to attempts
involving toxic ingestion. To the best of our
knowledge, there has yet to be a study investigating
SA by ingestion of specific substances in the college
student population, which may provide insight into
the phenotype of suicidality in the collegiate
population.
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GGT AS A MARKER OF ALCOHOL ABUSE: IS IT A
MUST?

Lead Author: Narissa R. Etwaroo

Co-Author(s): Astik Joshi, M.D., Shawn McNeil, M.D.

SUMMARY:

Alcohol abuse is a prominent cause of liver disease
and a significant cause of morbidity and mortality.
Gamma-glutamyl transferase, or GGT, is an enzyme
that may be elevated in liver and bile duct diseases.
GGT is also present in the kidneys, pancreas, spleen,
heart, brain and seminal vesicles. It has a role in
amino acid transport. This enzyme correlates well
with the alkaline phosphatase level in patients with
liver damage, although alkaline phosphatase is also
increased in patients with bone disease. Other
markers that correlate well with GGT are 5'-
nucleotidase and leucine-aminopeptidase. Another
cause of elevated GGT is the use of barbiturates and
phenytoin. Also, in some case reports, GGT was
found to be more sensitive than CDT and MCV. In
general, a higher level of this enzyme correlates to
greater liver damage. A correlation has been
associated with alcohol abuse in the literature; we
reviewed the role of GGT as a marker for liver
damage in patients who abuse alcohol compared to
aspartate transaminase (AST), alanine transaminase
(ALT), carbohydrate deficient transferrin (CDT) and
mean corpuscular volume (MCV) levels. It has been
postulated that obtaining GGT levels in individuals
with suspected alcohol abuse can help to establish a
diagnosis of alcohol use disorder. We have ongoing
research that analyzes the usefulness of obtaining a
GGT level in patients with alcohol abuse. As an area
of future research, clinicians could obtain GGT levels
on patients suspected of alcohol abuse in the
emergency setting. There are several advantages to
the use of a GGT level, as it is inexpensive and
readily available.
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WHERE DO WE STAND IN THERAPEUTIC DRUG
MONITORING FOR MOOD STABILIZERS IN PATIENTS
WITH BIPOLAR DISORDER?

Lead Author: Zahid Islam, M.D.

Co-Author(s): Pankaj Manocha, M.D., Agshar
Hossain, M.D.

SUMMARY:

Background: Mood stabilizers are used for acute and
maintenance treatment for bipolar disorder (BPD).
Therapeutic drug monitoring (TDM) is a valid tool to
optimize pharmacotherapy, but there is no national
guideline for monitoring mood stabilizer level in the
treatment of psychiatric patients. Objective: The
objective of this poster is to assess clinical practice
guidelines for monitoring serum levels of mood
stabilizers such as lithium, valproic acid and
carbamazepine. Methods: Available literature found
from PubMed, Google and UpToDate were
reviewed. Results: Lithium levels should be
estimated 12 hours (10 — 14 hour range) after the
last prescribed dose, which is often given at bedtime
for a morning sample. Plasma concentrations of
lithium are measured weekly for four weeks,
monthly for three months and then every three
months or when symptoms arise. Valproic acid levels
should be assessed at two weeks and then every
three months or when symptoms arise. Blood
chemistry levels should be drawn every month for
six months and then every six months or when
symptoms arise. Carbamazepine levels should be
assessed at two weeks and then every three months
or when symptoms arise. Complete blood count and
liver function tests are assessed at two weeks,
monthly for three months and then every three
months or when symptoms arise. Discussion: These
drugs have serious adverse effects and require
consistent monitoring. Lithium use is associated with
glomerular and tubular disorders, resulting in
chronic kidney disease. Valproic acid may increase
the risk of PCOS and can cause hepatocellular
damage. Carbamazepine administration requires
monitoring of serum sodium levels when taken
alongside other hyponatremia-causing drugs.
Carbamazepine also increases the metabolism of
other drugs and can decrease their blood levels.
Conclusion: There is a need for national guidelines in
monitoring blood levels of these medications in
considering patient safety.
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HOMICIDAL IDEATION IN PSYCHIATRIC EMERGENCY
ROOM

Lead Author: Jack Wang, D.O.
Co-Author(s): Suzanne Holroyd, M.D.

SUMMARY:

Background: Homicidal ideation (HI) is a serious
symptom that is routinely assessed, usually along
with suicidal ideation (Sl), during psychiatric
evaluations. Although HI has been found to be less
common than S, there is very limited study of Hl in
psychiatric settings. To our knowledge, there is little
study examining HI and associated psychiatric
comorbidities in the psychiatric emergency room
(ER). In this study, we examined the prevalence of HlI
and associated factors in the psychiatric ER setting.
Methods: 226 consecutive psychiatric ER patients
from an academic medical center were examined by
retrospective chart review. Three patients did not
have data regarding HI and were excluded from the
study, leaving 223 subjects. Data collected included
demographics, clinical variables, past history of Hl,
current Hl, psychiatric diagnoses, substance use and
family history. Data was entered into SPSS and
analyzed. Results: Homicidal ideation was present in
6.3% (N=14) of patients presenting to a psychiatric
ER. Of these, 79% (N=11) had a prior history of Hl,
and 79% (N=11) also had SI. The majority (62%, N=8)
also had illicit substance use. Variables that were
significantly associated with having HI included
having remote (p=0.001) or recent (p=0.031) history
of HI, current SI (p=0.006), having SI with a plan
(p=0.013), and current illicit substance use
(p=0.027). Variables with a trend toward significance
included family history of suicide attempt (p=0.063),
white race (p=0.066) and THC use (p=0.070). Of the
patients who presented with HI, 79% (N=11) were
admitted to the hospital; 21% (N=3) were
involuntarily admitted. Interestingly, there was no
association of HI with age; gender; presence of
psychosis, mood disorder or other psychiatric
diagnosis; or other substance use including alcohol.
Conclusion: Although not common in the psychiatric
ER, presence of HI is significantly associated with
illicit substance use disorder, suicidal ideation and
history of HI. While SI is associated with mood
disorders, HI is not, likely reflecting a more
heterogeneous population that presents with HI.
This study adds to a very limited literature of HI in
psychiatric settings and identifies several significant
variables that can be employed as screening criteria
in a psychiatric ER setting to assess risk of this
potentially dangerous mental state.
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SCHIZOAFFECTIVE DISORDER DEPRESSIVE TYPE AND
PSYCHOSIS

Lead Author: Qaiser S. Khan, M.D.

Co-Author(s): Gayathri Dasharathy, Phebe Tucker,
Mustansar Raza

SUMMARY:

Background: We present a clinical case of N.B., a 60-
year-old female with a four-year history of delusions
and compulsive cleaning behaviors leading to severe
facial lesions. Worsening symptoms led to
hospitalization in a geriatric psychiatry unit. N.B.’s
clinical presentation, past treatments, differential
diagnoses, hospital course and treatments will be
discussed. Case: N.B. was brought to the ER after
scrubbing her face in response to a delusion that her
daughter was poisoning water used in bathing. Her
repeated facial scrubbing with rainwater and in a
local river to remove the poison led to infected facial
wounds. She refused to wear clothes from her
daughter’s house, believing they were tainted. N.B.
also had a delusion that others were putting things
in her bed. She had been depressed with poor sleep
and appetite for a few weeks, with anhedonia and
psychomotor agitation. N.B.’s problems were first
treated in 2011 by her PCP, when she used hydrogen
peroxide on her face, accused her family members of
putting glue on her face and believed her face was
covered in plastic. She was prescribed aripiprazole
5mg QD, but she was nonadherent and had
increasing paranoia and compulsive cleansing
behaviors. Early in her hospitalization, she refused to
eat, take showers or sleep in the unit bed because of
delusional beliefs that the bed sheets were
poisoned. N.B. isolated, refusing to participate in
group activities. Wound scratching persisted, with
further facial injuries requiring treatment. Her
medications included aripiprazole, increased to
15mg QD, with added fluvoxamine at 50mg PO BID.
Fluvoxamine was changed to 100mg PO HS due to
daytime sleepiness. She gradually began to interact,
slept in her bed and reduced facial scrubbing. At
discharge, N.B.s mood, agitation and delusions
improved markedly. Medical records revealed a
presumptive diagnosis of schizoaffective disorder.
The psychosis was episodic and never treated before
four years prior. Discussion: Psychosis can present
with  many clinical manifestations, including
delusions, hallucinations, disorganized thoughts and
agitation. Differential diagnoses for psychosis in
elderly patients includes a primary psychotic
disorder such as schizophrenia, schizoaffective
disorder, delusional disorder and schizotypal

personality disorder; a mood disorder with psychotic
features such as bipolar disorder or major
depression; and an obsessive-compulsive-related
disorder such as OCD or excoriation disorder. Also
possible is psychosis due to a primary medical or
neurological condition such as an endocrine
disorder, infectious disease, hepatic or renal
disorder, inflammatory or demyelinating disorder,
metabolic disorder, acute medical condition, or
neurodegenerative disorder such as Alzheimer’s or
vascular disease. Given N.B.’s history and
presentation, she was diagnosed with schizoaffective
disorder, depressive type. She was discharged for
continued care in her rural community by her PCP,
outcome unknown.
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SENSORY REDUCTION OF INTERNAL MILIEU AS A
MEANS OF REDUCING PHYSICAL RESTRAINTS IN A
HIGH-ACUITY INPATIENT PSYCHIATRIC UNIT: A QI
PROJECT

Lead Author: Svetlana Yakov, M.D., Ph.D.
Co-Author(s): Kinjal J. Ghelani, M.D., Melissa F.
Bearden, Barbara M. Aguilar, B.S.N., R.N., Rachel E.
Fargason, M.D., Badari Birur, M.D.

SUMMARY:

Agitation in patients on high-acuity inpatient
psychiatric units often results in the need for IM
pharmacotherapy and physical interventions such as
manual hold, physical restraints and seclusion.
Preventative measures to reduce agitation could
abate the psychological and physical trauma that can
result from these active interventions. Over the last
five months, physical restraints were required an
average of 26 times per month on our high-acuity
20-bed inpatient psychiatric unit at University of
Birmingham. For this quality improvement project,
we aim to reduce sensory input in the unit milieu, an
alternative, noncoercive approach to prevent
aggressive behaviors and decrease number of
forceful interventions (restraints) as well as to
reduce risk of harm to the patients and staff on a
high-acuity psychiatric unit (assault rate). This quality
improvement project will involve implementing a
new sensory reduction measure each month
between 4 and 7 pm, the most common time of day
during which restraints are required; these measures
include, but are not limited to, the following: 1) soft
music; 2) meditation/yoga/mindfulness; 3) light
adjustments and/or ambient lighting; 4) sensory diet
activities including weighted vests; 5) art therapy;
and 6) required reduced speech-volumes to reduce



overstimulation in the hospital milieu of the unit for
sensory-overloaded patients. Multidisciplinary teams
including occupational therapists, “art in medicine”
group, nursing, ancillary staff and doctors will
participate in this project that will be implemented
for the next six months. Supplies for these
processes, such as speakers, nonfluorescent bulbs,
weighted vests and drawing utensils, will be funded
by UAB Hospital. Self-assessment
behavioral/emotional scales; BPRS/agitation scales;
and monthly restraints, seclusions and IM
medication interventions will be performed at
baseline and one month after each new intervention
to assess for trends resulting from each intervention.
Only interventions showing improvement will be
continued for the full study period. At the
termination of the project, preimplementation
assault and restraint rates will be compared to
postimplementation data for significant differences.
The final results will be discussed at the time of
poster presentation at the APA meeting, 2016.
Successful interventions will be rolled out to other
adult inpatient units.
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RELEVANCE OF OBTAINING MAGNESIUM LEVELS IN
PATIENTS WITH ALCOHOL ABUSE

Lead Author: Astik Joshi, M.D.

Co-Author(s): Narissa R. Etwaroo, M.D., Shawn E.
McNeil, M.D.

SUMMARY:

Hypomagnesemia is a common electrolyte
derangement in hospitalized patients. Causes can be
multi-factorial, including poor intake, renal losses
and concomitant use of PPls. Hypomagnesemia has
long been correlated with alcohol abuse. Other
electrolyte abnormalities, such as hypokalemia, can
commonly occur, which can potentially lead to
cardiotoxicity, increasing the chance of mortality.
Hypophosphatemia has also been correlated to low
magnesium levels. During alcohol withdrawal,
magnesium shifts intracellularly, causing depletion
of magnesium levels. It is of prime importance to
obtain, monitor and correct magnesium levels in
alcoholic patients. Hypomagnesemia can cause
seizures and arrhythmias, which may be fatal. Its
ability to widen QRS and prolong QTc has been
clearly established. Other causes of
hypomagnesemia, including medications (such as
loop and thiazide diuretics) and uncontrolled
diabetes, may increase risk or morbidity/mortality
and should be monitored. Magnesium

replenishment depends on the degree of
hypomagnesemia, with intravenous replacement
being recommended in symptomatic and oral
replacement (if tolerated) in asymptomatic patients.
Extra caution must be taken in patients with
impaired renal function. Serum magnesium levels
also play a central role in the balance of the other
electrolytes. It is commonly missed in patients with
alcohol abuse who present with psychiatric
symptoms but can be a very useful tool to aid in
their treatment. We propose obtaining magnesium
levels in patients with alcohol use disorder as a way
to decrease subsequent harm from its deficiency.
Other advantages include the low cost and easy
availability of testing the magnesium level. It is
especially important in patients presenting in
psychiatric settings, as alcohol abuse is very common
in this patient population. In our opinion, obtaining
magnesium levels in patients with alcohol abuse
should be necessary for decreasing subsequent
morbidity and mortality.
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RELATIONSHIP OF PHYSICAL ACTIVITY TO
DEPRESSION IN ADOLESCENTS WITH AND WITHOUT
HISTORY OF PSYCHOLOGICAL TRAUMA

Lead Author: Andriy Yur’yev, M.D., Ph.D.
Co-Author(s): Pamela Siller, Stephen Ferrando

SUMMARY:

Objective: Physical trauma in adolescents is
common, and it is important to identify factors that
may protect against depression in traumatized
teens. The current study explored the relationship
between physical activity and depressive symptoms
in adolescents with and without history of
psychological trauma. Methods: Data for the current
study was obtained from the European Social Survey
(ESS). ESS is “an academically driven cross-national
survey that has been conducted every two years
across Europe since 2001. The survey measures the
attitudes, beliefs and behavior patterns of diverse
populations in  more than thirty nations”
(http://www.europeansocialsurvey.org/). Responses
of adolescents age 15 — 18 were selected from the
main database for the purpose of this study
(n=1,310, mean age 16.8). Depressive symptoms
were evaluated using the eight-item Center for
Epidemiological Studies-Depression Scale (CESD8). A
total score was calculated. In addition, respondents
with a CESD8 score of 12 or more were considered
depressed. History of psychological trauma was
evaluated using the question “Have you or a



member of your household been the victim of a
burglary or assault (footnote: physical assault) in the
last 5 years?" (Answers: 1-Yes; 2-No; trauma group
N=238, no trauma group n=1,072). Level of physical
activity was measured using the question “Please tell
me on how many of the last 7 days you were
physically active continuously for 20 minutes or
longer." Answer included a score 0 — 7 reflecting
number of days. Linear regression analysis was
employed to explore relationships between levels of
depression and physical activity in samples of
depressed adolescents with and without history of
psychological trauma, controlling for socio-
demographic and health indicators, i.e., age, gender,
years of education, subjective perception of
household income, subjective perception of health,
mother’s and father’'s employment status, and
respondent’s general level of trust. Results: After
controlling for socio-demographic and health
indicators, levels of physical activity and depressive
symptoms (and “clinical depression”) were inversely
and significantly correlated in a sample of depressed
adolescents with a history of psychological trauma.
This relationship was not significant in the
nontraumatized group. Conclusion: While these data
are epidemiological in nature, physical activity may
play an important role in ameliorating depression in
adolescents with a history of psychological trauma,
while a similar relationship of physical activity in
nontraumatized adolescents was not observed in
this study.
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TOBACCO USE AND ASSOCIATED FACTORS AMONG
PATIENTS PRESENTING TO A PSYCHIATRIC ER

Lead Author: Ashley D. Collins, D.O.

Co-Author(s): Dr. Suzanne Holroyd

SUMMARY:

Background: According to the CDC, 17.8% of U.S.
adults smoke cigarettes, but rates are much higher
in those with mental disorders. Approximately 31%
of all cigarettes are smoked by adults with mental
illness. Of those with mental disorders who live
below the poverty level, 48% smoke cigarettes.
Previous studies have examined the elevated rates
of tobacco use among different psychiatric
diagnoses and in specific populations and treatment
settings. However, there has been little study of
tobacco use in patients in the psychiatric emergency
room (ER) setting. In this study, we examined the
prevalence of tobacco use and associated factors
among patients presenting to a psychiatric ER.

Methods: 226 consecutive psychiatric ER patients
from an academic medical center were examined by
retrospective chart review. Tobacco use data was
missing for 23 subjects, so they were excluded from
the study, resulting in 203 subjects. Data included
demographics, clinical variables, tobacco use, other
substance use, psychiatric diagnoses, medications
and family history. Data was entered into SPSS and
analyzed using student t-tests and Fisher exact tests
to compare groups as appropriate. Results: Of the
203 patients, 49.8% (n=101) reported using tobacco.
Among these, alcohol use was reported in 32.8%
(n=66) and illicit substance use in 25.1% (n=51).
Active suicidal ideation (SI) was reported by 11.8%
(n=24). Tobacco use was significantly associated with
any other substance abuse (p<0.001), including
alcohol use disorders (p<0.001), any illicit substance
use (p<0.0001), THC use (p<0.001), cocaine use
(p=0.003) and current alcohol intoxication (p=0.007).
It was also significantly associated with a family
history of alcoholism (p=0.006), prior psychiatric
hospitalization (p=0.023) and active SI (p=0.009). The
only psychiatric diagnoses associated with tobacco
use in this study were substance use disorders
(p=0.009) and dementia (p=0.014). Surprisingly, a
family history of tobacco use was not significantly
associated with tobacco use in the patient (p=0.302).
There was also no association between tobacco use
and age, gender, race, marital status, employment or
living situation. Conclusion: Tobacco use among
psychiatric ER patients is much higher than that of
the general population, with half of the patients
reporting tobacco use. There is a very high
association of other substance use disorders with
tobacco use. The associated variables of active S,
prior psychiatric admissions and other substance use
disorders suggest that tobacco users may be a more
psychiatrically ill group. Knowing the relationship
between these variables suggests tobacco use in the
ER setting could be used as a marker to identify
those at risk for alcohol/illicit substance abuse, as
well as for suicidal ideation. Finally, the higher
prevalence of tobacco use in patients in the
psychiatric ER may suggest a treatment setting
where smoking cessation strategies could be
encouraged.
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INCREASING CARDIOMETABOLIC RISK SCREENING
AND REDUCTION OF THE RISK AMONG THE



PATIENTS ON ANTIPSYCHOTICS IN THE ADULT
OUTPATIENT PSYCHIATRY CLINIC

Lead Author: Sasidhar Gunturu, M.D., M.B.B.S.
Co-Author(s): Korenis Panagiota, M.D., Shah Ketki,
M.D., A. Evdokas, Ph.D., Wen Gu, Ph.D., M. Kucheria,
M.D., A. Hanif, M.D., R. Schengelia, M.D., R. Cheema,
M.D., A. Albassam, M.D., S. Lawler, S. Blustein, Z.
Peri

SUMMARY:

People with serious and persistent mental illness
(SPMI) die 25 vyears earlier than the general
population! Sixty percent of the increased mortality
is due to cardiovascular disease. In New York State,
type 2 diabetes is twice as common in people with
mental illness on Medicaid compared to the general
Medicaid population. In a study of over 10,000
clients with schizophrenia or depression, 52% had
metabolic syndrome and 92% had at least one risk
factor. Forty-Three percent of clinical antipsychotic
trials of intervention effectiveness (CATIE)
participants had metabolic syndrome on enrollment.
In this Ql project, we worked on 3,348 adult
outpatient psychiatric patients, used techniques like
FOCUS-PDCA, brainstorming and root cause analysis
to address cardiometabolic risk screening and
reduce the risk among these patients. We used
interventions like prescriber and patient education,
streamlining the cardiovascular screening process in
the clinic and multidisciplinary team discussions. We
collected and analyzed data regarding clinical
characteristics of such patients before and after the
clinical interventions. HEDIS scores were used to
measure the outcomes of the project. We aim to
identify specific clinical risk factors of such patients
and will consider clinical implications as well as
treatment strategies to manage and improve
psychiatric and medical management of such
patients in the outpatient setting. This poster
summarizes the project, analyzing pre- and
postintervention data and important clinical
strategies to address cardiometabolic risk in
outpatient psychiatric clinics.
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PSYCHIATRIC AND LEGAL CHALLENGES IN THE CARE
OF TRANSGENDER INMATES

Lead Author: Rafik Sidaros, M.D.

Co-Author(s): Max Lichtenstein, M.D.

SUMMARY:
Background: The definition of transgenderism varies
between the legal and medical realms. The rate of

gender dysphoria (GD) is much higher among
incarcerated individuals than in the general
population. This may be a result of societal
discrimination or a true higher rate of crime in
transgender (TG) individuals. The eighth amendment
has long been invoked and intricately tied to access
to care for TG inmates. The aim of this study is to
compile an overview of policies and laws on TG
inmate mental health. Methods: A Google scholar
search for case law from 1990 to 2015 using the
keywords “transgender eighth amendment” yielded
355 cases litigated in the U.S. This was
supplemented with a PubMed search for
“transgender inmates,” and articles focusing on care
of inmates with GD were selected. Results: The TG
inmate population faces a unique set of challenges,
not the least of which are medical care and housing.
The freeze frame policy adopted by many states has
been posited to constitute cruel and unusual
punishment by some courts. Prohibitive policies
expressly denying care for GD have been more
readily struck down by the courts as an eighth
amendment violation. Violence (including sexual
violence) against TG inmates is substantially higher
than in the general inmate population. This is
directly linked to housing policies of correctional
institutions. The financial cost associated with
transgenderism complicates the ethical and legal
considerations faced by legislators, judges and
prison administrators alike. Conclusion: The need to
involve medical and mental health professionals in
housing decisions is gaining recognition by the
legislature. The forensic psychiatric community has a
great role to play in future research endeavors as
well as recommendations for health care delivery to
these vulnerable and often overlooked patients.

NO. 76

CHRONIC PHENCYCLIDINE (PCP) USE AS A
DISSOCIATIVE RESPITE IN STRESS EXPOSURE AND
MODE OF SELF-MEDICATION IN POST-TRAUMATIC
STRESS DISORDER (PTSD)

Lead Author: Megan L. Gilman, M.D.

Co-Author(s): Andrew Allen, Camille Paglia, M.D.

SUMMARY:

Chronic stress exposure has been shown to induce
both physiological and psychological changes.
Psychologically, chronic stress can lead to anxiety,
affective disorders and substance use disorders.
Physiologically, chronic stress causes disruption of
the hypothalamic-pituitary-adrenal (HPA), axis with
resultant dysregulation of cortisol production and



response. Post-traumatic stress disorder (PTSD) is a
clinical consequence of exposure to chronic stress
and a maladaptive psychological response to an
overwhelming, life-threatening trauma that is either
experienced or witnessed by the affected individual.
Symptoms of PTSD include intrusive, distressing
memories; avoidance of stimuli associated with the
trauma; negative emotional states and cognitive
distortions; and hyperarousal. Phencyclidine (PCP), a
glutamate NMDA receptor antagonist commonly
known as “angel dust,” “dippers” or “wet,” was
developed in the 1950s as a potential anesthetic for
use in humans. Its use was discontinued because of
the severe psychosis observed in patients after drug
administration. In a 1959 study, PCP is referred to as
a “schizophrenomimetic” due to the presence of
positive, negative and cognitive symptoms of
schizophrenia during intoxication with the drug. In
the 1960s, PCP and its sister compound, ketamine,
became drugs of abuse, likely for their powerful
dissociative effects. PCP causes central nervous
system excitation and, paradoxically, a simultaneous
depression, leading to varied clinical presentations
of PCP intoxication. NMDA receptor antagonism is
the primary mechanism of action of PCP. Intoxicated
individuals can be lethargic and stuporous or highly
combative and agitated with signs of autonomic
instability.  Nationally, PCP-related emergency
department (ED) visits have steadily increased.
Philadelphia has one of the highest rates of PCP use
among major American cities. At the Temple
University Episcopal Campus CRC, 16% of patients
with positive urine drug screens tested positive for
PCP, equaling an average of four people per day
presenting with PCP use. While PCP is not
considered to have any medical utility in humans,
studies have shown that ketamine, another
glutamate NMDA r