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ACUTE PSYCHOSES SECONDARY TO
MEDICAL ETIOLOGY: COMPLEX
DISPOSITION FOR COMPLEX CASES:
CASE REPORT AND LITERATURE
REVIEW

Lead Author: Cristina Montalvo, M.B.B.S., M.D.
Co-Author(s): Jennifer R. Brown, M.D.

SUMMARY:

Purpose: As consultation liaison psychiatrists,
one of the main responsibilities lies in diagnostic
clarification and disposition planning. However,
when a medical diagnosis is identified, we are
often asked to facilitate psychiatric admission
despite ongoing medical issues that may impact
the psychiatric presentation. Using this case
study, we sought to bring to attention the
difficulty in differentiating medically induced
psychosis and possible complications of
admitting such patients for psychiatric
treatment when further medical intervention and
monitoring is required.

Methods: We present the case of a 46 year old
female with history of temporal lobe epilepsy
(TLE), traumatic brain injury, depression, and
PTSD evaluated in the ED after she was found
wandering unable to verbally communicate. The
patient's husband reported gradual changes in
her behavior 3-4 weeks prior with intrusive
thoughts of contamination, discontinuation of
topiramate for seizure control, and dysgeusia
and dysomia which were prodromal symptoms
in the past. Further medical workup was
requested given her seizure disorder and
discontinuation of antiepileptics. The patient
was admitted to medicine, and C/L psychiatry
was consulted for "bizarre behavior". We
evaluated the patient and noted that she
exhibited repetitive arm movements with
periods of inattention, mood and affective
lability, tangential thought process, and
paranoid delusions. We recommended a
neurology consult. When seen by neurology,

she was minimally interactive, had bilateral
waxy rigidity of her upper extremities, diffuse
hyperreflexia, and slowed finger to nose. The
patient was restarted on topiramate, started on
quetiapine for psychosis, and sent for
involuntary inpatient psychiatric commitment
with neurology outpatient follow up.

Conclusions: Medical basis for psychosis
should be frequently considered in a differential
diagnosis. However, a physician's inquiries into
symptoms are less thoroughly investigated
when a medical explanation is unclear and the
patient has a psychiatric history. In one study,
59% of staff did not appreciate that the
patient's medical comorbidities were
complicating the psychiatric presentation prior
to making the psychiatric referral. In TLE, the
prevalence of postictal psychosis (PIP) is
reported to be up to 6.4%. Furthermore, it is
important that the medical risks are fully
appreciated when admitting these patients to an
inpatient psychiatric hospital. In an analysis of 7
psychiatric hospitals, mortality risk was highest
in those with organic mental disorders. This
data highlights the complexity of disposition
needs when dealing with both medical and
psychiatric comorbidities and understanding
what should take precedence.

Further studies need to be done to better
understand what long term monitoring facilities
should be utilized for individuals with coexisting
psychiatric disorders with potential medical
etiologies or contributing medical comorbidities.

SUPERFICIAL SIDEROSIS AND
PSYCHIATRY: A CASE REPORT AND
LITERATURE REVIEW

Lead Author: Caitlin Adams, M.D.

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

SUMMARY:

Background: Superficial siderosis is a rare
condition that is caused by a repeated or
continuous leak of blood into the CSF. Glia
cells metabolize hemoglobin and subsequently
deposit it into the superficial layers of the CNS
leading to both gliosis and neuronal cell death.
Hindbrain structures are typically the most
affected, with the cerebellum often showing the
most damage. The inferior frontal lobes are
also often involved and patients frequently
present with anosmia. Patients exhibit a range
of deficits in various domains including
language, visuospatial cognition and executive



functioning. While cerebellar activation has
been implicated in emotional modulation, little is
known about the specific cognitive and
behavioral effects of superficial siderosis.

Case: The patient is a 50 year old African
American male with no psychiatric history who
was brought the ED by his sister who was
concerned about patient's mental status.
Described disorganized behavior, minimal
interactions, and indicated that patient was
unable to perform basic self-care. She reported
that he had not spoken in two months and had
been wearing his clothing backwards. Denied
substance use, no history of any head trauma.
Patient had been living independently, was
reliable at work until two years ago when he
began showing up late to work. Ultimately lost
his job and subsequently his housing. Moved in
with family who noted a more recent acute
decline.

On initial interview, patient did not respond to
questions, was observed to be catatonically-
stanced and vacant, did not make eye contact.
Basic medical workup including CBC, CMP, UA,
TSH, UDS, ETOH, head CT were negative.
Admitted to inpatient psychiatric unit with
diagnosis of unspecified catatonia. @ Some
improvement was seen after lorazepam
challenge. He was then given six ECT
treatments and was noted to be more
communicative with family. Neurology was
consulted and initial work up was negative.
Venlafaxine started for depression and patient
was discharged.

Three months later, patient decompensated and
family brought him back to the hospital. TAT
testing was performed due to disorganized
behavior and was negative, Hamilton
depression and anxiety testing were both
negative and cognitive testing was
unremarkable except for some amnesia of
recent events. MRI remarkable for superficial
siderosis and cerebellar atropy.

Discussion:

While little has been studied regarding the
behavioral aspects of superficial siderosis,
knowledge regarding the areas most commonly
affected would suggest that deficits in not only
cognition but also social cognition would be
seen in patients afflicted.

CASE REPORT ON MUNCHAUSEN
SYNDROME

Lead Author: Fariha Afzal, M.D.
Co-Author(s): Stanley P. Ardoin, M.D.

SUMMARY:

The case of a 41 year old Caucasian female,
who has been admitted in a state psychiatric
facility and manifests symptoms of Munchausen
Syndrome, is presented. 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 in multiple psychiatric
facilities and emergency rooms, 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
clinician's own counter transference, 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 behavior.

TREATMENT OF NEW-ONSET
PSYCHOSIS INDUCED BY THE USE OF
BATH SALTS

Lead Author: Amina Z. Ali, M.D.

Co-Author(s): Ifeoma Nwugbana, M.D., Prathila
Nair, M.D.

SUMMARY:

Bath salts are a new group of emerging drugs
that contain synthetic cathinone and have
stimulant-like properties. These drugs are
becoming popular as drugs of abuse and have
been shown to cause not only medical
complications but also induce psychotic-like
symptoms in people with no previous
psychiatric disorder. Few cases in the literature
have shown various psychotic symptoms
produced in the use of bath salts as well as
treatment options for these patients. This is a
case of a 19 year old male patient with no prior
psychiatric  history who presented with
symptoms of paranoia, agitation, ideas of
reference, grandiosity, hallucinations and
disorganized behavior. Urine toxicology was



negative however collateral information revealed
the recent use of bath salts in the patient. The
patient was treated with low-dose anti-
psychotic medication to help diminish
symptoms. It is important for physicians to be
aware of the use of synthetic drugs and
recognize the psychiatric effects of these drugs.
The use of anti-psychotic medication to
minimize symptoms in acute and long-term
settings will be discussed.

DIAGNOSIS AND TREATMENT OF
ORGANIC AGGRESSION SYNDROME IN
A PATIENT WITH A HISTORY OF TBI,
SEIZURE, AND BIPOLAR DISORDER
Lead Author: Safa Al-Rubaye, M.D.

SUMMARY:

Posttraumatic aggression is a well known
complication of traumatic brain injury (TBI).
Organic Aggression Syndrome is one of the
described patterns of posttraumatic aggressive
behavior. 33% of adults develop aggression in
the first year. (1) Characteristic features of
organic  aggression  syndrome including
reactive, non-reflective, non-purposeful,
periodic, explosive and ego-dystonic
aggression episodes. (2)

This poster describes a case of organic
aggression syndrome complicated by other
neurological and psychiatric illnesses and
symptoms. The presence of aggressive
behavior in the context of multiple mental and
medical disorders may affect the diagnosis and
recognition of the cause of the episodic rage.
Previous studies showed the effectiveness of
valproic acid in treating the destructive
aggressive behavior in patients with TBI. In
addition, valproic acid improves the mood and
manic symptoms. (3,4)

HYPERPROLACTINEMIA IN A DEAF AND
MUTE ADOLESCENT FEMALE
PRESENTING WITH SCHIZOPHRENIA,
BORDERLINE INTELLECTUAL
FUNCTIONING, AND WAARDENBURG
SYNDROME

Lead Author: Kiana A. Andrew, M.D., M.P.H.
Co-Author(s): Julie Bernstein DO, Lalit Singh
MD MPH, Eric Leonhardt DO

SUMMARY:
Hyperprolactinemia is a common side effect of
second generation antipsychotics and is

commonly  manifested by  galactorrhea,
amenorrhea, gynecomastia, and anorgasmia,
along with other presentations. In this case
report we summarize the manifestation and
resolution of hyperprolactinemia in an
adolescent female with Schizophrenia who is
also deaf and suffering with a rare genetic
syndrome, Waardenburg Syndrome. The
patient's highest prolactin level reached
98.3ng/ml, resulting in galactorrhea and
mastalgia, after starting the patient on
paloperidone. With the use of aripiprazole, the
patient's prolactin level normalized leading to
resolution of her symptoms. The patient's
Schizophrenia was also ultimately managed
with the the use of long acting aripiprazole. The
patient's prognosis was further complicated by
significant psychosocial stressors.

A “BAD TRIP”. LATE ONSET PSYCHOSIS
AND INCREASED SUICIDAL IDEATION
AFTER INGESTION OF "MAGIC
MUSHROOMS”: A CASE REPORT

Lead Author: Ashik Ansar, M.D., Ph.D.
Co-Authori(s): Carolina Retamero, MD.

SUMMARY:

Background:

"Magic mushrooms" (M-M) are becoming
increasingly popular among drug users, as they
are believed to be more harmless than other
hallucinogenic drugs. Hallucinogen-like
psilocybin is an ingredient of M-M. Quick onset
of euphoria and subsequent sensory distortion
(30 min - 2hrs), and frank hallucinations or panic
attacks are often reported. Acute psychosis
can also occur, and the duration of symptoms
typically last up to 12 hours. We report a
challenging case of delayed onset psychosis
following the ingestion of M-M.

Objectives:

Identify Psychedelic effects and mechanism of
action of M-M.

Methods:

PubMed search engine, using key words:
‘'magic mushroom', ‘hallucinogens’, 'lysergic
acid diethylamide (LSDy)', ‘psilocybin’,
‘psychedelic’, 'risk assessment'.

Case vignette:

JE is a 28 year old working male with no prior
psychiatric history who was brought to the CRC
by police voluntarily after he expressed to
significant other an increased suicidal ideation
with plan to 'jump off a bridge'. He had ingested



dried magic mushroom approximately 4 days
before presentation and his UDS was negative
upon presentation. He was paranoid and
frightened at times, and ecstatic and happy at
other times. On day 3 post admission, he
reported overwhelming auditory hallucinations,
"multiple voices" and sound intolerance that
prompted him to attempt suicide to cut his
throat with a chip of Plexiglas bathroom mirror
that he had broken into pieces. He attempted
twice in two days in a row despite the presence
of his 1:1. He was aggressively treated with
antipsychotics and his symptoms remitted by
day 7 of hospitalization.

Discussion:

Effects of Magic Mushroom broadly resemble
those of LSD. The effects of hallucinogenic
drugs generally appear to be partly related to
actions on the serotonergic transmission
system, but the mechanisms relating to
mushrooms in particular are not known. Use of
magic mushrooms is relatively safe as only few
and relatively mild adverse effects have been
reported elsewhere. The low prevalent but
unpredictable provocation of panic attacks and
flash-backs remain, however, a point of
concern, and some patients may be more
susceptible to these presentations. In such
cases, aggressive management with
antipsychotic medications and close
observation may be necessary while symptoms
persist. Patient and family education about the
psychedelic properties of M-M and safe
discharge planning are the key to prevent
recurrences and serious complications.
References:

(1) Van Amsterdam J, et al. Harm potential of
magic mushroom use: A review. Regulatory
Toxicology and Pharmacology 2011;
59:4234€%429.

() Vollenweider FX, et al. Psilocybin induces
schizophrenia-like psychosis in humans via a
serotonin-2 agonist action. Neuroreport 1998;
9:38974€“3902.

(3) Carhart-Harris RL et al.: Neural correlates of
the psychedelic state as determined by fMRI
studies with psilocybin. Proc Natl Acad Sci
USA2012; 109:2138a€“2143.

40-YEAR OLD FEMALE WITH ANTI-
NMDA RECEPTOR ENCEPHALITIS: A
CASE REPORT AND LITERATURE
REVIEW

Lead Author: Rita M. Aouad, M.D., M.P.H.
Co-Author{(s): JaHannah Jamelarin, M.D.

SUMMARY:

HPI: 40 yo Caucasian female with no psychiatric
history presented with new onset psychosis,
fatigue, confusion, diplopia and nystagmus.
She called police to report having been
abducted, and for the past month, had
insomnia, mood lability and was found laughing
to herself. She had a prodrome including
headache, nausea, vomiting, diarrhea,
abdominal pain, fatigue and weakness,
beginning 1.5 months prior to presentation and
lasting 3 weeks, followed by worsening
psychosis. She reported a history of child
abuse, resulting in placement in foster homes.
She denied any recent drug or alcohol use.
Clinical course: She was admitted for subacute
encephalitis and continued to have intermittent
altered mental status and agitation. MRI brain
was nonrevealing. She was started on Acyclovir
10mg/kg which was later discontinued when
HSV returned negative. She was started on
Solumedrol 1 gm/day for 5 days. Extensive
infectious, autoimmune, and paraneoplastic
workups were done; infectious and autoimmune
workups were nonrevealing, except for LP
revealing predominant lymphocytic pleocytosis
and elevated protein. Paraneoplastic workup
including Anti-NMDAR was pending, and so she
continued on a 5-day course of 1g IV
Solumedrol. Symptoms improved following IV
steroids, and third repeat LP showed further
improvement in pleocytosis with reduction of
lymphocytes. Following discharge, episodes of
confusion, paranoia, and aggression resumed
and she began to have muscle spasms and
somnolence. Her CSF anti-NMDAR antibody
returned positive and she was readmitted to
complete 7 days of plasmapheresis alternating
with a 5-day course of IV Solumedrol. PET and
CT scans were completed given association of
NMDAR encephalitis with ovarian teratoma, and
were negative for malignancy. Mental status
improved  significantly  with  combination
plasmapheresis and IV steroids. She was
discharged on Prednisone taper followed by
Rituximab maintenance.

Discussion:  Anti-NMDAR  encephalitis s
associated with anxiety, sleep disturbances,
mood lability, psychosis, agitation, and
catatonia. Stereotypical progression of the
disease begins with viral-like prodrome,
followed by psychiatric symptoms, neurologic
symptoms and autonomic instability.
Behavioral disturbances are the norm. She



lacked dyskinesias, choreoathetoid movements,
dystonic posturing seen in many other cases;
however she did have abnormal eye
movements. She was also without malignancy.
An LP with CSF analysis is the gold standard
and may reveal lymphocytic pleocytosis,
elevated protein, oligoclonal band, and anti-
NMDAR antibodies. MRI, CT, ultrasounds are
needed to look for neoplasms. First-line
treatment is IV glucocorticoids and
plasmapheresis. Second line treatments include
ritumiximab and cyclophsphamide. Considering
anti-NMDAR encephalitis in younger women
with acute behavior change is important for all
psychiatrists since early diagnosis is important
and delays may worsen prognosis or be fatal.

A NOVEL CASE OF PHYSIOLOGICAL
TREMOR SECONDARY TO PTSD
SUCCESSFULLY TREATED WITH
ACUPUNCTURE

Lead Author: Darinka M. Aragon, M.D.
Co-Author(s): Michael Hollifield, MD

SUMMARY:

INTRODUCTION

Post-traumatic stress disorder (PTSD) is
characterized by re-experiencing aspects of the
original trauma, avoidance and numbing of
trauma reminders, and general hyperarousal.
The lifetime prevalence of PTSD in community
samples is around 6.8% and as high as 30%
among Vietham veterans. We present a novel
case of a Vietham Veteran who presented with a
physiological tremor related to PTSD which was
successfully reduced with acupuncture.
PATIENT DESCRIPTION

A 67 year old Vietham Combat Army Veteran
with a past medical history of PTSD, depression
NOS, Anxiety disorder NOS, and alcohol
dependence in remission, presented for the
treatment of a tremor. The patient had
undergone 12 weeks of cognitive processing
therapy and had been treated with prazosin and
he continued to have symptoms of PTSD. His
symptoms included: nightmares occurring 2-3
times a week, avoidance of crowds, flashbacks
3-4 times a week, feelings of guilt about
surviving the war, poor concentration,
hypervigilant behavior, easy irritability, and
anger outbursts. The patient reported the
tremor had been present since he returned
home from war. The tremor was described as
intermittent, at rest but more prominent with

movement, associated with stress, and
exacerbated by questioning of war and
alcoholism. He had been treated with primidone
for the tremor and noted some improvement.
However he sought treatment as the tremor was
still present and interfering with his work as an
artist. Upon physical exam, the tremor was
noted on both upper and lower extremities, and
it was highest in the upper extremities. The
tremor was noted to increase upon
conversations about war.

INTERVENTION & RESULTS

The patient was treated with 7 sessions of
acupuncture (b/l at PC6, HT7, LI 11, LI 4, ST 36,
SP 6, LV 3, and unilateral Yintang), augmented
by pleasant imagery. The patient reported
cessation of tremors immediately after
acupuncture with partial recurrence a day after
the session, but with overall 50% reduction
particularly in the resting component.
DISCUSSION

Physiological tremors can be exacerbated by
increasing sympathetic activity. The patient's
PTSD symptoms that came about after combat
exposure slowly led the physiological tremor to
the point of detection and impairment.
Acupuncture's effects are mediated in part by
the autonomic nervous system and prefrontal
and limbic brain structures, neurological
systems that are involved in the
pathophysiology of PTSD. It is our belief that
the sympathoinhibitory effects of acupuncture
decreased the patient's physiological tremor.
PTSD is a complex illness with high psychiatric
and medical comorbidity. Acupuncture's
effects on PTSD have not been researched until
recently. To our knowledge there are no
publications describing acupuncture as a
treatment of physiological tremors related to
PTSD. This case highlights the importance of
further definitive research on acupuncture as a
treatment of PTSD and its related medical
comorbidity.

SIGNIFICANT SIALORRHEA WITH
RISPERIDONE CONSTA USED TO
TREAT SCHIZOPHRENIA AND
RESPONSE TO COGENTIN: CASE
REPORT AND LITERATURE REVIEW
Lead Author: Noel M. Baker, M.D.

SUMMARY:
OBJECTIVE:



To ascertain evidenced based treatment for as
well as the proposed etiology of risperidone
induced sialorrhea.

Case Report:

Mr. G is a 67 year old male with schizophrenia
r/o schizoaffective disorder. His history is
significant for greater than 10 psychiatric
hospitalizations including a long term stay at a
state psychiatric hospital. His symptoms range
from disorganized thought process with bizarre
delusions to irritability, aggression and intense
emotion. Despite symptom response with oral
risperidone, he nonetheless continued to have
multiple re-hospitalizations due to non-
compliance because of patient's belief that his
mental illness was cured. In 11/2013 patient
was started on the injectable form of
risperidone (risperidone Consta). After previous
medication trials of chlorpromazine, olanzapine,
and haloperidol, the patient has been most
stable and maintaining community living with
the combination of risperidone Consta 37.5 mg
IM every 2 weeks, risperidone 1 mg orally twice
a day, clonazepam 0.5mg orally twice a day,
and divalproex sodium 1000 mg orally at
bedtime. He reported no extrapyramidal
symptoms and his Abnormal Involuntary
Movement Scale (AIMS) score was negative
after months of this regimen. However, he was
noted to be drooling on visits in March and April
of 2014. Although it is Ilisted among
risperidone's side effects, excessive drooling is
not common nor is its etiology clearly elicited.
Given patient's clinical stability his oral
risperidone was decreased with hope of this
improving the drooling. However, there was no
such improvement noted. It was at this time
Cogentin 0.5 mg orally twice a day was added.
Patient did show improvement that was
noticeable on the next visit and subjectively by
the patient. Cogentin was titrated to 0.5 mg
orally in the morning and 1 mg orally at bedtime
with positive effect. Patient no longer had the
excessive drooling and was compliant with
medication and follow up thereafter.

METHODS: Literature review was performed
RESULTS: There is very little research or
information known about the incidence or
pathophysiology  of  risperidone induced
sialorrhea save for a few case reports. Much of
the studies and evidence for neuroleptic
induced sialorrhea are results from studies with
clozapine induced sialorrhea which is more
common.

CONCLUSIONS: This review points out possible
mechanisms behind which Cogentin and other
anticholinergics are effective in treating those
with clozapine induced Sialorrhea. As a result
we as physicians utilize evidence based
treatment strategies gathered from review of
research with clozapine induce sialorrhea
(which is more common) and apply that to other
Neuroleptic induced sialorrhea (which is far less
common).

MILITARY THERAPY DOGS AIDING
SOLDIERS: APPLICATIONS IN
BEHAVIORAL HEALTH

Lead Author: Connie L. Barko, M.D.
Co-Author(s): Bryan Bacon, D.O.

SUMMARY:

Since embarking on The Global War On Terror,
the United States military has attempted to
assist injured service members in the long
process of recovery with the ultimate return to
active duty or a transition to veteran status. Due
to the complexity of injuries, several alternative
methods of treatment have been pursued to aid
service members in the healing process. For
example, there is growing evidence of a
physiological and psychosocial benefit of
animal-assisted activities (AAA), animal-assisted
therapy (AAT), and service animals among
patients with medical and mental health
disorders. Historically, the military has
implemented the use of trained canines since
World War |. These animals have more recently
been used in the rehabilitation of service
members with behavioral health problems, and
have deployed to Afghanistan and Irag as
components of the US Army's combat and
operational stress control teams in order to
minimize mental health stigma.

This case report highlights the use of therapy
dogs in military psychiatric settings and serves
as a platform for how these techniques can be
implemented in the civilian behavioral health
community. A thirty-three year old, married,
Caucasian female service member, who was
deployed to Afghanistan in 2010, was injured
during a rocket-propelled grenade attack. Her
exposure to the blast and subsequent motor
vehicle accident resulted in her loss of
consciousness, a ruptured left eye, orbital
fractures, shrapnel to her face, maxillary
fractures and loss of several teeth. She
underwent more than twenty surgeries, but the



attempt to salvage her left eye was not
successful. The patient was also diagnosed with
post-traumatic stress disorder, major
depressive disorder, panic disorder with
agoraphobia, and cognitive disorder secondary
to traumatic brain injury. Due to the severity and
frequency of her panic attacks, she acquired a
trained service dog who accompanied her
everywhere. Her anxiety symptoms became
well-controlled, and had less social isolation,
improved ability to complete tasks, and a
decrease in the intensity and frequency of panic
attacks.

From the beginning of the most recent conflicts,
the military has given priority to recognizing and
managing behavioral health symptoms among
service-members. They have also utilized
innovative ways of treating patients who suffer
from devastating and complex injuries. One
innovative treatment involves service animals,
which has been associated with a physiological
and psychosocial benefit. The military's
experience with animal assisted treatments and
activities could be expanded to their civilian
counterparts to improve occupational
performance, psychosocial functioning, and
mental health status among patients.

INTERFERON-BETA 1B INDUCED
DEPRESSION AND SUICIDAL IDEATION
IN MULTIPLE SCLEROSIS

Lead Author: Mariame Barry, M.D.
Co-Author{(s): Ashik Ansar, M.D., Sachin Mehta,
M.D., Carolina Retamero, M.D.

SUMMARY:

Introduction:

Multiple sclerosis (MS) is a chronic inflammatory
disorder of the central nervous system (CNS)
with demyelination of the motor and sensory
systems. It is well known that patients with MS
have comorbid psychiatric disorders due to the
progressive and disabling nature of the illness,
and due to the side effects of medications like
various types of Interferon (IFN). Psychiatric
adverse effects of depression and suicidal
ideation have been reported for IFN-alphaand
IFN-beta 1a, however, there is limited data
establishing such adverse effects for IFN-beta
1b.

Case:

A 57 year old single Caucasian female with
history of bipolar disorder, who had been stable
as outpatient for 9 years, presented with
complaints of worsening depressed mood after

her dose of IFN-beta 1b was increased from
0.5mg to 0.75mg. As the medication was
increased to its maintenance dose of 1mg, the
patient developed severe suicidal ideation with
plan to jump in front of a train. She reported this
urge to be so intense that she could not present
to her usual outpatient psychiatric appointment
by taking public transportation and took a taxi
instead. Physical examination and laboratory
findings were within normal limits. The patient
was on a well tolerated maintenance dose of
lithium with levels within therapeutic range. The
patient was admitted on the psychiatric unit and
IFN-beta 1b was discontinued and the patient
reported significant improvement of her
psychiatric symptoms and was able to deny any
suicidal ideations within a few days of
admission.

Methods:

A retrospective chart review was conducted and
a PubMed search was completed using the
words: interferon beta, multiple sclerosis,
psychiatric side effects and suicidal ideation.
Discussion:

Psychological distress and psychiatric disorders
have been associated with MS. Patients with a
history of psychiatric illness seem to be more
susceptible to the psychiatric adverse effects of
INF with some studies showing a dose-
dependent relationship. This appears to be the
case of our patient as she did not report any
decompensation of her psychiatric illness at half
the dosage on INF-beta 1b. It is crucial for
clinicians to screen patients for susceptibility
prior to starting INF treatment and to provide
close monitoring during treatment.

References:
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SUICIDE ATTEMPT AFTER REBOUND
ANXIETY FROM ALPRAZOLAM

Lead Author: Michelle Benitez, M.D.
Co-Author{(s): Zuleika A. Arroyo, M.D, Rashi
Aggarwal, M.D

SUMMARY:

Alprazolam (APZ) creates addiction, withdrawal
and paradoxical reactions. Although this is well
known in the medical community, APZ is
currently the most prescribed and abused
benzodiazepine (BDZ) in the United States.
Rebound anxiety is part of the paradoxical
reactions that have been delineated for this
medication, and it's described as a very severe
anxiety that is often grater than what the patient
experienced at baseline. Here we present a
case report of a female patient that presented to
an inpatient unit after a severe suicide attempt
by hanging that was precipitated from rebound
anxiety after regular dosing of APZ.

Case

A 51 year old Japanese woman was brought to
the emergency department by her husband with
left periorbital echymosis and ligature marks
around her neck after a suicide attempt. She
reported depression associated with multiple
stressors but no prior suicidal ideation or
attempts. Patient had visited her primary care
physician and was prescribed APZ 0.5 mg po
TID PRN for anxiety and fluoxetine (SSRI) 20 mg
for depression. The day before her suicide
attempt, patient took her prescribed doses due
to increased anxiety. Her mood had remained
depressed but unchanged for months. She
described that after waking up the next morning
she had an intense surge of anxiety unlike any
previous episode, followed by a panic attack.
Patient reported she next took a cable cord and
a stool, stepped into her closet and proceeded
to hang herself. Her next memory is waking on
the floor with intense left facial pain.

Paradoxical and rebound reactions of BDZ

BDZ act as anxiolytics, anticonvulsant, muscle
relaxant and hypnotic agents. Although BDZ
have a wide range of use the potential for
addiction, paradoxical and rebound effects
make this medications controlled substances
which are not intended for long term use. In the
case of APZ the molecule shows increased
affinity for the GABA-BDZ-chloride-ionophore
receptor complex. This property allows APZ to
have rapid and effective anxiolytic effect while
also increasing it's potential for addiction and
precipitating in some patients severe

paradoxical or rebound reactions as well as a
difficult detoxification regimen. Paradoxical and
rebound reactions include insomnia, rebound
anxiety, muscle spasm, psychotic states and
agitation, due to APZ short half life and
increased affinity this reactions can be often
present when used even when tolerance has
not ensued.

Discussion

BDZ and it's multiple uses have lead them to be
prescribed world wide in substantial humbers,
APZ is the most widely prescribed BDZ with
multiple specialties and primary care relying on
it for treatment of anxiety. Although most
physicians are aware of it's potential for
addiction and dangerous withdrawal, the most
immediate risk are sometimes overlooked which
may lead in some cases to severe rebound
reactions and in the case of our patient a
serious suicide attempt.

WEATHERING THE TRANSITION TO
MOTHERHOOD - PATTERNS OF
POSTPARTUM DEPRESSION ACROSS
CULTURES

Lead Author: Amritha Bhat, M.D.

SUMMARY:

Purpose: To present a case of postpartum
depression in a Somali female and highlight
factors that may impact detection and treatment
of postpartum depression in patients with
different cultural backgrounds.

Case Report: Ms.M, a 35 year old Somali
female G7P5 postpartum week 4 was brought in
by her family as she was not eating, sleeping or
caring for her infant. She had regular
antepartum visits, and delivered within the same
hospital system, however did not seek help until
she had poor intake (with ketonuria) and had
failed lactation. On admission to the psychiatric
ward the patient and her family were resistant to
discussions of anything other than sleep or
appetite. She also began to describe sensations
such as "a dog in her abdomen" and felt that
her illness was caused by her husband.

She was started on an antidepressant and an
antipsychotic which she took hesitantly.
Ultimately the family took her home against
medical advice, got the help of a spiritual healer
and she is reported to have recovered.
Discussion: Postpartum depression can be
considered to be a universal disorder or a
culture bound syndrome. Apart from difficulties



in assessment caused by language barriers, it
has been noted that somatization is an
expression of depression in Hispanic, Asian and
African cultures as compared to sadness and
guilt in western cultures making both semantic
and conceptual equivalence difficult to
establish. Thus culture can mediate the
experience, attributions, and expression of
postpartum  depression. Culture  bound
phenomena such as possession syndromes
may be seen, which can be difficult to
distinguish from psychotic symptoms.
Treatment of postpartum depression can be
complicated by interference with culture
specific postpartum rituals or the patient's
choice of healer(religious / spiritual).
Conclusions: A culturally informed approach is
important to detect and manage postpartum
depression given the far reaching
consequences of maternal depression on
maternal and child health. Accounting for the
protective effects of postpartum rituals and
allowing the patient to incorporate her own
explanatory model can help, in addition to
interventions like visiting nurses to observe /
support the mother in her own cultural context.
References:

Bina R. The impact of cultural factors upon
postpartum depression: a literature review.
Health care for women international. 29: 568-
592.

Educational objectives

To identify cultural factors relevant to the
detection and management of postpartum
depression.

To highlight the challenge of differentiating
psychotic symptoms from culture bound
phenomena such as possession syndromes.

To propose a culturally informed approach to
detect and manage postpartum depression.
Relevance of the presentation:

In an increasingly multicultural patient
population it is important to note that it is
helpful to be flexible in our diagnostic and
treatment approach.

SCHIZOTYPAL PERSONALITY
DISORDER AND DEPRESSION: THE
IMPORTANCE OF PROPER DIAGNOSIS
AND TREATMENT

Lead Author: Azka Bilal, M.D.

SUMMARY:
BACKGROUND

Patients with schizotypal personality disorders
display unique cognitive perceptions, eccentric
behaviour and experience difficulty maintaining
interpersonal relationships. When this is
accompanied by a mood disorder, the
symptoms become more complex, making it
difficult for psychiatrists to diagnose and treat
the patient. This case study will illustrate the
situation of a 29 year old male patient, who was
diagnosed with schizotypal personality disorder
and major depression during his brief inpatient
stay, and how a treatment plan was formulated
for him considering his unique personality
characteristics.

CASE

The patient is a 29 year old male who was
transferred to our hospital from another facility
after being petitioned for 'disorganized
thoughts, agitation, thought blocking and
dishevelled appearance'. He described being 'in
a state of crisis' and feeling 'overwhelmed with
life' while reporting a depressed irritable mood
for one and a half month, sleep cycle
disturbances, feelings of worthlessness and
‘general apathy'. He denied any suicidal
ideation, intention or plan. On further
interviewing, the patient was noted to use
metaphorical language and intellectualizing his
thoughts. He described himself as being
diagnosed with bipolar disorder in the past. He
also reported being overly suspicious of others
with difficulty maintaining relationships. Using
the DSM-IV diagnostic criteria, he was
diagnosed with Axis | Major Depressive
Disorder (MDD). Keeping in mind his
psychoticism, he was given an Axis Il diagnosis
of schizotypal personality disorder. The patient
was encouraged to  voluntarily  seek
antidepressive treatment in the hospital but he
was fixated on the belief that the environment
was not suitable for him as 'they take away your
freedom, your bodily fluids, puncture you" and
‘cooperating with you is asking me to
cooperative with my rapist'. Keeping in mind
his unique personality traits and cognitive
perception, the patient was provided supportive
therapy and his symptoms were discussed in
detail. He slowly warmed up to the treatment
team, and became more open to the idea of
seeking treatment. He was discharged with the
agreement that he will follow up at an outpatient
clinic associated with our facility for further
treatment.

DISCUSSION



This case highlights important points for
discussion. Patients with schizotypal personality
disorders are often misdiagnosed.Our patient
was petitioned for disorganized thoughts and
eccentric  appearance, and was also
misdiagnosed with bipolar disorder in the past.
His depressive symptoms were almost masked
by his schizotypal personality traits, and vice
versa.lt took successive detailed interviews and
an extensive psychiatric evaluation to properly
diagnose him. Therefore, there is a great need
for research to determine how major depression
can manifest in patients with schizotypal
personality disorder, how it can be diagnosed
and what effective treatment strategies can be
developed.

THE DESIRE FOR DEATH: A CASE
PRESENTATION WITH LITERATURE
REVIEW OF A REQUEST FOR
EUTHANASIA

Lead Author: Marc A. Bouchard, D.O.

SUMMARY:

Introduction: Major depressive disorder has
been documented to occur in varying degrees
of terminally ill patients, and suicidal ideation in
this population is not a rare occurrence. Pain,
loss of dignity, depression, and sense of
burden-ness, among others, have been
identified as risk factors for a desire for death
(DFD) in this population. Requests for
euthanasia by terminally ill patients should be
viewed as a variant of active suicidal ideation. It
is important to identify potential risk factors for
DFD so that contributing factors can be treated
and mitigated, hopefully leading to improved
quality of life for terminally ill patients. This case
illustrates a patient with metastatic lung cancer
who experienced progressive decline of
function and repeated hospital admissions, and
ultimately made a one-time request for
euthanasia to the consulting psychiatrist.

Case: The patient was a 91 y/o African-
American male with a history of metastatic lung
cancer with recently discovered esophageal
cancer status-post debulking, who was
admitted for a one month history of increasing
weakness, fatigue, and difficulty handling
secretions. The patient had previous hospital
admission 3 months prior in which he was
evaluated for passive suicidal ideation, and was
initiated on treatment with liquid formulation
fluoxetine. The consult service was again

consulted for suicidal ideation and found the
patient to be endorsing depressed mood,
fatigue, and insomnia. He disclosed once to the
consulting resident his desire for euthanasia.
The consulting service made recommendations
to optimize the patient's pharmacologic
management of his pain and depression, and
the patient was discharged back to rehab.
Conclusion: Terminally ill patients suffer from
myriad medical problems. Often, these medical
issues can be managed sufficiently, but a
special population of patients experiencing
more severe symptoms, including difficult to
manage pain, functional decline, and loss of
dignity, are at unique risk to develop depressive
symptoms, suicidal ideation, and desire for
euthanasia. As euthanasia is not an acceptable
nor appropriate course of action, careful
attention must be paid to potential symptoms
and situations that may place patients at risk for
developing a DFD, so that appropriate
interventions may be undertaken and any and
all possible improvements in quality of life can
be made.

DRESS (DRUG REACTION WITH
EOSINOPHILIA AND SYSTEMIC
SYMPTOMS) SYNDROME INDUCED BY
ANTIDEPRESSANT SERTRALINE: CASE
REPORT AND LITERATURE REVIEW

Lead Author: Meredith M. Brandon, M.D.
Co-Authort(s): Daniel Finch, M.D.

SUMMARY:

Background: SSRIs are associated with notable
side effects including Gl disturbances,
headaches, sexual dysfunction, insomnia or
sedation, sweating, and bleeding. Less
commonly, however, are  dermatologic
symptoms. In cases of treatment resistant
depression, SSRIs are combined with atypical
antipsychotics such aripiprazole or quetiapine,
which also carry little to no risk of dermatologic
reactions. Here, we present a case involving a
14-year old female who developed DRESS
syndrome during the use of sertraline and
aripiprazole. There are no documented cases of
DRESS syndrome induced by either sertraline or
aripiprazole in the literature to date.

Case: Our case involves a healthy 14-year old
female with a psychiatric history of depression
and anxiety, who was hospitalized after
presenting with complaints of a new-onset
generalized, erythematous, and pruritic rash.



Her labs were significant for a leukocytosis of
15, 200/mm3 and eosinophilia of 11.5%. Based
on her clinical presentation and histological
confirmation, she was diagnosed with DRESS
syndrome. Both sertraline and aripiprazole
were discontinued prior to admission and
during her hospitalization she was treated with
intravenous  prednisone, diphenhydramine,
hydroxyzine, and underwent daily hydrotherapy.
After six days the rash improved and the patient
was discharged home.

Discussion: DRESS syndrome is a rare,
potentially life-threatening, drug-induced
hypersensitivity reaction that includes skin
eruption, hematologic abnormalities
(eosinophilia  and atypical lymphocytosis),
lymphadenopathy, and internal organ
involvement (liver, kidney, Ilung).[1-3] The
diagnosis of DRESS syndrome is based upon
the combination of clinical features (history of
drug exposure), cutaneous findings, systemic
findings (fever, lymphadenopathy, and visceral
involvement), laboratory findings such as
leukocytosis with eosinophilia >700/microL
and/or atypical lymphocytosis, and histologic
findings. DRESS syndrome is primarily a drug-
specific immune reaction caused by latent viral
reactivation of various herpes viruses.[4,5] The
reaction usually begins two to six weeks after
the initiation of the offending medication.[6]
Antiepileptic agents and allopurinol are the most
frequently reported causes. ldentification and
prompt withdrawal of the offending drug is the
mainstay of treatment.[3]

In this case, the diagnosis of DRESS syndrome
was confirmed both clinically and histologically.
We conclude that sertraline was most likely the
causative agent as aripiprazole has no reports
of associated rash in the literature.[10]
Furthermore, DRESS syndrome has been
associated with the use of antidepressants such
as desipramine, amitriptyline, and fluoxetine.[11]
Conclusion: DRESS syndrome is a potentially
life threatening adverse drug reaction that can
be infrequently induced by some of our most
commonly prescribed antidepressant
medications.

HIGH DOSE LORAZEPAM EFFECTIVE
AND SAFE IN THE TREATMENT OF
SEVERE, TREATMENT-RESISTANT
ANOREXIA NERVOSA: A CASE REPORT
Lead Author: Brendon Brockmann, M.D.
Co-Author{(s): Jody Rawles, M.D.

SUMMARY:

INTRODUCTION

Anorexia nervosa is an eating disorder
characterized by an intense fear of gaining
weight and immoderate food restriction,
resulting in persistent behavior that interferes
with weight gain. Anxiety disorders are
commonly comorbid with anorexia nervosa (as
high as 50% of the time), and the process of
refeeding is often particularly anxiety-provoking
in this patient population. In these situations,
benzodiazepines may be a useful adjunct to the
treatment plan, particularly during the initial
refeeding phase of treatment when optimizing a
patient's nutritional status is critical. We
present a case in which very high doses of
lorazepam were effective and safe in stabilizing
a patient with severe anorexia in critical
condition.

CASE SUMMARY

A 24-year-old woman with anorexia nervosa,
purging type, was admitted to the medicine
service for treatment of electrolyte abnormalities
(hypokalemia, hypophosphatemia,
hypomagnesemia), and hypotension caused by
severe malnutrition from poor oral intake.
Patient's BMI at time of admission was 11.9
kg/m2 (@ BMI <15 kg/m2 is considered
"extreme" in DSM 5), and her potassium was
very low, fluctuating in the 2.5-2.9 range. The
patient required continuous supervision to
monitor for severe purging behavior.
Nasogastric tube placement was necessary due
to poor oral intake, but she frequently refused
nasogastric tube feeds as well. To treat
patient's severe anxiety associated with eating,
she was started on oral lorazepam with some
alleviation of anxiety, but the dose had to be
frequently increased to maintain the same
effect. Due to persistent purging episodes
preventing weight gain, she was eventually
transitioned from oral lorazepam to an IV drip in
the ICU. She ultimately required extremely high
doses of lorazepam to effectively treat her
anxiety, with the highest dose being 7.5mg/hr,
or 180mg total within a 24-hour period. Of note,
the patient did not experience any adverse
effects on these extreme doses of lorazepam,
and her vital signs remained stable, never
requiring respiratory assistance. Her purging
episodes decreased in frequency with high
dose lorazepam, allowing her BMI to gradually
increase from 11.6 to 16.1 kg/m2.

DISCUSSION



It is remarkable that high dose lorazepam was
both effective and safe in stabilizing this patient
in critical condition by causing a decrease in
purging episodes, allowing gradual weight gain.
These findings suggest that in cases of severe
anorexia nervosa in which the patient's life is in
immediate jeopardy from extreme
malnourishment, one may consider short-term
treatment with high dose lorazepam or another
benzodiazepine in order to stabilize a patient in
critical condition. As always, the dose should be
titrated to the individual patient's response.
Caution should always be exercised when a
patient is on high doses of a benzodiazepine,
and continuous monitoring on telemetry in
strongly advised.

BENZODIAZEPINE MAINTENANCE
TREATMENT IN SCHIZOPHRENIA
Lead Author: Lauren Brodertick
Co-Author(s): Lauren Broderick, B.S., Simriti
Chaudhry, M.D., Julie B. Penzner, M.D.,
Jonathan Avery, M.D.

SUMMARY:

Background: Given conflicting data about the
utility of benzodiazepines in management of
schizophrenia with comorbid substance use, we
present two cases that offer support for
benzodiazepine maintenance therapy.

Cases: Ms. A. is a 54-year old woman with
schizophrenia and a 17-year history of
benzodiazepine and opioid use. Upon taper of a
four-year regimen of 80 mg methadone, 240 mg
oxycodone, and 30 mg diazepam, the patient
underwent several psychiatric hospitalizations
for psychotic decompensation. Prior to initial
hospitalization, the patient had experienced
psychotic symptoms, but had not been treated
with medications or therapy. During her most
recent admission, the patient was started on
clonazepam and haloperidol decanoate, with
improvement of psychosis.

Mr. B is a 29-year old man with schizophrenia
complicated by tardive dyskinesia, plus remote
history of LSD and cocaine misuse. He was
admitted psychiatrically for clozapine initiation
and lorazepam taper. He had been started on
lorazepam 1.5 mg/day while catatonic four
years prior to admission, and his lorazepam
dose escalated over the ensuing years to 10
mg/day. He believed this dose addressed his
paranocia and somatic delusions. While on
lorazepam 10mg daily, he was concurrently
taking risperidone 3 mg BID. He remained

consistent in his belief that only lorazepam
alleviates his psychotic symptoms. As of this
writing, he is on a therapeutic clozapine dose
yet is reluctant to taper lorazepam.

Discussion: In schizophrenia, benzodiazepine
monotherapy or adjunctive use to
antipsychotics has been assessed with
conflicting results (Dold et al. 2012). Literature
reporting GABA dysfunction in schizophrenia
suggests a role for benzodiazepine use (Guidotti
et al. 2005). By targeting GABA-A receptors,
benzodiazepines might normalize GABAergic
transmission, allowing for a novel mechanism of
treatment for psychosis. Agonist substitution
might be an alternative for these patients who
require prolonged benzodiazepine use (Liebrenz
et al. 2010). Using this model, maintenance
treatment with a long-acting, slow-onset
benzodiazepine would be analogous to
methadone maintenance for opiate use. By
using benzodiazepines with stable blood levels,
patients would be less likely to experience
sedation, withdrawal complications, and
craving. Thus, in patients using
benzodiazepines for relief of psychotic
symptoms, we present a role for maintenance
therapy using agonist substitution.

1. Dold M, Li C, Tardy M, Khorsand V, Gillies D,
Leucht S. Benzodiazepines for schizophrenia.
Cochrane Database Systematic Review.
2012;11(CD006391):1-4.

2. Guidotti A, Auta J, Davis JM, Dong E,
Grayson DR, Veldic M, Zhang X, Costa E.
GABAergic dysfunction in schizophrenia: new
treatment  strategies on the  horizon.
Psychopharmacology. 2005;180(2):191-205.

3. Liebrenz M, Boesch L, Stohler R, Caflisch C.
Agonist substitution--a treatment alternative for
high-dose benzodiazepine-dependent patients?
Addiction. 2010;105(11):1870-1874.

WORRYING SO MUCH IT HURTS: THE
LINK BETWEEN ANXIETY AND

CHRONIC, NON-PHYSIOLOGIC PAIN
Lead Author: Cameron Brown, D.O.
Co-Author(s): David Williamson, M.D.

SUMMARY:

Objectives:

1. Discuss factors involved that may lead to
develop chronic pain as a manifestation of
anxiety.

2. Demonstrate anatomical and physiologic
components that connect the feelings of anxiety
with the development of worsening pain.



3. Discuss appropriate treatment to include
pharmacologic, psychotherapeutic, and
possibly complementary and alternative
treatment modalities.

Background: Anxiety and chronic pain
frequently occur as co-morbid conditions. All
too often patients are seen by physicians who
only treat one aspect of this with poor, as they
are invariably linked to one another. The proper
approach involves understanding and treating
the underlying cause of the anxiety, rather than
disregarding the anxiety and focusing on pain
control.

Case Description: This case involves a 47 yo
male, who was diagnosed with an anxiety
disorder after a traumatic event in his life.
Afterwards, the patient was unable to handle
any life stressors without experiencing
prominent tremulousness, excessive worry,
muscle tension, and tachycardia. Pt developed
chronic back pain and was eventually treated
with large amounts of opioids for pain control,
as well as, benzodiazepines for anxiety. Patient
reported that due to poor pain control, he
eventually was put on disability from work.
Patient's poor pain control persisted despite
having no anatomical abnormalities or findings
on MRI. Pt's pain was exacerbated by
increased stress levels.

Conclusion: This case highlights the power of
the mind-body connection, which is often
overlooked in today's healthcare system. The
co-morbidity of pain and anxiety is significant
and is not as well researched as the link
between pain and depression. Considerably
more work in this area will be needed before
this phenomenon can be fully understood and
treated with maximum effectiveness.

WITHDRAWAL DELIRIUM FROM
INTERNET PURCHASED PHENIBUT - A
CASE REPORT

Lead Author: Stella Cai, M.D.

Co-Author{(s): Tina Allee, M.D., Adrian Preda,
M.D.

SUMMARY:

Introduction: Phenibut is a psychotropic drug
sold in Russia to treat symptoms of anxiety,
post traumatic disorder, and insomnia. This
medication is not FDA approved for
pharmaceutical use in the U.S but is easily
accessible as a supplement at local stores or

online websites. To date, there are a few case
studies about this compound's toxicity but no
prior reports on its potentially life threatening
withdrawal effects.

Case summary: This is a case of a 34 year-old
Caucasian male with self-reported anxiety
disorder who has developed withdrawal
delirium from Phenibut  after  abrupt
discontinuation from months of usage. He was
initially evaluated in the Emergency Room for
hearing "God's calling" after stopping Phenibut
two days ago. He was using 10-20g of Phenibut
daily in a tea fusion. Considering temporal
course of Phenibut's gabaminergic effects, Mr.
A was discharged and started on gabapentin to
treat the phenibut withdrawal supplemented by
quetiapine for the symptomatic treatment of
psychosis. Two days after, which is his fifth day
off Phenibut, Mr. A was followed at outpatient
clinic. He was disoriented and severely
psychotic, lying in a fetal position on the floor of
waiting room. Patient was immediately escorted
to the Emergency Room, where lorazepam IV
and supportive care were given. Despite that,
patient developed severe psychomotor agitation
and was tremulous, requiring soft restraint for a
few hours. He was eventually admitted to MICU.
EEG, EKG, and labs were unremarkable.
Lorazepam IV was prescribe as per a traditional
alcohol withdrawal protocol. During his five
days of hospitalization, no significant autonomic
instability was detected with vitals within normal
range. By fifth day of hospitalization, Mr. A was
oriented, without psychosis. He was discharged
home with quetiapine extended release 200mg
at bedtime and gabapentin 600mg every 8
hours. Patient remained stable without
psychosis in the two-month phone follow-up.
Discussion: Multiple reports exist in gray
literatures such as drug-forum.com on the
withdrawal effect of Phenibut. However, this is
the first official report describing the course of
withdrawal delirium from Phenibut. Per internet
search, Mr. A was taking twice of the typical
dose recommended about 2.5- 10g daily, which
might contribute to developing severe
withdrawal. Phenibut has a unique phenyl ring
enabling more permeable access across blood-
brain barrier, thus exerting a powerful
gabaminergic effect on the brain. Although
Phenibut has similar gabaminergic effects as
alcohol, Mr. A did not develop autonomic
instability, typically seen in delirium tremens
from alcohol or benzodiazepine withdrawal.



Conclusion: The abrupt discontinuation from
Phenibut could produce life-threatening
withdrawal. In acute withdrawal, lorazepam IV
could be used following the traditional alcohol
withdrawal protocol. After the acute phase,
patient could be managed on an atypical
antipsychotic and gabapentin for residual
symptoms.

CHILDHOOD FUNCTIONAL ABDOMINAL
PAIN SYNDROME

Lead Author: Amarsha Chakraburtty
Co-Author(s): Sarah E. Krajicek, MD

Phebe Tucker, MD

SUMMARY:

Background Information

Functional abdominal pain syndrome (FAPS) is
common in children with complaints of chronic
abdominal pain. FAPS, described by the
American College of Gastroenterology, is one of
the functional, or non-physiologic,
gastrointestinal disorders, and corresponds to
the DSM-5 psychiatric diagnosis of somatic
symptom disorder with predominant pain.
Patients with functional abdominal pain
syndrome have a high rate of healthcare
utilization and of school/work absenteeism
contributing to an economic burden to both the
patient and the healthcare system. It is very
important to quickly identify and treat these
patients appropriately without perpetuating
unnecessary workups.

Clinical Vignette

An eleven-year-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 pharmacologic
therapies have been shown to be potentially
beneficial in the treatment of FAPS including H2
blockers, SSRI's, and SNRI's. 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.

THE MENTAL HEALTH IMPACT OF THE
REFUSAL TO EXPAND MEDICAID BY
SOME STATES

Lead Author: Uchenna Achebe, M.D., M.P.A.

SUMMARY:

There are about 6.7 million uninsured Americans
with severe mental illness (SMI) and/or
substance use disorder (SUD) who are eligible
for health insurance coverage under the New
Medicaid Expansion Program. Nearly 4 million
uninsured people with SMI and/or SUD are
eligible for coverage through the Medicaid
Expansion Program in the 25 states that have
opted out of the program. This group of 25
states represents 55% of all uninsured people
with SMI and/or SUD who are eligible for
coverage. Sadly, the burden of the decision
made by these 25 opt-out states is falling
disproportionately on residents of 11 Southeast
opt-out states who are also among some of the
poorest in the nation. This is because nearly



80% (2.7million people) of individuals with SMI
and/or SUD who are eligible for coverage
(8.7million people) live in the 11 Southern opt-
out states (Miller,2014).

THE SECRETS OF CEREBELLUM - A
CASE OF CEREBELLAR COGNITIVE
AFFECTIVE DISORDER

Lead Author: Shanel Chandra, M.B.B.S.
Co-Author(s): James Demar, MD

SUMMARY:

INTRODUCTION:

Although mentioned in a few anecdotal reports,
a comprehensive assessment of non-motor
affect of cerebellar pathology was not available
till 1990s. It has been described in patients with

stroke, traumatic brain injuries,
neurodegenerative diseases involving
cerebellum, infectious involvement of

cerebellum and cerebellar neoplasms. In
children, it has been described presenting early
in life with delayed milestones and other motor
dysfunctions being the initial manifestation. The
constellation of executive, visuospatial, and
linguistic changes forms the core of intellectual
deficits of CCAD. Dysmetria of thought has
been conceptualized by some to explain the
cognitive affects of cerebellar dysfunction and
problems with sequencing has been found to be
a consistent feature of the pathology.

CASE PRESENTATION:

We present a case of 17 y/o adolescent male
who was diagnosed as CCAD after incidental
finding of cerebellar atrophy on neuroimaging
done after a mild concussive injury. The patient
had a known history of low IQ tested when he
was 9 years old done to assess problems with
his academic performance at that time. Since
his formal neuropsychological assessment, he
has had persistent deficits in working memory,
processing speed and visuomotor skills. He
continues to suffer from disorganized thinking,
transient paranoia, rapid and intense mood
swings, anxiety and social difficulties. He
displayed many negative symptoms including
flat affect, lack of motivation and poverty of
speech. Clinically he was thought to have
prodromal symptoms of Schizophrenia. His
diagnostic impression was psychotic disorder;
NOS, mood disorder; NOS, learning disorder;
NOS and rule out generalized anxiety disorder.
In 2012, as a 16 year old adolescent, he fell
from his bike and had a concussion injury with
questionable loss of consciousness. A CT head

revealed diffuse cerebellar atrophy which was
confrmed on MRI of brain. Detailed
neurological examination revealed mild ataxia.
Assessment by a geneticist did not reveal any
known abnormality. He was given a diagnosis of
CCAD and is being managed with multi-
disciplinary approach.

DISCUSSION:

Our case indicates that motor manifestations of
cerebellar pathology can be subtle and be
missed or not present altogether initially in a
case of CCAD. Cognitive effects of cerebellar
dysfunction might be more prominent requiring
high index of suspicion for accurate diagnosis.
More awareness regarding this entity shall be
helpful in bringing forth more cases of CCAD
without any motor manifestation. It will help in
better management and understanding of the
disease. Further studies are needed to assess
prevalence of cerebellar atrophy in presence of
"dysmetria of thought" and cognitive disabilities
involving "sequencing".

SYMPTOM CHANGE IN HOARDING
DISORDER COMORBIDITY IN MILD
INTELLECTUAL DISABILITY PATIENT
ON A TOKEN ECONOMY: A REPORT OF
A CASE

Lead Author: Jae Hyeok Chang, M.D.
Co-Author(s): Jang Won Cho, M.D., Hwi Gon
Kim, M.D., Dong Hoon Oh, M.D., Ph.D., Joon
Ho Choi, M.D., Ph.D.,

Yong Chon Park, M.D., Ph.D.

SUMMARY:

Introduction

Compulsive hoarding has been defined as
collection and being unable to discard
excessive quantities of goods and objects that
are of limited or no value (Frost and Hartl 1996).
In most of existing studies about comorbidity,
patients were excluded if they had shown
significant cognitive impairment. Therefore,
current compulsive hoarding researches on
patients with intellectual disability are lacking.
The cognitive approach, known as the most
efficient treatment of hoarding disorder, does
not work well with patients with intellectual
disability due to the significant limitations in
terms of intellectual functioning and skills
necessary in daily life. In this report, we
describe one case regarding this issue with a
patient who has comorbidity with hoarding
disorder and mild intellectual disability.



Case Report

A 41-year-old woman was admitted to our
psychiatric hospital due to symptoms of
hoarding. Her 1Q score turned out to be 69. She
started collecting waste since 10 years ago. But
it was not at a serious stage yet. Two months
ago, her father left after a huge fight with her
mother and her symptoms became worse since
her father's departure as there was no one to
take care of her. For the reason, she had to be
admitted to our hospital although she had never
received psychiatric treatment before. However,
the treatment with cognitive approach was not
successful as we had expected due to her
intellectual disability. Therefore, we decided to
apply 'token-economy' to her whereby she was
hospitalized for 8 weeks. She was treated with
drugs, such as SSRI (Paroxetine 50mg), for the
first 4 weeks and the combination of initial drug
treatment and token economy application for
the last 4 weeks. To obtain the effectiveness of
the treatment, we measured the Clutter Image
Rating (CIR; Frost, et al 2008) and obtained the
number of collected points every day. During
the whole period of treatment, she was able to
purchase what they requested, with the token
obtained by keeping certain set of rules.
Comparing the initial medication treatment of
the first 4 weeks with the combined treatment
with token economy application of the late 4
weeks, the CIR was diminished from 4 points to
2 points. Also the number of items obtained on
a daily basis declined from an average of 5 to
1.5. She started taking the token as an
important matter rather than obsessing over
countless unnecessary goods As a result, her
behavior changed as well. Her hoarding
symptoms  have  significantly = decreased
resulting in her release from the hospital
scheduling regular outpatient treatments.
Discussion

From this case, we found out that token-
economy has positive effects on patients who
have comorbidity with hoarding disorder and
mild intellectual disability. Also, this behavioral
treatment can be effective on patients who have
difficulties in undergoing cognitive approach.
Clinicians should carefully choose the treatment
plan for hoarders by examining their
comorbidity.

INTRAMUSCULAR OLANZAPINE
INDUCED BRADYARRHYTHMIC SHOCK:
A REPORT OF TWO CASES

Lead Author: Jang Won Cho, M.D.

Co-Author(s): Dae Ho, M.D., Ph. D., Jae Hyeok
Chang, M.D., Hwi Gon Kim, M.D., Joon Ho
Choi, M.D., Ph.D., Yong Chon Park, M.D., Ph.
D.

SUMMARY:
Introduction
Olanzapine is a second-generation
antipsychotic approved for the treatment of
schizophrenia and bipolar disorder.
Hemodynamic side-effects such as

bradyarrhythmic shock have rarely been
associated with olanzapine. We report two
cases of olanzapine-induced bradyarrhythmic
shock in patients who had no preexisting
cardiovascular problem.

Case Report

-CASE 1

A 34-year-old Korean woman was admitted to
our psychiatric hospital due to symptoms of a
severe manic episode. At emergency room, she
was administered intramuscular haloperidol
5mg in an emergency room (at 11:52). At that
time her vital sign was stable. At the time of our
psychiatric ward admission (at 13:30), her pulse
rate was 106/min, blood pressure 150/80
mm/Hg and temperature 36.7'c. And about a
hour later (at 14:25), she was administered
intramuscular olanzapine 10mg due to
excitement. About 30 minutes later (at 15:00),
she was pale and began to sweat, her pulse
rate was 46/min and blood pressure 60/30
mm/Hg. After administrating epinephrine
(15:50), she regained stable condition (pulse
rate 63/min and blood pressure 127/74 mm/Hg).
After the incident, cardiologic consultant
revealed no cardiovascular or other physical
origin.

-CASE 2

A 46-year-old Korean woman was admitted to
our psychiatric hospital due to psychotic
agitation. At emergency room, she was
administered intramuscular olanzapine 10mg (at
18:25) and her vital sign was stable at that time.
But 20 minutes later (at 18:45) she complained
of dizziness, her pulse rate was 40/min, blood
pressure 70/30 mm/Hg. We positioned her for
leg elevation and hydrated, and about 20
minutes later (at 19:05) her vital became stable,
her pulse rate was 80/min, blood pressure
112/62 mm/Hg. After admission, she was
consulted for cardiovascular origin of the
incident, but no other cause was found.
Discussion



Previous case reports emphasize that old age
may exaggerate the adverse effects of
olanzapine. But our case reports emphasize
that at young age may also olanzapine can
induce bradyarrhythmic shock even those
without any history of a heart problem. Thus,
olanzapine injection should be following careful
monitoring, especially during initial use at high
dosage.

Keywords: neuroleptics, olanzapine,
hypotension, bradycardia, bradyarrhythmic
shock

COLEUS BLUMEI A BACKYARD
PSYCHOTROPIC: A CASE REPORT AND
LITERATURE REVIEW

Lead Author: Nitin Chopra, M.D.

Co-Author(s): Lon Hays, MD, MBA

SUMMARY:

Case Report:

Mr.O is a 21 year old Ecuadorian, coming to the
emergency room with disorganized thoughts,
odd laughter, and erratic behavior. He had been
speaking "gibberish," randomly praying, playing
the "air guitar," and ran out of the shower naked
and started "rolling around in the dirt," after
attending a party.

Tests conducted included a complete blood
count, comprehensive metabolic panel, thyroid
stimulating hormone, and acetaminophen,
salicylate, and blood alcohol levels. All were
normal. A comprehensive urine drug screen was
negative. CT of the brain without contrast was
unremarkable. In the ER, he received
Ziprasidone 10 mg intramuscularly twice.

Mr.O was admitted to the inpatient psychiatric
unit, spending much of his five day admission in
seclusion. He was started on risperidone 1 mg
orally twice daily. This helped a bit, but he
remained disorganized and religious
preoccupations worsened. On day two, he was
preoccupied with "love" and paranoid about his
medications, family, work, and substance
abuse. The risperidone dose was doubled.
Collateral information was obtained from his
family, colleagues, and psychologist, who
denied any known psychiatric illness or family
history. Mr.O had previously tried LSD. They
learned, through Facebook posts, that his
clinical presentation coincided with the use of a
potentially psychotropic plant, Coleus blumei.
Mr.O improved significantly. However, his
paranoia surrounding substance abuse, which

he denied, and potential implications on his
employment persisted.

Discussion:

Coleus blumei, from the mint family, is naturally
found in Africa, Asia, Australia, and the Pacific
Islands. Readily found, they are popular in
gardens and prized for their intense leaf colors.
Salvia divinorum is from the same family and
has the hallucinogen neocleordane diterpene
salvinorin-A, which is unique because unlike
most hallucinogens being psychoactive by
acting at the 5-HT2A serotonin receptor, this is
a nonnitrogenous &’«-opioid receptor agonist.
Coleus blumei may have similar psychoactive
properties.

Traditionally, Salvia divinorum was consumed
by Mazatec Indians of Oaxaca, Mexico.
Mexican folklore describes the Coleus as a
variant from Europe. The relative potency has
been debated, with belief that the Coleus
blumei was medicinal, in comparison to the
psychotropic Salvia divinorum.

Understanding of the psychotropic effects of
Coleus blumei is limited. The Erowid Experience
Vaults attempt to chronicle various drug
experiences. The plant was reportedly
consumed by smoking, chewing, and steeping.
Vivid dreams and euphoria were described.
Conclusion:

Coleus blumei, a possible psychotropic, is
understudied, as our knowledge of related
biochemical and physiological activity remains
very limited. Inability to identify active and
contributing metabolites to psychopathology,
limitations in our understanding of metabolism
of this plant, and lack of awareness of
appropriate treatment, warrants further study.

CHRONIC DIMENHYDRINATE ABUSE
MASQUERADING AS PRIMARY
PSYCHOTIC AND COGNITIVE
DISORDERS: A CASE REPORT AND
REVIEW OF LITERATURE

Lead Author: Elaine S. Chow, M.D.
Co-Author(s): Usha Parthasarathi, MBBS, Ana
Hategan, M.D.

SUMMARY:

We report a case of chronic dimenhydrinate
abuse that had masqueraded for several years
as a primary psychotic and cognitive disorder.
Case: A 45 year old Caucasian female with past
diagnoses of schizophrenia, schizoaffective
disorder, and cognitive disorder NOS was



admitted to a psychiatric unit for recurrent
episodes of persecutory delusions, command-
type hallucinations to harm others, and
fluctuating mood and cognitive symptoms. She
improved with minimal changes to her
community treatment regimen of antipsychotic
medication. On several overnight passes, she
returned to the unit with acute exacerbations of
her psychiatric symptoms, with the resolution of
such symptoms within 48 hours. Routine urine
drug screens were repeatedly negative. The
patient eventually disclosed to abusing
dimenhydrinate 1250mg per day, noting
euphoria, "numbness", and a "high" with its
use, as well as visual and auditory hallucinations
and short term memory loss. She admitted the
emergence of her psychotic symptoms began
after the start of recreational dimenhydrinate
use. She described withdrawal symptoms
marked by dysphoria, cravings, confusion, and
episodes of crying. She noted widespread use
within her circle of friends and wider
community. Her diagnosis was changed to
substance-induced psychotic disorder. She
expressed limited motivation in substance
abuse rehabilitation and subsequently left the
hospital against medical advice.

Discussion: Over the counter (OTC) substance
abuse is defined as the intentional use of
commercial products for psychoactive effects
as opposed to for their intended purposes. The
abuse of dimenhydrinate, an OTC antiemetic,
has been reported in the past vyielding
anxiolytic, antidepressant, and anticholinergic
effects desirable to users often of adolescent
age. A review of literature reveals case reports
of hallucinogenic and amnestic effects in acute
dimenhydrinate intoxication. Dependence and
withdrawal symptoms have also been
described. Patients with underlying primary
psychotic disorders receiving antipsychotics
may self-administer dimenhydrinate for its
anticholinergic action to reduce antipsychotic
side effects, and clozapine treatment in this
population may diminish cravings. Overall there
has been a paucity of attention directed to
dimenhydrinate abuse over the last decade.
This case llustrates the potential for
dimenhydrinate abuse to be identified for years
as a primary psychiatric disorder. Diagnosis is
complicated by reliance on subjective reporting,
and often routine blood work and urine drug
test fail to demonstrate stigmata of this abuse.
Gas chromatography-mass spectroscopy may
aid in detection but is limited by lack of

availability and expense. Thus often the onus of
an accurate diagnosis lies with the clinician
asking relevant OTC abuse questions. Further
consideration of exploring misuse/abuse of
atypical drugs such as dimenhydrinate in the
context of unusual psychiatric presentations is
desirable.

“NEUROPSYCHOLOGICAL
ASSESSMENT IN PATIENTS WITH
SCHIZOPHRENIA AND IT'S
CORRELATION WITH FUNCTIONALITY
AND PRELIMINARY RESULTS”K

Lead Author: Juliana S. Cunha, M.D.
Co-Author{(s): Fabiana B. de Araujo, Simone M.
Feljpe, Priscila M. Mundim, Lucas G. Jr., Flavia
C. da Mata Leite, M.D., Tatiana Lourenco, M.D.

SUMMARY:

Introduction: Cognitive impairment is
considered a core feature of schizophrenia. It is
reported since Kraepelin (1896), who has
named it "Dementia Praecox". Since then, it has
been the focus of several studies that indicate
as main altered processes: executive function,
attention and memory. These impairments have
been linked to a major impact on the
functionality and quality of life of these patients.
Objectives: Assess cognitive domains in
schizophrenia patients and correlate them with
functionality and quality of life. Method: The
sample consisted of ten outpatients diagnosed
with schizophrenia, which were submitted to a
battery of neuropsychological tests. Their
records were researched to support the data.
We also evaluated the quality of life through the
Portuguese version of WHOQOL-Bref (Vaz-
Serra et al.,, 2006). Results and conclusion:
Impairments were found in several domains of
cognition among the evaluated patients,
including executive deficits, attention
disturbances and processing speed. We have
noticed  significant  negative  correlations
between them and the quality of life. Therefore,
our results seem to emphasize that
neurocognitive constructs should be potential
targets for intervention to promote improvement
of psychosocial functions.

TREATMENT OF PARADOXICAL
INSOMNIA DISORDER WITH
OLANZAPINE AND
ELECTROCONVULSIVE THERAPY: A
CASE REPORT



Lead Author: Amy E. Curtis, M.D.
Co-Author(s): Hrayr P. Attarian, M.D., Gaurava
Agarwal, M.D.

SUMMARY:

A mismatch between perceived sleep quality
and objective measures such as
polysomnography (PSG) or actigraphy occurs in
many patients with chronic insomnia disorder.
Previously categorized as a distinct subtype of
insomnia known as paradoxical insomnia or
sleep state misperception, newer classifications
by the 5th edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM-5)
and the 3rd edition of International
Classification of Sleep Disorders (ICSD-3)
transform the view of insomnia to account for
independent and comorbid psychiatric and
sleep syndromes. The ICSD-3 has only a single
diagnostic entity, Chronic Insomnia Disorder,
which encompasses all past variations including
those with and without comorbid diagnoses. A
recent study exploring differential psychological
profiles in chronic insomnia with objectively
short sleep and insomnia without any objective
evidence of curtailed sleep found an association
between paradoxical insomnia and depressed
mood, anxiety, and intrusive thoughts.
Psychiatric comorbidity, however, occurs in
most cases of chronic insomnia approaching a
prevalence of 40-50%. Regardless, there is
evidence to suggest that what was known as
paradoxical insomnia is an extreme
manifestation of a distinctive feature of chronic
insomnia disorder, and may be representative of
a delusional disorder or form of agnosia.
Described is the case of a 64-year-old former
physician admitted to a psychiatric hospital
after a suicide attempt. He expressed suicidality
as secondary to his 30-year history of insomnia,
worsening to the severity of reported absent
sleep for three days prior to admission. Despite
insomnia resistant to conventional therapies,
the patient demonstrated excellent response to
a combination of olanzapine and
electroconvulsive therapy (ECT) as monitored
by psychiatric evaluation, the Beck Depression
Inventory (BDI), PSG, and 4-month follow-up
interview. Included is a discussion regarding
newer classifications of insomnia in DSM-5 and
the ICSD-3, with associated restructuring of
diagnostic subtypes to account for a more
enhanced description of comorbid conditions.

THE INTERFACE OF DERMATOLOGY
AND PSYCHIATRY: A CASE REPORT OF
DELUSIONAL PARASITOSIS

Lead Author: Christopher S. Czapla, M.D.
Co-Author(s): Phebe Tucker, M.D.

SUMMARY:

Background: Delusional parasitosis is a
disorder with a broad differential diagnosis that
can occasionally result in an extensive
diagnostic work-up and visits to several
different providers in different areas of
specialization. Diagnosis and treatment
requires not only ruling out medical causes of
symptoms and proper pharmacological
treatment, but also extensive knowledge of the
typical characteristics of patients with this
disorder including reluctance to accept the
diagnosis.

Case: This is the case report of a 53-year old
female with a chief complaint of "bugs" crawling
through her body for three months. A diagnosis
of delusional parasitosis was made after she
visited several different physicians and
underwent numerous diagnostic tests. She was
successfully treated with risperidone and
psychotherapy.

POSTICTAL PSYCHOSIS FOLLOWING
VIRAL ENCEPHALITIS; A CASE REPORT
AND REVIEW OF THE LITERATURE
Lead Author: Tracey Dabal

Co-Author(s): Muhammad Puri, M.D.

Heather Greenspan, M.D.

Jay Littlefield I, D.C. MS IV

SUMMARY:

Introduction:

Psychosis is a serious mental disorder
characterized by hallucinations, distortion of
sensations, delusions, and thought disorders.
When it is associated with seizures, it is
generally split into two groups. When the
psychosis occurs immediately after seizures; it
is called postictal psychosis (PP). It is called
interictal psychosis when it occurs in between
seizures but is not related to the seizures
themselves.

Case:

A 25yo Filipino female was brought in by her
husband, saying that she had been hearing
voices and exhibiting paranoia for the past
month. The patient has no past psychiatric
history but does reports a past suicide attempt



at age 17, she has a family history of seizures
and a past medical history of viral encephalitis
in 2004, which resulted in complex seizures.
The seizures were controlled with
oxcarbazepine, valproic acid, and phenobarbital
for the first 6 years. From 2010-2012, the
patient had 3 separate admissions to the
hospital for seizures, each due to
noncompliance with taking her medications. In
2012 the patient was brought in by her
husband, for the severe delusions and paranoia.
Physical exam, and routine blood tests were all
within normal limits, A repeat EEG was
performed and showed a "diffuse slowing and
epileptiform activity present in the left temporal
region." After admission to the unit, her
hallucinations and paranoia decreased and she
no longer was having seizures. She was
discharged in stable condition 11 days later with
appropriate follow up outpatient appointments
and anti-seizure medications.

Discussion:

Reviewing the case, the patient had viral
encephalitis followed by a series of epileptic
episodes and finally developed PP
(schizophrenia paranoid type) due to general a
medical condition. Multiple studies have been
done to recognize this disorder and to improve
the treatment. In one study forty-four patients
with treatment-refractory temporal lobe epilepsy
and a history of clustering of seizures, showed
that these patients appear to be particularly
prone to development of a psychotic disorder.
Prompt recognition of PP is critical to minimize
morbidity. According to a literature, the
duration of PP varies from 12 hours to more
than 3 months. Impaired intellectual function
and family history of psychosis predict a longer
psychosis. Recurrent PP is seen in 12 percent
to 50 percent of patients and occasionally may
progress to an interictal psychosis.

Conclusion:

PP is a common psychiatric complication of
chronic epilepsy. Recognition of this disorder is
critical to initiate treatment and avoid significant
morbidity and mortality. Seizure control can
prevent PP, which is often recurrent and can be
associated with progressive interictal behavioral
changes. Fortunately, it responds to low dose
treatment with benzodiazepines or
antipsychotic medications. Though the best
treatment of PP is uncertain, it is of utmost
significance to prevent it by eliminating its
cause of seizures.

CHANGING COURSE: A CASE STUDY
ON THE REVERSIBILITY OF VALPROIC
ACID INDUCED OBESITY

Lead Author: Erin M. Dainer, M.D.

SUMMARY:

Background: Valproic acid is known throughout
the literature to cause obesity, insulin resistance
and possibly atherosclerosis; all of which
encompass the metabolic syndrome. Currently
we reside in an age where increased awareness
of metabolic syndrome dramatically influences
our medication choices. Multiple articles have
explored the effect of valproic acid on weight
gain in comparison to comparable medications,
but few to none have reviewed the effects of
switching to a different medication after long-
term treatment with valproic acid.

Case Description: A 32 year old male with a
history of Major Depressive Disorder and
Generalized Anxiety Disorder presented to the
clinic for medication management after a 4.5
year history of treatment with nortriptyline
150mg daily, mirtazapine 15 mg daily,
lorazepam 1.5mg at bedtime and valproic acid
extended release 1500mg at bedtime. At the
time of treatment his body mass index (BMI)
was 21kg/m2 with a weight of 143lbs. Over the
course of 4.5 years, he gradually gained a
significant amount of weight. By the time of
presentation, his BMI had increased to
27.5kg/m2 with a weight of 185.8Ibs. At that
time, he was tapered off of valproic acid.
During the next visit, the patient reported an
increase in anxiety, irritability and angry
outbursts. Therefore, oxcarbamazapine was
initiated.  After the adjustments in his
medication, he felt significant relief. He also
reported an increase in motivation due to
resolution of sedation caused by valproic acid.
Over the next 6 months, he began to
dramatically lose weight with a BMI of
24.8kg/m2 and a weight of 168Ibs. During that
time, his only other medication changes were a
decrease of nortriptyline from 150mg to 125mg
and an increase in mirtazapine from 15mg to
30mg. Throughout treatment, his blood
pressure and serum cholesterol remained
stable.

Discussion: In light of the current obesity
epidemic, appropriate medication adjustments
are imperative. Awareness of patients' weight
and blood pressure are vital to appropriate care.
Often, concerns over exacerbating psychiatric
symptoms prevent physicians from changing



medications. Our case llustrates the
effectiveness in changing medications when the
trend towards weight gain arises without
detrimental effects on symptom control.
Although the patient had adequate control of
irritability and anxiety symptoms while receiving
valproic acid, the consequences of the
medication outweighed its benefit. By tapering
the patient off of valproic acid and initiating
oxcarbamazapine, the patient maintained good
control of his psychiatric well-being without
compromising his general health.

RISPERIDONE-INDUCED PRIAPISM: A
CASE REPORT

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

SUMMARY:

Priapism, defined as greater than 4 hours of
penile erection not initiated by sexual
stimulation, is caused by medications,
hematologic disorders, substances,
malignancies, trauma, and metabolic
conditions. It is a urologic emergency which can
lead to impotence and tissue necrosis.
Treatment includes conservative management,
corporal aspiration, injection of
sympathomimetic  agents, and  surgical
intervention. Antipsychotics have been shown
to cause priapism through alpha-1 adrenergic
antagonism. We present a case of priapism
caused by Risperdone in a patient with a prior
episode caused by Trazodone.

Pt is a 50 year old Caucasian male with a
history of Schizophrenia and no known past
medical history, was admitted for 18 hours of
penile erection associated with swelling and
severe throbbing pain. He denied history of illicit
substance use, hematological illnesses or penile
trauma. His only medication was Risperidone
3mg BID which he began 1 month prior. He
reported an episode of similar symptoms 5
years ago related to Trazodone for insomnia. He
delayed presenting to the ED as he was
unaware of this side effect and assumed it
would resolve on its own. He was diagnosed
with non-ischemic priapism secondary to
psychotropic medications by Urology. He
underwent drainage of the corpus cavernosum
twice along with intracavernosal phenylephrine
injections.  Psychiatry was consulted for
medication recommendations. At evaluation, he
denied symptoms of depression, mania, anxiety

and psychosis. Historically his psychosis
symptoms included auditory and visual
hallucinations which he had not experienced in
over a year. Risperidone was discontinued.
Since he had no acute symptoms and a prior
episode of priapism from Trazodone, he was
not started on new medications and was
referred for outpatient follow up. His symptoms
completely resolved after 24 hours.

Priapism is an uncommon side effect of
antipsychotics that patients should be made
aware of. Atypical and typical antipsychotics
have been associated with it. For typical
antipsychotics, more cases have been reported
with low potency agents (chlorpromazine)
compared to high potency agents (haloperidol)
due to the level of alpha-1 adrenergic
antagonism. For atypical antipsychotics,
Risperidone and Zisprasidone have the highest
antagonism at alpha-1 and Olanzapine the
lowest. Risk factors include recent dose or
medication changes, re-initiation of medication
after noncompliance, concomitant substance
use, and/or use of other medications causing
priapism. Patients with prior episodes are at
higher risk of latter episodes. This case
illustrates the importance of proper patient
education and obtaining complete histories.
Due to priapism severity and absence of
psychiatric symptoms, new medications were
not started as the risks outweighed benefits. In
other cases, a medication with less alpha-1
antagonism can be considered. Patients should
be educated on priapism risk and advised to
present to the ED for symptoms.

MALADAPTIVE DENIAL REVISITED:
CASES SUPPORTING THE
CONSIDERATION OF MALADAPTIVE
DENIAL AS A MODIFIER FOR
ADJUSTMENT DISORDER IN THE DSM
Lead Author: Deron E. Davis, B.S.
Co-Author(s): James Fisher, M.D., Parmalee
Towb, M.D., Ph.D., Michael Mrizek, M.D.,
Harold Wain, Ph.D.

SUMMARY:
Introduction:

The challenge of the patient in denial
is a common experience among clinicians.
Though denial is frequently reported in the
setting of terminal illness, it has also been
encountered in a variety of more benign



circumstances and poses an intriguing
phenomenon. Where denial offers the patient an
opportunity to mitigate trauma by gradually
accepting a new diagnosis or life circumstance
it is considered a healthy and adaptive defense
mechanism. However, when it prevents the
patient from seeking/accepting treatment or
adjusting to new circumstances it is
maladaptive, portends poor prognosis and is a
potentially dangerous pattern of thinking that
should be addressed. Therefore, a key factor in
determining the therapeutic approach to denial
is accurate characterization of the behavior as
adaptive or maladaptive. The inability to
progress toward acceptance independently and
inability to therapeutically effect change that
would improve patient outcomes suggests the
maladaptation is in itself psychopathology
rather than a symptom of trauma response.

Case Report:

To illustrate features of maladaptive
denial, two cases are presented. The first case
illustrates maladaptive denial in the setting of
breast cancer progressed to stage four before
presentation. The second is a case of
adjustment disorder in the setting of physical
illness and phase of life adjustment.

Discussion:

Denial is a common reaction when
faced with traumatic experiences. Suppression
of the experience allows the mind to process
the insult at a subconscious level prior to
consciously accepting a changed reality.
Whether by a single instance or an
accumulation of lifetime insults, trauma that
overwhelms the ability to process vyields
stagnation in adaptation - becoming
maladaptive. These cases present denial that
results in dysfunctional behavior, and in the
second case cognitive and emotional
dysregulation as well. Additionally they illustrate
the development of distress hindering
participation in important activities, e.g.
preservation of health/life and occupational
function. It is well accepted that adaptive denial
is a construct that should not be dismantled for
fear of precipitating psychic decompensation.
The sequelae of maladaptive however, suggest
that it meets criteria for classification as a
qualifier of adjustment disorder if not a distinct
mental disorder - a proposal first submitted by
Strauss, et al. Further observation and study is

needed however, to define a standardized set of
qualifying characteristics.

UNCERTAIN ETIOLOGY,
EPIDEMIOLOGY, DIAGNOSIS, AND
TREATMENT OF PERSISTENT GENITAL
AROUSAL SYNDROME

Lead Author: Adriana de Julio, M.D.
Co-Author(s): Merlyn Abraham, BS

SUMMARY:

Introduction: Persistent genital arousal disorder
(PGAD) is a condition in which an individual
experiences unwanted genital sensations in the
absence of mental or physical stimulation.
There are cases in which it is accompanied by
overactive bladder syndrome and/or restless
legs syndrome and is referred to as Restless
Genital Syndrome (RGS). There are many
theories about the etiology of PGAD ranging
from collagen and cartilage defects in the pelvic
floor to theories of nerve hyperexcitability.
Interestingly psychiatrists have been consulted
on these cases as there was a often a
misdiagnosis of obsessive compulsive disorder.
METHOD: In order to assess all of the research
and case studies mentioning PGAD and RGS
we performed a literature review from 2000-A-
2014. We used PubMed, Ovid, and Trip
Database with MeSH terms: "persistent genital
arousal disorder", "persistent genital arousal
syndrome", "persistent sexual arousal', and
"restless genital". We were able to find 5 review
articles and 39 case reports/case series using
these terms. After careful and exhaustive
review of each article some important
information was collected.

CONCLUSIONS: First it may be that PGAD and
RGS are the same diagnoses. Second, that
each specialty, be that neurology, psychiatry, or
gynecology has their own unique perspective as
to the etiology and treatment of PGAD. Third,
persons with PGAD may be at higher risk of
suicide and some case series have shown these
patient have higher rates of depression and
anxiety, but the epidemiology is unknown.
Lastly, recommendations and guidelines for
diagnosis and treating patients with PGAD
varies widely within medical specialties from
use of antidepressants, to antiepileptic drugs, to
surgical manipulation of the dorsal nerve. A
more interdisciplinary approach to patient's with
suspected PGAD should be utilized.



PEDIATRIC DELIRIUM AND ALPHA-
MANNOSIDOSIS : A CASE REPORT
Lead Author: Toral N. Desai, M.B.B.S.

SUMMARY:

Background :Alpha-mannosidosis is a rare
lysosomal storage disorder that is inherited in
an autosomal recessive fashion and may be
characterized by sensorineural hearing loss,
intellectual  disability, immune deficiency,
psychomotor abnormalities and  skeletal
dysmorphism. Very limited research is available
on the pathophysiology and management of
such psychiatric symptomatology associated
with this rare genetic disorder. The objective of
this paper is to understand the complex
psychiatric manifestations in an adolescent with
alpha-mannosidosis and discuss the clinical
dilemmas while managing the symptoms with
psychotropic medications.

Methods:

An extensive literature review was conducted to
underscore the research on psychiatric
manifestations in youth with alpha-
mannosidosis. The information thus obtained
was applied to the management of an
adolescent patient with the disorder, who
presented with clear manifestations of delirium,
who our team was consulted on. The symptoms
included altered mental status along with
auditory and visual hallucinations, and
sundowning. A medical work up to identify the
etiology, along with consultation with his
geneticist was sought. After a series of trials of
various psychotropic medications, symptoms of
delirium were in better control.

Results:

A 13 year-old young female was hospitalized
with a recent onset of altered mental status,
along with paranoia, visual and auditory
hallucinations, and a consult was requested
from the pediatric consultation-liaison team. A
thorough medical work up didn't provide any
clinically significant findings. Use of low dose
risperidone was associated with extrapyramidal
symptoms, following which olanzapine was
initiated. Only mild improvement was noticed
with high doses of olanzapine, and this resulted
in a cross-titration to quetiapine, following
which symptoms reduced significantly.
Discussion:

Psychiatric symptoms in patients with alpha-
mannosidosis may often be dismissed as part
of intellectual disability, especially in the setting
of negative medical work up. Physicians should

be aware of the potential for psychiatric
symptoms in individuals with this rare disorder.
Given the rarity of this lysosomal storage
disorder and florid symptoms of delirium, the
choice of an antipsychotic became more
complex, especially since the pharmacokinetic
profile of psychotropics may be very different
when compared to youth without such
lysosomal disorders.

Conclusion:

Evaluation and management of psychiatric
manifestations in youth with lysosomal storage
disorders can be complex. Further research will
be helpful to determine the outcome and course
of psychiatric manifestations in the setting of
such disorders.
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THE USE OF ARIPIPRAZOLE IN THE
MANAGEMENT OF BIPOLAR DISORDER
DURING PREGNANCY

Lead Author: Julian F. DeSouza, M.D.

SUMMARY:

This case study was done to assess the efficacy
and potential complications associated with the
use of aripiprazole for mania in the setting of
pregnancy. Given that current treatment
recommendations are causing patients to be
less likely to optimally manage their symptoms
during pregnancy for concern of teratogenic
effects, aripiprazole could be the atypical
antipsychotic agent of choice in this setting.
This patient had presented 2-weeks postpartum
in a manic state with psycotic features. She
was screened by Ob-Gyn who collaborated with
her care while she was admitted to the
psychiatric inpatient unit. Patient had been
non-compliant with prescribed medications
prior to admission and she was started on
aripiprazole from day one and the dose was
tapered up to 15 mg BID by day 5. Patient's
manic symptoms improved slowly as the days
progressed by day 8 psychotic symptoms
started to subside. As delivery was imminent,
patient was transferred to Ob-Gyn service. She
delivered a healthy but premature child via c-
section on day 12. Child did not exhibit any
gross or anatomic malformations. She was



continued on aripiprazole 15 mg BID after
discharge and was seen weeks later in
outpatient psychiatry.

OBSESSIVE COMPULSIVE DISORDER?
OR IS IT PSYCHOSIS? OR BOTH?
Lead Author: Arashinder Dhaliwal, M.D.

SUMMARY:

Obsessive Compulsive Disorder? Or Is It
Psychosis? Or Both?

Background:

Patient suffering from Obsessive Compulsive
Disorder can exhibit psychotic features
especially delusions during the course of the
disease. These delusions represents reactive,
affective or paranoid psychosis as they do not
meet the criteria of Schizophrenia.

(1)Poor insight in Obsessive Compulsive
disorder has shown to be associated with poor
response to the medications, more severe
illness and high comorbidity rate. (2). MDD was
found to be the most frequent comorbid
condition with OCD in adolescent. (3)

Obsessive Compulsive Psychosis is the term
given to describe an OCD which exists with the
poor insight.

(1) Case Report:

Patient is a 15 year old male with two prior
psychiatric hospitalization and past psychiatric
history of Major Depressive Disorder (MDD),
Obsessive compulsive behaviors, anxiety,
disorganized thoughts, adjustment disorder and
poor ADLs,was admitted due to significant
weight loss, inability to eat on his own and
inability to ambulate.

He reported of intrusive thoughts which stops
him from eating and ambulating. He reported
intrusive thoughts of being called gay.

His past history is significant for motor and
vocal tics, enuresis, encopresis, learning
disabilities, epilepsy and being oppositional to
family. He showed cognitive decline in hospital.
Discussion:

Patient had persistent intrusive thoughts of
inability to perform daily activities. Patient has
compulsions including taking multiple attempts
at setting his foot right while walking, pulling up
his hand while feeding self. These obsessions
and compulsions were present almost all the
time he was awake. (4) Patient had symptoms
suggestive of psychosis which at times were
distinct from OCD. This patient presented with
OCD (with poor insight) at an early age, had
extensive symptoms with increased severity,

refractory to treatment and with multiple
comorbid conditions. (2).
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CONVERSION DISORDER IN THE
MEDICALLY COMPLICATED PATIENT
Lead Author: Dustin A. Ehsan

Co-Author(s): Phebe Tucker, M.D.

SUMMARY:

Ms. C. is a 33-year-old Caucasian woman on
disability who has been suffering from episodes
of loss of consciousness since childhood. She
has undergone extensive work-up at multiple
hospitals and clinics, however has yet to receive
an explanation or adequate treatment for her
condition, which has left her unable to work and
forced her to give up custody of her daughter
due to concern for the child's safety.

Of the various diagnoses on the differential, a
psychiatric disorder such as conversion
disorder (functional neurological disorder) in the
form of psychogenic pseudosycnope remains
high on the list. However, the patient's
complicated medical history and unexplainable
physical symptoms make a psychiatric
diagnosis a  difficult one to  make.
Understanding and diagnosing psychiatric
illness in a patient with a complex medical
history is not only crucial to the patient's well
being, but also is central in lowering
unnecessary work-up and healthcare
expenditure.



PSYCHOTHERAPY WITH NON-ENGLISH-
SPEAKING HISPANIC ADULTS USING
LANGUAGE HELP LINE: A CASE
REPORT

Lead Author: Nadia M. El Fangary, M.D.
Co-Author(s): Anka Vujanovic Ph.D

SUMMARY:

Background: In the United States,
Hispanic/Latino persons constitute 17% of the
population. In Harris County the largest county
in Texas, Hispanic/Latino persons comprise
38.1% of the population, 21% of the Hispanic
population does not speak English well and
12% does not speak English at all
Hispanics/Latino populations are identified as a
high risk demographic for depression, anxiety
and substance abuse.

Psychotherapy is considered an evidence-
based treatment for these conditions. Yet most
psychotherapists and physicians do not speak
Spanish, leading to increased use of telephone
translation help lines due to their ease of
accessibility. However, there is a dearth of
empirical evidence regarding such practices;
and guidelines are lacking. To contribute to this
area of research and underscore its clinical
relevance, we present a case report that
outlines the challenges of the use of telephone
language interpreters during psychotherapy, as
evidenced in a university-affiliated community
outpatient clinic.

Case report: Patient was a 49 year-old,
Spanish-only speaking female from Colombia
referred by a primary physician for
psychotherapy for anxiety and depression. The
patient attended four sessions of psychotherapy
with a psychiatry resident at one month-
intervals. Sessions were held with the use of a
Spanish language interpreter telephone help
line.

Discussion: Given the increasing diversity of the
US population, language barriers present a
significant challenge in conducting
psychotherapy. The use of interpreters
increases the risk of miscommunication and
may negatively affect the therapeutic
relationship. The absence of face to face
communication poses additional challenges
since interpreters are unaware of the patient's
expression and body language, elements often
necessary for effective translation. There is a
need for interpreters to differentiate between
literal versus conceptual translation in order to

facilitate the identification of speech or thought
disorders, and correctly convey culturally-
sensitive expressions or topics. Additional
challenges include organizational problems
such as waiting times for interpreters and;
incidences of dropped calls during telephone
interpreter assisted sessions.

Conclusion: Future clinical and research
directions should be considered to improve
telephone translation services and their
integration into  psychotherapy contexts.
Examples include: cultural and mental health
education and training for both therapist and
interpreter, respectively; assignment of a
consistent interpreter for each patient to
increase knowledge of the therapeutic context;
asking the patients to summarize their
understanding of the conversation during the
session, to limit miscommunication; allotting
additional time for interpreter-assisted cases to
facilitate communication; and use of video
conferencing to allow for interpreter observation
of nonverbal behavior in order to improve
translation capabilities.

VENLAFAXINE - INDUCED ELEVATION
OF LIVER ENZYMES: A CASE REPORT
AND REVIEW OF THE LITERATURE
Lead Author: Rebecca Eleanya, M.D.
Co-Author(s): Meredith Chapman, M.D

SUMMARY:

Venlafaxine is a serotonin and norepinephrine
reuptake inhibitor widely used as an
antidepressant and with a relatively low
occurrence of adverse effects. Common
adverse effects include drowsiness, dyspepsia,
nausea, headache, increased sweating,
increased appetite, weight gain and sexual
dysfunction. Moderate increases in liver
enzymes have been reported to occur in less
than 1% of patients on Venlafaxine. We
describe a case of significantly elevated liver
enzymes in a 15 year old female being treated
for depression with Venlafaxine. Elevated liver
enzymes and mild coagulopathy were noted
three weeks after pharmacotherapy with
Venlafaxine was initiated. Laboratory findings
revealed elevated serum transaminases
(aspartate aminotransferase 1262 U/L; alanine
aminotransferase 2832 U/L), fa-
glutamyltransferase (46 U/L initially, then 84
U/L). Alkaline phosphatase and serum bilirubin
were within normal limits. Her symptoms
resolved rapidly and these laboratory values



trended down significantly with a reduction in
the dose and on discontinuation of Venlafaxine.
No further treatment was required as her liver
dysfunction was self-limited. The present paper
describes these findings and provides a
summary of previous case reports.

COCAINE-INDUCED DYSTONIA, A CASE
REPORT

Lead Author: Aikaterini Fineti, M.D.
Co-Author{(s): Srikanth Challagundla, MD,
Nitigna Desai, MD

SUMMARY:

Introduction

A variety of movement disorders have been
connected to alcohol or drug use. Alcohol is
mostly associated with withdrawal tremors, and
less frequently with withdrawal Parkinsonism,
chorea, stereotypic dyskinesias and myoclonus.
Stimulants like amphetamines, bath salts and
cocaine are known to cause a variety of
involuntary motor behaviors, categorized as
tremors, stereotypies, choreoathetoid
movements, or dystonias.

Case Report

A 55 year-old white man with psychiatric history
of Alcohol and Cocaine Use Disorders, Severe;
Nicotine Use Disorder, Severe; and Unspecified
Depressive disorder r/o Substance-induced
depressive disorder and medical history
significant for a recent hip replacement,
checked into an Intensive Outpatient Program
for Alcohol and Substance Abuse. He had
already gone through an inpatient detox
program and upon admission he stated that he
had stayed clean for two weeks after the detox
but he had a couple of beers and smoked crack
cocaine the day before starting the Treatment
Program. His BAL was negative whereas his
urine toxicology was positive for cocaine on
admission. His bloodwork showed no
abnormalities other than mild LFTs elevation.
His physical exam findings were unremarkable
aside from the fact that he was noticed to have
involuntary stereotypical movements of the
tongue along with lip smacking, reminiscent of
oral-buccal-lingual tardive dyskinesia. The
patient denied having ever used antipsychotics.
He had been on Bupropion for 6-7 months at
the time of admission but he had not been
taking it consistently. He also stated that his
mouth and tongue movements might have been
present for a while, which was not a problem for
him. Although there are reports of dystonias

associated with Bupropion, the medication was
not discontinued; on the contrary the patient
was encouraged to use it as prescribed. A
month after his admission to IDTP the frequency
of the oral-lingual dyskinesias had significantly
decreased while the patient remained grossly
unaware of their existence.

Discussion

Cocaine blocks the dopamine transporter (DAT)
preventing the reuptake of dopamine and by
that increasing the concentration of dopamine
at the synaptic cleft. Chronic use leads to
dopamine depletion. Due to that depletion it is
not uncommon for the chronic users to
experience persistent tremor, proportional to
the degree of use and inversely related to the
time since the last use.

A transient chorea, known as "crack dancing"
along with buccal-lingual dystonias, called
"boca torcida" by Latinos, are associated with
crack cocaine and may be misinterpreted as
tardive dyskinesia. They are usually self-limiting
and are frequently disregarded by the subjects
who present them.

It is important for the clinician to be aware of the
movement disorders associated with substance
use. In the case of cocaine for example, the
abstinence from the drug makes the movement
disorder improve or even disappear.

DRIVING YOUR HEAD INTO A BRICK
WALL: ROLE OF PSYCHIATRISTS AFTER
HEAD INJURIES IN THE NATIONAL
FOOTBALL LEAGUE AND BEYOND

Lead Author: Marissa Flaherty, M.D.

SUMMARY:

The blow to the head was brutal, occurring
when Vernon Davis, a coveted tight end for the
San Francisco 49ers, leaped to catch a pass in
the 10th game of the 2013 NFL season.
Suffering a powerful hit to the head, medical
personnel determined he had suffered a
concussion &€“ his second that season. While
there are strict protocols for responding to
concussions in the NFL, it is unclear what the
psychiatric ~ screening  requirements  and
involvement with these patients are after head
injuries that correlate high with psychiatric
sequeala. In light of a $376 million lawsuit
against the NFL by previous players who
suffered  concussions/head  injuries and
debilitating consequences, one has to ask, what
would the benefit of early psychiatric



intervention be for these players? In addition,
what are the easy interventions that
psychiatrists could implement for patients, such
as the NFL players, who have ample social
support. Alternatively, we will extend these
same ideas to the community to include people
who may not have the same level of support.
Concussion protocols for professional sport
teams were started in 1986 by the American
Academy of Neurology (AAN). The protocols
suggest that every player get baseline
neuropsychological testing before starting to
play for the professional teams. This came in
light of the fact that many players who have
suffered from repeated concussions did not
have baseline testing to which to compare their
acquired impairments and psychiatric
conditions. The AAN suggests treating each
athlete individually and making sure the player
receives the proper medical attention. During
every NFL game, there is a scout in the stands
who watches for any player who may suffer a
head injury. If suspected, this player is
automatically evaluated and removed from the
game for medical evaluation. New to the 2014
guidelines, a neuro-trauma expert is available
upon request for a second opinion of the player
and evaluation.  Each concussion is different
and the risk for a second concussion and a
more severe brain injury is highest within 10
days of the original insult. The removal from
same day play is a critical part of the guidelines
and one that uniformly is not followed.
Accepted medical advice involves
recommending step-by-step approach to a
return of activity following the absence of all
concussion  symptoms, including those
associated with post-concussive syndrome
(memory/concentration, mood swings,
personality changes, headache, fatigue,
dizziness, insomnia and drowsiness).

While there are ample guidelines that help treat
and prevent brain injuries, what is the
psychiatric screening and follow up for these
patients? What is the prevalence of psychiatric
sequeala after multiple head injuries in the
professional sports community? How can the
medical community increase psychiatric
treatment for these patients? How can these
same interventions be implemented in the
broader community to prevent chronic mental
illness from head injuries?

END-OF-LIFE DECISION MAKING IN THE
CONTEXT OF SUICIDALITY: A CASE
REPORT

Lead Author: Travis Jones, B.S., M.D.
Co-Author(s): Sean R. Fletcher, M.D., Rohini
Mehta, B.S., Travis Jones, B.S., John Magera,
M.D.

SUMMARY:

Introduction: Clinicians are often faced with the
difficulty of discussing end-of-life care with the
terminally ill. These end-of-life decisions are
complicated by psychiatric illness which may
call into question a patient's capacity to
consent. In this case, a patient with a terminal
illness wishes to be DNR/DNI while he is
expressing active suicidal ideation, raising
concerns of the validity of such a request.

Case Description: Mr. H is a 93 year old male
with a history of end-stage idiopathic pulmonary
fibrosis with multiple co-morbidities who
presented with two weeks or worsening
dyspnea. He was admitted, however; quickly
deteriorated further and was transferred to the
medical intensive care unit. As his dyspnea
progressed, he eventually required large
amounts of supplemental oxygen through a
high-flow nasal cannula. As his treatment with
high dose steroids and broad spectrum
antibiotics failed and his oxygen requirements
increased, it became evident that his illness was
worsening and he may require intubation. He
elected to designate himself as DNR/DNI. Soon
after, he began expressing that he wished to Kkill
himself and, as a result, psychiatry was
consulted. He stated that he if he were back
home he would strangle himself with a belt. It
was evident that he had a clear understanding
of his disease process, his prognosis, his
treatment options, and the consequences of
foregoing treatment. This raised the dilemma of
whether or not a DNR/DNI holds validity in the
terminally ill in the context of a suicidal patient
who otherwise may have the capacity to
consent.

Discussion: Difficulty in clinical evaluation of
capacity stems from depression often
understood as a "reasonable response" to a
terminal diagnosis, and a mood disorder itself
being insufficient evidence of an impaired
mental state. However, psychopathology has
been shown to affect desire for life-sustaining
medical therapy: significantly more geriatric
patients without suicidal ideation expressed a
desire for CPR than those endorsing suicidal



ideation (57% vs 40%). Ganzini et al. assessed
whether treatment of depression would
influence desire for life-saving therapy in elderly
patients, and found the majority of patients did
not change their answer even with clinical
remission of the mild or moderate depressive
episode. However, those experiencing a severe
(versus mild or moderate) depressive episode
showed an increase in desire for therapy once
treated. Capacity is determined on a decision-
by-decision basis, so inability to decide end-of-
life treatment does not preclude one from other
decisions. Ideally, patients with suicidal ideation
should be treated adequately and re-assessed
for capacity as their mental status improves. In
this case, it was determined the patient's
suicidality and severe depressive episode
interfered with his capacity to decide his end of
life care and elected to transition those
decisions to his medical power of attorney.

RECURRENCE OF PICA AFTER AN 18-
YEAR HIATUS, ASSOCIATED WITH
RENAL DIALYSIS- A CASE REPORT AND

A REVIEW OF THE LITERATURE
Lead Author: Jesse Fredeen
Co-Author(s): Suzanne Holroyd, M.D.

SUMMARY:

Pica, or the eating of non-food substances, has
a recognized association with certain medical
disorders, including renal failure requiring
dialysis, iron-deficient anemia, and zinc-
deficiency. A variety of factors have been
proposed as to the etiology and causation of
this behavior. Patients have described OCD like
compulsions for ingestion of particular
substances or textures. There may also be
cultural influences to the behavior. Compulsions
for one particular non-food substance often
occur, with consumption relieving a patient's
anxiety. Ice chips, chalk, dirt, clay, and rubber
have been well documented as recurring target
substances. Pica is of particular note in dialysis
patients, as their illness renders them especially
vulnerable to dietary abnormalities.

Studies examining the prevalence of pica in
dialysis patients have findings ranging from 10
to 38.3%. End stage renal disease (ESRD)
requiring dialysis causes not only significant
lifestyle changes and psychological stressors,
but changes physically, given the inability of the
body to excrete substances through the
kidneys. As well, dialysis requires very

specialized diets and fluid restrictions, as well
as a multitude of medications. Ice chips, clay,
dirt, rubber, and others substances can
imbalance electrolytes both by providing an
extraneous source of ingested material, and by
displacing regular nutrient sources. Patients
often hide their behavior, which can lead to
difficulties in diagnosing pica in such cases. As
well, treatment of pica can be challenging.

In this case, we describe a female who had
onset of rubber band eating pica associated
with renal dialysis that ceased during the time
she had a successful renal transplant, but
recurred 18 years later when she again required
dialysis. Ingestion of the rubber bands caused
severe hyperkalemia, which eventually alerted
the treatment team as to the behavior. Despite
recognition of the patient's pica, patient
understanding of the dangers of continuing to
ingest rubber bands, and psychiatric treatment,
the patient continued to participate in the pica
behaviors. Details of the case, further review of
the literature, and implications are discussed.

WERNICKE’S ENCEPHALOPATHY:
DIAGNOSTIC CHALLENGES AND
TREATMENT ON THE MEDICAL
PSYCHIATRY SERVICE

Lead Author: David Fudge, B.Sc., M.D.
Co-Author(s): Patricia Rosebush, M.Sc(N), M.D.,
FRCP(C), Cindy Kington, RN, CNS, Mazurek,
M.D., FRCP(C)

SUMMARY:

Introduction: Wernicke's encephalopathy (WE)
is a neuropsychiatric condition caused by
inadequate supply of thiamine to the brain.
Prompt treatment with adequate doses of
thiamine is essential to avoid irreversible
structural damage to the brain that may lead to
Korsakoff syndrome (KS), a striking disorder
characterized by impairment of recent and
working memory. WE may be severely under
diagnosed on acute care medical services
because of rigid adherence to the classical
diagnostic triad of ophthalmoplegia, ataxia and
encephalopathy, since eye movements and gait
can be extremely difficult to assess in the
context of severe delirium. We postulated that
many patients presenting with severe delirium
on a medical service might have undiagnosed
thiamine deficiency. Methods: We made a
presumptive diagnosis of WE in 20 consecutive
patients presenting to our acute care medical



psychiatry service with severe delirium and (i) a
history of alcoholism; and/or (2) severe
subacute weight loss, involving at least 20% of
loss of normal body weight. Due to the severity
of the delirium few patients could be reliably
assessed for EOM (extra ocular movements) or
gait instability. Each patient received an
aggressive regimen of IV thiamine replacement
for at least 7 days, according to recent
treatment protocols. Results: We followed
prospectively 20 patients with presumed WE
throughout their hospital stay. There were 2
cases without history of alcohol abuse, one with
severe dysphagia secondary to Parkinson's
disease and the other with restricted diet. All
patients showed a prompt response to
treatment and in all cases the delirium resolved
fully. Conclusions: WE has to be seriously
considered as a diagnostic possibility in all
cases of delirium, presenting on an acute care
unit in the context of alcoholism or weight loss.
We suggest aggressively treating possible WE
cases with high dose IV thiamine given the
relatively low risk and possible life saving
benefits.

A STRUGGLE TO PRESERVE SELF-
IDENTITY :

CHALLENGES FACED BY
TRANSGENDER AND GENDER VARIANT
POPULATIONS IN CLINICAL SETTING
Lead Author: Tanuja Gandhi, M.D.
Co-Author{(s): Sachin Mehta, M.D., Carolina
Retamero, M.D.

SUMMARY:

Introduction:

The presidential proclamation of June 2014 as
the Lesbian Gay Bi-sexual and Transgender
(LGBT) Pride month brings to focus the
burgeoning issue of gender-based
discrimination. Research indicates a high
prevalence of discrimination, bullying and
harassment of LGBT populations in various
healthcare and educational settings. The
barriers to accessing health care and the high
suicide rate only worsen this problem. We
present the case of a transgender patient with a
significant  history of  bullying, limited
acceptance within family of his gender identity
and symptoms of anxiety in the context of a
probable suicide attempt.

Case Presentation:

Mr. A, a 25 year old Caucasian male with past
history of anxiety was hospitalized post suicide
attempt after ingesting 60 tablets of alprazolam
secondary to relationship issues. He reported a
history of bullying and disagreements within his
family around his expressed identity as a
female. The variable levels of acceptance within
family were a source of stress for him. He
reported severe anxiety and was using non -
prescription alprazolam.

Discussion:

Anti-transgender  bias causes a deep
psychological impact on the individuals leading
to multiple psychiatric problems. As per results
from the National Transgender Discrimination
Survey, 1/4th of the participants reported
delaying needed care because of disrespect
and discrimination from medical providers. 19%
of participants reported refusal of care due to
their gender status and 50% reported having to
teach their providers about transgender care.
Furthermore, per the National School Climate
Survey, 81.9% of LGBT students were verbally
harassed in the last year based on their sexual
orientation and 63.5% of students felt unsafe
because of their sexual orientation.

Conclusion:

Gender variant and transgender patients face
several challenges while seeking medical care
due to the lack of clear rights and laws
identifying and protecting their gender
expression and identity. Thus, it's essential to
increase the awareness in medical professionals
towards providing transgender sensitive care.
Furthermore, we need clear guidelines
addressing the different aspects of care in
clinical settings, such as gender specific room
assignments, rest room access and other
facilities to minimize any gender-based
discrimination.
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DON'T THROW OUT THE BABY WITH
THE BATHWATER," NEUTROPENIA IN A
CLOZAPINE-TREATED PATIENT: A
CASE REPORT AND LITERATURE
REVIEW

Lead Author: Bintou Gassama, M.D.
Co-Author(s): Jason Patel, Christopher Logan,
M.D., William Upshaw, M.D.

SUMMARY:

INTRODUCTION: Clozapine is an atypical
antipsychotic  often effective in treating
otherwise  refractory  schizophrenia  and
recurrent suicidal behavior. As such, the ability
to maintain this drug is often crucial to a
patient's care and function. Limiting its use,
however, are the potential side effects of
neutropenia and agranulocytosis. Adjunctive
medications, especially potentially
myelosuppressive drugs, may increase the risk
of neutropenia and agranulocytosis.
Furthermore, they may obscure the cause of
neutropenia, leading to premature
discontinuation of clozapine. We present a
patient treated with clozapine who developed
neutropenia while on concurrent valproate
therapy; the neutropenia was incorrectly
attributed to the clozapine, leading to its
unnecessary discontinuation and psychiatric
decompensation of the patient.

CASE REPORT: A 52 year old woman with a
history of schizophrenia was admitted due to
presumed clozapine-induced neutropenia. Prior
to initiation of clozapine, she had been quite
unstable with multiple hospitalizations and
suicide attempts. She did well on clozapine and
resided in an assisted living facility (ALF). On
admission, clozapine was discontinued which
resulted in the patient's psychiatric
decompensation despite other medication trials.
Eventually, neutropenia improved enough to
where clozapine was restarted and titrated to
the original dose. Her mental status gradually
returned to baseline. Upon further chart review,
valproate was noted to make a clear
contribution to the patient's longstanding
thrombocytopenia. A decision was made to
discontinue valproate as there was no clear
indication for its wuse. With valproate's
discontinuation, thrombocytopenia resolved

along with a robust increase in ANC to a normal
range. Patient was eventually discharged back
to her ALF on clozapine.

DISCUSSION: Neutropenia and agranulocytosis
are common limiting side effects of clozapine. It
is well established that this risk increases with
polypharmacy, especially when other
myelosuppressive medications are added.
Considering the detrimental impact of
schizophrenia on quality of life and suicidality,
clozapine is a life-saving drug for patients with
refractory schizophrenia. This case illustrates
the dangers of polypharmacy and the potential
for misattribution of adverse effects to a
critically important medication. It is of
paramount importance to ensure continued
patient access to clozapine by avoiding such
potential "red herrings."
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ELECTROCONVULSIVE THERAPY IN A
PATIENT WITH MOYAMOYA SYNDROME
Lead Author: Erica Ghignone, M.D.
Co-Author(s): Lisa Rosenthal, MD, Robert Brett
Lloyd, MD, PhD, Samdeep Mouli, MD, Stephen
Dinwiddie, MD

SUMMARY:

We report on a 30-year-old woman diagnosed
with moyamoya syndrome resulting from sickle
cell disease who developed catatonia and was
successfully treated with electroconvulsive
therapy (ECT). Neuroimaging revealed severe
tandem narrowing of the left internal carotid
artery with diminished cerebral blood flow,
moderate narrowing of the right supraclinoid
aspect of the right internal carotid artery, and
associated numerous lenticulostriate collaterals
bilaterally, consistent with moyamoya. The
patient presented with mutism; posturing;
immobility; stupor; withdrawal; refusal to eat,
drink, or speak; and staring, supporting a
diagnosis of catatonia. It initially responded to a
lorazepam challenge; however, a complicated
hospital course and deterioration of the



patient's condition, including septic shock,
delirium, and continued catatonic symptoms,
led to the pursuit of ECT to treat her symptoms.
We discuss the risks involved with the
administration of ECT in a patient with fragile
cerebral vasculature and the successful
treatment of catatonia in this patient without
resultant stroke or cerebral hemorrhage.

TREATING A PATIENT WITH
SCHIZOPHRENIC AND SOMATIC
DELUSIONS

Lead Author: Luisa S. Gonzalez, M.D.
Co-Author(s): Andrew M. Joelson, Rahulkumar
Patel, M.D., Panagiota Korenis, M.D.

SUMMARY:

Schizophrenia is a mental illness that affects
approximately 1% of the general population.
Symptoms most commonly include auditory
hallucinations, several types of delusions,
disorganization in speech and behavior, formal
thought disorder, and negative symptoms
including poverty of speech, thought or
motivation. Of the delusional symptoms,
somatic delusions-those that pertain to the
body-are rather rare. Somatic delusions are
defined as fixed false beliefs that one's bodily
function or appearance is grossly abnormal.
They are a poorly understood psychiatric
symptom and pose a significant clinical
challenge to clinicians. Studies indicate that
only one third of this patient population has a
positive treatment outcome with resolution of
symptoms. While challenges exist in treating
patients when they present with somatic
delusions alone, it becomes far more difficult
when somatic delusions present in patients with
schizophrenia. Physical symptoms such as pain
or discomfort are often incorrectly perceived or
misinterpreted by psychotic patients. Often
medical conditions are overshadowed by
psychosis and may get undiagnosed or
overlooked which could potentially result in fatal
errors for patients. While little has been written
about patients with true delusions that are
somatic in nature, somatic delusions,
specifically somatic delusions associated with
schizophrenia are particularly under reported in
the literature.

Here, we describe the case of a 40-year-old
Hispanic patient with established chronic
schizophrenia. From her initial presentation to
the hospital, she exhibited and perseverated on
a number of somatic delusions about her body

including her bones being "twisted" around one
another, delusions of pregnancy and abortion,
and her normally-functioning arm being broken.
This poster will also explore treatment
strategies used to treat somatic delusions
including anti psychotic medications, individual
psychotherapy and cognitive  behavioral
therapy. In addition, a review of potential
cultural influences as well as the economic
burden that such patients place on the health
care sector by their numerous emergency room
and office visits will be discussed.

LESS IS MORE: A CASE OF AUTISM
SPECTRUM DISORDER WITH
IMPROVED BEHAVIORAL
MANIFESTATIONS AFTER BEING
WEANED OFF MULTIPLE MEDICATIONS
Lead Author: Arpita Goswamil Banerjee, M.D.
Co-Author(s): Mark W Berguson, BS, Neil F
Haidorfer, BS, Charles McGlynn, MD

SUMMARY:

Objective: Increase knowledge base about the
standard of care in the management of patients
with Autism Spectrum Disorders.

Introduction: Autism Spectrum Disorders (ASD)
affects 1% of children worldwide is
characterized by persistent language deficits,
repetitive gross motor activity, emotional lability
and social impairment. Polypharmacy is
defined as the practice of administering multiple
medications concurrently to treat a single
condition. Individuals with ASD, are subject to
polypharmacy with psychotropic medications
greater than 50% of the time.

Adverse events linked to polypharmacy include
potential drug-drug interactions, additive drug
reactions, medication cascade effects,
sedation, somnolence, and cognitive
impairment. Patients with ASD can be overtly
sensitive to these side effects of multiple
medications and are managed effectively with a
combination of pharmacological and non-
pharmacological interventions.

Case: The authors present the case of a young
African American woman with severe ASD,
Intellectual Disability, Impulse Control Disorder
and complex hospital course resulting in
redundant  pharmacotherapy and  poorly
controlled symptoms. The patient presented
with aggressive and violent behavior, poor sleep
and extreme irritability. Her recent



hospitalizations were the result of similar
behavior which precipitated her being on
multiple medications, including, antipsychotics,
antidepressants, mood stabilizers and
benzodiazepines. The patient's irritability,
daytime aggression, and poor sleep at night
were probably worsened secondary to her
significant ‘medication load." As her
medications were adjusted, the patient started
to show improvement, becoming less impulsive
and at times calm with no distress. The patient
responded well when ftreated with a
combination of non-pharmacological and
pharmacological interventions. This included
environmental enrichment through sensory
stimulation combined with proper sleep hygiene
and medication taper to a second generation
antipsychotic and a mood stabilizer.

Methods: Review of patient's charts and a
PubMed search was conducted using the terms
Autism spectrum disorder, Polypharmacy.
Discussion: This case exemplifies how 'less is
more' is the preferred strategy in treating
patients with ASD because 'less' psychotropics
may help us to achieve 'more.’

There is minimal evidence of the effectiveness
or appropriateness of multidrug treatment of
ASD. Clinicians need to develop standards of
care around the prescription of psychotropic
medications to patients with ASD.
Multidisciplinary involvement is crucial in
managing ASD patients with intellectual
disability, and psychopharmacology should be
used judiciously in  conjunction  with
environmental manipulation, educational
modification and robust behavioral
management strategies. We as clinicians
should maintain a high index of awareness
concerning the detrimental effects of
polypharmacy when treating patients with ASD.

INTENTIONAL FOREIGN BODY
INGESTION: A TOUGH TOPIC TO
DIGEST

Lead Author: Dina Greco, D.O.

Co-Author(s): Courtney Joseph, D.O., Carolina
Retamero, M.D

SUMMARY:

Background: Intentional foreign body ingestion
(IFBI) is a common, yet dangerous phenomenon
observed among patients with a broad
spectrum of psychiatric disorders. Studies have
found that 85% of adult IFBI cases included
patients with a prior psychiatric diagnosis, and

84% of these patients had recurring ingestion.
Despite these alarming facts, there is very
limited psychiatric literature concerning the
prevention, psychopathology, and treatment of
IFBI. IFBI is an extremely unpredictable,
impulsive and often repetitive behavior among
psychiatric patients that has become a very
expensive and challenging issue in the
healthcare system. The authors will present a
series of 4 cases to highlight the different
presentations, diagnoses, management and
treatment of IFBI.

Cases: S.L is a 39 y/o male with mood disorder
NOS and polysubstance dependence with
multiple prior suicide attempts, admitted to the
psychiatric unit due to a suicide attempt by
cutting his wrists and ingesting two AA batteries
and a razor blade. N.L. is a 33 y/o female with
mood disorder NOS, borderline personality
disorder, polysubstance abuse, and multiple
IFBI with past exploratory laparotomy, admitted
to the psychiatric unit after a suicide attempt by
ingesting two AAA batteries. L.J. is a 21 y/o
female with bipolar affective disorder, borderline
personality disorder, mild intellectual disability,
and multiple prior IFBI requiring endoscopic
removal, admitted to the psychiatric unit for
threatening to swallow a pin. Patient had three
psychiatric admissions earlier in the month due
IFBI of a coin, toothbrush handle and bus token,
which  were  successfully removed by
endoscopy. KW. is a 54 y/o male with
schizophrenia and IFBlI admitted to the
psychiatric unit for exacerbation of psychosis.
Considering the patient's extensive history of
IFBI, abdominal x-rays were obtained, revealing
a screw in the bowel and a heart shaped object
in the stomach which required endoscopic
removal.

Methods: Review of patients' charts and a
PubMed search was conducted using the terms
foreign body ingestion and intentional foreign
body ingestion.

Discussion: As clearly indicated by our case
series, IFBI is a very dangerous and expensive
reoccurrence in psychiatric patients with a
variety of etiologies, and consequently requires
an early, complex multidisciplinary approach in
the inpatient and outpatient settings. Although
medical and surgical reviews regarding IFBI has
been well established, psychiatric literature
remains limited. Future clinical studies must be
conducted to  further investigate the
psychopathology underlying this complex issue.
References:
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OLANZAPINE AS A CAUSE OF SIADH
WITH SEVERE HYPONATREMIA: A CASE
REPORT

Lead Author: Tarandeep Grewal, M.D.
Co-Author(s): Phebe Tucker, M.D., Afia Sadig,
M.D.

SUMMARY:

Background:

Olanzapine is an atypical antipsychotic
approved for the treatment of Schizophrenia
and Bipolar disorder. It is structurally similar to
Clozapine; however, has a more tolerable side-
effect profile. Weight gain, somnolence,
hyperprolactinemia, hypertriglyceridemia,
hypercholesterolemia and hyperglycemia are
among the more common side effects. SIADH
and hyponatremia are not listed as side effects
associated with Olanzapine use; however, there
have been three adult case reports linking the
drug to dangerously low sodium levels. Three
case reports have been published by the
Netherlands Pharmacovigilance Centre Lareb
that describe Olanzapine use associated with
hyponatremia or SIADH.

Clinical case presentation:

A 50-year-old caucasian male with a psychiatric
history of Schizophrenia presented to the ER
with severe hyponatremia (Na 99 mmol/L) and
resultant seizures. Patient's past medical history
as per chart review listed hypertension, obesity
and positive PPD history. Active medications
included Atenolol, Olanzapine, Benztropine and
Aspirin. Patient had been taking Olanzapine
periodically since 2001 and acknowledged
compliance with Olanzapine use 10mg po at
noon and 20mg po ghs for two years prior to
current admission. Lab results confirmed a
diagnosis of SIADH thought to be secondary to
Olanzapine use by exclusion of other causes
and medications. Patient was weaned off
Olanzapine and maintained normalized sodium
levels for atleast 3 months after discharge.
Discussion:

Research suggests hyponatremia in psychiatric
patients may be caused by psychogenic
polydipsia, the syndrome of inappropriate

antidiuretic hormone secretion or due to the
psychiatric  disorder itself. Drug-induced
hyponatremia has been discussed in the
literature by the mechanism of increasing ADH
secretion centrally or possibly enhancing the
activity of ADH on the kidney. In the literature,
there have been reports of Amisulpride,
Risperidone, Clozapine and Quetiapine causing
hyponatremia secondary to SIADH. Of particular
interest is many of these antipsychotics
including Olanzapine, Risperidone, Clozapine
and Quetiapine have also been described to
have a beneficial effect on polydipsia in
Schizophrenic patients. There are clearly
multiple factors involved illustrating the need for
further studies on this topic in order to
understand the mechanism by which
antipsychotic drugs induce hyponatremia.
Clinicians should be aware of this possible side
effect of Olanzapine use and monitor patient's
sodium levels for hyponatremia and SIADH.

A CASE OF ANTON SYNDROME,
PRESENTED WITH VISUAL
HALLUCINATIONS AND CONFUSION,
WITH POSITIVE CLINICAL FINDINGS
AND NEGATIVE RADIOLOGICAL
FINDINGS

Lead Author: Ashwini Gulwadi, M.D.
Co-Author(s): Anil K Jain, MD

SUMMARY:

Introduction: Anton's syndrome is described as
a combination of visual anosognosia, that is,
denial of loss of vision, associated with
confabulation in the setting of obvious visual
loss and cortical blindness. The mechanism
that underlies this syndrome remains unclear,
but is thought to be related to infarction of
primary visual cortex with preserved function of
the primary visual association cortices. Usually,
Anton syndrome is encountered in patients with
bilateral occipital infarcts. Here, we describe a
case of a patient who presented with
hallucinations, had clinical signs suggestive of
Anton's syndrome and negative radiological
findings.

Case description: A 91- year-old male with
diabetes, hypertension, dyslipidemia, glaucoma,
history of cataract surgery, coronary artery
disease, no previously diagnosed psychiatric
and substance abuse problem, was brought to
the ER by his family for acute onset of
confusion and hallucinations of " seeing animals



and things that are not there". He was found to
have BP of 205/89 in the ER. On examination,
he was noted to have mild cognitive
impairment, he denied hallucinatory
experiences, and he was not responding to
internal stimuli, he had poor visual acuity and
his eyes would wonder in pursuit of objects held
in front of him and he could not name them,
identify them or place them in space. He was
confabulating about things that he sees in front
of his eyes. Remainder of mental status and
neurological examination and labs was
unremarkable. These findings are consistent
with  diagnosis of Anton's  syndrome.
Interestingly in our case, CT and MRI were
negative for acute hemorrhage, infarction or
mass lesions as opposed to a typical case of
Anton's syndrome.

Discussion: Any form of cortical blindness can
cause Anton's syndrome. Cerebrovascular
disease is the most common cause of Anton's
syndrome; other causes include hypertensive
encephalopathy with pre-eclampsia, obstetric
hemorrhage with hypoperfusion, and trauma,
amongst others. Recovery of visual function will
depend on the underlying etiology.
Management would be correction of the
causative factor, secondary prevention and
rehabilitation. Our case adds to the limited
literature on Anton's syndrome, and that a
suspicion of cortical blindness and Anton's
syndrome should be raised in patients with
presenting with visual hallucinations with
confabulation and poor vision.

A CASE STUDY OF FROTTEURISM AND
SCHIZOAFFECTIVE DISORDER IN A
YOUNG MALE -AN ATYPICAL
ASSOCIATION

Lead Author: Sasidhar Gunturu, M.D.
Co-Author(s): Luisa S. Gonzalez M.D.

Jorge Munoz MS, Ali Khadivi, Ph.D.
Panagiota Korenis M.D.

SUMMARY:

Frotteurism, also known as "frottage" is derived
from the French verb "frotter" meaning "friction"
and is defined as a person who becomes
sexually aroused by the act of rubbing up
against a non consenting person for sexual
gratification. First described in the literature in
1886 by Krafft-Ebing in Psychopathia Sexualis,
it entered the Diagnostic and Statistic Manual of
Mental Disorders Ill as an atypical paraphilia in

1980 and was classified as a paraphilia in the
DSM-IIIR. It is a paraphilia and often manifests
co morbid with other paraphilias including
exhibitionism and voyeurism which are also
courtship disorders. A frotteuristic act carries
legal implications for the perpetrator and victims
report a number of negative outcomes as a
consequence of victimization, including feelings
of violation, changes in behavior, and even long
term psychological distress. While there do
exist case reports that discuss the existence of
frotteurism co morbid with affective disorders
including major depression, there are no case
reports that present with co-morbidity of
psychosis/Schizophrenia or Schizoaffective.

In fact we are not able to find any case report of
concurrent Frotteurism and Schizoaffective
disorder so decided it is worthwhile reporting it.
Furthermore, though there has been a variety of
successful behavioral techniques used for
treatment of paraphilias as a general category,
treatment techniques specific to frotteurism are
hard to find in the literature

Here we present the case of Mr. X a 22 year old
male, who was first diagnosed with
Schizoaffective disorder which was after the
development of his frotteurism. Furthermore in
the case his frotteurism was not directly caused
by his psychotic or mood symptoms. He was
arrested in 2012 doe performing frotteuristic
acts on the subway; He was court-ordered to
attend sexual offender group therapy. In this
report we want to illustrate the frotterurism as a
co-morbid condition in an individual with
schizoaffective disorder. In addition
pharmacological and therapeutic course of
treatment he has been receiving in an outpatient
setting.

In the case of Mr. X,, it is encouraging to note
that his frotteuristic behavior and thoughts have
been reduced since the commencement of the
group therapy in combination with the
therapeutic results of his psychotropic
medication compliance. Reporting this case will
add to the very limited literature, if any, on
managing a patient with concurrent Frotteurism
and Schizoaffective disorder.

CHANGING FACES: A CASE REPORT OF
CYCLOBENZAPRINE INDUCED ACUTE
PSYCHOSIS

Lead Author: Najma F. Hamdani, M.D., M.H.A.
Co-Author(s): Merlyn, Scoggin, M.D.

SUMMARY:



This is a case report of a 70 year old male with
history of chronic alcohol use, who presented
with new onset hallucinations, a week after
starting  Cyclobenzaprine. The patient
complained of seeing monsters who were
talking, talked about traveling overseas without
further details and reported conversing to
people who were not in the room, per his
roommates. He reported seeing people's faces
changing shapes in geometric forms and
becoming unrecognizable.  Despite chronic
alcohol use patient didn't endorse history of
hallucinations in past with regards to alcohol
withdrawal in the past and had no other
significant psychiatric history. His BAL at this
admission was 43 and despite being on
Lorazepam for agitation and possibility of ETOH
withdrawal per primary team patient didn't
improve for two days. Psychiatry was
consulted and Cyclobenzaprine induced
psychosis was considered as a reason for his
symptoms. Patient's symptoms resolved
completely 5 days after admission and
discontinuation of Cyclobenzaprine. Patient
also had ARF and hyperkalemia along with
hyponatremia at the time of admission. All of
these resolved in two days after admission with
fluid resuscitation without any improvement in
psychotic symptoms. In our case patient
improved after medication was stopped and
didn't require continuous treatment with
antipsychotics during the hospital stay even
though these were ordered to provide symptom
relief and to help with agitation. This case
reports discusses Cyclobenzaprine induced
psychosis, presentation, treatment and
prognosis. Review of literature has shown
some cases of acute psychosis with initiation of
Cyclobenzaprine. We provide a brief discussion
of the literature and cases. We conclude that
medications like Cyclobenzaprine can cause
new onset psychotic symptoms especially older
population probably  because of the
anticholinergic side effects of the medication.
The diagnosis can be tricky especially if there is
contribution from alcohol use or other
substance abuse. It takes careful monitoring of
symptoms to rule out other causes of psychosis
and altered mental status. Caution should be
taken in prescribing medications with potential
for inducing acute psychosis especially in older
patients.

REVISITING ANTIBODIES IN
PSYCHIATRY: A CASE OF RIGIDITY,

DEPRESSION, AND ANXIETY IN A
PATIENT WITH ANTI-GAD ANTIBODIES
Lead Author: Michael Heck, D.O.
Co-Author(s): Jonathan Coker, MS-IV

SUMMARY:

Case

A 64 year old woman with limited past
psychiatric history of mild depression and
anxiety presented with complaint of 1 month of
worsening depression, fatigue, and rigidity of
movement. She had no history of anxiety or
depressive symptoms until 2-3 years prior to
admission, which was around the time of her
rapid onset of stiffness and rigidity of
movement. She also noted 25 pounds of
unexpected weight loss around this time. Lab
workup was positive for Anti-GAD antibodies
and Anti voltage-gated potassium channel
antibodies, which are commonly seen in small
cell lung cancer. A chest CT was obtained
which revealed a 4mm pulmonary nodule and
an abdominal CT showed a 5 mm hypodensity
in her liver as well. Radiology recommended
follow up of these lesions at 6 month intervals.
During admission, medication trials for
depression and anxiety had limited effect. A trial
of carbidopa-levodopa, recommended by
neurology for suspected atypical Parkinson's
Disease, was attempted without clinical
improvement. A trial of diazepam resulted in
great clinical improvement within one hour. She
was diagnosed with paraneoplastic neurologic
syndrome and discharged home with outpatient
follow up for her suspicious lung and liver
lesions.

Discussion

Glutamic Acid Decarboxylase (GAD) is a CNS
enzyme that converts glutamate to GABA, the
main inhibitory neurotransmitter. Anti-GAD
antibodies are associated with a number of
disorders including stiff person syndrome, type |
diabetes, thyroid disease, and epilepsy. There is
evidence that anti-GAD antibodies may also be
associated with a number of psychiatric
disorders. One study demonstrated that
patients with chronic psychotic disorders were
more likely than controls to have GAD
antibodies1. Another study showed that
injecting GAD antibodies from humans into rats
created anxious behavior in the rats2. A third
study has shown that reductions in GAD levels
were linked with impulsive behaviors in rats3,
and many other studies have linked these



antibodies with other disorders including
substance use disorders, autism, ADHD, and
Bipolar Disorder.

We present a case of a complicated movement
dysfunction in a patient with co-morbid
depression and anxiety, who was found to have
Anti-GAD-Antibodies. We propose that the
physiologic reduction of GABA due to the
presence of GAD antibodies may provide a
unique therapeutic target for future psychiatric
research and treatment.

References:

1. Yarlagadda, et. al. "Blood Brain Barrier: The
Role of GAD Antibodies in Psychiatry."
Psychiatry (Edgmont). 2007 Jun;4(6):57-9.

2. Geis, et. al. "Human Stiff-Person Syndrome
IgG Induces Anxious Behavior in Rats." Ed.
Sven Meuth. PLoS ONE 6.2 (2011): E16775.
Web.

3. Jupp, et. al. "Dopaminergic and GABA-ergic
markers of impulsivity in rats: evidence for
anatomical localisation in ventral striatum and
prefrontal cortex." Eur J Neurosci. 2013
May;37(9):1519-28. doi: 10.1111/ejn.12146.

WERNICKE ENCEPHALOPATHY: AN
UNDERRECOGNIZED YET TREATABLE
CAUSE OF ALTERED MENTAL STATUS
IN A NON- ALCOHOLIC PATIENT WITH
LARYNGEAL CANCER

Lead Author: Vineka Heeramun, M.D.
Co-Author(s): Arkady Mellikyan,M.D.,Shreedhar
Kulkarni,M.D., Chenelle Joseph,M.D., Malathi
Pilla,M.D., SheilaThomas,M.D.,Aghagbulam
Uga,M.D.,Sarah Shah,M.D., Thomas Ala,M.D.

SUMMARY:

Introduction:Wernicke's encephalopathy(WE) is
a neurological emergency which presents with
symptoms of confusion, oculomotor
dysfunction, and gait ataxia. It is often
associated with alcoholism but can also occur
in in cases of malabsorption, poor dietary
intake, increased metabolic requirement,
dialysis patients. Also, cancer patients are at
high risk due to chronic malnutrition,
chemotherapy-induced nausea and vomiting,
and consumption of thiamine by rapidly growing
tumors. We present a case of a non-alcoholic
patient with a history of cancer of the epiglottis
who developed altered mental status and
showed rapid improvement after administration
of thiamine.

Case:50 year old woman diagnosed cancer of
the epiglottis underwent 3 cisplatin cycles and
radiation therapy after which she went in
remission. However she also experienced
nausea, vomiting and anorexia. A feeding tube
was placed for supplemental nutrition which fell
off with no replacement. She also experienced
double vision after a dilated eye exam 5 months
back. She was doing better until she became
acutely dyspneic.CT scan of the chest revealed
a pulmonary embolus for which started on
anticoagulation. Her hospital stay was
complicated with worsening confusion. Her
husband noticed some inattention and
forgetfulness a week prior to her hospitalization.
There was a marked worsening in her
sensorium after her admission-she was
disoriented to place and time with nonsensical
speech and periods of staring blankly in space.
Physical examination was remarkable for
vertical nystagmus present since her admission
which was then attributed to vestibulopathy
secondary to chemotherapy. EEG showed no
epileptiform activity.The neurology team was
suspecting embolic strokes given her history of
cancer and pulmonary  embolus  but
cerebrospinal fluid was negative for malignancy
or infections . Head CT scan was negative. MRI
showed periaqueductal gray matter disease
consistent with Wernicke's encephalopathy.
She was treated with thiamine after which there
was remarkable improvement of her mental
status.

Conclusion: It is crucial to consider WE in the
differential diagnosis for all cancer patients with
confusion. A high index of suspicion is
important as these critically ill patients may not
present with the classic triad of symptoms.
Untreated WE leads to coma and death.
Immediate treatment with thiamine is required
to prevent permanent neurologic injury including
deficit in antegrade memory (Korsakoff's
psychosis). Ophthalmoplegia typically recovers
quickly, with subsequent improvements in
ataxia. Cognitive function recovers more slowly.
Thiamine is an essential for carbohydrate
metabolism. Because of their high dependence
on oxidative metabolism regions like the
mesencephalon,vermis,peripheral nerves are
especially sensitive to thiamine deficiency .Their
damage explains the presentation of WE.It has
been suggested that all cancer patients with
confusion be empirically treated with thiamine
to prevent WE.



CULTURE-BOUND SYNDROMES: A
CLOSER LOOK AT DHAT SYNDROME
Lead Author: Nida S.F. Husain, D.O.

SUMMARY:

Introduction: Culture-bound syndromes are
clinical entities often connected to certain
regions of the world. Dhat is a culture-bound
syndrome that is common in the Indian
subcontinent. However, cases have been
reported outside the Indian subcontinent. The
history of Dhat Syndrome originates from folk
belief that 40 drops of food are required to
create 40 drops of blood, ultimately resulting in
the creation of one drop of semen. The word
"Dhat" means "elixir" and hence semen is
regarded as ‘vital fluid". The DSM defines
"Dhat" as "a folk diagnostic term used in India
to refer to anxiety and hypochondriacal
concerns associated with discharge of semen,
whitish discoloration of the urine, and feelings of
weakness and exhaustion". Patients often
present with complaints of weakness (71%) and
fatigue (69%).

Methods: We describe a case highly suggestive
of Dhat syndrome, and we performed a
literature review investigating Dhat syndrome
and its clinical correlates.

Case: A 29-year-old South Asian male
presented to clinic for evaluation of obsessive
thoughts. The patient had been seen previously
in the clinic by a therapist. At that time he
reported obsessive thoughts regarding what
others may think of him. He also voiced
concerns about his sexual life, particularly
regarding his ability to have children and if he
will be able to marry. He also reported history of
penile pain, white-colored urine, light semen,
and premature ejaculation. When seen by
psychiatry he complained of anxiety and mood
symptoms, specifically obsessive rumination.
Similar concerns about his ability to marry and
have children were mentioned as before. When
questioned about previously reported sexual
problems he did endorse past problems with
premature ejaculation. Somatic complaints were
also reported including headaches (from talking
too much), pain with urination, and
gastrointestinal disturbances. Psychiatric review
of systems was positive for depression and
anxiety. He endorsed ritualistic behaviors such
as checking if the door is locked. The patient
also avoided crowds and children. He reported
mood instability such as becoming angry easily.
The patient's history was consistent with an

underlying anxiety disorder, and obsessive
compulsive disorder and generalized anxiety
disorder were included in the differential. An
SSRI was prescribed for treatment of anxiety
and the patient was referred to therapy for CBT.
Conclusion/Discussion: Anxiety may manifest
as somatic complaints, and these may be seen
as culturally acceptabile. It is important to obtain
a cultural history as part of the evaluation.
Additionally, confounding factors such as
language barriers and the use of an interpreter
of the opposite gender may hinder accuracy of
the history obtained. Though the culture-bound
syndrome may not warrant treatment, in cases
such as Dhat syndrome education is helpful. If
there are coexisting psychiatric disorders those
should be treated.

BENZODIAZEPINE PROTRACTED
WITHDRAWAL-A DILEMMA

Lead Author: Najeeb U. Hussain, M.D.
Co-Author{(s): Mahreen Raza,MD
Humza Haque

SUMMARY:

Abstract: Benzodiazepine
Withdrawal-A dilemma
Authors: Najeeb U Hussain, M.D., Mahreen
Raza, M.D., Humza Haque

Objective:

Protracted withdrawal from benzodiazepine
occurs after the cessation of chronic
benzodiazepine use where withdrawal
symptoms persist weeks or months longer than
acute withdrawal. Symptoms from
benzodiazepine protracted withdrawal include
anxiety, delirium, psychosis, sensory and motor
neurological changes, and depression. Previous
studies indicate that treatment for protracted
withdrawal from benzodiazepines includes
gradual dosage reduction alongside
antidepressants. Based on evidence, these
treatments help lead to protracted withdrawal,
creating potentially incorrect diagnosis and
symptoms that are more resistant to treatment.
Methods:

Case presentation and literature review. Here
we present a case of a patient who exhibits
protracted withdrawal symptoms with
concurrent and concomitant use of alprazolam.
Case Report:

A 43 year old African American female patient
was admitted with Bipolar Disorder, Opiate Use
Disorder, non-compliant with HIV treatment,
and hypertension. She presented with full blown

Protracted



psychosis. She was internally preoccupied and
was actively hallucinating. She had positive
drug screen for methadone, barbiturates, and
benzodiazepines. Patient admitted to nearly 20
years of regular benzodiazepines, but recent
use of barbiturates. After stabilization, she was
prescribed lorazepam prn for withdrawal,
olanzapine 10mg bid for schizoaffective
disorder, and restarted HAART therapy after
consultation with the ID. Evidenced by her
continual facial tremor / twitching, unstable
vitals, and continued psychosis, it is suspected
that she experienced long term protracted
benzodiazepine withdrawal.

Conclusion:

Abrupt discontinuation of chronic use of
benzodiazepines leads to protracted withdrawal
symptoms. Also, sometimes under treatment of
chronic use can also lead to protracted
withdrawal that causes misdiagnosis of the
psychiatric problems. With the protracted
nature of the withdrawal symptoms, it is
recommended from previous case studies that
the patient slowly be taken off benzodiazepines
that need high motivation and compliance.
Other studies support the use of Flumazenil that
may act quickly in combating protracted
withdrawal as there is evidence of up-regulation
and reduction of tolerance. However the
treatment needs Intensive care unit setting to
avoid the potential lethal withdrawal.

PREVALENCE OF ABUSE IN CHILDREN
WITH DISABILITIES: A CASE REPORT
Lead Author: Mehr Igbal, M.D.

SUMMARY:

AH is a 7 year old Caucasian female with a past
medical history of cystic fibrosis who came to
the children's psychiatric unit at Bergen
Regional Medical Center presenting with
behavioral disorder, homicidal ideation,
hypersexual behavior, and psychotic traits in
February 2014. When she was 5, she was
allegedly sexually abused by her godfather, who
admitted to the abuse but fled to another state
before being prosecuted. It is possible that her
presenting symptoms were precipitated by the
sexual abuse. We believe that early intervention
after the abuse occurred would have greatly
reduced the severity of her psychiatric
symptoms, and that clinicians need to promptly
and aggressively treat abused disabled children
abuse seems to be prevalent among disabled
children. A meta-analysis of 17 studies

published in 2012 found that 13.7% of disabled
children were sexually abused with an odds
ratio of 2.88. This same study also noted that
the scarcity in studies, the lack of reporting of
abuse, and the insufficient assessment of the
abuse makes gathering relevant statistics
difficult. As reported by the Vera Institute of
Justice, disabled children are at the mercy of
their caregivers, who are the main culprits in the
sexual abuse. The caregivers participate in the
daily personal activities of the disabled child,
they can prevent that child from any knowledge
pertaining to protecting themselves or reporting
the abuse, and if the child is institutionalized the
caregivers are rarely caught or punished for
their crimes. Thus, the lack of oversight of the
caregivers lends itself to the opportunities
necessary to sexually abuse the disabled child.
Once the disabled child is finally treated for the
abuse, they tend to have more negative
outcomes such as sexual abuse leads to longer
hospital stays, more medication use during the
stay and at discharge, and greater incidence of
psychotropic medication use. This research
suggests that sexually abused children have
increased psychiatric morbidity, and they need
"trauma-informed treatment" targeting this
abuse in relation to their psychiatric

SOUND INTOLERANCE IN A 13 YEAR
OLD: HYPERACUSIS OR
PHONOPHOBIA? DIAGNOSTIC
CHALLENGES FROM A CASE REPORT
Lead Author: Chidinma Isinguzo, M.D.
Co-Author(s): Vesela Tzoneva, M.D., Chijioke
Isinguzo, M.D.

SUMMARY:

Introduction: Sound intolerance (including
hyperacusis, phonophobia, auditory
hypersensitivity) has been described in children.
Phonophobia can be confused for hyperacusis.
The intolerance to sound in hyperacusis arise
from either the peripheral or central auditory
system, whereas individuals with phonophobia
have intense reactions of their limbic and
autonomic nervous systems. Phonophobia has
been described as an ‘"extreme form of
misophonia" (Zamzil Asha'ari, et al 2010).
Clinical Presentation: We present the case of a
13 year old boy who had previously been
evaluated by different specialties, including
Otolaryngology, Neurology. His prior work-up
included MRI and CT. MRI brain was



unremarkable. CT of Temporal Bone did not
show any acute fractures or abnormalities in
any of the bony structures. No intracranial
bleed, tumors, or mass was noted.
Tympanometry and Pure tone testing were
indicative of unilateral sensorineural hearing
loss. Otolaryngology evaluated the patient,
made a diagnosis of 'behavioral' hyperacusis.
He was diagnosed with Tourette's syndrome
and OCD, was tried on fluvoxamine, pimozide,
aripiprazole.

Pediatric-neurologist referred the boy to
Psychiatry. On presentation, his family
described that he exhibited extreme behavioral
distress, to the sound of "clearing of throat". He
had demonstrated anger and aggression and
had fought with family members. A car ride with
a family member had resulted in a disastrous
consequence. Review of records indicated that
he had difficulty tolerating individuals who
smack their lips.

Discussion:  Misophonia (selective sound
sensitivity) (Gabriela Ferreira, et al, 2013) has
been described together with hyperacusis as
decreased tolerance to everyday, commonplace
sounds. Both can be present in individuals with
hearing loss (Zamzil Asha'ari, et al 2010).
Misophonics respond to triggering sound with
panic, irritability, anger, rage. They try to avoid
situations where they may hear these sounds,
hence have significant impairment in social and
occupational functioning. (Miren Edelstein, et al,
2013).Their worst responses occur in situations
where they perceive "no escape" such as in
cars. Some case reports on Misophonia can be
found in Psychiatric,  Audiology  and
Psychosomatic Medicine journals. (Arjan
Schroder,et al)

Combined prevalence of Phonophobia and
hyperacusis in school-aged children s
estimated greater than 10%. Unilateral hearing
loss is a risk factor. (Coelho CB, et al 2007,
Zamzil Asha'ari, et al 2010). Affected children
are initially seen by the pediatrician who then
refers them to specialists such as ENT,
psychiatrist or neurologist.

Conclusion:  Sensory intolerance causes
functional impairment, has been associated with
OCD and tics (Steven Taylor, et al 2014). Early
and accurate diagnosis of psychopathology is
essential to ensure that children receive
appropriate specialty interventions/services.

HYPONATREMIA INDUCED PSYCHOSIS:
A CASE REPORT

Lead Author: Zahid Islam, M.D.
Co-Author(s): Mary J Bapana M.D., Asghar
Hossain, M.D.

SUMMARY:

Introduction:

Hyponatremia is a common electrolyte
imbalance observed in clinical practice. Severe
hyponatremia can cause neurological and
neuropsychiatric  complications and can
ultimately be fatal if left untreated.
Hyponatremia does occur in psychiatric
patients which may or may not be aggravated
by primary polydipsia. Hyponatremia induced
psychosis is usually uncommon.

Objective:

The objective of this article is to report a case
of hyponatremia induced psychosis caused by
non psychogenic polydipsia, and to review the
available literature from Pub Med, Google and
UpToDate.

Case:

SJ is a 60 year old Caucasian female
homemaker, who lives with her husband. The
patient was brought to the emergency
department due to altered mental status.
Reportedly the patient had an argument with a
family member, got naked and ran out on to the
street. The patient was brought to the ER by
EMSI for further evaluation. On initial evaluation,
the patient was agitated, did not recognize her
husband, verbally abusive to the staff and had
disorganized  thoughts. On  Physical
examination, vitals were stable. Extremities
showed mild edema. All other review of systems
were normal. Patient had to be medicated with
IM medication for the psychosis. Laboratory
result showed hemoglobin of 10.4, platelets of
480,000, Serum sodium of 124 mEqg/ I, serum
osmolality of 262 and urine osmolality of 398. All
other labs were within normal limits. The patient
was admitted in the medical floor with diagnosis
of Psychosis due to hyponatremia. She was
started on normal saline with restriction of fluid
to correct her hyponatremia. On day one and
two the patient continued to exhibit psychotic
behavior. In the meantime her sodium level was
trending to the normal limit. On day three, the
patient came to her baseline functioning and did
not exhibit any psychotic symptoms. The
patient reported that she had consumed more
than ten diet sodas per day, the previous one
week. The patient was diagnosed with
Psychosis due to hyponatremia precipitated by
non-psychogenic polydipsia.



Discussion:

Review of available literature has shown that
hyponatremia is common in compulsive water
drinking, the syndrome of inappropriate
antidiuretic hormone secretion (SIADH), and the
syndrome of self-induced water intoxication
(SIWI) in previously diagnosed psychiatric
patients. However hyponatremia induced
psychosis in these conditions is rare. More
recently, a case was reported of a factory
worker in India, who developed Psychotic
symptoms after developing hypontremia due to
dehydration with salt depletion because of high
temperatures.

Conclusion:

In conclusion we have found that non-
psychogenic polydipsia is a rare cause of
hyponatremia. Therefore a high index of
suspicion must be maintained in psychotic
patients with a first episode of psychosis with
no previous psychiatric history. The early
detection and treatment of Hyponatremia can
decrease morbidity and mortality.

EATING DISORDER AS COMORBIDITY
IN OBSESSIVE-COMPULSIVE DISORDER
Lead Author: Mandar Jadhav, B.S.

Co-Author(s): Daljinder Singh, M.D., Subina
Gurung, B.S.

SUMMARY:

Obsessive-compulsive disorder (OCD) is a
psychological disorder defined by recurrent
thoughts or images (obsessions) and repetitive
behaviors (compulsions) that cause anxiety or
distress. Anorexia nervosa is a psychological
eating disorder characterized by an abnormally
low body weight due to restrictive food intake,
intense fear of gaining weight, and distorted
perception of body image. In this case report,
we present a patient with eating disorder
comorbid with OCD, and discuss the need for
alternative treatment options beyond the
recommended guidelines, which have proven to
be ineffective for this patient. In such cases,
psychotherapy may be an effective adjunct to
pharmacotherapy. Exposure and Response
Prevention (ERP) based on the Cognitive
Behavior Therapy (CBT) model may be
considered as an option as it targets eating
pathologies in conjunction with obsessions and
compulsions. Alternative pharmacotherapy for
OCD resistant to treatment with Selective
Serotonin Reuptake Inhibitors (SSRIs) may
include the use of NMDA receptor antagonists,

such as Amantadine, and Ketamine that have
been shown to be effective in some cases.

LOXAPINE SUBSTITUTION FOR
REVERSAL OF ANTIPSYCHOTIC-
INDUCED METABOLIC DISTURBANCES:
A RETROSPECTIVE CHART REVIEW
Lead Author: Seema Jain, B.A.

Co-Author(s): Seema Jain, Jessica Hellings,
M.D., Rebecca Andridge, Ph.D.

SUMMARY:

Background: Atypical antipsychotics are widely
used to treat irritability and aggression in Autism
Spectrum Disorders (ASD), despite side effects
of serious weight gain and metabolic
disturbances. Our findings regarding low-dose
loxapine, a typical antipsychotic with atypical
properties, warrant further study in reversal of
metabolic illness associated with atypical
antipsychotic treatment in ASD.

Methods: We performed a retrospective chart
review of 14 consecutive subjects with ASD
treated with an atypical antipsychotic and 1
subject treated with chlorpromazine, who all
presented with at least one form of metabolic
disturbance before low dose loxapine
substitution.

Results: Mean loxapine treatment duration at
the time of chart review was 11.5 months (range
3-20 months). Final loxapine dose for 12
subjects was 5 mg/day and 10 mg/day for 3
subjects. 14 of 15 subjects tolerated the
addition of loxapine and tapering or
discontinuation of their presenting
antipsychotic. At the time of chart review, 14 of
15 subjects had a Clinical Global Impressions
Scale- Improvement (CGI-l) of 2 (Much
Improved) or 1 (Very Much Improved). In
addition, 13 of 15 subjects had a CGl-I of 2 or 1
at a%.¥ 50% of their visits during loxapine
treatment. Average weight loss was significant
at -6.65 kg (SD 10.07; median -3.22 kg).
Average BMI reduction was significant at -2.47
(SD 3.3; median -1.67). Mild extrapyramidal
symptoms were noted in 3 subjects. No
significant change in blood pressure or pulse
was noted.

Conclusion: Our findings suggest that loxapine
may safely enable tapering of an atypical
antipsychotic in order to reverse drug-induced
weight gain in patients with ASD.



ACUTE PSYCHOSIS IN A PREVIOUSLY
HEALTHY 43 YEAR-OLD MAN WITH
PRIMARY EPSTEIN-BARR VIRUS
INFECTION: A CASE REPORT

Lead Author: Lakshit Jain, M.B.B.S.
Co-Author(s): Ekatherina Osman, D.O., Carolina
Retamero, M.D.

SUMMARY:

Introduction

Epstein-Barr virus (EBV), also known as human
herpesvirus 4, is a member of the herpes virus
family. It is one of the most common human
viruses. EBV can result in infectious
mononucleosis and other illnesses with a wide
variety of somatic presentations including but
not limited to: fever, swollen lymph nodes,
enlarged spleen, liver and rash. Psychiatric
symptoms of EBV can present as prolonged
fatigue, hypersomnia, and short-lived
depressive disorders, however, few reports
exist on the development of acute psychosis in
adults with no previous psychiatric history. We
present the case of a patient who had acute
psychosis in the setting of a recent diagnosis
with EBV.

Case report

A 43 y/o Caucasian male presented as a
transfer from a Crisis Response Center (CRC)
on an Involuntary commitment petitioned by the
patient's mother due to paranoia and poor self-
care. The patient had been recently diagnosed
with EBV pneumonia and was treated with
clarithyromycin and ciprofloxacin. He reported
that he had been confused for 4 days, had
difficulty finding words and felt that his mother
was saying negative things about him. He also
reported feelings of depression when he was
being treated for the EBV pneumonia. Collateral
information revealed post-infectious onset of
slow speech, bizarre behavior and delusional
beliefs that he had killed his son after seeing a
traffic accident on TV.

Methods

A Pubmed search was conducted using the
terms Epstein-Barr virus (EBV), psychosis,
psychiatric symptoms. A retrospective chart
review of the patient's case was completed.
Discussion

EBV is thought to have a role in chronic fatigue
syndrome and major depression, but its role in
psychosis is mainly considered to be restricted
to the adolescent age group, with most case
reports describing an adolescent or a young

adult developing psychotic features in
association with acute EBV illness. With recent
research findings proposing an infectious /
autoimmune basis for schizophrenia, further
research is needed in this area, and physicians
should be aware of the potential causation of
psychotic symptoms in EBV infections.
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17 YEAR-OLD FEMALE WITH DELIRIOUS
MANIA AND CATATONIA
Lead Author: Shonda Janke-Stedronsky, M.D.

SUMMARY:

Delirious mania has been well-described in the
adult literature as a rapidly progressive and
potential lethal condition. Few cases have been
described in the pediatric population. A
literature review revealed only two cases of
delirious mania/excited catatonia in
adolescents, one with a prior diagnosis of a
schizophrenia spectrum disorder. In this case,
a 17 year old female with no past psychiatric
history presented with symptoms consistent
with a first affective episode bipolar | disorder
with delirious mania and catatonia. Her
symptoms responded well to a combination of
clonazepam, aripiprazole, and lithium. This
case highlights the importance of early
recognition and aggressive treatment of a
condition discussed infrequently in the pediatric
population.

MITIGATION OF POSITIVE AND
NEGATIVE SYMPTOMS OF
SCHIZOPHRENIA BY TREATMENT WITH
DEXTROAMPHETAMINE, MIXED SALTS:
A CASE REPORT

Lead Author: Surani Jayaratna, M.D.
Co-Author(s): Lawrence R. Faziola, M.D.



SUMMARY:

Psychostimulants have long been used for their
neuroenhancing effects, both prescription and
non-prescription.  Prescribed at appropriate
doses they are used to improve attention and
concentration in the treatment of attention
deficit hyperactivity disorder (ADHD). However,
at excessive doses, there is literature
associating their use with psychotic symptoms,
including hallucinations and paranoia. This
would make it an unlikely treatment choice to
use in a patient with schizophrenia. However,
we present a novel case in which is a gentleman
with schizophrenia received benefit from being
treated with a psychostimulant.

The patient is a 20 year old male with
schizophrenia, afflicted with derogatory auditory
hallucinations, thought broadcasting and
paranoia. Diagnosed at age 18, the patient's
disease course was marked by multiple
hospitalizations, serious suicide attempts and
trials of numerous antipsychotic medications,
including clozapine and long acting depot
formulations of antipsychotics. The patient's
antipsychotic medication was discontinued and
he was started on dextroamphetamine, mixed
salts. For the last 6 months, the patient has
reported mitigation of paranoia, auditory
hallucinations and thought broadcasting, with
recollection and partial insight into his past
psychosis. He is also noted to have some
alleviation in negative symptoms, including
improved cognition, socialization, and
occupational functioning.

Perhaps this case indicates a role of
closely monitored use of psychostimulants in
those with schizophrenia.

SURVIVING AN ALPRAZOLAM
OVERDOSE: AN ILLUSTRATION OF THE
LOW LETHALITY OF BENZODIAZEPINES
Lead Author: Timothy Jeider, M.D.
Co-Author(s): Kathleen Crapanzano, M.D.

SUMMARY:

BACKGROUND

Alprazolam is a  triazolobenzodiazepine
derivative sedative-hypnotic, classified as a
schedule IV medication and commonly
prescribed for anxiety and panic disorder. The
FDA allows for a maximum dosage of 4 - 10 mg
per day. Given the popularity of Alprazolam
among prescribers and the frequency of

benzodiazepines used in overdose attempts,
understanding the potential risks of this
medication is important. We describe a case of
a significant over dose of Alprazolam.

CASE PRESENTATION

Ms G., a divorced woman in her late forties, had
been under the care of a psychiatrist for Major
Depression, Anxiety NOS, and ADHD. She was
being treated with Vilazadone 40 mg daily,
Bupropion XL 300mg daily, Lisdexamfetamine
70 mg daily, and Alprazolam 1 mg four times a
day as needed. After becoming overwhelmingly
hopeless due to a series of stressors and
losses, she attempted suicide one evening by
taking 120 mg of Alprazolam. The following
morning she was found by her family who called
an ambulance. Upon arrival in the emergency
department, Ms G. reported she had taken a full
bottle of the Alprazolam, become ataxic and
had several falls. Her vital signs were as follows:
temperature 97.8, blood pressure 122/70
mmHg, pulse70, respiratory rate 16 pulse ox
100% on room air, weight 62.27 kg. Physical
exam revealed a moderately distressed, tearful
woman, with a right periorbital ecchymosis. She
was noted to be alert and oriented. Her mental
status exam revealed feelings of depression,
emotional lability, and impaired judgment.
Pertinent negatives included a completely
normal cardiac, pulmonary and neurological
exam. Laboratory evaluation revealed a blood
alcohol level of <10 mg/dl and a urine drug
screen positive for only benzodiazepines. CT
imaging of her face showed no acute
abnormalities.

OUTCOME

Without any interventions, such as gastric
lavage or activated charcoal deemed necessary,
Ms. G. was medically cleared and transferred
directly from the emergency department to a
mental/behavioral health unit. Subsequently,
Ms. G was transitioned to intensive outpatient
psychiatric care.

CONCLUSION

After consuming a significant amount of
Alprazolam-120 mg &€“ Ms. G was awake and
alert the next morning without any physical
complication other than contusions from falls.
As long as cardiovascular and pulmonary
systems are within normal limits and stable,
patients can be monitored with supportive care.
Benzodiazepines have long been publicized for
their safety in over dosage as compared to their
predecessors, the barbiturates.
Benzodiazepines, and in this case Alprazolam,



in over dosage without other substances is
relatively safe.

HIPPOCAMPAL VOLUME AND EARLY
CHILDHOOD ADVERSITY IN
TREATMENT REFRACTORY
DEPRESSED PATIENTS

Lead Author: Brett D.M. Jones, B.Sc., M.Sc.
Co-Author(s): Andreas Finkelmeyer MSc, Ph.D.,
Adrian Loyd M.D., Hamish McAllister-Williams
M.D., Ph.D., Nicol Ferrier M.D., Stuart Watson
MBBS.

SUMMARY:

Intro:

Reduced hippocampal volume is a consistent
finding in Major Depressive Disorder (MDD) and
has recently been suggested to be a
vulnerability factor associated with the onset of
MDD. The hippocampus regulates the HPA-
axis- a link that may have implications for the
pathogenesis and prognosis of MDD. It has
been hypothesized that early childhood
adversity plays a role in hippocampal volume
reductions and thereby HPA-axis function. This
study sought to examine the relationship
between early-childhood adversity,
hippocampal volume and the HPA-axis in a
group of treatment refractory depressed (TRD)
patients.

Methods:

42 patients with moderate to severe TRD and
34 matched controls were recruited from
primary and secondary care. Salivary cortisol
was measured at 0, 15, 30, 45, and 60 minutes
post awakening to produce a ‘“cortisol
awakening response" (CAR). The CAR was
assessed by the total area under the curve
(AUCg) as a measure of total output. Childhood
adversity was assessed using the childhood
trauma questionnaire (CTQ).

Hippocampal volumes were assessed with VBM
using SPM8. Grey matter densities were
extracted from a hippocampal cluster showing
significant association with AUCg in patients.
Results:

Controls and patients did not differ in AUCg
(p=0.502) or in hippocampal volume (p=0.339)
but patients had significantly higher childhood
adversity scores (p<0.001). A path analysis was
performed. In patients, there was a direct
relationship between hippocampal volume and
AUCg (b=0.496, p=0.001) and between CTQ
score and AUCg (b=0.354, p<0.014). There was

however no relationship between CTQ score
and hippocampal volume (p=.908). In controls
there was a direct relationship between CTQ
score and AUCg (b=.581, p=0.002) but no
relationship between hippocampal volume and
AUCg (p=0.193) or CTQ score and hippocampal
volume (p=.369).

Conclusion:

The results suggest that in TRD patients there is
a positive  relationship  between  both
hippocampal volume and childhood adversity
and total cortisol output. The effects of
childhood adversity and hippocampal volume
appear to be independent factors on cortisol
output, rather than one mediating their effect
through the other.

The relationship between these variables is
different in patients and controls which
indicates the need for further research,
preferably in large longitudinal cohorts.

Trial Registration

The study was registered on 21/12/2009
(ISRCTN45338259) under the title
"Antiglucocorticoid augmentation of
antiDepressants in Depression: the ADD study".
Funding details

This study was funded by NIHR EME (funder's
reference 08/43/39).

IMPLANTABLE PSYCHOSIS? ONSET OF
ACUTE PSYCHOSIS AFTER CARDIAC
PACEMAKER IMPLANTATION: A CASE
REPORT AND REVIEW OF LITERATURE
Lead Author: Courtney Joseph, D.O.
Co-Author(s): Carolina Retamero, M.D.

SUMMARY:

Background: Cardiac pacemakers have been in
use for over half a century to successfully treat
patients with heart block and other
bradyarrhythmias. The procedure can have
significant patient psychological sequelae,
including symptoms of depression and anxiety.
However, limited literature  exists  on
development of psychosis after cardiac
pacemaker insertion. The authors present the
case of a patient who experienced new onset
psychosis one month after receiving a cardiac
pacemaker.

Case: A 54 year old married African-American
female, with a history of depression, presented
to the hospital with worsening depression,
anxiety, and insomnia for one month after
having undergone a cardiac pacemaker



implantation procedure 2 months prior. The
patient expressed symptoms of psychosis,
including paranoia, religious preoccupations,
and persecutory delusions that described that
her previous physicians, via the devil, wanted to
kill her by implanting the pacemaker. She was
adamant that she needed to remove the
pacemaker in order to prevent imminent death.
A trial of olanzapine, sertraline, and trazodone
was begun to which the patient responded well
and noted improvement of psychiatric
symptoms. However, the patient was
readmitted to the hospital one month after
discharge in significant distress over similar
symptoms in the setting of non-adherence with
psychotropic medications. The patient was re-
stabilized and discharged home with outpatient
follow-up and hope of treatment adherence.
Methods: Review of patient's chart and a
Pubmed search was conducted using the terms
cardiac pacemaker implantation, psychosis,
psychosocial, psychological, and quality of life.
Discussion: This case demonstrates the first
onset of psychotic symptoms in setting of
recent cardiac pacemaker insertion. Literature
review addresses many aspects of the mental
adjustment to pacemaker implantation.
However, presentation of post-operative
psychosis is not well documented. Information
of treatment modalities and prognosis of these
psychiatric symptoms in the post-operative
setting is limited, but has suggested improved
pre and post- operative education,
psychotherapy, and psychopharmacologic
therapies.

Conclusion:  This review highlights the
importance of physician awareness to the
potential psychological consequences cardiac
pacemaker implantation. This case
demonstrates the possible development of
post-operative psychosis as well as potential
beneficial treatment options of atypical
antipsychotics and antidepressants.
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ATYPICAL NMS, A CASE SERIES
Lead Author: Benjamin Kalivas, M.D.
Co-Author(s): Douglas Glenn, MD

SUMMARY:

Neuroleptic malignant syndrome (NMS) is a
serious and potentially fatal complication of
treatment with antipsychotics. Although
diagnostic criteria exist, NMS is often a
diagnosis of exclusion. Atypical presentations
can make treating this condition difficult. Three
cases of atypical NMS are described in this
case series. These cases are unique in their
onset and management, but ultimately, the
major pathology was felt to be an atypical
presentation of NMS.

Case 1: A 60 year old woman with a history of
major depression with psychosis and liver
cirrhosis who was initially admitted to the
psychiatric hospital with suicidal ideation, but
then developed altered mental status,
tachycardia, hypertension and fever and was
transferred to the medical ICU. She had
previously been managed on paliperidone
decanoate injections and acutely received
olanzapine while in the psychiatric hospital.
Upon presentation to the ICU she was intubated
without need for sedation, rigid in all extremities
and persistently febrile. Her creatinine kinase
(CK) was only marginally elevated. Ultimately
no source of infection was found and the
patient slowly improved as antipsychotics were
held.

Case 2: A 44 year old male with history of
schizophrenia with catatonic features,
necrotizing fasciitis, atrial fibrillation and
diabetes who presents with altered mental
status, rigidity, autonomic instability. His CK
was not elevated. He had been discharged 1-
day prior for sepsis and new onset artrial
fibrillation where he was rate controlled and had
completed a full course of antibiotics. In the
remote past, this patient had a reaction to
olanzapine that was concerning for atypical
NMS. Prior to presentation he was being
managed on aripiprazole. Antipsychotics were
held and the patient was given lorazepam and
his presentation improved. No alternative cause
of presentation was found despite extensive
work up. Ultimately he was discharged off of
antipsychotics.



Case 3: A 67 year old man with diabetes who
presented with altered mental status and
hypoglycemia. Despite adequate glycemic
resuscitation, his mental status did not improve.
He received antipsychotics as treatment for
delirium early on in his care. He continued to
have altered mental status and developed
rigidity and intermittent hyperthermia. His CK
was initially normal. Later in his hospital course,
after receiving multiple doses of haloperidol, he
developed worsening mental status, rigidity and
autonomic instability. At this time, his creatine
kinase was greatly elevated and antipsychotics
were stopped. Unfortunately the patient had
cardiac arrest days later and passed away.
Close examination of these cases provides
insight into the different presentations on
neuroleptic malignant syndrome. In all these
cases, as with typical NMS, early diagnosis and
supportive care was of the utmost importance.

PSYCHOLOGICAL RESPONSES TO
ILLNESS: A TRANSFORMATION OF
OBSESSIONAL PERSONALITY TRAITS
FROM AN ADAPTIVE TO MALADAPTIVE
ROLE

Lead Author: Matthew R. Kelly, B.S.
Co-Author{(s): Anastasia Kostrubala, B.S., B.A.,
Enoch Barrios, M.D., Harold Wain, Ph.D.

SUMMARY:

BACKGROUND: A common clinical problem
facing the modern consulting psychiatrist is the
reduction of distress and treatment of
psychiatric comorbidities associated with
medical illness. Identifying the way in which a
patient experiences illness is critical to both
managing psychiatric symptoms and optimizing
medical outcomes by addressing maladaptive
emotional and behavioral responses to a new
diagnosis. Psychological response to iliness is
considered from a multidimensional perspective
encompassing the patient's personality traits,
the nature of the iliness, the coping strategy
employed by the individual, and the
subconscious defense mechanisms exhibited.
Defense mechanisms allow one to manage
stressors  perceived as intolerable by
manipulating reality internally and externally,
frequently in a maladaptive manner. Here, we
present the case of a patient with obsessional
personality traits diagnosed with
adenocarcinoma of the pancreas in the context
of external social stressors.

CASE: The patient is a 41-year-old African
American female with a past psychiatric history
of anxiety and possible panic attacks. The
patient was admitted for evaluation of a
pancreatic mass, later confirmed pathologically
to be stage IV adenocarcinoma of the pancreas.
Psychiatry was consulted due to an
exacerbation of anxiety and possible panic
attacks. The patient presented with symptoms
of anxiety due to multiple stressors which
included her present medical diagnosis and
unresolved interpersonal conflicts. During
induction chemotherapy her anxiety remained
under control for the duration of her admission
utilizing guided imagery and relaxation
techniques. She did not require medication for
her anxiety during hospitalization. Outpatient
follow up plan was established prior to
discharge.

DISCUSSION: There are several key concepts
illustrated in this case which bear further
consideration. First, within the classic model of
understanding psychological response to
illness, this patient exhibited obsessional
personality traits which were adaptive in a
military environment, where rigidity, order, and
discipline are emphasized and rewarded. In the
setting of a new medical diagnosis, however,
these traits became maladaptive. Second, the
presence of social stressors involving retirement
issues and her sexual orientation at odds with
her religious upbringing elicited discord with her
family and inner conflict. Finally, this patient
presented with an anxiety disorder which
predates her cancer diagnosis, clearly
impacting her emotional response to her illness.
All these stressors likely contributed to a
diminished sense of control over her medical
illness, overwhelming her mechanisms of
defense and ability to cope with her new reality.
By reinforcing her past adopted strengths, she
was able to master her anxiety while undergoing
cancer treatment. This case serves as a useful
model to establish a plan of clinical intervention
to strengthen a patient's identified coping skills.

PSYCHOSIS IN LYME DISEASE - A CASE
REPORT

Lead Author: Vandana Kethini, M.D.
Co-Author{(s): Laima Spokas MD, Alice Shin MS
1V, Irmute Usiene MD, Asghar Hossain MD

SUMMARY:
Objective:



This case report of a patient who was
diagnosed with Lyme disease presenting with
psychiatric problems to an emergency
department
Method:
Data was gathered using a comprehensive
search of journal databases.
Case:
Mr. E 53-year-old Caucasian male living in New
Jersey, previously employed as a professional
pilot. According to family patient started to
experience memory loss, difficultly driving,
reading, and finding words which was
progressing in severity. Due to these sudden
changes patient decided to seek medical
attention. His primary care physician diagnosed
him with Lyme disease. At presentation patient
did not have any rash or other symptoms
except for bilateral symmetrical joint pain and
abnormal gait, which later he found out as being
a "Lyme gait." He was started on Doxycycline
twice daily for 50 days. After a few days of
starting the antibiotic patient gradually saw
improvement in his symptoms.
The symptoms secondary to Lyme disease
improved but according to family patient was
suffering from depression. He had decreased
appetite, decreased sleep, reported feeling
hopeless and helpless. The depressive
symptoms worsened and on his father's funeral
patient became agitated, aggressive, therefore
he was brought to emergency department. In
the emergency room patient reported auditory
hallucinations, but no other psychotic
symptoms were reported. He was admitted
voluntarily and started on Olanzapine and
Escitalopram. A week after the start of the
treatment the patient showed significant
improvement of his symptoms. He no longer
reported auditory hallucinations. After a month
of admission in an acute psychiatric unit he was
transferred to an intermediate care with the final
goal of being discharged to home.
References:
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THE SYNDROME OF IRREVERSIBLE
LITHIUM-EFFECTUATED
NEUROTOXICITY (SILENT): NOT SO
SILENT

Lead Author: Davit Khachatryan, M.D., M.H.S.
Co-Author(s): Pallavi Nadkarni M.D.,
M.Med.Sci., MRCPsych

SUMMARY:

In this poster, we report the case history of a
61-year-old female patient with bipolar disorder
who developed the Syndrome of Irreversible
Lithium Effectuated Neurotoxicity (SILENT). A
detailed description of our patient's condition is
provided at baseline (i.e. during lithium
intoxication) and three vyears of follow-up,
confirming the persistency of cerebellar signs
and symptoms. Although rare, SILENT can
present as a severe and disabling condition.

CANNABIS INDUCED BIPOLAR
DISORDER A DIAGNOSTIC DILEMMA
Lead Author: Erum Khan, M.D.

Co-Author(s): Srijana Shrestha, M.D., Sultana
Jahan, M.D., Raquel Diaz, M.D

SUMMARY:

Introduction: Cannabis abuse can lead to to
psychotic symptoms in about 15% of cannabis
users. Based on research reviews, cannabis
can cause psychotic symptoms in individuals
who have not achieved abstinence. Cannabis



use may precipitate psychosis in individuals
who are presdisposed to acquiring a psychotic
disorder. Although the role of cannabis in
causing bipolar disorder is not well
documented, studies have shown that cannabis
use significantly increases risk of manic
symptoms later on. The Epidemiological
Catchement Area study showed that patients
with history of bipolar have a 41% incidence of
comorbid use of Cannabis. Cannabis plays a
role in complex interactions involving dopamine,
Gamma Aminobutyric acid (GABA), and
glutamate transmission and other factors that
can cause psychotic disorders. However, we do
not know why cannabis users can lead to
psychotic symptoms in some patients and not
in others.

We are presenting a patient with cannabis-
Induced Psychotic Disorder who was later
diagnosed to have Bipolar disorder with
Psychotic features.

Clinical Case: We present a 16 yrs old
Caucasian female who was admitted with
psychosis and bizarre behavior following
cannabis use. Patient was treated with high
doses of risperidone and chlorpromazine.
Patient's bizarre behavior diminished but did
not subside. Patient was also having
synesthetic hallucinations reporting she could
taste colors. On her third hospitalization she
presented with mania, increased activity, racing
thoughts, inability to sleep and suicidal ideation.
On the unit she continued to pace, exposed
herself to others, reported two guardian Angles
sitting on her shoulder. Staff had to redirect her
constantly. At this time, patient's drug screen
was negative for drugs. Patient was treated with
Lithium titrated up till therapeutic level (
0.6mmol/l) at 600mg po bid, and quetiapine
100mg po gam and 200mg po ghs. Patient was
sleeping better and her manic and psychotic
symptoms resolved.

Discussion: Until recently, it was believed that
no more than 1% of the general population has
been diagnosed with bipolar. Emerging
transatlantic data reports an increase incidence
of bipolar up to 5%. It is proposed that manic-
depressive illness occurs in children, but is not
diagnosed more often because of its dissimilar
presentation to the adult form and doubts about
its existence in childhood. In our case, we see a
strong association of cannabis- inducing
symptoms of mania in a otherwise healthy
individual. The dilemma is whether the cannabis

abuse can cause Bipolar disorder in an
otherwise healthy individual.

Reference: Grant E. et.al British Journal of
Psychiatry 2014.

Kafantaris V, et.al Journal of Affective disorders
1998 Nov; 51 (2): 153-64.

Khan et. al Psychiatry (Edgmont). Dec 2009;
6(12):44-48

RECOGNIZING AND TREATING
SUBSYNDROMIC STEROID-INDUCED
MOOD LABILITY, ANXIETY, AND
INSOMNIA IN CANCER PATIENTS: A
CASE SERIES AND LITERATURE
REVIEW.

Lead Author: Darrow Khosh-Chashm, M.D.
Co-Author(s): Rachel Lynn, M.D.

SUMMARY:

Background: The purpose of this case series
was to record our clinical experience treating
steroid-induced mood lability, anxiety, and
insomnia in a small sample of hospitalized
cancer patients. To our knowledge, the bulk of
previous literature has focused on extreme
cases of steroid induced symptoms - mania or
psychosis but we see in practice more subtle
lability, irritability, and anxiety. To date, few
studies have been published that focus
primarily on more mild to moderate psychiatric
symptoms that do not fulfill criteria for a
recognizable psychiatric disorder. We believe
this case series will fill an important gap by:(a)
making a clear distinction between steroid
induced mood lability and anxiety versus mania
or psychosis and (b) presenting the atypical
antipsychotic quetiapine as a viable treatment
option. Methods: In this case series, the authors
describe 2 cases of steroid-induced mood and
anxiety symptoms treated successfully with
quetiapine. "Mr.S," a 62 year-old Caucasian
male with a diagnosis of Adult Myelogenous
Leukemia and no previous psychiatric history,
was referred by his primary team for
management of "anxiety and irritability." At the
time of referral he was receiving
methylprednisolone in treatment of graft versus
host disease following allogenic stem cell
transplantation. "Miss. P," a 32 year-old
Caucasian female with no previous psychiatric
history receiving treatment for Glioblastoma
Multiforme, was referred by her primary team
for the management of "severe anxiety." At the



time of referral she was receiving
dexamethasone treatment for tumor-induced
edema. At initial presentation, both patients
reported that their symptoms began after the
initiation of steroid treatments. Objective
examination found no evidence of mania or
psychosis. An article search was conducted in
PubMed and Wolters Kluwer for studies
published between 1990 and 2014. The
keywords used were: corticosteroids and
psychosis, corticosteroids and mania,
corticosteroids and psychiatry, and
corticosteroids psycho-oncology. Results: Both
participants showed strikingly  significant
pretreatment to post treatment clinical changes
with complete resolution of symptoms within 3-
4 days of treatment and results maintained at
follow-up. Patients continued the medical
treatment of their cancer and related
complications without interruption or dose
adjustments. Literature review offers preliminary
support for the use of atypical antipsychotics,
including quetiapine, to treat steroid-induced
psychosis and mania. Our review also found
only one controlled study, using lithium, for
steroid induced  psychiatric = symptoms.
Conclusions: This case series adds to the
sparse data in the literature on the
subsyndromic psychiatric side effects of
adjuvant steroid treatments in hospitalized
cancer patients. A formal study is needed to
enable us to make broad statements. We
strongly encourage further research so that
clinicians can quickly recognize and treat this
condition.

MENSTRUAL CYCLE RELATED
EXACERBATION OF PSYCHOTIC
SYMPTOMS IN A WOMAN WITH
SCHIZOAFFECTIVE DISORDER - A
CLINICAL CASE REPORT AND
LITERATURE REVIEW

Lead Author: Jyotsna Kilani, M.D.
Co-Author(s): John S. Hopkins, M.D., MPH

SUMMARY:

Introduction: Psychotic symptoms linked to low
estrogen levels during the menstrual cycle has
been a focus of research since the 1990s. We
present a case of a 30 y/o female with
Schizoaffective Disorder-Bipolar Type, who
displayed a pattern of menstrual cycle
exacerbation of her psychotic symptoms. She
was treated with an oral contraceptive and an

antipsychotic, resulting in a decrease in the
frequency of psychiatric admissions.

Case: Patient was admitted for disorganized
behavior in the context of medication non-
adherence. On admission she was delusional
and appeared to be responding to internal
stimuli. She was difficult to engage, refused
treatment, continued to exhibit bizarre behavior,
with poor hygiene. On day 4 of hospitalization a
malodorous tampon was found in her room. Her
psychiatric history was notable for vyearly
hospitalizations including 5 admissions during
2012. During her previous hospitalizations she
was either menstruating or had her menses
within a few days into her admission. During the
hospitalization of note, she was stabilized on
Fluphenazine and intramuscular Fluphenazine
Decanoate. @~ She was discharged on
Norethindrone 0.35 mg, Fluphenazine 5 mg BID,
Fluphenazine Decanoate, Benztropine 1 mg
BID, and Sertraline 50 mg. After discharge
patient did not require hospitalization for 14
months, marking a short-term recovery.
Discussion: Gender differences in
Schizophrenia, including earlier onset of the
illness in males and milder forms in females
have been suggested to be a result of estrogen,
leading to the "estrogen protection hypothesis".
Bergemann explored the symptom changes
across the menstrual cycle in pre-menopausal
women and found an improvement in psychotic
symptoms in the Iluteal phase. Studies
conducted by Reicher-Rosler and Rubin
revealed similar results. This led to the
investigation of adjunctive estrogen therapy as
possible treatment for these effects. Kulkarni
compared transdermal estrogen patch to
placebo in several RCTs with positive results in
the treatment group. Akhondzadeh and
colleagues found a greater reduction in positive
and negative symptoms with the addition of oral
estradiol to haloperidol compared to haloperidol
alone. Researchers also found that the low
estrogen phase (within 3 days before or after
menses) correlated with an increase in
psychiatric admissions (1). Our patient
demonstrated a similar admission pattern.
Conclusion: Hormonal fluctuations can
significantly impact psychotic illness. This case
illustrates the importance of considering the
contribution of menstrual cycle changes in
treatment resistant psychotic disorders. We
consider directions of research to understand
better the nature of this link, leading towards



the development of effective evaluation and
treatment guidelines.

1.MV Seeman. Menstrual exacerbation of
schizophrenia symptoms: J Acta Psychiatr
Scand 2012;125;363-371

2.J Kulkarni. Oestrogena€“a new treatment
approach for schizophrenia?: Med J Aust
2009;190(4 Suppl):S37-S38

PERIMENOPAUSE AS A TRIGGER FOR
BIPOLAR MANIA WITH PSYCHOSIS: A
CASE SERIES

Lead Author: Tyler Kimm, M.D.

Co-Author(s): Alexandra Duran, B.S., Melissa
Allen, D.O., Teresa Pigott, M.D.

SUMMARY:

Background: Women with bipolar disorder are
reported to have an increased risk for mood
episodes at times of intense female
reproductive hormone fluctuations including the
premenstrual period and the post-partum
period. Abrupt loss of estrogen's purported
'‘psychoprotective’ effects in terms of mood
and/or psychotic symptoms is often implicated
as a key factor in the observed iliness
exacerbation. Perimenopause is also
characterized by widely fluctuating hormone
levels with a large decline in circulating
estrogen. However, there are relatively few
reports concerning the potential impact of
perimenopause on the course of bipolar
disorder.

Case series: We present a case series of six
women with bipolar | disorder who experienced
a severe mood episode with psychotic
symptoms (five manic episodes and one
depressive episode) that resulted in psychiatric
hospitalization. Two of the six patients had
never been previously hospitalized, and the four
others had been off of all psychotropic
medications for a mean of 5.1 years (range, 2-
10 vyears). We will review the clinical
characteristics of each patient, specific
laboratory findings, and the therapeutic
interventions for each case. A brief discussion
of the available literature concerning the clinical
course of bipolar disorder during
perimenopause will also be provided.
Discussion: One of the largest studies
conducted in females with bipolar disorder
reported an increased risk for depression during
perimenopause, whereas mood elevation or
mania was more likely to decrease with
progressive  female reproductive  stages.

However, these cases suggest that the
menopausal transition period may be a time of
substantial risk for severe manic episodes
and/or mood episodes with psychotic features
as well as suicidal ideation. Clinicians should be
particularly attentive to the potential influence of
the perimenopausal period on the course of
women with preexisting bipolar disorder.

RACIAL THOUGHT CONTENT;
ASSESSING THE THERAPEUTIC
RELATIONSHIP WITH A PREJUDICE
PATIENT

Lead Author: Teri N. King, B.A.
Co-Author(s): Adekola Alao, MD

SUMMARY:

Introduction

Most current research analyzing racism in
treatment discusses the prejudice of the
treatment provider rather than the patient. In
this report, we describe a patient with racial
attitudes toward his provider. We conclude
with a new method for classifying racism as a
psychodynamic phenomena, and review
existing models for establishing a therapeutic
alliance.

Case Report

P. W. is a 50 year old single Caucasian man
with a history of self-mutilation and multiple
suicide attempts. He was involuntarily
hospitalized after jumping into traffic during a
suicide attempt. At the time, he had a delusions
that a black man walking across the street was
about to kill him. He had the delusions that he
was a slave-owner who had tortured and
murdered black people in a past life. He now
feels that blacks are seeking revenge. He has
had several suicide attempts when in close
proximity with a black person. In addition, he
expressed extreme guilt which has resulted in
self-mutilation.

Discussion

As a black female treatment provider, | had to
address include the following questions: 1)
Under what circumstances should a therapist
continue as a member of the treatment team? 2)
Am | in danger of being hurt? 3) Am | in danger
of over-treating or under-treating him? 4) Can a
therapeutic alliance be formed when a patient is
racist? If so, what factors determine whether or
not such a relationship can be formed and
sustained? 5) What techniques could possibly



be used to form a therapeutic alliance under
such conditions.

Conclusion

The therapeutic alliance constitutes the largest
obstacle in his treatment. Therapy must take
into consideration the significance of race, race
relations and bias within society.

These difficult questions need further
exploration.

CAPACITY IN THE WAKE OF
TEMOFRONTAL INSULT: A CASE
REPORT

Lead Author: Sarah A. Kleinfeld, M.D.
Co-Author(s): Edward Wicht, M.D., J.D., L.L.M.,
Karen Johnson M.D.

SUMMARY:

Case Report: Ms. D is a 49 year old domiciled,
employed, married, Caucasian mother of one
son (age 13) with no significant past medical or
psychiatric history, who presented initially to an
outside hospital via police escort with a chief
complaint of altered mental status, left hand
numbness, and headaches. Prior to her
admission, Ms. D telephoned her husband, who
was out of town at the time. Mr. D became
concerned because his wife's speech was
slurred and its content confused. Troubled
further by his wife's lack of insight into these
new-onset deficits, Mr. D called EMS.

On presentation, Ms. D's speech deficits
continued. Her substance use history was
significant for a twenty-year pack history of
cigarette smoking. CT brain imaging revealed
several lesions concerning for metastatic
cancer. As a result, Ms. D was transferred to
our tertiary care center for further diagnosis and
treatment. MRI showed a 1.5 cm left temporal
mass, a 7mm right parietal mass, and
leptomeningeal enhancement. CT of the chest
showed an upper lung mass consistent with
primary pulmonary carcinoma. Neurosurgery
initiated treatment with high dose intravenous
steroids and seizure prophylaxis.

On hospital day 2, Ms. D became agitated and
demanding to be discharged; claiming that her
husband, who received a lung transplant the
year prior, was unable to care for the couple's
son, who suffers from Type | Diabetes.
Neurosurgery consulted Psychiatry to determine
whether Ms. D had capacity to leave against
medical advice.

By the time of our assessment, Ms. D's speech
was no longer slurred. Though still somewhat

confused, per her nurse, the content of her
speech was becoming increasingly clear.
Nevertheless, she expressed limited insight into
the severity of her illness, the dangers of
intracranial swelling, and the need for intensive
care monitoring. She scored 16/30 on the
Montreal Cognitive Assessment (MOCA),
suggesting moderate cognitive impairment. As
a result, Psychiatry opined that Ms. D lacked
the capacity leave against medical advice.
Follow-up: Additional workup revealed Stage IV
squamous non small cell lung cancer with brain
metastases. She is scheduled to begin whole
brain radiation, followed by chemotherapy.
Discussion: This case was particularly
interesting because of the likelihood that the
patient's temporal lesion and accompanying
swelling were directly impacting regions of the
brain necessary for capacity. Ms. D's ability to
verbalize some understanding her condition but
not appreciate fully the consequences of her
discharge decision created a intricate capacity
issue that also involved potential conflicts
between patient autonomy and physician
beneficence. Limited data is available about
neurocognitive decline in patients with primary
brain tumors or metastatic disease and its affect
on medical decision making. Further
investigation into  utilizihg  standardized
measures for determining capacity in these
patients may be warranted.

OCD WITH COMORBID NSSI: A CASE
FOR PSYCHODYNAMICALLY-
INFORMED TREATMENT

Lead Author: Daniel Knoepfimacher, M.D.
Co-Author(s): Julie Penzner, MD

SUMMARY:
Introduction: While researchers have
investigated links  between  obsessive-

compulsive disorder (OCD) and non-suicidal
self-injurious behavior (NSSI), there is a dearth
of literature dedicated to the diagnosis and
treatment of these conditions when they are
comorbid. We present a case of a man who
presented with moderate OCD and severe NSSI
to offer an approach to treatment and a
framework for further study.

Case: J is a 53 year-old man with OCD admitted
to inpatient psychiatry due to prolonged,
repetitive, ritualistic breath-holding and muscle-
tensing, severe enough to lead to syncope and
rhabdomyolysis. Upon in-depth evaluation, a
long-standing pattern of self-injurious behavior



emerged, with earlier instances of self-inflicted
burns and skin punctures, distinct from J's
traditional OCD symptom of counting. In
tandem with medical stabilization in the
inpatient setting, optimized
psychopharmacology and psychodynamically-
informed psychotherapy were initiated, resulting
in significant improvement.

Discussion: This case illustrates the importance
of investigating comorbid NSSI in patients with
OCD. Neurobiological research, while far from
definitive, has shown strong correlations
between NSSI and OCD-related behaviors, with
cortical basal ganglia circuitry playing a role in
both conditions [1]. Furthermore, the clinical use
of high-dose serotonin reuptake inhibitors-first-
line treatment for OCD-also addresses
serotonergic hypofunctioning associated with
repetitive self-cutting [2].

It is in the psychotherapeutic approach where
the distinction between OCD and NSSI was
more clinically pertinent. OCD is typically best
treated with cognitive-behavioral therapy (CBT),
a modality this patient had undergone
unsuccessfully before admission. Individuals
with NSSI have a greater incidence of insecure
childhood attachment, early trauma, and are
more likely to exhibit alexithymia than the OCD-
only population [3]. The severity of J's NSSI
hampered his learning and practice of CBT. In
his case, the addition of psychodynamically-
informed  therapy, augmented by CBT
techniques, was the most effective treatment.
Gaining insight into the psychological
antecedents of his pathological rituals provided
a more meaningful impetus for the learned
cognitive-behavioral  strategies. With this
approach, the NSSI became ego-dystonic, and
thus more treatment-responsive.

This case illustrates how OCD obscures
underlying NSSI, underscoring the importance
of collecting a nuanced history, particularly
since the treatment approach in comorobid
cases should be tailored to address both
conditions simultaneously.

1. Muehlman A. Abnormal repetitive behaviors:
shared phenomenology and pathophysiology. J
Intellect Disabil Res. 2012; 56(5):427-40

2. Croyle K. Subclinical Self-Harm: Range of
Behaviors, Extent, and Associated
Characteristics. Amer J of Orthopsych. 2007;
77:332-42

3. Favazza A. The Coming of Age of Self-
Mutilation. J of Nervous & Mental Disease.
1998; 186:259-68

THE INPATIENT MANAGEMENT OF
INTELLECTUAL DISABILITY AND
IMPULSE CONTROL DISORDER

Lead Author: Panagiota Korenis, M.D.
Co-Author(s): Rahulkumar Patel, M.D., Ifeoma
Nwugbana, M.D., Marissa Lombardo, Luisa
Gonzalez, M.D.

SUMMARY:

The management of aggressive behavior
remains a fundamental challenge when working
on a psychiatric inpatient service. The task
becomes far more daunting when the patient
presents not only with mental illness but also
has an intellectual disability (ID). Those with
intellectual disabilities may present with varying
degrees of impairment and social functioning.
Numerous studies have identified an
association with ID and psychiatric co-
morbidities including: bipolar disorder, impulse
control disorder, psychosis and depression.
Studies have also shown that those who
present with both ID and impulse control
disorder or bipolar disorder have a tendency to
be more aggressive. With the advent of
budgetary cuts and subsequent decrease in
residential placements, psychiatric services are
now more than ever being faced with the
dilemma of managing these often complicated
patients. While numerous studies have looked
at psychotropic management of these patients,
there are few studies which examine the
inpatient management of those who present
with ID and co-morbid impulse control disorder.
Here we present three patients admitted to an
acute inpatient setting who presented with
varying degrees of intellectual disability but
were all observed to have impulse control
disorder. All three cases brought up a number
of clinical questions related to the daily
management while on the inpatient setting, and
a question of whether these clinical factors may
have impacted the hospital admission course.
The clinical management of those with
intellectual disabilities and impulse control
disorder is poorly understood and infrequently
reported in the literature. This poster will
attempt to explore treatment strategies of those
with ID and impulse control disorder including
psychotropic management, multidisciplinary



psychoeducation and behavioral modification.
We will also discuss the financial burden that
such complicated patients place on the mental
health system as they often have numerous
barriers to disposition. In addition, we aim to
bring to light the need for future investigations
to better understand how to manage this
difficult patient population.

INPATIENT MANAGEMENT OF
PSYCHIATRIC MANIFESTATIONS OF
HUNTINGTONA€™S DISEASE:
CHALLENGE OF PROGRESSIVELY
WORSENING SYMPTOMS AND FADING
SOCIAL SUPPORT

Lead Author: Mallika Kuchertia, M.D.
Co-Author(s): Sophia Shapiro, MS., Luisa S.
Gonzalez, M.D.

SUMMARY:

Huntington's Disease (HD), first described in
1872, is a devastating, autosomal dominant,
neurodegenerative disorder for which there is,
at present, no cure. One out of every 10,000
Americans has HD. It typically begins in midlife
between 30-50 years of age with an average
lifespan after onset of about 10-20 vyears.
Symptoms evolve slowly, affecting cognition
(depression, forgetfulness, impaired judgment),
motor skills (dystonia or involuntary movements,
chorea, unsteady gait), and behavior (irritability,
depression, personality change, aggressive
outbursts).

With the progression of the illness, there are
profound effects on the lives of the entire family,
mentally, socially and economically, leading to
emotional burnouts and a collapsing support
system. Eventually, every person requires full-
time care. The clinical team is then faced with
the challenge of helping the patient and family
with progressively worsening symptoms, and
with the transition of the patient from family
home life to a nursing home setting.

Here we present the case of a 60 year old
Hispanic married man with a history of
Huntington's disease and major depressive
disorder, who prior to hospitalization, was living
with his wife. He had become non complaint
with his medication regimen, leading to the
progression of his illness with prominent
involuntary movements, irritability, aggressive
outbursts, and personality changes. He was
subsequently admitted on the psychiatric unit

for further management. This case aims to
illustrate the therapeutic course while on the
inpatient service, the treatment strategies that
needed to be implemented for a better life in the
community along with an optimal discharge
plan.

SPECIFIC COGNITIVE DEFICITS MIGHT
SUGGEST DURATION OF UNTREATED
HYPOTHYROIDISM

Lead Author: Shreedhar Kulkarni, M.B.B.S.,
M.D.

Co-Author(s): Aghaegbulam Uga, M.D., Vineka
Heeramun, M.D., David Resch, M.D.

SUMMARY:

67-year-old female presented to the ER with
behavioral changes. Upon evaluation, she was
found to have significant cognitive deficits in
episodic memory with relative sparing of
visuospatial deficits. Her clinical findings as well
as laboratory values suggested hypothyroidism
as a potential cause of her deficits. With a week
of supplementation of thyroid hormone her
deficits improved. Although there is conflicting
data about the nature of cognitive deficits in
patients with hypothyroidism, there is some
clear evidence to show that such deficits in
episodic memory could be related to specific
deficits in hippocampal memory. However,
patients with short duration of hypothyroidism
are found to have globally reduced brain
activity. Hence, such deficits in episodic
memory with relative sparing of visuospatial
deficits might suggest a chronic course of
illness in patients with clinical hypothyroidism
and this can be assessed using a simple
bedside test such as SLUMS (The Saint Louis
University Mental Status (SLUMS) Examination).

COCAINE-INDUCED PERSISTENT
DYSKINESIA AND OBSESSIVE
COMPULSIVE DISORDER

Lead Author: Jasmin G. Lagman, M.D.
Co-Author(s): Sachin Mehta, M.D., Carolina
Retamero, M.D.

SUMMARY:

Background

Cocaine use may be associated with different
movement disorders which are mostly self-
limited and not life-threatening.  Persistent
movement disorder does not develop in most of
these patients. Abnormal movements may



range from  multifocal tics, dystonia,
opsosclonus-myoclonus  and choreiform
movements. Cocaine abusers have also been
found to be at an increased risk for
development of obsessive-compulsive disorder
(OCD). We describe a 36 year old male with
cocaine use disorder, who had persistent
dyskinesia and OCD symptoms after 9 months
of abstinence from cocaine.

Case Presentation:

A 36 year old male with no prior psychiatric
hospitalization, was admitted for suicidal
ideations. He was a daily cocaine user since
approximately 14 months prior to admission.
After 2 months of use, he started to have
involuntary hand movements at rest and
complained of jaw dyskinesia 2 months later.
He stopped using cocaine 9 months prior to
admission. However, the movement disorders
persisted and 7 months before admission he
experienced severe OCD symptoms including
obsessions on the Fibonacci sequence and

golden spiral.

Methods

PubMed search using keywords "cocaine-
induced dyskinesia", "cocaine-induced

movement disorders", cocaine-induced OCD".
Discussion

Most of the abnormal movements due to
cocaine use are transient. Cases on persistent
abnormal movements induced by cocaine are
limited .

Cocaine has an effect on dopamine
concentration. It prevents the reuptake at the
presynaptic terminal by blocking the dopamine
transporter. This increases the extracellular
dopamine. However, with chronic use, the
striatal dopamine levels are depleted due to
overstimulation of dopaminergic terminals and
excessive metabolism of the neurotransmitter.
This dopamine depletion may explain the
movement disorders that cocaine dependents
may experience.

Cocaine users can exhibit stereotyped
behaviors. These behaviors are referred to as
punding. It is described as non-goal directed
repetitive activity. The intense fascination of our
patient with the Fibonacci spiral and numbers
can be described as a form of punding. It is
thought to be related to dopamine use,
metamphetamine and cocaine addiction and
was mentioned in the literature as a possible
symptom of dopamine dysregulation syndrome.
References:
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Objectives

To describe persistent movement disorders and
OCD features induced by cocaine.

To discuss the pathophysiology of movement
disorders and OCD induced by cocaine.

SHORT TERM USE OF PRAZOSIN FOR
ACUTE STRESS DISORDER: A CASE
REPORT

Lead Author: Laura J. Lai, M.D.

Co-Author(s): Tina Allee, M.D.

SUMMARY:

The utility of the alpha-1 adrenergic receptor
agonist Prazosin in treating nightmares in Post-
Traumatic Stress Disorder (PTSD) has been
well-documented. Some studies have
speculated that early intervention may be
beneficial in aborting the stress response
(Morgan 2003), as it has been hypothesized that
during the first couple weeks after a traumatic
event, excessive and sustained arousal may
increase the likelihood of developing PTSD. One
published trial showed reduced
psychophysiologic reactivity in patients given a
short course of Propranolol 40mg BID within
6hrs of a traumatic event (Pitman 2002).
However, to date there has not been a study
investigating the usage of Prazosin in Acute
Stress Disorder.

In this case study, a patient was diagnosed
with Acute Stress Disorder after she began
exhibiting symptoms of nightmares, anxiety,
and hypervigilance after a major motorcycle
accident in which her husband lost control of
the motorcycle over some gravel at 40-50mph
and she sustained significant blood loss as well
as open right fibula/tibula fractures, open left
ankle fracture, C4/C5 fracture and multiple
areas of road rash/open wounds. She was
admitted to an outside hospital, underwent
multiple orthopedic surgeries and wound
debridements, and was then transferred to the



UC Irvine burn unit 17 days after the accident
for continued treatment of her road rash with
hydrotherapy as well as the continuation of
numerous surgeries for her orthopedic injuries.
Three days after transfer, psychiatry was
consulted, as patient was stating that since
admission she was afraid to go to sleep and
was having nightmares 2-3 times a night. She
would feel unable to move during these
nightmares, and would wake up thrashing and
screaming, with palpitations, jitteriness, and
shortness of breath. She was started on
Prazosin 2mg QHS and within two days of
treatment, patient noted less frequent
nightmares and a decrease in anxiety and
hypervigilance during the day. Nursing staff
reported overall improvement, however we
continued to wake from afternoon naps
screaming and continued to show exaggerated
startle response. Prazosin was therefore titrated
up to 3mg QHS, with complete resolution of
both day and nighttime nightmares. Despite our
concern that nightmares would return if
Prazosin was discontinued due to the brief
treatment period, we respected our patient's
wishes for minimal psychotropic medications.
Per her request, Prazosin was titrated down to
2mg for two nights and then stopped. Patient
was surveyed for an addition two days following
cessation without return of nightmares.

Given the relatively low side effect profile in
patients with stable blood pressure, this could
indicate more opportunities for reasonable use
of Prazosin in the short-term, to stop the acute
stress cycle and possibly even prevent the
development of PTSD. An organized-controlled
study with post-treatment follow-up would be
useful in determining the long-term efficacy of
such a treatment.

VALPROIC ACID INTOLERANCE IN A
PATIENT WITH AUTISM SPECTRUM
DISORDER

Lead Author: Laura J. Lai, M.D.

Co-Author(s): Stella Cai, M.D., Tina Allee, M.D.

SUMMARY:

Valproic acid (VPA) is a mood stabilizer
commonly used to treat impulse control in
patients with autistic spectrum disorder (ASD).
However, due to the physiologic abnormalities
associated with ASD, it is essential to monitor
ammonia level in these patients as this could
lead to Valproate-induced hyperammonaemic
encephalopathy (VHE).

This is a case of a 22 year-old patient with
diagnoses of Autism Spectrum Disorder, Bipolar
disorder Il, and OCD brought into the
emergency department by his father after
increased agitation at home in the context of
recent medication adjustments. Two years prior,
Mr. S was placed on VPA extended release and
quetiapine daily after his first admission for a
hypomanic episode. Over the next few months,
he was overly somnolent and the dose of VPA
extended release was lowered to 250mg daily
by his outpatient physician. However, Mr. S
never returned to his baseline and developed an
obsession and compulsion about breaking
watches. His outpatient psychiatrist added
fluoxetine in order to treat the OCD symptoms.
Mr. S quickly decompensated with up-titration
of fluoxetine and presented to the ED.

In the ED, he was initially given quetiapine
25mg with no effect. He then received a dose of
VPA immediate release 500mg. He became
severely agitated after and started making shrill-
vocalizations and struck his father. This violent
behavior was a significant worsening from his
usual agitation. Patient was placed in soft-
restraints and given chlorpromazine IM. Labs
revealed a sub-therapeutic level of VPA
56mcg/ml and normal albumin level at 4.5.
However, ammonia level was elevated at 51.
The treatment team decided to discontinue VPA
and lowered the fluoxetine dose. One month
later, Mr. S remained stable without any OCD
symptoms or aggression. Father also noted that
patient had become more alert and returned to
his baseline mental status prior to his first
hospitalization.

VHE has been documented in both acute and
chronic usage of VPA for psychiatric symptoms.
Although  the  mechanism is  unclear,
impairments in the urea cycle as well as
carnitine deficiencies have been implicated.
Though VHE has been seen in patients with
mental retardation, the incidence of VHE in
patients with ASD is yet to be determined.
However, 30-50% of children with ASD have
markers of mitochondrial dysfunction, and
studies have reported improvements in ASD
behaviors with L-carnitine treatment. Thus,
mitochondrial dysfunction in ASD resulting in
carnitine deficiency may place patients with
ASD at a higher risk of developing VHE.

In this case, the patient likely became acutely
agitated due to the activating side effects of
fluoxetine. However, his worsening agitation
with VPA administration in the ED alerted the



physicians to possible underlying chronic VHE.
As such, this case outlines the importance of
monitoring not just the VPA level but also the
ammonia level in patients with autistic spectrum
disorder who are experiencing worsening
aggression.

A CASE OF PSYCHOSIS IN A PATIENT
USING A WEIGHT LOSS SUPPLEMENT
CONTAINING CAFFEINE

Lead Author: Jason Lam, M.Sc.

Co-Author(s): Elisa Simon M.D., Raj Addepalli,
M.D.

SUMMARY:

Caffeine-containing weight loss supplements
are widely used in North America. These contain
a large range of unregulated ingredients in
which their efficacy and safety are unknown.
The use of such supplements is often
overlooked when diagnosing psychiatric
conditions.

A 22-year-old woman with no psychiatric or
medical history presented to the emergency
department with auditory hallucinations. She
was extremely agitated, delusional, and
paranoid. First-episode psychosis work-up
including metabolic and hepatic panels,
hemogram, urine toxicology, thyroid function
test, syphilis screen, chest X-ray, and a brain
computed tomography scan all revealed normal
results. She received intramuscular Haloperidol
and Lorazepam in the emergency room and oral
Haloperidol 10 mg/day was continued in the
inpatient unit. Less than 24 hours later, the
patient showed marked improvement. She
returned to her premorbid mental status by the
second day of her admission. Additional history
revealed that she had been taking one pill daily
of a weight-loss supplement (Cellucor D4
Thermal Shock containing 150 mg of caffeine)
for six months but had stopped four months
prior to her admission. She resumed taking the
same weight-loss supplement two weeks before
her admission. She was asymptomatic for the
one week that she was observed and
discharged  without follow up  home
medications.

Our case of an acute psychosis is unique in that
it occurred in a young healthy female without a
psychiatric history and the onset of psychosis is
temporal with dietary supplement use. Of all
listed ingredients in the weight loss supplement,
only caffeine has established neuropsychiatric
effects. This case illustrates the potential for

adverse psychiatric effects of taking dietary
supplements for a prolonged period of time and
the value of inquiring into their use. This is more
so crucial for patients presenting with first-
episode psychosis.

CASE REPORT INVESTIGATING
PSYCHIATRIC AND PSYCHOLOGIC
CHARACTERISTICS OF OHDO
SYNDROME

Lead Author: Jessica Layne

Co-Author(s): Suzanne Holroyd, M.D., Tracy
LeGrow, Psy. D.

SUMMARY:

Ohdo Syndrome, Say- Barber- Biesecker-
Young- Simpson (SBBYS) variant, is a rare
genetic condition with occurrence of less than
one case per million. In fact, less than 30 cases
are reported in the literature. Genetically, it
appears to be caused by an abnormality of the
KAT6B gene on chromosome 10, which is
thought to be involved in early development of
the nervous and skeletal systems. Clinically, it is
characterized by dysmorphic facies with
specific features including; blepharophimosis,
ptosis, cleft palate, and abnormalities of the

lacrimal glands. Other characteristic
abnormalities of the syndrome include; patellar
underdevelopment, long phalanges,

cryptorchidism, hypotonia, and absence of the
corpus callosum. However, given its rarity,
there has been little psychiatric or psychologic
description of children with Ohdo syndrome.
Intellectual disability which, when present, is
severe has been noted through case reports.

In this report, a three year old male child with
Ohdo Syndrome, Say-Barber-Biesecker-Young-
Simpson (SBBYS) variant, is described with a
focus on behavioral issues, psychiatric and
psychologic assessment including assessment
for  Autism  Spectrum  Disorder (ASD).
Psychological testing focusing on assessment
of possible ASD included testing with the
Autism  Diagnostic  Observation  Schedule
Module-1, which indicated an appropriate
diagnosis of ASD due to impairments in the
core criteria necessary for diagnosis including
deficits in communication, social interaction,
and repetitive interest. Furthermore, the Gilliam
Autism Rating Scale- 3 classified the patient
into the "very likely" category in terms of an
ASD diagnoses based on these core criteria.
The Vineland Adaptive Behavior Scale- I



questionnaire was completed by the patient's
mother and showed a consistent pattern of
delay across all core areas. Baily Scales of
Infant Development, which aimed to measured
current  cognitive  development, obtained
questionable validity due to difficulties in patient
engagement. Clinical exam revealed multiple
stereotypies such as rocking and head banging,
restricted interest, and a limited ability to initiate
socialization. The child was found to meet
criteria for ASD. Further details and findings of
this patient will be discussed.

SOMATIC TREATMENTS FOR SOMATIC
SYMPTOM AND RELATED DISORDERS
USING ECT: A CASE SERIES

Lead Author: KaWai Leong, M.D., M.Sc.
Co-Author(s): Fidel Vila-Rodriguez, M.D.
FRCPC, Ph.D., Joseph Tham, M.D., FRCPC

SUMMARY:

Introduction

Medically unexplained somatic complaints are
highly prevalent and lead to significant
impairment and disability. The number of
effective treatment modalities for somatic
symptom and related disorders (SSD) or
somatoform disorders (SD) remained limited. To
date, there is no formal indication for
electroconvulsive therapy (ECT) in SSD or SD.
We are reporting the largest case series to date
on the effectiveness of ECT in SSD and SD.
Methods

A retrospective chart review of all patients
treated with an index course of ECT at the
University of British Columbia Hospital
Neuropsychiatric Program from 2000-2010 was
conducted. The primary outcomes consisted of
changes in pseudoneurologic symptoms, in
pain symptoms, in cardiopulmonary symptoms,
and in gastrointestinal symptoms; and were
examined pre- and post- ECT.

Results

Twenty-eight participants were included in this
case series. Twenty-one participants received
right unilateral ECT. Six received bifrontal ECT.
One received bitemporal ECT. Twenty-one
participants reported improvement in
pseudoneurologic symptoms; thirteen
participants reported improvement in pain
symptoms; one participants reported
improvement in cardiopulmonary symptoms;
and two participants reported improvement in
gastrointestinal symptoms.

Conclusion

The mechanism of action of ECT underlying the
improvement in SSD and SD remains largely
unknown. In this study, ECT has been shown to
be effective in the treatment of SSD and SD.
Clinical relevance

The current case series continues to support
the use of ECT in SSD, particularly in refractory
cases with comorbid mood disorders.

NEUROPSYCHIATRIC SYMPTOMS IN
ANTI-NMDA RECEPTOR ENCEPHALITIS:
A CASE REPORT AND REVIEW OF THE
LITERATURE

Lead Author: Dennis Lester
Co-Author(s): Suzanne Holroyd, M.D.

SUMMARY:

NMDA receptor encephalitis is an autoimmune
or a paraneoplastic process that typically
presents with neuropsychiatric symptoms but
can lead to permanent neurological sequelae or
death if not treated promptly. It is associated
with antibodies toward the P1 subunits of the
NDMA receptors in the central nervous system
which are important for synaptic plasticity and
memory processes. This condition was first
described in 2005 in four females with
significant psychiatric symptoms and antibodies
for the hippocampal NMDA receptor. Patients
may present with hallucinations, delusions, and
behavioral disturbance, as well as cognitive
deficits, seizures, catatonia, dyskinesias,
speech problems, autonomic instability, and
coma. The disease typically affects adults, with
66%-80% of patients being female. Twenty to
fifty percent of patients are found to have an
underlying cancer which is usually an ovarian
teratoma, although testicular germ cell tumors,
Hodgkin's lymphoma, and small cell lung
cancers have also been reported. In males
however, an underlying tumor is less commonly
found. Severity of symptoms may not preclude
a poor prognosis, as patients make a full
recovery if the disorder is recognized and
treated quickly. The current treatment regimen
is steroids, plasmaphoresis and IVIG, followed
by immunosuppression if symptoms persist.
However, the interval between presentation and
treatment is often delayed.

In this case report, a 32-year-old male
presented with new-onset seizures and mental
status changes for one week duration.
Throughout a three-month hospital admission,



his mental status waxed and waned as
clinicians worked through a broad differential.
As the disease progressed, he became more
agitated and aggressive with auditory and visual
hallucinations, along with bizarre delusions,
requiring antipsychotic and other psychiatric
treatment. An initial EEG revealed diffuse
slowing at onset followed by temporal
localization. MRI showed temporal lobe
enhancement consistent with chronic meningitis
which lead to an initial working diagnosis of
HSV encephalitis. Steroids and acyclovir were
started. However, after HSV antibodies and a
lumbar puncture came back negative, the
differential diagnosis was expanded to include
autoimmune encephalitis and anti-NMDA
antibodies were found. The patient was given
IVIG as per the current treatment protocol.
Although the patient's mental status improved,
psychiatric and neurologic sequelae have
persisted.

Although anti-NMDA is the most studied
autoimmune encephalitis, there is still much to
be learned about  the presentation,
pathophysiology, epidemiology, and effective
treatment modalities. This case report and
literature review adds to the knowledge of this
uncommon but devastating neuropsychiatric
disease.

WERNICKE ENCEPHALOPATHY
FOLLOWING BARIATRIC SURGERY: A
CASE REPORT AND LITERATURE
REVIEW

Lead Author: Wynne Lundblad, M.D.

SUMMARY:

Background: Wernicke encephalopathy (WE) is
a neurological disorder caused by thiamine
deficiency and characterized by mental status
changes (confusion, amnesia, depression, or
psychosis), oculomotor changes, and gait
disturbances. Bariatric surgery is a known risk
factor for WE; its prevalence in this population is
unknown but has been estimated as 1 in 500
patients. Although WE usually develops within 9
months of surgery, there are case reports of
patients developing WE up to 20 years after
surgery. Screening for WE is not commonplace
in post-surgical patients, and thiamine is not a
standard post-operative supplement. Thiamine
supplementation has been recommended for
patients with rapid weight loss and frequent

vomiting, but this is not yet the standard of
care.

Objective: To present a WE case in the context
of the available literature focusing on bariatric
surgery patients and discuss the implications
for identification and treatment of patients at
risk for WE.

Case: Ms. S is a 53 year old woman who
presented with psychosis fourteen months after
her Roux-en-Y surgery. Her symptoms did not
respond to several antipsychotics, and she was
committed to a state hospital for several
months. She was subsequently hospitalized
several more times, with one additional state
hospitalization. Several years later, she was
involuntarily admitted to a psychiatric hospital
after assaulting a nurse. On admission, she
believed that she was pregnant with twins
despite having had a hysterectomy, and that her
shoulder was broken and sticking out of her
skin. At that time, she was also found to have
executive and memory impairment, peripheral
neuropathy, a wide-based ataxic gait, and
horizontal nystagmus. A review of the medical
record indicated that she had experienced rapid
post-surgery weight loss and had a long history
of dumping syndrome. Review of the bariatric
surgery psychological evaluation, as well as
collateral information from friends and family,
confirmed that she had no psychiatric pathology
prior to her gastric bypass surgery. Ms. S. was
treated with high-dose parenteral thiamine for
10 days, with complete remission of psychotic
symptoms and incomplete resolution of
cognitive symptoms.

Conclusion: Wernicke Encephalopathy should
be considered and a targeted clinical exam
performed in patients with a history of gastric
bypass who present with neuropsychiatric
disturbances.

A SHOCK IN TIME: DEJA VU
FOLLOWING ELECTROCONVULSIVE
THERAPY

Lead Author: Ashley J.B. MacLean, B.Sc., M.D.

SUMMARY:
Background
Well-known side effects of Electroconvulsive
Therapy (ECT) include amnesia, cognitive



dysfunction and cardiovascular and respiratory
complications (1). However, déja vu following
ECT and the underlying mechanism has not
been well studied.
Methods
A case of persistent déja vu following ECT
treatment for depression is discussed. The
literature on the side effects of ECT, identified
by a PUBMED search, using the key words,
electroconvulsive therapy, side effects, déja vu
is reviewed.
Results
Patient is a 31-year-old male, previously
diagnosed with major depression, who
underwent 11 ECT sessions after failing to
respond to different pharmacological agents.
Patient subsequently developed déja vu; feeling
that many of the experiences he was going
through had occurred in the past.
Discussion
There have been no prior case reports in the
literature of déja vu following ECT. However, an
Internet search using the words ECT and déja
vu brings up several discussion boards where
patients have expressed experiencing déja vu
following ECT. This would suggest that the
phenomenon is not as rare as its scarce
reporting in medical literature would lead one to
believe.  The mechanism of action of ECT is
unclear. However, in bitemporal lobe ECT,
electric current is passed across the temporal
lobes. It is well known that déja vu is seen in
temporal lobe seizures as well as a
phenomenon that occurs in the general
population (2). Thus, it can be postulated that
déja vu following ECT is related to seizure
activity induced in the temporal lobes. In an
article by Spatt J (2002), he argues that déja vu
is the "result of a false activation of connections
between mesiotemporal memory structures and
neocortical areas directly involved in the
perception of the environment." According to
this theory, "déja vu experiences reflect an
inflexible parahippocampal recognition memory
system, responsible for feelings of familiarity,
working in isolation while the more flexible
hippocampal recall system is not involved."
Further electrophysiological studies involving
epileptic patients will help elucidate the specific
brain regions involved (3).

Conclusion

This case report serves to illustrate déja vu as
a side effect of ECT. The underlying
mechanism for ECT induced déja vu is unclear

thus, further studies are warranted with the
hope that a greater understanding into the
etiology of ECT induced déja vu will provide us
with answers on how to prevent it or minimize
ECT induced memory impairment in general.
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PALIPERIDONE PALMITATE INDUCED
RETROGARDE EJACULATION: CASE
REPORT AND REVIEW OF LITERATURE
Lead Author: Rohit Madan, M.D.

Co-Author(s): Varun Monga, M.D; Rahul
Sharma, MD; Robert J. Langenfeld, MD; Sriram
Ramaswamy, MD;

SUMMARY:
Introduction: Paliperidone palmitate is a long
acting intramuscular formulation of

paliperidone, anactive metabolite of risperidone.
Paliperidone palmitate is FDA approved in the
acute and maintenancetreatment phases of
schizophrenia in adults. Sexual side effects
observed with it include amenorrhea,erectile
dysfunction, galactorrhea, gynecomastia and
irregular menstruation. The package insert of
Paliperidone palmitate does state retrograde
ejaculation as potential reproductive adverse
effect.

To the best of our knowledge there have been
no published reports of retrograde ejaculation
with  oralpaliperidone or its injectable
formulation. We report a case of retrograde
ejaculation with paliperidonepalmitate therapy.
Case Report: Mr. A, a 25-year-old male with
schizophrenia, paranoid type was admitted to
theinpatient unit for worsened psychosis. His
past medical history and substance history were
not

significant at the time. His home medications
included Olanzapine 20 mg and Bupropion 150
mg. Sincepatient had an extensive history of
inpatient psychiatry hospitalizations triggered by
poor medication adherence, a decision was
made to start him on long acting injectable
antipsychotic medication.



Paliperidone palmitate was started and within
weeks his psychosis was much improved. He
was maintained on 156mg dose per month.
Within a month of starting Paliperidone
palmitate, he began to

experience difficulty ejaculating with very little
or no ejaculate at all. Prolactin levels were 42.6
ng/ml (Normal Range 2.6-13.1 ng/ml). Since his
quality of life was being significantly affected by
his inability to ejaculate, a decision to taper
Paliperidone palmitate was made. Tapering off
was done over a period

of about 3 months and patient began to report
return of normal ejaculation as early as we
reached a

dose of 39mg/day. His Prolactin levels a month
after stopping the last Paliperidone palmitate
injection

of 39 mg were 29.7 ng/ml.

Discussion: There are several case reports of
Risperidone induced retrograde ejaculation. It's
actually

very much expected that Paliperidone being
active metabolite of Risperidone have similar
side effectprofile including retrograde
ejaculation. Postsynaptic antagonism of the
alpha 1 adrenergic receptor has been
implicated in inducing retrograde ejaculation by
altering the sympathetic tone of the bladder or
urethral sphincter. In our patient, theprompt
resolution of his retrograde ejaculation with a
dosage decrease, with prolactin levels still being
higher than normal does correspond with the
understanding that Retrogarde ejaculation is the
result of postsynaptic antagonism of the alpha 1
adrenergic receptor rather than rather than
direct reflection of hyperprolactinemia.

Based on the above case, in addition to other
reported sexual adverse events with
paliperidone, it is important to keep in mind that
paliperidone can induce retrograde ejaculation.

USE OF DRONABINOL IN A CASE OF
HUNTINGTON'S PSYCHOSIS

Lead Author: Kari Malwitz, M.D.
Co-Author(s): Garima Singh, M.D., Amanda
Harrington, M.D.

SUMMARY:

Use of Dronabinol in a Case of Huntington's
Psychosis

Introduction

Literature reveals the biology of the cannabinoid
system may provide benefits in the treatment of
neurological disease, notably the slowing of

progression in neurodegenerative disorders
such as Huntington's Disease (HD).

We present a case of psychosis due to HD
wherein dronabinol was approved for use for
neuroprotection, mood and appetite.

Case

This is a case of a 46 year old male with a
history of psychosis due to HD who was
admitted to the hospital for medication
management and treatment of his psychotic
symptomatology. He endorsed having auditory
hallucinations and delusions that the Holy Spirit
was instructing him to not eat food and not
bathe. He also had poor sleep, hygiene, oral
intake, had significant agitation and was often
isolative. His medication regimen consisted of
several antipsychotic medications- paliperidone
palmitate [234 milligrams (mg) intramuscular
(IM) followed one week later by 156 mg IM], oral
haloperidol 5 mg twice daily and one month
prior to this he had received injections of
haloperidol decanoate 200 mg IM and
olanzapine pamoate 405 mg IM, one week
apart. Despite this, he frequently required as
needed medications for his agitation.

A request was placed to the pharmacy for
approval of dronabinol for neuroprotection,
mood and appetite. After approval, a starting
dose of 2.5 mg oral, three times a day with
meals was started. He was noted the following
day to be mellow, in terms of mood and affect.
Two days after initiation of dronabinol, he was
more polite, eating more of his meals, and was
quieter on the inpatient unit. He became more
aware of his personal hygiene and was less
isolative. Three days after initiation, his mood
was markedly improved, he was considered to
be pleasant and bright, and was eating more
resulting in a three pound weight gain for that
week. By day 5, there was a continuing
improvement in mood and affect with less
irritability, less labile moods, and his attention
span continued to show improvement. His
hygiene and appetite were deemed adequate.
Discussion

Studies have demonstrated a loss of
cannabinoid CB1 receptors in the postmortem
basal ganglia of patients affected by HD. One
study reported an increase in endocannabinoid
activity allowed an activation of the remaining
population of CB1 receptors, resulting in a
significant improvement of motor disturbances
and neurochemical deficits in HD.

Although studies have shown cannabinoid-
mediated increases in CB1 levels could reduce



the severity of some molecular pathologies
observed in HD, there is limited literature and
research on the subject. Further investigation of
this topic is warranted.
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RESTRAINT IN THE USE OF
RESTRAINTS: A CASE OF DELIRIUM
AND A DISCUSSION OF CLINICAL AND
ETHICAL CONSIDERATIONS IN THE USE
OF MULTIMODAL RESTRAINTS

Lead Author: Jed P. Mangal, B.S., M.D.
Co-Author(s): Hanna Zembrzuska M.D.

SUMMARY:

Delirium is a psychiatric syndrome that is
common among hospitalized patients,
especially among elderly and critically ill
patients with estimated prevalence of 15%-55%
and 30%-80%, respectively. Delirium has many
causes and is likely multifactorial, leading to a
poor understanding of the physiology of the
disease. However, it is known that the
development of delirium has impacts on patient
outcomes, leading to the development of
permanent cognitive impairment and increasing
mortality 3 to 5 fold.

A 75 vyear-old male with stage IV lung
adenocarcinoma and peritoneal carcinomatosis
presented with shortness of breath, abdominal
pain, and disorientation. He was found to be
febrile, tachycardic, tachypneic and
hypotensive. On exam, patient was oriented to
name but needed frequent reorientation and
appeared somnolent at times. His abdomen
was distended, tense, and diffusely tender with
a positive fluid wave. He had no abnormalities
on neurologic exam, although he had difficulty
with commands. Laboratory and other
diagnostics were significant for leukocytosis,
metabolic acidosis, lactic acid level of 4.7 and
peritoneal fluid WBC count 1057. He was
diagnosed with septic shock and delirium and
admitted to the ICU for volume resuscitation,
blood pressure and respiratory support, and
started on intravenous Piperacillin/Tazobactam.

In the first 24 hours of admission his fever and
abdominal pain improved, however his
hypotension and altered consciousness
persisted. He frequently removed supplemental
oxygen, argued with nursing staff, and tugged
at intravenous lines. He required frequent
attention from nursing staff overnight, who
placed the patient in mittens and wrist cuffs.
The patient became increasingly agitated
overnight until nursing requested Lorazepam as
needed for chemical restraint in addition. At this
time, the patient was started on low dose
haloperidol with improvement of his agitation.
The patient's condition improved greatly over
his remaining admission, haloperidol was
discontinued and he was discharged home.
Management of delirium usually involves non-
pharmacologic measures, including sleep
hygiene, frequent reorientation, familiarizing
environment and mobilization, and can require
antipsychotic medications. The use of physical
or chemical restraints is not recommended in
delirium unless the patient is at high risk for
harm or violence. However, the prevalence of
restraint use in critical care patients is estimated
to be 13.6%. Key ethical concerns of restraint
implementation include violating the patient's
right to autonomy, causing harm to the patient
by restraining them, and weighing the benefits
of restraint versus no restraints. The early use
of antipsychotics in delirium has been shown to
reduce the prevalence of restraint use, which
can help to avoid the risks of restraining
delirious patients but is not without risk itself.
These issues are well described in nursing
literature, however an increase in physician
awareness is needed.

A MORE TOXIC ALCOHOL: A CASE
EXAMPLE OF UNIQUE CNS EFFECTS
FROM RECURRENT ISOPROPANOL
ABUSE

Lead Author: Rabeea Mansoor, M.D.
Co-Author(s): Katy Lalone, M.D.

SUMMARY:

Background: Isopropyl alcohol is an inexpensive
commercial product readily available as
"rubbing alcohol" and an ingredient in many
household cleaning products. Intentional
ingestion of isopropanol occurs in severe
alcoholics who substitute it for ethanol when the
latter is unavailable.Significantly more potent
than ethanol, ingestion of only 20 mL causes



intoxication, while 200 mL can cause coma or
death[1].Peak serum levels are achieved in an
hour of ingestion, producing twice the
neurologic depression as ethanol at comparable
levels; however, its long-term effects are poorly
understood. We present a case of chronic
isopropanol abuse in a known alcoholic who
demonstrated unique clinical and
neuroradiologic findings.

Methods:A 65 year old male with a 30 year
history of alcoholism and chronic isopropanol
abuse presented after ingestion of rubbing
alcohol with elevated isopropanol and acetone
levels and a neurological exam remarkable for
significant tremor, ataxia and dysmetria with
noted cognitive impairment.MRI findings
present for over a decade prior showed
cerebellar atrophy with severe vermal atrophy,
consistent with our clinical findings. To better
quantify the epidemiology of chronic
isopropranol abuse, we contacted CDC, poison
control, and NIAAA. We conducted a literature
search to examine the relationship between
chronic isopropanol abuse and the neurologic
findings in our patient and compared these
images to those of chronic ethanol abusers.
Results:The National Poison Data system
reported 17,419 exposures to isopropanol and
isopropanol containing products in the US in
2012[2],but no data about the prevalence of
isopropanol abuse. Literature review revealed
case reports of acute toxicity, but limited data
on chronic effects or neuroradiologic correlates.
Chronic alcoholism causes generalized atrophy
of the cerebral cortex, with notable frontal lobe
changes and diffuse cerebellar atrophy, which
was clearly discrepant from MRI findings of our
patient, suggesting an alternate mechanism.
Discussion:Given the more toxic profile of
isopropanol compared to ethanol, it s
reasonable to suspect that its habitual abuse
can cause neurologic damage in specific brain
regions. While this is only one case example
and there are many confounding factors to
consider, we suspect that this patient's chronic
isopropanol use led to more severe vermal
atrophy than would be expected in alcoholism
alone.

Conclusion:To date, the unique neuropathologic
effects associated with chronic isopropanol
abuse have not been clearly established.Given it
is readily available and toxic in small
amounts,we propose that further large-scale
investigations are needed to clarify the
pathologic changes due to its chronic abuse

and its neuroimaging correlates to enable early
diagnosis and prevention of its neurologic
sequelae.

Ref:1.Zaman F,et al.,Isopropyl alcohol
intoxication, Am J Kid Dis.2002 Sep;40(3)
2.Slaughter RJ, et al.,lsopropanol poisoning,
Clin Tox 2014,52,470-478

TREATING PSYCHOSIS IN A PATIENT
WITH PARKINSON'’S DISEASE

Lead Author: Michael Marcus, M.D.
Co-Author(s): Sean Minjares, M.D., Geoffrey
Phillips, M.D.

SUMMARY:

Introduction

Parkinson's Disease Psychosis (PDP) is a
"syndrome of psychotic symptoms present
continuously or intermittently over the course of
a month in someone with idiopathic Parkinson's
Disease who has no primary psychotic
process." Some patients with PDP may have
dementia, and some may take antiparkinsonian
medications. In some instances, PDP s
attributable to antiparkinsonian medications.
PDP represents a challenge for providers due to
antipsychotic  selection. Current evidence
suggests clozapine and quetiapine are both
effective in treating PDP. Using this evidence,
the authors of this case report present a patient
with  PDP who was treated with clozapine
initially, and later quetiapine.

Case

The patient is a 65 year old male with
Parkinson's Disease, PDP, and major
neurocognitive disorder who was admitted to
the inpatient psychiatric unit after he wandered
from his home and had anger outbursts. He was
continued on his antiparkinsonian medications
including carbidopa 25 mg/levodopa 100 mg
QID, ropinirole 2 mg TID, and rasagiline 1 mg
daily. While on the inpatient unit, he displayed
psychosis including visual hallucinations and
disorganized speech. Due to continued
psychosis, the patient was started on an
antipsychotic. After ensuring his baseline labs
were within normal limits, clozapine was started
at 12.5 mg and this was gradually increased
over multiple days to 37.5 mg. While the
patient's psychosis appeared to improve
gradually with this medication, he developed
consistent tachycardia. As such, his clozapine
was gradually tapered off. Due to the concerns
that his antiparkinsonian medications could be
worsening his psychosis, neurology was



consulted to assess for the possibility of
decreasing his dosages of these medications.
Neurology recommended that the patient
continue rasagiline 1 mg daily, but to lower the
carbidopa/levodopa to TID and the ropinirole to
BID. After making these changes and
discontinuing clozapine, the patient was started
on quetiapine 12.5 mg TID. The patient showed
good response to this dose and as such, the
dose was increased to 12.5 mg QID. However,
the patient had too much sedation during the
day from this dose and as such, the evening
doses were combined such that the patient
received 12.5 mg QAM, QPM and 25 mg QHS.
The patient's psychosis gradually improved with
the quetiapine and he was discharged.
Discussion

The patient's psychosis appeared to improve
with dose reductions of his antiparkinsonian
medications as well as with clozapine and
quetiapine; however, the patient was unable to
tolerate the clozapine due to his tachycardia.
Per the American Academy of Neurology (AAN),
clozapine is deemed "probably" effective for
PDP whereas the AAN states that quetiapine is
"possibly" effective for PDP. Therefore, in
patients with PDP, careful attention should be
paid to the choice of antipsychotic as well as
the patient's antiparkinsonian regimen.

COMORBIDITY BETWEEN BORDERLINE
PERSONALITY DISORDER AND EATING
DISORDERS: A CASE REPORT

Lead Author: Marianne L. Martins

Amanda D. Machado, Carla M. F. Dias, Kenia
K.F. Nascimento, Samara A. F. Aradjo, Tatiana
T.T.G.M. Lourenco, M.D. Ph.D.

SUMMARY:

Introduction: The presence of eating disorders
is frequent among patients with some
personality disorders, especially borderline,
histrionic and anancastic (Martins and Sassi,
2004). These comorbidities have been
investigated during the last decades, due to
their impact on the approach and treatment of
the patients.

The following is a case study of a female patient
with Borderline Personality Disorder (BPD),
suffering from Anorexia Nervosa
binging/purging type. Eating disorders can hold
traces of BPD, especially concerning the
impulsivity features they have in common.
However, it is an often neglected comorbidity,

which supports the relevancy of this case's
description.

Case Description: A fashion student patient,
female, single and aged twenty-seven, was
voluntarily committed after a suicide attempt.
After a breakup of a three-year relationship, she
related ideations and plans of suicide. Since
then, she's been presenting dissociative
escapes and childlike behavior. The patient has
had eight previous institutionalizations due to
other suicide attempts and acute anorexia
complications. At the age of fifteen, she started
with purging behavior such as ingesting
shampoo, laxatives and diuretics; nowadays,
she also refuses to ingest solid food. She
denies substance use and sexual abuse in the
past.

Discussion: The patient presents important
characteristics that point to a diagnosis of BPD.
The traces of impulsivity can be described in
her binge-eating behavior and suicidal
tendencies. In addition, an affect instability
concerning the other patients in the ward was
observed, especially anger. The dissociative
symptoms also suggest a BPD.

Studies comparing the prevalence of personality
disorders among patients with eating disorders
show that BPD was the most prevalent in
patients with  Anorexia nervosa binge-
eating/purging type and bulimia nervosa.
(Sansone et al, 2005) Moreover, other studies
demonstrate that eating disorders were more
prevalent between female patients with BPD
than female patients with other personality
disorders. (Zanarini et al, 2004).

These data corroborate the case presented,
which consists of the most common
comorbidity's presentation.

Conclusion: It was observed that some types of
personality disorders, especially BPD, tend to
be more frequent among patients with eating
disorders. It is very important for the clinicians
to take this comorbidity into account, due to its
implications on the evaluation and prognosis of
their patients.

POST-TRAUMATIC STRESS AND
GROWTH IN MEDICAL STUDENTS
AFTER NATURAL DISASTERS IN
FUKUSHIMA, JAPAN AND NEW YORK,
USA

Lead Author: David S. Anderson, B.A.
Co-Author(s): Phoebe Prioleau, M.P.H, M.Phil,
Shohei Andoh, Yu Naruse, Hideharu Sekine,



M.D., Ph.D., Robert Yanagisawa, M.D., Craig
Katz, M.D.

SUMMARY:

The March 2011 "triple disaster" (earthquake,
tsunami, and nuclear accident) had a profound
effect on Japan's northern prefectures.
Students at Fukushima Medical University were
involved in responding to this extraordinary
event and providing aid to survivors. A year and
a half later, when Hurricane Sandy hit New York
City, medical students from the lcahn School of
Medicine at Mount Sinai helped with the
hospital response and volunteered in hard-hit
areas. Other studies have looked at the
psychological response of workers and
volunteers to both 3/11 and Hurricane Sandy,
but none focused exclusively on medical
students. We aim to shed light on the ways in
which physicians in training are affected by a
large-scale disaster.

We distributed a survey to all 705 currently-
enrolled medical students at Fukushima Medical
University and collected 494 responses
(response rate: 70%). This survey assessed the
nature of students' involvement with the 3/11
disaster as well as their post-traumatic
symptoms and growth using the Davidson
Trauma Scale and Posttraumatic Growth
Inventory. We are administering a similar survey
to Mount Sinai medical students this fall to
assess their involvement with volunteer efforts
after Hurricane Sandy, and will integrate the
results of both surveys. Modeling our analyses
on a similar study conducted with Mount Sinai
students after the September 11, 2001 attacks
in New York, we will examine the multifactorial
nature of students' symptoms and the effects
that different levels of personal connection to
the disaster, involvement in the relief efforts,
and sociodemographic factors such as gender
and age have on students' symptoms and post-
disaster growth.

SYNTHETIC MARIJUANA INDUCED
PSYCHOSIS: A CASE REPORT
Lead Author: Gloria R. Martz, D.O.

SUMMARY:

Synthetic marijuana induced psychosis is a
growing phenomenon among adolescent and
adult males in the United States. Many forms of
the substance known as "Spice" or "K2" are
legal and available for purchase. A case is
presented of a 21 year old Caucasian male

admitted to a state inpatient psychiatric facility
for symptoms of parancia and psychosis
following the use of synthetic marijuana. This
case report focuses on the epidemiology,
pathophysiology, presentation, and
management of synthetic marijuana induced
psychosis.

NEW ONSET PSYCHOSIS AND
SEIZURES: A CASE REPORT OF NMDA
ENCEPHALITIS

Lead Author: Anu Mathur, M.D.

Co-Author(s): Sarah M. Fayad, M.D., Almari
Ginory, D.O.

SUMMARY:

Introduction

Anti-NMDA receptor encephalitis is identified as
a cause of autoimmune and paraneoplastic
encephalitis. It has been associated with
tumors, however, there are cases with no
detectable tumor. The prodromal phase
includes fever, malaise, headaches, nausea,
vomiting, and diarrhea. Patient's then develops
neuropsychiatric symptoms including
psychosis, aggression, apathy, depression,
catatonia, seizures, abnormal movements,
insomnia, autonomic instability, and memory
deficits. We present the case of a patient with
seizures, delirium, agitation and psychosis from
NMDA encephalitis.

Case Report

A 25 year old Caucasian male with history of
alcohol and cannabis abuse who was admitted
for seizures. For the last three years, he had
been drinking four 160z malt liquors a day, but
had endorsed quitting 2 weeks prior to
admission. His seizure onset and EEG were
both focal, suggesting a structural lesion in the
right hemisphere. MRI was negative as well as
CSF studies. During admission, patient
developed psychosis and was agitated. Initially
his symptoms were attributed to DT's (delirium
tremens) but symptoms persisted even after
several weeks of abstinence. Patient was on
lorazepam taper, which was difficult to wean
due to worsening agitation and delirium. Patient
had signs of autonomic instability including
hypertension and tachycardia, also had
recurrent episodes where he was severely
agitated. He had told nursing staff on one
occasion that he was a marine biologist and
that there were dolphins in the hospital room. A
paraneoplastic panel was sent due to persistent
psychosis and results came back positive for



autoimmune limbic encephalitis NMDA-R Ab.
Patient was started on IVIG and IV Solumedrol.
Malignancy work up including CT scan of chest,
abdomen and pelvis, and testicle ultrasound
were completed which were all negative.
Further EEG studies showed diffuse slowing
and generalized rhythmic delta activity plus
superimposed fast activity in the beta range
mostly over the bifrontal regions with the
appearance of delta brushes. Delta brushes on
EEG have been reported in anti-NMDA receptor
encephalitis.

Conclusion

The clinical picture was concerning for a
process other than DT's as the symptoms
persisted longer than the usual withdrawal
period. Also, the seizures from withdrawal
would not be expected to have focal features.
As neuropsychiatric symptoms persist, it is
important to consider further evaluation of
autoimmune or paraneoplastic limbic
encephalitis, which often does not have imaging
or CSF correlates. As symptoms may be
secondary to a tumor, malignancy work up is
crucial and monitoring continues for at least 5
years. African American females older than 18
years old have an increased likelihood of an
underlying tumor. Treatment includes tumor
resection and first-line immunotherapy including
corticosteriods and IVIG. For treatment resistant
patients, second-line immunotherapy includes
Rituximab  or cyclophosphamide or a
combination.

POST ORGASMIC ILLNESS SYNDROME
- APSYCHIATRIC OR MEDICAL
ILLNESS?

Lead Author: Askar Mehdi, M.B.B.S., M.D.
Co-Author(s): Adlitya Patel, M.D., Asghar
Hossain, M.D.

SUMMARY:

Post Orgasmic lliness Syndrome (POIS) a rare
disorder. It is thought to represent a spectrum
of syndromes with different etiologies. Literature
search was done to explore approach towards
such patients and work up required. We
conducted our search through PubMed and
articles from references. At our facility we came
across a 27 year old male, who was
experiencing symptoms of, anxiety, word
finding difficulty, weakness, myalgia, tinnitus,
cold intolerance, neuropathy, rashes, motor tics,
and occasionally sudden episodes of
breathlessness where he felt incapacitated.

Symptoms began after puberty but have been
more pronounced for last seven years during his
relationship. Patient reported prolong episodes
of illness directly after each orgasm that has
affected his functioning, his relationships and
inability to hold steady employment. Patient
was having feelings of hopelessness,
helplessness and severely depressed.
Subsequently was brought to emergency
department after aborted suicidal attempt.
Blood work, Urine toxicology and vitals were
with in normal limits. More studies are required
to substantiate its origin from immunogenic
reaction towards own semen or a psychiatric
disorder related to "dhat syndrome" with
intense anxiety or dysphoria following discharge
of semen. That will guide towards proper
treatment of such patients.

A 49-YEAR OLD WOMAN WITH
PSYCHOSIS ASSOCIATED WITH
HASHIMOTOAa€™S THYROIDITIS:THE
IMPORTANCE OF A
MULTIDISCIPLINARY TEAM APPROACH
WITH FAMILY INVOLVEMENT

Lead Author: Paroma Mitra, M.D., M.P.H.
Co-Author(s): Willy Philias, M.D., Erin Samuels,
M.D., Evaristo Akerele, M.D.

SUMMARY:

INTRODUCTION:-Thyroid disease has been
known to cause new onset mood and psychotic
symptoms in patients. There are very few
reported cases of Hashimoto's thyroiditis
associated with psychiatric disorders.

CASE:-A 48 year old woman without a previous
psychiatric history was brought into the
emergency room secondary to the sudden
onset of paranoia and religious preoccupation.
On initial evaluation the patient was described
as illogical and disorganized and presented with
pressured speech and flight of ideas. Initial
workup showed the presence of hypothyroidism
with increased Thyroid Stimulating Hormone
levels. Endocrinology was involved and based
on their recommendations the psychiatry team
obtained imaging studies. The studies showed
the presence of a multi-nodular goiter. The
patient was commenced on anti-psychotic as
well as mood stabilizer treatment.
Endocrinology recommended the use of
methimazole in addition to treatment given. The
patient's psychotic symptoms decreased



considerably and her mood symptoms began to
resolve. Further studies using Fine Needle
Aspiration Cytology showed Hashimoto's
thyroiditis. Eventually the patient's psychotropic
medications were tapered off and methimazole
was maintained.

CONCLUSION:- The case highlights the
importance of thyroid function tests especially
in the presence of sudden onset mania or
psychosis in women. A multidisciplinary
approach with necessary medical teams are
warranted for complete and accurate treatment
of patients with deranged thyroid profiles

ECT IN CLOZAPINE RESISTANT
SCHIZOPHRENIA

Lead Author: Varun Monga, M.D.
Co-Author{(s): Rohit Madan, M.D., Sriram
Ramaswamy, M.D.; Srinivas Dannaram, M.D.;
Robert Langelfeld, M.D.

SUMMARY:

Introduction: Treatment resistant Schizophrenia
presents a significant challenge to psychiatrists.
Despite the superior efficacy of clozapine in this
group of patients, a sizable number of patients
continue to experience significant positive and
negative symptoms with clozapine therapy. In
such cases, adding ECT to clozapine can be
helpful. ECT is most commonly used in the
treatment of severe depression. However, there
is data to suggest that ECT and antipsychotics
have synergistic effects. In addition to rapid
control of symptoms, ECT combined with
clozapine can help lower rates of polypharmacy
particularly since studies have found little or no
advantage of augmenting clozapine with
antipsychotics. There are no formal guidelines
regarding this approach. Combined ECT and
clozapine therapy can prolong seizure time and
increase risk for cognitive side effects. This can
pose a therapeutic dilemma for clinicians. We
report a case of a treatment resistant
schizophrenia on clozapine therapy successfully
treated with ECT.

Case Report: A 26 year old Caucasian male with
treatment resistant schizophrenia was on
clozapine therapy for 6 months. His other
medications included Paliperidone 9 mg a day,
Citalopram 40 Mg a day, Divalproex 1000 mg at
bed time and Lorazepam 1 mg three times a
day as needed. Despite an adequate trial of
Clozapine at therapeutic dose, the patient
continued to exhibit significant positive and
negative symptoms. He had auditory

hallucinations, paranoia, anhedonia, poor
hygiene, poor grooming and poor engagement
in social activities. There were no concerns
regarding medication compliance, drug use or
other medical issues. He was actively engaged
in a psychosocial recovery day program.
Despite psychosocial and psychotherapeutic
interventions, patient's condition did not
improve and in fact progressively worsened.
His wife left her job so that she could stay at
home and take care of her husband and kids.
After a careful risk and benefit assessment and
utilizing a shared medical decision making
approach, a decision to start ECT was made.
Divalproex was discontinued and Lorazepam
lowered with instructions not to take the drug
the night before ECT. After obtaining
appropriate medical clearance patient was
schedule for outpatient ECT. He received 9
bilateral ECT sessions over the course of 3
weeks. Patient reported jaw and leg pain post
procedure. He also reported short term
memory problems after the 7th treatment.
Significant improvement in negative symptoms,
positive symptoms and mood symptoms were
reported by 6th treatment. Seizure length was
not affected with this combination. Maximum
seizure length the patient had over the course of
treatment was 86 secs.

Conclusions: Clozapine and ECT treatment can
be effectively and safely combined despite the
risks involved. This strategy may be a good
option in patients with suboptimal response to
clozapine. We review the literature on initiating
ECT treatment in patients on clozapine therapy.

ACTH-PRODUCING PULMONARY
CARCINOID TUMOR PRESENTING AS
LATE-ONSET MANIA

Lead Author: Robert J. Morgan I, M.D., Ph.D.
Co-Author(s): Kemuel Philbrick, M.D.

SUMMARY:

Cushing's syndrome is an uncommon but well-
described cause of neuropsychiatric disorders.
Depression is the most commonly associated
psychiatric manifestation of Cushing's
syndrome, but manic episodes and psychoses
have also been observed and described.
Pituitary adenomas are the most common
cause of Cushing's syndrome generally, but
lung tumors are the most common cause of
Cushing's syndrome due to ectopic ACTH
production. Bronchial carcinoid tumors make up
approximately 1 to 2 percent of all lung



malignancies in adults, and approximately 1 to 2
percent of bronchial carcinoids are associated
with  Cushing's syndrome. Despite this
prevalence, to our knowledge there have been
no prior reports of bronchial carcinoid tumors
presenting with neuropsychiatric
manifestations.

Here, we present a case of a 56 year-old
woman with no prior psychiatric history who
presented with recurrent episodes of psychotic
mania without depression. She was treated
effectively with mood stabilizing antipsychotics.
She was subsequently noted to have refractory
hypokalemia and typical Cushingoid features
which ultimately led to a diagnosis of Cushing's
syndrome secondary to an ACTH-producing
bronchial carcinoid. Surgical excision of the
tumor led to resolution of endocrinological
markers of Cushing's syndrome, and the patient
was able to taper off of mood stabilizing
medications with no recurrence of mood
symptoms. We review her case as well as
diagnostic and prognostic considerations in
cases of ectopic ACTH production, particularly
in association with confounding findings in
patients with mood disorders.

REQUIP FOR A DREAM! A CASE OF
VIVID HALLUCINATIONS SECONDARY
TO ROPINIROLE

Lead Author: Sonia Motin, M.D.

Co-Author(s): Sonia Motin, M.D., Paul D
Harcourt, Brian Hays, D.O., Sara L Galdys,
Kathleen A. Gross, M.D., Michael Lieoman,
M.D., Tracey L Mersfelder, Pharm.D., Lorenzo
Zaffiri, M.D.

SUMMARY:

Introduction

Ropinirole is a dopamine 2/3 agonist that was
approved for restless leg syndrome (RLS) in
2005. Adverse events such as nausea, vomiting,
somnolence, and dizziness were reported in
over 5% of patients. More concerning are the
psychiatric side effects such as confusion and
hallucinations have been described in patients
with advanced Parkinson's disease. We report a
case of rapidly progressive perceptual distortion
associated with vivid hallucinations that
resolved with discontinuation of ropinirole.

Case Report

A 70-year-old female presented to the hospital
with a chief complaint of altered mental status
and hallucinations. Her medical history was
significant for diabetes mellitus type 2, frequent

urinary tract infections (UTI), vascular dementia,
depression and RLS. In the last three years her
mental status began to gradually deteriorate.
Correlating with this timeframe, she began
taking ropinirole 2 mg at bedtime in October
2009 for RLS with good compliance.

On admission, she was found to have a UTI and
bizarre  behavior characterized by vivid
hallucinations. Ciprofloxacin was initiated for
treatment of the UTI. All central nervous system
depressant drugs including ropinirole were
discontinued. A rapid improvement of clinical
condition and disappearance of hallucinations
were noted after the second day of
hospitalization. However, ropinirole was then
restarted based upon the patient's request
during the third night of hospitalization for her
RLS symptoms. The following evening
hallucinations and  psychotic = symptoms
returned. Ropinirole was again discontinued
and within 24 hours the hallucinations resolved.
Moreover, the patient's mental status
significantly improved following the addition of
quetiapine, a dopamine antagonist.

Discussion

Ropinirole is a dopamine agonist frequently
used to improve symptoms of RLS at night.
Despite several case reports describing
hallucinations with ropinirole use, a recent
meta-analysis of safety and tolerability of
ropinirole use in RLS did not suggest
hallucinations as a potential adverse effect.
However, a meta-analysis in Parkinson's
patients reported a relative risk of hallucinations
to be 2.84. Upon admission the patient's
symptoms were significant and could have been
accentuated by the presence of the UTI and the
concurrent use of ciprofloxacin, which increases
the serum concentration of ropinirole. We
believed that ropinirole  caused  vivid
hallucinations and progressive deterioration of
the patient's mental status. The results of the
Naranjo adverse drug reaction probability scale
related this case of hallucinations as "probable"
and a second challenge with ropinirole supports
our hypothesis. In addition, treatment with
quetiapine, a dopamine antagonist, induced a
significant improvement in the patient's
sensorium.

Conclusion

This case highlights the risk of vivid
hallucinations with the use of ropinirole in
patients not affected by Parkinson's disease.



THE DIAGNOSTIC TO IDENTIFY
PSYCHIATRIC MANIFESTATION OF

CHRONIC LYME DISEASE
Lead Author: Farha Motiwala
Co-Author(s): Fatima Motiwala, M.D.
Daniel Finch, M.D.

SUMMARY:

OBJECTIVE:

Our aim by presenting this case report is to
bring to awareness the psychiatric
manifestations of Lyme disease which can be
misdiagnosed as the primary mental iliness.

INTRODUCTION:

Lyme disease, the most prevalent vector borne
illness in United states has been an area of
interest for different clinical specialties due to
the wide range of symptoms caused by this
debilitating illness. The  neuropsychiatric
symptoms found in patients with chronic Lyme
include depression, sleep disturbances, fatigue,
and cognitive decline and are found to cause
significant morbidity. Studies show that
depression is common and was found in 26%
to 66% of the cases. Panic attacks, obsessive
compulsive  disorder, manic  symptoms,
personality changes, aggression, attention
deficit disorder and paranoid ideations are less
common psychiatric manifestations of this
illness. Dementia and hallucinations are the rare
psychiatric symptoms found in patients with
chronic Lyme.

CASE NARRATIVE:

We present the case of a 48 yo female with
past psychiatric history of depression and past
medical history of Lyme's disease for 4 years
and toxoplasmosis presented with chest pain
and feeling of having parasites in her skin and
eyes. Pt reported having chest pain since past
few weeks but worsened over the last 2 days.
Pt reported that parasitic infestation is causing
itching in her eyes. She reported she has been
treated for Lyme's disease for past 2 and half
years. Pt denied symptoms of depression but
reported poor sleep and appetite. Pt was
currently on Daraprim for toxoplasmosis. Past
medications included sertraline (SSRI) and
escitalopram but was not currently taking any
psychiatric medication. Pt was diagnosed with
delusional parasitosis. Pt was discharged to
home with outpatient psychiatric follow up
appointment as she denied threats to self or

others and also denied other psychotic
symptoms including auditory and visual
hallucinations.

DISCUSSION:

Cerebrospinal fluid (CSF) testing is important in
patients with neuropsychiatric manifestations.
CSF evaluation before the initiation of
antibiotics is important but negative results do
not rule out the neuronal damage caused by
lyme disease. Lymphocytic pleocytosis is
commonly found in early stages while late stage
can show elevated protein in CSF only.
Depression, psychosis, dementia and other
psychiatric illnesses are considered to have
inflammatory pathogenesis. Lyme disease is
linked with IL-6, IL- 8, IL-12, IL-18, and
interferon gamma.

Thus when treating psychiatric illnesses, it is
important to remember that Lyme disease can
have psychiatric manifestations. Successful
management of psychiatric symptoms including
depression, sleep disturbances and fatigue
leads to decrease in stress and helps recovery
from Lyme disease and improves overall
prognosis.

LONG TERM PATIENT IN ACUTE UNIT
Lead Author: Hala Moustafa, M.D.
Co-Author(s): Gayle Pletsch, M.D., Erik Kinzie,
M.D.

SUMMARY:

Background:

There has been massive cutting in the amount
of long term psychiatric beds lately with
initiating alternative programs like transitional
housing, day programming, vocational rehab
services, etc. Based on surveys of public
psychiatric beds, there were over 300 inpatient
psychiatric beds per 100,000 people in the
United States in 1955 compared to an average
of 17 beds in 2005.

Purpose:

Is the current number of long term beds
reasonable? Can the alternative programs
compensate for the current shortage in long
term beds?

Case:

Mr. J is a 40 year old severely schizophrenic
who was referred to a psychiatric facility from
jail. He was found to be markedly gravely
disabled with delusions and inability to maintain
his ADL's. Initially we could not find any of his



relatives or friends. After 63 days, we were able
to contact his foster father who reported that he
has not seen him in 15 years and denied any
legal or financial responsibility for him. The
patient failed pharmacological treatment
including 6 antipsychotics and developed
serious side effects. He was locked in an acute
psychiatric unit for 6 months, although this unit
is designed for 3-5 days stay, due to the
unavailability of long term bed. The psychiatry
team that managed the patient agreed that for
most of the time, the unit was just a safe place
for him to stay. Acute units are not designed for
the management of long term patients as they
lack the necessary long-term psychosocial and
psychotherapeutic interventions. Interestingly,
the cost for a 6 months hospital stay in the
acute psychiatric unit was $150,000, which
might be twice the cost of a bed in the long
term unit.

Discussion:

If the current number of long term beds is
reasonable and the alternative programs are
compensating the shortage, this patient should
have not been held in acute unit for 6 month. In
a survey ran by the Treatment Advocacy center
of 15 experts on psychiatric care regarding the
minimum  reasonable number of public
psychiatric beds needed for patients with
serious psychiatric disorders assuming the
existence of good outpatient programs. Almost
all 15 experts estimated a need of an average
50 public psychiatric bed per 100,000 people.
According to this, 42 of the states have less
than half the minimum reasonable number of
beds. Only Mississippi, achieves the minimum
standard. Other states like Nevada, Arkansas,
lowa, and Michigan have less than 20 percent
of the minimum number of beds needed.
Conclusion:

Cutting psychiatric hospital beds might have
saved the mental health system money in the
short term but will eventually increase the
overall cost by not treating mentally ill patients
or inadequately treating them by shifting care to
jails or other medical services like acute units
and emergency rooms.

References:

1.Torrey EF, Entsminger K, Geller J, Stanley J,
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HOW CAN WE HELP WHEN NOTHING
WORKS? - A CASE OF TREATMENT

RESISTANT SCHIZOAFFECTIVE
DISORDER: CASE REPORT AND
TREATMENT REVIEW

Lead Author: Munjerina A. Munmun, M.D.
Co-Author(s): Celia Varghese, M.D., Mitali
Patnaik, M.D.

SUMMARY:

INTRODUCTION: Schizoaffective disorder is a
serious mental illness with lifetime prevalence of
0.3%, exhibits both the signs of Schizophrenia
and mood symptoms. Being a life long illness it
can affect multiple areas of daily living, school,
work, social contact and relationships. Here we
will present a treatment refractory case for a
young female who almost killed herself.

CASE: 17 y o Caucasian female with history
Schizoaffective disorder,

bipolar type by history who have failed multiple
trail of medication including ECT. During the last
5 years, she had multiple hospitalizations and 4
serious suicide attempt secondary to psychosis
and aggression. Family reported 3 separate
occasions when she had seizure like activity
though subsequent EEG was inconclusive. She
would become nonresponsive approximately
once a week for 20-30 minutes, isolates herself
and during these episodes she also responds to
internal stimuli. She was engaged in self-
injurious behavior like hitting her head on the
wall, although she never had any recollection of
these episodes afterward. Initially she would
stop eating for days with poor ADL's due to
command AH, telling her not to eat. Patient
became very violent and physically aggressive
towards parents on many occasions.
Sometimes she is extremely paranoid during
psychotic phases when she avoids any eye
contact and scared of walking around in her
own house. She is polite, caring and attached to
her parents between episodes, despite being in
and out of the hospital she was able to have
good grades in school. No known sexual /
physical abuse or trauma. She had normal
developmental milestone and attended regular
school.

LABS/PAST TREATMENT: basic labs, CT (head
and abdomen), MRI, EEG, Lyme titer, CSF
analysis were all non -conclusive. Over the 5
years she has received multiple treatment
regimen including Clozapine 900 mg with out
any significant improvement of her symptom.
She received > 50 ECT in last one year,
following each ECT she was symptom free for



3-4 weeks. Neuropsychiatric evaluation was
done to rule out conversion/ somatization
disorder.

CURRENT TREATMENT: Lurasidone 40 mg,
Mirtazepine 15 mg, Clonazepam 1mg,
Benztropine 1 mg along with Psychotherapy.
DISCUSSION: The goal of this poster is to
review the atypical presentation of this young
female with treatment resistant schizoaffective
disorder who had made 4 serious suicide
attempts already. We also want to identify
possible differentials as well as diagnosis,
discuss treatment and review literature
regarding prevalence of treatment resistant
cases, epidemiology, relapse rate and
recommended treatment options for
Schizoaffective disorder.

RECURRENT RESPIRATORY
PAPILLOMATOSIS AND ITS EFFECT ON
DEVELOPMENT OF PSYCHIATRIC CO-
MORBIDITIES-A REVIEW OF THE
LITERATURE

Lead Author: Shazia Naqgvi, M.D.

Co-Author(s): Mahreen Raza, M.D., Humza
Haque, Grace lparraguire, Najeeb U Hussain,
M.D,

SUMMARY:

Objective:

Chronic medical conditions in children can often
hinder their personal development. Studies have
shown that somatic medical conditions are
correlated with a high likelihood of emotional
and behavioral problems. Also, the rate of
ADHD in children with chronic health issues was
twice as high as the normal population. The aim
of this case study is to find a link between the
patient's medical condition and possible
development of behavioral problems in order to
find effective therapy for the child's
development.

Case Report:

A 7 years-old Hispanic patient contracted HPV
from his mother during vaginal delivery. His
mother first sought medical evaluation when he
was 2.5 years old due to lack of speech. Results
indicated respiratory problems and slight
hearing loss that necessitated insertion of
tubes. When he was 3 years-old, medical
personnel found masses in his throat. The
patient had 19 surgeries to remove throat
obstructions since initial diagnosis through
February 2014. The patient's mother denied

behavioral problems during the patient's years
in pre-school. The mother noted developmental
difficulties, such as delayed reading, but the
findings were not significant enough to require
early intervention services. Persistence of this
issue until the age of four was observed through
the patient's difficulty with reading and
speaking, and complemented with verbal and
physical conflict with peers, preferred social
isolation, and difficulty sustaining attention and
controlling hyperactive impulses. At the age of
five, the patient was classified for behavior and
diagnosed with ADHD.

Conclusion:

The patient's chronic medical condition has
appeared to affect his lifestyle via discontinuous
education and primary focus on managing his
medical condition. Current studies show the
effectiveness in cognitive behavioral therapy in
managing troubling behavior in children with a
chronic medical condition. Secondary control
coping (adapting to source of stress) has also
shown effectiveness in children with chronic
medical conditions. All of these methods will be
considered for the patient's therapy on long-
term basis.

NEAR FATAL OVERDOSE FROM
ZOLPIDEM INDUCED COMPLEX SLEEP
BEHAVIOR

Lead Author: Ifeoma Nwugbana, M.D.
Co-Author(s): Amina Z. Alj, M.D., Prathila Narr,
M.D.

SUMMARY:

Zolpidem is a non-benzodiazepine of the
imidazopyramidine class widely used in treating
insomnia. It is popularly used because it has a
short half life, is very effective and has few side
effects. Some reports have been made of
complex sleep behaviors following the use of
zolpidem in a small number of patients.
Complex sleep behaviors are complex activities
that a person undertakes while in a sleep-like
state and for which the individual has amnesia
afterwards. These behaviors include sleep
walking, sleep related eating disorder and sleep
driving. In this case, we present a 42 year old
female patient who took a near fatal overdose
while under the influence of zolpidem. She
required treatment in the intensive care unit for
respiratory depression and acetaminophen
toxicity. This patient's presentation is unique
because she had no suicidal ideation prior and
subsequent to the overdose. Self harm behavior



following the use of zolpidem, a medication that
is widely believed to be safe, is underreported in
the literature. We aim to highlight this potentially
lethal side effect associated with its use. The
importance of medical practitioners educating
patients about side effects and monitoring for
them will be discussed.

A CASE REPORT OF ANTI-NMDA
ENCEPHALITIS AND REVIEW OF THE
LITERATURE

Lead Author: Christopher O'Connell, M.D.
Co-Author(s): Garima Singh, M.D., Muaid
lthman, M.D.

SUMMARY:

INTRODUCTION: Anti-NMDA encephalitis is an
autoimmune anti-body mediated attack on
NMDA-type glutamate receptors, which leads to
sudden behavioral change followed by
pronounced neurologic deterioration. The
classic presentation includes changes in
behavior and psychosis, followed by seizures,
autonomic instability, dyskinesias, and altered
consciousness with catatonic features. The
incidence is more common in young woman, up
to 50% of whom have an ovarian teratoma.
Anti-NMDA  encephalitis has a complex
presentation and remains a diagnostic
challenge requiring high clinical suspicion. We
present the case of a 20 year old woman, who
presented to the hospital with seizures,
paranoia and psychosis and was later found to
have Anti-NMDA encephalitis.

CLINICAL CASE: Ms. X is a 20 year old woman,
who was admitted to the Neurology service in
March 2014 and was consulted to Psychiatry
for evaluation of depression and psychosis. On
evaluation, the patient was disorganized,
confused and only limited information could be
collected form her. Collateral information was
gathered from her mother, which revealed the
patient had been functioning fairly well until
recently when she started having memory
impairment, behavior changes, hallucinations,
and decline in her activities of daily living,
preceded by a 3-4 month history of seizures.
The patient's mother described the patient as a
"typical teenager," who was happy, healthy, and
took care of herself, and who had no significant
history of depression, mental iliness, or memory
impairment prior to 4-5 months before
presentation. During her hospitalization, she
underwent an extensive medical work-up,
including EEG monitoring and several laboratory

and imaging studies. She was agitated and
combative towards staff and family members
and had breakthrough seizures on 2-3
antiepileptic medications. Quetiapine was
started and titrated to 100mg BID for mood
stabilization and psychosis with little benefit.
Work-up included a lumbar puncture, which
was positive for Anti-NMDA antibodies. She
received IVIg and steroids for 5 days. Ms. X's
neurologic and psychiatric symptoms improved
on immunotherapy and she was eventually
stabilized and discharged to a rehabilitation
facility after a 14 day hospitalization.
DISCUSSION: Anti-NMDA encephalitis is a
challenging disease because of its complex
presentation. Psychiatrists should have a high
suspicion for the disease in any young woman
presenting with abrupt seizures and behavioral
changes. Treatment includes IVIg and steroids
and evaluation and subsequent treatment for
neoplasm. The understanding of the exact
course and treatment of the disease continues
to evolve and more research is needed.
REFERENCES:

Chapman, et al. Am J Psychiatry 168:3, March
2011.

Kayser, et al. Am J Psychiatry 2010; 167:1039-
1050).

Kayser, et al. J Neuropsychiatry Clin Neurosci
23:1, Winter 2011.

Mann, et al. J Neuropsychiatry Clin Neurosci
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CAN’T IT BE BOTH? THE CHALLENGES
OF DIAGNOSING AND TREATING
PANDAS IN THE SETTING OF AN
UNDERLYING CONVERSION DISORDER:
A CASE REPORT

Lead Author: Christopher F. Ong, M.D.
Co-Author(s): Donevan Westerveld B.S.,
Jonathan Browning B.S., Almari Ginory D.O.,
Sarah M. Fayad, M.D.

SUMMARY:

INTRODUCTION: The term PANDAS (Pediatric
autoimmune neuropsychiatric disorder
associated with  streptococcal infections)
describes a clinical phenomenon in which an
antecedent Group A streptococcal (GAS)
infection subsequently leads to rapid onset
emergence of obsessive compulsive and/or tic
disorder symptoms. Prevailing theory states
that an aberrant immune response to GAS
antigens causes an autoimmune reaction



towards the basal ganglia, resulting in
symptoms such as obsessions, compulsions,
motor stereotypies, and movement disorders.
Numerous treatments such as antibiotics,
plasma exchange, intravenous immunoglobulin
(IVIG), antidepressants, and antipsychotics have
been discussed and researched to a limited
extent.

CASE REPORT: We present the case of a 10-
year-old male who presented with symptoms of
abdominal pain, vomiting, diarrhea, and an
unremitting guttural tic. This severe, low-pitched
tic would occur incessantly at a rate of 15
grunts per minute even while the patient was
eating or talking and would only cease when he
went to sleep. He was originally diagnosed with
viral gastroenteritis and initially responded well
to a 7-day course of amoxicillin. However,
following completion of antibiotic treatment, the
epigastric pain and guttural tic resumed with an
additional symptom of new onset motor
immobility, specifically an inability to move any
muscle below his chin. A medical work-up
evaluating for causes of acute onset tics and
motor paralysis such as Anti-NMDA Receptor
Antibody Encephalitis, Acute Disseminated
Encephalomyelitis, Acute Intermittent Porphyria,
Thyroid Disease, Celiac Disease, Whipple's
Disease, Lupus, and Guillain-BarrA© Syndrome
came back negative. Based on the negative
medical work-up, an abnormal anti-streptolysin
titer of 282, as well as no personal or family
history of a comorbid psychiatric disorder, the
patient was given a provisional diagnosis of
PANDAS. Trials of guanfacine, amoxicillin,
risperidone, and IVIG were initiated, however
the patient experienced no improvement until
he was started on clonazepam. As the patient's
tics improved (down to 12 grunts per minute)
and as he slowly gained limited range of motion
in his truncal and lower extremity muscle
groups, the patient's mother noted an incident
where he unexpectedly moved his arms
towards his chest. When his mother vocalized
her excitement at his sudden improvement, the
patient immediately dropped his arms and lost
motor strength throughout all muscle groups
once again. Based on that incident, a diagnosis
of Conversion Disorder was made in addition to
his current diagnosis of PANDAS.

CONCLUSION: As we continue to better define
criteria for more accurate diagnoses of and
treatments for PANDAS, one should always be
cognizant of comorbid psychiatric conditions

that can blur the clinical presentation and make
treatment of this rare phenomenon even more
challenging, especially given the unique
challenges of interviewing a pediatric patient.

A RARE BUT DANGEROUS SIDE EFFECT
TO A COMMON MOOD STABILIZER

Lead Author: Joseph Otonichar, D.O., M.S.
Co-Author{(s): Michael Heck, D.O., Nassima Ait-
Daoud, M.D.

SUMMARY:

BACKGROUND:

Anemia and leukopenia are well-known side
effects of carbamazepine, but drug-induced
immune thrombocytopenia (DIT) is much rarer.
The frequency of carbamazepine induced
thrombocytopenia is not well defined and a
literature review reveals few published cases,
with only 12 cases known as of 1990. DIT was
first recognized about 150 years ago with
exposure to quinine. Caused by drug-induced
antibodies, it differs mechanistically from
idiopathic thrombocytopenia. The hallmark of
DIT is antibody-to-platelet binding only in the
presence of the sensitizing drug; therefore,
treatment is discontinuation of the offending
agent. During initial exposure, it usually requires
5 to 7 days exposure to produce sensitization.
CASE:

A 42 year old male with a history of bipolar
disorder type |, alcohol abuse, generalized
anxiety disorder, hypertension, type 2 DM, and
dyslipidemia pages the on-call psychiatry
resident complaining of a rash that started
earlier in the morning. He describes the rash as
“red dots the size of a pin" that began on his
feet and have since spread to his chest and
arms. He denies pruritus, bruising, or pain. The
patient reports that he has been taking
quetiapine long term and that about two weeks
ago his psychiatrist changed his mood stabilizer
from divalproex sodium to carbamazepine
200mg BID. He reports that he took his
carbamazepine initially for about one week and-
after running out of the medication for several
days-resumed his carbamazepine just two days
ago.

The on-call psychiatry resident advised the
patient to present to the emergency department
where he was found to have undetectable
platelet levels in his serum (<10,000/mm3) with
CBC and BMP otherwise within normal limits.
Three weeks earlier, his platelet count was
370,000/mm3. In the ED, the patient



complained of headache and bleeding gums.
He was found to have a petechial rash over his
feet, lower legs, distal arms, chest and upper
back. A head CT was obtained and revealed no
intracranial bleed. He was admitted to the
general medical service for three days and seen
by the hematology consult service. His
carbamazepine was discontinued and he
received four units of platelets. He was treated
with a three day course of prednisone before
being discharged home with a platelet count of
33,000/mm3. He was diagnosed with
carbamazepine-induced thrombocytopenia and
his platelet level normalized two weeks after
carbamazepine discontinuation.

DISCUSSION:
Herein is a case of a patient who was started on
a carbamazepine and subsequently

experienced an undetectable platelet count.
This life threatening side effect could have been
missed as the patient was in no distress. This
case highlights the importance of educating
patients about rare adverse events so they can
be recognized and reported promptly. On the
Naranjo Algorithm probability scale, it is
probable (Level Il evidence) that this patient's
thrombocytopenia was induced by
carbamazepine.

A CASE OF ULTRARAPID
NEUROCOGNITIVE DECLINE
Lead Author: Nishant Parikh, M.D.

SUMMARY:

Patient J was a 77 year old woman who
ultimately died from a rapidly progressive
dementia (RPD). A HerA complicated hospital
course is a microcosm of the ~5000 cases/year
of RPD, their associated prolonged hospital
courses and often costly diagnostic processes.
A Patient J had a family history of Alzheimer's
dementia, a complicated past medical history
including type Il bipolar disorder, insulin-
dependent diabetes, hypothyroidism, breast
and lung cancers in remission but no previous
history of neurocognitive disorder. A She had an
abrupt 3-week-long rapidly worsening
emotional lability, pressured incoherent speech,
poor memory, paranoia and hallucinations with
the most precipitous decline in the week prior to
her initial psychiatric admission. Folstein MMSE
had decreased from 28 (recorded 2 months
prionA to 14. Initially, her symptoms suggested
a mixed manic episode but her exam was also
significant for cogwheel rigidity, waxing/waning

consciousness and MRI findings of temporal
lobe atrophy and microhemorrhages. Her
hospital course was complicated by toe
cellulitis and fluctuating blood glucose. After
discharge to a SNF with a diagnosis of delirium
from diabetic foot ulcer and dementia NOS, she
was admitted 2 months later for further
worsening of mental status and was initially
admitted to general medicine, then psychiatry,
transferred back to medicine due to concern for
sepsis, then transferred to neurology for a RPD
workup. A comprehensive workup included
negative HIV, hepatitis panel, ANA, ESR, CRP,
ENA, vitamin B12, thiamine, TSH, folate, RPR,
TPO antibody, CSF paraneoplastic panel, 14-3-
3 and NMDA receptor ab. Repeat MRI showed
mid cerebral volume loss and severe white
matter disease as well as subcortical
microhemorrhages and EEG showed moderate
encephalopathy of non-specific etiology.
Neurosurgery declined brain biopsy, given risks.
She was ultimately given a trial of high dose
steroids to empirically treat amyloid angiopathy,
which resulted in little improvement. Patient J
was transferred to hospice care where she died,
within 5 months of her first symptoms. Autopsy
studies confirmed Alzheimer's disease and
cerebral amyloid angiopathy.

Important in the evaluation of RPDs is to rule
out infectious, endocrine, immunologic,
neurologic, neoplastic and toxic-metabolic
causes, as these can be potentially treatable.
Hence, a systematic diagnostic approach is
prudent in establishing the diagnosis. Should
treatable causes of RPD be ruled out, the
prognosis becomes poor and prolonging
hospitalization becomes futile and possibly
unethical. Patient J's case poses important
practical and ethical questions that can serve to
guide expeditious future workups and offer
empiric treatments that can not only provide a
less distressing experience to the patient and
their families, but could also prove to be less
burdensome to the healthcare system.

THERAPEUTIC DOSES OF LITHIUM
VARY BY MOOD STATE

Lead Author: Mitesh K. Patel, M.D.
Co-Author{(s): Cuneyt Tegin, M.D.

Rifaat S. El-Mallakh, M.D.

SUMMARY:

Background Bipolar disorder is a mental
disorder characterized by elevated mood and
periods of depression.  Traditionally, bipolar



disorder is treated with Lithium titrated to a level
to minimize side effects. However, the side
effects of lithium vary by mood state. Patients in
an acute manic or hypomanic episode often
require more Lithium than when euthymic to
experience side effects. As such, Lithium doses
should be increased at the first signs of mania
or hypomania to ensure patient remains as
close as possible to euthymic mood state.

Case Description: A 45 year-old woman was
hospitalized for acute mania. She had claimed
to be adherent to her regiment, and her lithium
level was 0.7 mEg/L on admission. She was
stabilized on lithium 1200mg/day (lithium level
1.0 mEqg/L), and aripiprazole 30mg/day. She
recovered fully and returned to her job within 2
weeks of hospital discharge. On follow-up one
month later, she complained of tremor that
interfered with function, and both the lithium
and aripiprazole were reduced to 900mg/day
and 15mg/day. She remained stable with
minimal symptoms and tolerable residual tremor
for 14 months. However, she again presented
with manic symptoms, while adherent to her
regiment (lithium level again 0.7 mEqg/L). Both
medications were increased (to 1200mg/day
and 30mg/day, respectively), and she improved
without requiring hospitalization.  Six weeks
later she again complained of disabling tremor.
Discussion: This case demonstrates that
though Lithium is titrated to side effects when
patient is euthymic, an increased dose is
required to maintain patient in euthymia when
the first signs of mania are present. Side
effects of Lithium vary by mood state, where
manic patients experience less side effects.
Maintaining patients on increased dose of
Lithium during initial phases of a manic episode
can assist in preventing hospitalization of
acutely manic patients. Stable doses of Lithium
are not sufficient to prevent recurrence of
mania.

LURASIDONE IN PATIENTS WITH
AUTISM SPECTRUM DISORDER

Lead Author: Aadhar Patil, M.D.

Co-Author(s): Reynaldo L. Pella, Lee S. Cohen,
M.D.

SUMMARY:

This is the first clinical report of the use of
Lurasidone, a secondA generation orally
administered atypical antipsychotic compound
in patients with Autism Spectrum Disorder.
Risperidone and Aripiprazole have been studied

in developmentally disabled and autistic
patients and are FDA approved for the
treatment of irritability associated with autism,
but studies of newer agents are limited. We
studied seven patients with Autism Spectrum
Disorder from our developmental disability
clinic, all of whom have concomitant intellectual
disability and severe behavioral issues
characterized by aggression, impulsivity, and
selfA injurious behavior. One case was coA-
morbid with cerebral palsy and one case was
co-morbid with seizure disorder. The sample
included 1 female and 6 male cases. Mean
patient age of the sample was 20 (range 11 to
27 years old). Mean length of time on
Lurasidone was 9.7 months (range 2 to 34
months). Mean titrated total daily dose was
29mg (range 10 to 60mg). Cases were
retrospectively chart Areviewed for Clinical
Global Impression Severity Scale (CGIAS)
before initiating Lurasidone and Clinical Global
Impression Improvement Scale (CGIAl) and
Clinical Global Impression Efficacy Scale (CGIA-
E) after initiating Lurasidone. Mean CGIAS of
the sample was 5.4 (range 5 to 6), which
correlates with severe iliness, and mean CGIAI
of the sample was 2.9 (range 2 to 4), which
correlates with minimal improvement. Two
patients were much improved (2), four patients
were minimally improved (3), and one patient
showed no change (4) after clinical review by a
board certified psychiatrist. A similar pattern
arose using the CGIAE. Mean CGIAE of the
sample was 2.4 (range 1 to 4) which correlates
with minimal to moderate therapeutic efficacy.
One patient showed no improvement (1), three
patients showed minimal efficacy of the drug
(@), two patients showed moderate efficacy (3),
and one patient also showed marked efficacy
(4). Overall, 86% of patients treated with
Lurasidone showed improvement in clinical
functioning. Lurasidone may function as an
alternative compound for improvement in
impulsivity, aggression, and self-Ainjurious
behavior in the treatment of patients with
Autism Spectrum Disorder who have failed
currently approved compounds.

DELUSIONAL PARASITOSIS IN THE
SETTING OF BILATERAL
CEREBROVASCULAR ACCIDENT AND
CERVICAL MASS

Lead Author: Bryan Pelka, M.D.
Co-Author(s): Enoch Barrios M.D., Meena
Wythilingam M.D., Harold Wain, PhD



SUMMARY:

Background: Delusional Parasitosis is a rare
disorder in which patients display somatic
delusions of infestation with parasites.
Hallucinatory components can also be present
such as visualization of the parasites or the
sensation of parasites on or underneath the
skin. Delusional Parasitosis can be a primary
disorder or secondary to another psychiatric or
medical condition. We present the assessment
and management of a patient with Delusional
Parasitosis in the setting of bilateral CVAs and a
new cervical mass.

Case: The patient is a 70 year old female who
emigrated from the Philippines in the 1960s.
She had minimal contact with medical providers
prior to presenting with two days of acute
generalized weakness. She displayed minimal
range of motion and strength in all extremities
with some preservation of right upper extremity
motion. The patient also described the
sensation of insects crawling underneath her
skin with associated burning. She reported
these symptoms started in 1995 after a
cortisone injection for Carpal Tunnel Syndrome
and felt as though the insects were 'eating me
up'. She attributed her clinical presentation and
the findings on imaging entirely to these insects.
Previously, she had seen small green insects fall
from her hair while grooming but not for the last
year. She reported that the insects were now
invisible. The patient also had innumerable
hypopigmented macules and patches noted on
all extremities in addition to several newer 2-
3cm lesions on the forehead. These lesions
displayed dried blood and surrounding
hypopigmentation. The patient attributed these
lesions to the insects. Imaging displayed left
occipital and right cerebellar subacute CVAs as
well as a C1-C2 mass. The patient's family later
indicated that her delusions have been apparent
for five years, shortly after the death of the
patient's mother.

Discussion: This patient was challenging due to
a lack of historical or collateral information. It
was unclear how long the patient's delusions
had been present or their degree of persistence.
Evidence of past excoriations in conjunction
with newer lesions pointed to some chronicity.
Vascular involvement exacerbating the patient's
delusions in the setting of compromised
posterior cerebral blood flow for an unknown
duration should be considered. Other etiologies

to consider include nutritional deficits, infection,
malignancy, liver dysfunction, electrolyte
abnormalities, hypothyroidism, and/or
psychodynamic variables. Due to the patient's
CVAs, Neurology recommended maintaining
blood pressure above a certain threshold to
ensure cerebral blood flow. As treatment with
antipsychotics could cause an unsafe drop in
blood pressure in this medically complicated
patient, the approach to addressing the
patient's delusions and preventing further self-
harm had to initially be conservative with non-
pharmacological interventions. The clinical
approach also had to be reconsidered
dependent on the patient's outcome.

A CASE OF COMPLICATED POSTERIOR
REVERSIBLE ENCEPHELOPATHY
SYNDROME (PRES) PRESENTING WITH
VISUAL AND TACTILE
HALLUCINATIONS

Lead Author: Varma Penumetcha, M.D.
Co-Author{(s): Kamalika Roy, M.D., Sonia
Fernando, M.D.

SUMMARY:

Background:

Posterior Reversible Encephalopathy Syndrome
is a heterogeneous condition with various
clinical and radiological presentations. Clinically
it presents as acute onset of headaches,
seizures, confusion and visual disturbances.
Commonly associated in patients with renal
failure with hypertension,

treatment  with  immunosuppressive  and
cytotoxic drugs, eclampsia, it usually presents
as a reversible condition, however they have
been cases reported about irreversible
neurological damage, especially blindness
following PRES. Here we would like to present a
case of PRES with near total visual loss
presenting with visual and tactile hallucination
an year after the episode.

Case:

A 56 year old African American female with a
significant past medical history of end stage
renal disease, hypertension, coronary artery
disease, diabetes mellitus and depression
presented to the emergency department with
acute onset of shortness of breath. She was
diagnosed of having frank pulmonary edema
with a blood pressure of 230/130mmhg and an
oxygen saturation of 50mmhg. On



Day 1, CT scan of the head did not reveal acute
intracranial hemorrhage. On Day 2 the patient
reported of inability to see, unable to move her
legs and arms and memory problems. MRI of
the brain revealed restricted water diffusion
involving bilateral occipital lobes with increased
signal intensity on the same regions on FLAIR
and T2-weighted images. A diagnosis of PRES
was considered. Her motor function returned to
normal within a week, however her vision was
limited to perceiving light and able to see
shapes. Her ophthalmological examination
came back normal, revealing that she has
cortical blindness as a complication of PRES. A
year later the patient presented to the
emergency department with a complain of
seeing "orb like fuzzy creatures and

curtains falling in front of her eye", with tactile
sensations of these creatures crawling
underneath her toes. She reported to be very
distressed by these hallucinations. MRI of the
brain revealed cortical thinning without any
signs of acute infarct, considered as late
sequelae to PRES.

Discussion:

The hallucinations that this patient had were
similar to Charles-Bonnet type of hallucinations
seen in patients with partial visual loss, however
differ by its association with tactile
hallucinations and lack of insight. Although her
vision did not return to normal, she responded
will to risperidone 3mg with a resolution of her
visual hallucinations and reduced distress
related to her tactile hallucinations.

References:

1) Hinchey j., et al., A reversible posterior
leukoencephelopathy syndrome. New England
Journal of

Medicine 1996; 334:494.

ONLINE ORGAN DONATIONS:
ALTRUISM OR SELF-SAVING

Lead Author: Ngac N. Phan, M.D.

Co-Author(s): Philip M. Yam, M.D., Harold Wain,
Ph.D.

SUMMARY:

INTRODUCTION: Organ donations have saved
countless lives. Finding appropriate matches at
times has been difficult.  Typically family
member have been primary donors. Recently
organ donations that occur through online
meetings are becoming more popular. While
this is an obvious benefit for recipients, there
may be a subset of the population that tends to

be "givers." For people who would give their
organs to those in need, having greater access
to potential recipients expedites the process.
The increase of donors from casual introduction
online may create issues in evaluating the
donors motivation or capacity. A part of
psychiatric practice is evaluating for capacity as
well as psychological reasons for elective
procedures. While many patients who donate
their organs do so in an act of altruism, there
may be other factors influencing that decision.
Studies show differences in brain structures
between those who donate their organs. A
closer look at donors, particularly those who
donate online, may reveal other influential
developmental and social factors that could
contribute to their decision to make such a
sacrifice. The following case illustrates that
beyond altruism, there exists an element of
saving oneself as a potential factor to motivate
oneself to donate a part of one's body for
someone in need who they had never met.
CASE: This is a thirty-nine year old woman who
was referred to a psychological evaluation for
capacity in making a decision to proceed with
an elective kidney transplant. The patient
decided to donate her kidney after learning
about the identity of her recipient through
Facebook. A thorough psychological evaluation
revealed that she is presently psychologically
sound and has generally altruistic intentions of
donating her kidney. Other reasons that may
have affected her decision included her desire
to "pay it forward" and the fact she had close
friend who was also an organ donor with whom
she identified with. Developmentally, this
patient also had interesting motivational factor.
She had a traumatic childhood and was later
placed in the foster care system. Her life
rescuer was her new foster mother, who
allowed her to become independent and live a
more comfortable life. She now wants to
rescue others. DISCUSSION: Organ donations
through online means make it accessible for
patients to donate their organs to strangers. A
routine psychological evaluation is
recommended prior to elective procedures, and
notably those involving transplants given to
strangers. People who donate their organs
display extraordinary altruism. However, there
are psychosocial factors of interest that may
contribute. Donating organs in this setting can
be seen as self-saving to help one to resolve
past trauma and conflict. It may be useful to
further study the developmental and genetic



players that may lead one to make such a
decision.

A THIN LINE: ANOREXIA NERVOSA
AFTER BARIATRIC SURGERY AND THE
NEED FOR A NEW APPROACH

Lead Author: Andrew Pierce, M.D.
Co-Author{(s): Laura Rodriguez-Roman, M.D.,
Emma Lundgrin, B.S.N., Amelia Davis, M.D.,
Almari Ginory D.O., Sarah M. Fayad, M.D.

SUMMARY:

Obesity is a growing health concern in America.
Bariatric surgery has emerged as an effective
treatment resulting in sustained weight and
comorbidity reduction(1). Its use has become
more frequent with over 220,000 procedures
completed in 2009(2). Important psychiatric
implications materialized concurrently. A cohort
of manuscripts has identified eating disorders
including Anorexia Nervosa, Bulimia and Eating
Disorder NOS in such patients(3,4).

Case Report

Ms. S is a 50-year-old female with a history of
MDD, Unspecified Anxiety Disorder and
Sedative Use Disorder who presented
voluntarily after treatment for malnutrition from a
tertiary care facility to an eating disorder
recovery center for the treatment of Anorexia
Nervosa. She sought treatment from a bariatric
surgeon 13 months prior for morbid obesity with
a BMI of 46.8 kg/m2 and medical comorbidities.
Management included psychiatric assessment,
dietary consultation and exercise initiative
preceding Roux-en-Y gastric bypass surgery.

At admission Ms. S had a BMI of 15.3 kg/m2.
She was guarded concerning dietary restriction
and behavior interfering with weight gain.
Collateral sources indicated the patient
restricted her intake to small portions of fruit
and water consistent with the post-operative
diet. She had disturbed body image but denied
bingeing, purging or excessive exercise.
Anorexia Nervosa, restricting type, severe in
addition to her existing psychiatric
comorbidities was diagnosed. Treatment
required an intensive multidisciplinary approach.
Malnutrition and medical conditions were
treated with enteral nutrition, laboratory
monitoring and nursing care. Psychiatric
treatment consisted of medication management
and robust therapy services. Cognition, mood,
insight, body image, nutrition, metabolic
derangements and BMI improved to 16.76
kg/m2 and the patient was discharged.

Discussion

Ms. S exemplifies an expanding demographic of
mental illness(3). Patients undergoing bariatric
surgery need a longitudinally sustained
multidisciplinary approach to care. Current
standards require psychiatric evaluation prior to
bariatric surgery, but continued monitoring is
rarely instituted. We propose continuous mental
health provider involvement in both pre- and
post-operative stages. Concurrent increase in
multidisciplinary  collaboration,  comorbidity
management, population specific education,
research and awareness may provide the model
of care necessary to identify and treat eating
disorders in this population.

1) Muller,Astrid,et al."Psychiatric Aspects of
Bariatric ~ Surgery."Curr  Psychiatry  Rep
15.397(2013).PubMed.13Aug2014

2) Elliott,Victoria S."Bariatric Surgery Maintains,
Doesn't Gain."American Medical
News.AMA,23Apr.2012.

3)Conceicao E,et al.Eating disorders after
bariatric surgery: a case series.nt J Eat
Disord.2013;46;274-9

4)Marino JM,et al.The emergence of eating
pathology after bariatric surgery: a rare outcome
with important clinical implications.Int J Eat
Disord.2012;45

A CASE SERIES STUDY OF MEDICATION
BURDEN IN DELIRIUM

Lead Author: Krista L. Pinard, M.D.
Co-Author{(s): Krista Pinard, M.D., Joseph
Thornton, M.D., Uma Suryadevara M.D.,
Colleen Campbell, R.N., M.S.N., A.R.N.P.,
Stephen Welch M.D., Loren Solberg, M.D.

SUMMARY:

The authors describe a delirium response
protocol in 3 patients compared to 3 patients
with treatment as usual. In 2012 the Malcolm
Randall VA Medical Center initiated a project
called "Think Delirium." The goal of the project
is to improve the outcomes for patients who
develop or who are at risk for developing
delirium.

The key tool for this project is the Delirium
Response Card. This pocket card outlines a
process for recognition of delirium using the
CAM method: first wave interventions
emphasize nonpharmacological interventions
and screening labs, then conservative
medication management with specific
instructions to avoid anticholinergic and



benzodiazepine medications. Also included on
this card are instructions for administering tools
to assess delirum, namely the Blessed Memory
Orientation Concentration test.

The project was piloted on one of the 6 medical
surgical units in the hospital after training of the
nurse educator and the staff nurses on the floor.
Orientation to the project, including to the
Delirium Response Card, was also provided to
the medical attendings and medical house staff
via monthly orientation sessions. The psychiatry
consultation liaison team was the first point of
contact for patients suspected to have delirium.
Additionally, the geriatric medicine team made
weekly rounds on patients with delirium
indentified by the psychiatry consult liaison
team.

This report briefly describes 3 patients treated
before implementation of the protocol and 3
patients treated after implementation of the
protocol. As there were no standard measures
of delirium or diagnostic criteria applied prior to
the protocol, we elected to use medication
profiles as an independent variable for
outcomes.

Two of the co-authors of this report have
developed a methodology called the Florida
Medication Burden Assessment Rating System.
In this system, medications are rated for
severity along selected domains, including
sedation, anticholinergic effect, confusion, and
medical risk. This table has been developed for
260 medications. For each patient within the VA
Hospital their medication profile is easily found
in the CPRS record system. We selected 3
charts under the care of the team prior to
implementation of the protocol and 3 charts
under the care of the team after implementation
of the protocol. We then compared the
medication burden on the first day of
assessment to the last day of assessment for all
6 patients

Our data on this case series shows a trend for
increase in total medication burden score from
initial to secondary review. However 3 of the 4
patients prescribed anticholinergic medications
showed a decrease in anticholinergic ratings
during treatment.

The authors plan to develop a delirium registry
and incorporate outcome measures such as the
BOMC, as well as medication burden, as part of
the standard care to develop an infrastructure
for interventional studies to reduce the
incidence and severity of delirium

AN ETHICAL DILEMMA IN A
DEPRESSED PATIENT’S REFUSAL OF
TREATMENT

Lead Author: Caridad Ponce Martinez, M.D.
Co-Author{(s): Derek S. Mongold, M.D., Donna
7. Chen, M.D., M.P.H.

SUMMARY:

Background: Psychiatrists are frequently called
upon to assess patients' capacity to make their
own medical decisions. In the absence of
psychosis, delirium, or severe dementia, the
determination of capacity can be challenging.
We present a case of a severely malnourished
and depressed individual refusing treatment.
Case Report: A 41-year-old male with a history
of recurrent depression and anorexia nervosa,
presented with failure to thrive and severe,
chronic lower extremity wounds. He had been
bed-ridden for about 1 year and was
transported to the hospital after falling out of
bed. At the time of admission, he had a
calculated BMI of 11.2. It appeared that his
current weight and restriction of food intake
stemmed from suicidal ideation, rather than
active anorexia nervosa. He was voluntarily
starving himself to death, because his religious
beliefs kept him from more actively committing
suicide. He was admitted to the Medicine
service and Psychiatry was consulted for
management of his depression.

Per Psychiatry's evaluation, the patient lacked
capacity to make medical decisions, given that
his depression impaired his ability to appreciate
how the proposed treatment (adequate
nourishment and ECT) could be of benefit to
him. His primary treatment team strongly
disagreed with this assessment. Although they
agreed that the patient lacked a terminal illness
and could likely recover significant function with
adequate treatment, the removal of his
decision-making capacity raised the possibility
of involuntary treatment, including involuntary
feeding, which they thought was unethical and
staff objected to participating. An Ethics consult
was placed to assist with the treatment plan,
and it was agreed that a third physician would
conduct an independent evaluation of patient's
capacity. This psychiatrist agreed that, due to
patient's severe depression, he lacked capacity,
and a surrogate decision-maker should be
appointed.

Patient's parents became his decision makers
and, per his request, they agreed not to pursue
aggressive treatment. During his hospitalization,



patient's total daily caloric intake remained
<500. He was discharged to a skilled nursing
facility on hospice care, and died 5 months
later.

Discussion: Although voluntarily deciding to
stop oral intake could be considered a socially
and ethically acceptable way to die, Psychiatry
felt this was not the case for this patient, given
lack of decision making capacity. Depression
does not always imply lack of capacity. Rather,
depression can cause hopelessness to the point
that a patient loses appreciation of the
possibility for recovery. It could therefore be
argued that an involuntary treatment trial was
indicated to restore this patient's capacity.
Conclusions: This case raises interesting
questions in the areas of moral distress, the
evaluation of medical decision-making capacity,
and the desire to die in the absence of terminal
illness, other than severe depression.

3/11 AND 9/11: A MULTI-FACETED
INVESTIGATION OF A SURVIVOR
EXCHANGE PROGRAM

Lead Author: Phoebe Prioleau, M.A., M.P.H.
Co-Author(s): David Anderson, B.A., Robert
Yanagisawa, M.D., Craig Katz, M.D.

SUMMARY:

The Great East Japan Earthquake of March
2011 and the ensuing tsunami and nuclear
accident created unique and unprecedented
challenges for residents of the Tohoku area in
Northern Japan. However, the general issues of
coping with a large-scale disaster and its
aftermath are universal. In 2012, members of
the 9/11 Tribute Center and Family Association
traveled to Japan on a mission of community
outreach together with representatives from a
New York-area Rotary Club. They visited 3/11
survivors to share their own experiences of
tragedy and recovery and met with local
Rotarians and government officials. Two
subsequent trips took place in 2013 and 2014.
The objective of this study was to assess the
impact of these visits by administering a survey
to Japanese Rotarians that included
demographic information, ratings of the trips'
significance, and the Posttraumatic Growth
Inventory. Surveys were collected both from
Rotarians who had direct contact with the trip
members and from Rotarians belonging to other
local clubs that did not meet with the trip
members. 90% of those who responded
reported involvement in the 3/11 relief effort,

and 43.6% were still involved as of August
2014. Rotarians whose clubs were visited by the
9/11 trip members were statistically more likely
than those who were not visited to rate the trips'
significance higher on every measure: to
themselves (p=0.002), to their clubs (p<0.001),
to their cities (p=0.002), and in comparison to
other post-3/11 efforts (p=0.01). They also
agreed more strongly that the trips were
sustainable (p=0.003) and strengthened bonds
between survivors of different disasters
(p=0.03).

To the best of our knowledge, this study is the
first of its kind to explore exchanges between
survivors of different disasters. It draws
implications for ongoing post-3/11 outreach
efforts in Japan and for post-disaster outreach
in general, and fills a void in the disaster mental
health literature.

MENS ET MANUS: WITZELSUCHT AND

PRIMITIVE REFLEXES

Lead Author: Kimia Pourrezaei, D.O.
Co-Author(s): Carolina Retamero, M.D.

SUMMARY:

Background: Witzelsucht was first described by
A.A. Brill in a 1929 volume of The International
Journal of Psychoanalysis. The term is derived
from the German witzeln (to make jokes) and
sucht (addiction). Witzelsucht is characterized
by a compulsion to tell puns, uncouth jokes,
and/or irrelevant stories at inappropriate times.
Once considered a rare neuropsychiatric
syndrome many neurologists suggest it may be
pervasive in diseases affecting the frontal lobe,
particularly the right hemisphere. These patients
may initially present to psychiatrists in a state
indistinguishable from acute mania. In these
circumstances, it behooves the psychiatrist to
test for the presence of primitive reflexes,
collectively referred to as frontal release signs.
Methods: A comprehensive chart review was
completed and a PubMed search was
conducted using the terms Witzelsucht,
Primitive Reflexes, Frontal Lobe Disease. Case:
An 80-year-old retired African American female,
with no significant psychiatric or medical
history, presented to the neurology clinic,
accompanied by her husband, for evaluation of
memory deficits and change in personality
extent over one year. Her presence was
commanding, albeit charming. She dominated
the conversation with her jocular demeanor and
gift for storytelling, liberated from fear and self-



criticism. On examination the patient could not
recall any of three objects on two separate
occasions, despite prompting. She had brisk
reflexes and extinction to tactile double
simultaneous stimulation in the left upper
extremities. The most pertinent finding was the
presence of several frontal release signs
including a prominent snout response, left
unilateral palmomental response, and glabellar
response. Subsequent MRI results confirmed a
diagnosis  of  Frontotemporal  Dementia.
Discussion: Witzelsucht has been associated
with a variety of conditions affecting the frontal
lobes. Clinical presentation is consistent with
compulsive jocularity, disinhibition, and a
demeanor suggestive of mania. Eliciting the
presence of primitive reflexes is a simple, cost-
effective technique that provides valuable
information about the etiology of psychiatric
symptoms and the need to obtain
neuroimaging. Additionally, frontal release signs
may be valuable in detecting early pre-dementia
cognitive decline. In conclusion, eliciting
primitive reflexes as a routine part of psychiatric
evaluation may be an invaluable predictive and
diagnostic tool. If properly diagnosed,
Witzelsucht may respond to SSRIs and other
psychotropic medications.

References:

1. Di Legge, S., (2001). Usefulness of primitive
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cerebrovascular patients in daily clinical
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SERIAL KETAMINE INFUSIONS FOR
TREATMENT-RESISTANT BIPOLAR
DEPRESSION: A CASE REPORT
Lead Author: Jason J. Quinn, B.S., M.D.
Co-Author(s): Mark Sinyor, M.D., Justin
Weissglas, M.D.

SUMMARY:

Introduction: Ketamine has recently been
identified as having rapid antidepressant action
after a single infusion in treatment-resistant
bipolar depression (BD). Here we present a case
that illustrates ketamine's potential role, not
only in rapidly alleviating symptoms of
depression in BD but also in addressing several

pragmatic issues for psychiatric inpatients: 1) A
desire to avoid ECT because of stigma and its
potentially unfavourable side effect profile, 2)
The need to find treatments that rapidly help
patients engage in psychotherapy and 3) The
desire to minimize length of hospitalization.
Case Description: "Ms. K" is a 44 year old
woman with bipolar disorder type | and
obsessive compulsive disorder. She had several
previous outpatient trials of SSRIs and SNRls,
as well as risperidone, which were not tolerated.
There was no history of suicide attempts.

Ms. K was admitted in 2013 to an acute-care
teaching hospital in Canada with a one week
history of severe depression, featuring suicidal
ideation and significant guilty cognitions. She
was unable to say more than a few words to the
treating team, get out of bed to attend to routine
self-care and refused to see her family. She was
found incapable to consent to treatment and a
substitute  decision maker (SDM) was
appointed. Ms. K. did not respond to trials of
lithium, carbamazepine, aripiprazole, and
bupropion XR. The combination of valproic acid
500mg BID, quetiapine 1200mg qgHS,
clonazepam 0.5mg BID improved her sleep and
anxiety, but she remained severely depressed.
ECT and rTMS were offered by the treating
team but refused by the SDM due to reasons of
stigma and possible side effects. Ultimately, the
decision was made to place her on the wait-list
for a long-term care placement due to lack of
improvement and system constraints at the
acute care hospital.

Two months into her admission, the hospital
began offering ketamine to treatment-refractory
patients. The SDM consented to an off-label
trial of ketamine 0.5mg/kg IV delivered over 40
minutes, twice per week for 6 sessions over 3
weeks. There were no other changes made to
her medications. Ms. K. experienced no side
effects beyond drowsiness during the infusions.
Her MADRS score decreased from 34 at
baseline to 13 after the initial infusion. She was
then able to engage in CBT, which had failed
previously. By discharge, 9 days after the final
ketamine infusion, Ms. K. demonstrated full
remission of symptoms including a renewed
desire to engage with her family.

Implications: This case highlights both the
dramatic improvement that treatment-resistant
depressed patients with BD can experience
post-ketamine infusion(s), but also that this
novel approach may have other implications
related to the acceptability of treatment to



patients and their families, the need to find
approaches that rapidly improve capacity to
engage in psychotherapy and the desire to
expedite return to function and avoid long-term
hospitalization.

VITAMIN C-AND ZINC-RESPONSIVE
NEUROPSYCHIATRIC SCURVY: A CASE
REPORT AND REVIEW

Lead Author: Martha J. Quiroga, M.D.
Co-Author(s): Thomas M. Brown, M.D., David
W. Carroll, D.N.P.

SUMMARY:

Objective:

1. Review the clinical features  of
neuropsychiatric scurvy.

2. Describe the role of vitamin C and zinc in the
pathophysiology and treatment of
neuropsychiatric scurvy and related
extrapyramidal symptoms (EPS).

Background:

The recent discovery of vitamin C-responsive
EPS has expanded the clinical presentation of
scurvy to one that may occasionally be
neuropsychiatric. Because vitamin C and zinc
can have similar systemic presentations, and
there is overlapping activity of these
micronutrients in the regulation of the
neurotransmitters dopamine, glutamate and
GABA, the authors routinely treat
hypovitaminosis C with an intravenous
combination of vitamin C and zinc. In this case,
deficiency of zinc may have also contributed the
development of a movement disorder. The
potential role of zinc in the pathophysiology of
neuropsychiatric scurvy and related EPS is
highlighted, and the impact of treating these
micronutrient  deficiencies on  psychiatric
presentation is discussed.

Case Summary:

A 66-year old man with a psychiatric history of
bipolar disorder, admitted for the management
of a pleural effusion, was found to exhibit
Parkinsonism, neurocognitive deficits,
psychomotor slowing and affective disturbance.
Lab results showed low serum vitamin C and
zinc levels. Intravenous replacement of these
micronutrients led to resolution of the
movement disorder in less than 24 hours, as
well as an alteration in psychomotor activity and
mood.

Conclusions:

Patients with mental illness are at greater risk of
malnutrition due to poor diet, tendency to

smoke and medical co-morbidities. Given the
intimate role of the micronutrients vitamin C and
zinc in the normal functioning of the basal
ganglia, and their similar presentations in
deficiency states, the authors are enfolding zinc
deficiency as a risk factor for neuropsychiatric
scurvy. Accordingly, further opportunities are
anticipated to explore the the potential nature of
an isolated zinc deficiency on basal ganglia
function, the central relationship of vitamin C
and zinc, as well as the impact of treating these
deficiency states.

PROGNOSIS IN CHILDHOOD ONSET
SCHIZOPHRENIA: A CLINICAL CASE
AND LITERATURE REVIEW
Lead Author: Zelma Rahim, M.D.
Co-Author(s): Sara Brewer, M.D.

SUMMARY:

The clinical case pertains to a rare psychiatric
illness, childhood onset schizophrenia (COS).
An 18 year-old female, diagnosed with COS at
age 11, on clozapine since age 13, is seen in
the outpatient clinic since the winter of 2009.
The patient's care is transferred to a resident
psychiatrist in the fall of 2013 at the same time
that the patient's mother seeks legal
guardianship. The patient has been enrolled in
special education since childhood. She has
been unable to live independently, without her
mother's support in all aspects; education,
health care, finances, activities of daily living.
Simultaneously, the patient herself is at a stage
where she feels the need to exert her own
independence. During clinic visits, the patient's
questions regarding her own identity become
apparent, as the patient often queries the
resident psychiatrist about similarities in
ethnicity and appearance with the patient. The
therapeutic relationship between the resident
psychiatrist and patient deepens over time. A
dialectic emerges between the seeking of legal
guardianship and strivings for independence
during subsequent clinic visits.

Hence, the following clinical question arises
from the case; what are the expected
psychosocial and psychopathological outcomes
of such rare COS cases in young adulthood
based on the available psychiatric literature?
The authors review the literature with respect to
nine follow-up studies from 1994 to year end
2013, focusing on psychosocial &
psychopathological outcomes of COS cases.
Studies reviewed include early onset



schizophrenia cases (onset less than 18) as well
as COS cases. Methods varied with respect to
prospective versus retrospective assessment,
the use of diagnostic instruments, interview
structure at initial versus follow up
assessments, as well as schizophrenia
symptoms scales implemented.
Psychopathological outcomes of poor global
functioning, several hospitalizations/treatment,
treatment with mainly antipsychotic medications
and continued diagnostic stability of COS into
young adulthood were evident. Psychosocial
outcomes of limited education and
employment, living situations where there is
dependency on parents or institutions, and
limited social relationships at follow-up were
also evident. Predictors of outcomes included
family history of mental illness, including
schizophrenia, premorbid symptomatology
particularly  of social withdrawal and
internalizing symptoms, as well as
hospitalizations during the early onset of iliness.
Finally, comparisons are drawn between the
psychopathological, psychosocial, and
predictors of outcome of the clinical case
versus COS cases illustrated in the literature.
COS appears to have a poor prognosis and a
high degree of global impairment. The follow-up
studies reveal that COS is an unremitting illness,
with continuity from childhood into young
adulthood. Hence early aggressive treatment,
special education for patients and support for
families are of utmost importance.

DBS INDUCED MANIA IN A PATIENT
WITH HISTORY OF TREATMENT
RESISTANT OCD

Lead Author: Rumana Rahmani, M.D.
Co-Author(s): Jay Littlefield, MSIV

SUMMARY:

A 45 year old Caucasian male, divorced, self-
employed, with 2 daughters and lives by
himself. Patient was brought in to our facility by
the police department for agitated and
aggressive behavior. The patient has a history
of obsessive compulsive disorder (OCD) and
depression. The patient had been following up
with his outpatient psychiatrist in Mount Sinai,
last seen one week ago and has been partially
compliant with medications. Patient had deep
brain stimulation implanted in 7/2013 to
Nucleus Accumbens. As per the psychiatrist,
patient is having periods of emotional outburst
with symptoms of increased energy, decreased

sleep, pressured speech, involving in high risk
taking behavior losing millions of dollars and
sexual. Patient has also been verbally
aggressive to his children and other people.
One day prior to evaluation, the patient
threatened his daughter stating, "If you don't
shut up, | am going to send you home in a
stretcher." Daughter then relayed the
information to the mother who became
concerned called patient's psychiatrist. The
psychiatrist called 911 and had the patient
brought in for evaluation. Patient reported no
depressive, anxiety or psychotic symptoms.
Reported no SI/HI. Reported no AH/VH.
Reported no substance abuse.

NEUROPSYCHIATRIC MANIFESTATIONS
OF SPINOCEREBELLAR ATAXIA TYPE 2
(SCA2)

Lead Author: Rumana Rahmani, M.D.
Co-Author(s): Rishi Chopra, MSIII

SUMMARY:

63y/0 Argentinian male with history of
spinocerebellar ataxia type Il since age 45.
There is no history of psychiatric diagnosis or
prior inpatient psychiatric hospitalizations.
There is a history of followup with neurologist
and cardiologist in New York City. Reportedly
as per collateral, patient's disease has been
progressing gradually where patient went from
using cane to walker and then to wheelchair.
Reportedly, patient underwent a drastic decline.
Reportedly, approx 2 months ago during a
party, patient was having visual hallucinations
where he saw himself dead in a chair and he
thought people were coming for his
wake/funeral. Patient started mixing up reality
with  fantasy. Patient reportedly started
exhibiting bizarre behavior, screaming at the
dog, calling his wife bad names. Reportedly
since last week, patient is unable to
bathe/shower or dress himself. He has been
withdrawn and seclusive. Past weekend, patient
was in bed with head down swinging his feet
and when asked to get up, he reported saying,
"l have to get my thoughts in order. | am in the
system. | am going crazy, give me 2 minutes."
On day of admission, patient became agitated,
verbally aggressive and started to open the
sliding door to the backyard where the pool was
stating, "I want to die." Patient became
agitated, irritable, and angry upon intervention
by wife. He attempted to punch her
subsequently to which wife called 911, and



patient was brought to ER. Upon interview,
patient was selectively mute, internally
preoccupied, responding to internal and
external stimuli: smirking. As per wife, patient
was reported to have lucid period.

KETAMINE: KING OF CLUB DRUG AND
ANESTHETIC PROVIDES A
BREAKTHROUGH AS IT SHOWS
EFFECTIVENESS IN TREATMENT
RESISTANT DEPRESSION (TRD): A CASE
REPORT

Lead Author: Abhishek Rai, M.D.

Co-Author(s): Will Vanderveer M.D.,Fadi
Georges M.D.

SUMMARY:

INTRODUCTION: Originally developed as
derivative of phencyclidine as a "dissociative
anesthetic". Ketamine has non-competitive
antagonist activity at NMDA receptor, which
makes it a potent antidepressant which shows
its antidepressant effect within hours. To our
knowledge we present the first case report of
use of intranasal ketamine for the patient of
treatment resistant depression.

CASE REPORT: Mr. X is a 55 Years old
Caucasian male.Presented to the clinic in 2003
with the symptoms of anxiety AND depressed
mood which had gradually increased. After
evaluation and mental status examination
patient was given the diagnosis of Treatment
resistant depression. He was also diagnosed
with anxiety disorder with co-morbid substance
abuse. Patient had medical diagnosis of OSA,
hypogonadism, and hypothyroidism

Patient had failed trial of multiple
antidepressants for a period of 10 years along
with more than decade of psycho-therapy.
Before the decision for the treatment with
ketamine was made patient had (BDI) score of
26 in November 2013, prompting a 2nd opinion
evaluation. Looking into long term use of
antidepressant failure it was discussed with
patient and decision was made to start him on
intranasal ketamine.

Patient was prescribed 150mg/mL IN Ketamine
with a metered dose pump, beginning on
December 12 2013. The first several doses were
self-administered in the prescribing physician's
office, with the agreement that the patient
would arrange a ride home from the dose
administration and not drive for 3 hours. He was
started on 0.1 mL IN g 3 days (Dose) of IN

ketamine. His max dose was .2 mL (30mg) gqod
titrated over several weeks on the basis of
clinical improvement and monitoring for side
effects. Max dose was reached by the end of
January 2014, and he has been maintained on
this dose as of this writing.

As the dose was titrated patients symptoms
improved. His (BDI) was 13. So response after
starting IN ketamine was about 50 percent
reduction in symptoms.

Some of the noticeable side effects were
dissociative symptoms including some out-of-
body sensations and "not knowing who | was"
for a few minutes after his doses, as well as
mild headache and dizziness. These side
effects were noticeable after 2nd and 3rd dose.
His side effects stabilized with further doses of
ketamine. Patient was regularly followed up
every seven Days.

Patients currently is stable on 30mg IN g every
other day (Dose of ketamine). He is being
successfully maintained on this dose of IN
ketamine with no current side effects except for
mild nasal irritation.

CONCLUSION: We present first case of IN
ketamine for the treatment of TRD. Our patient
had no major side effect and marked
improvement in his symptoms of depression.
Ketamine has also shown to positively impact
the sleep. The basis of action of ketamine is
noncompetitive antagonism of NMDA receptor.
Low cost of IN ketamine and its fast response
makes it an easy available effective treatment
option.

DIGOXIN INDUCED DELIRIUM IN AN
ELDERLY PATIENT WITH DEMENTIA
AND BIPOLAR DISORDER

Lead Author: Swapnil Rath, M.D.
Co-Author(s): Swapnil Rath, M.D.

Gunjan Gholkar, M.D.

William Cardasis, M.D.

SUMMARY:

Introduction: Elderly patients are prone to
deliium due to commonly prescribed
medications. Some of the most common co-
morbidities in elderly patients are atrial
fibrillation and congestive heart failure for which
treatment may include digoxin. Digoxin toxicity
usually manifests as cardiac arrhythmia, visual
and gastrointestinal symptoms. CNS symptoms
are less commonly recognized and may be the
earliest or only sign of digoxin toxicity. The
following case study depicts an elderly female



who developed CNS symptoms as the first sign
of digoxin toxicity.

Case Report: A 66 year old caucasian female
with past medical history of dementia, chronic
atrial  fibrillation, congestive heart failure,
hypertension and bipolar disorder (stable on
lamotrigine, quetiapine and duloxetine) was
admitted to the medical floor for bilateral lower
extremity swelling. The patient was diagnosed
with cellulitis and IV vancomycin was initiated.
She was found to have atrial fibrillation with
rapid ventricular rate for which IV diliazem drip
was started. On day 3, patient was switched to
digoxin to optimize rate control and oral
doxycycline due to improvement in the cellulitis.
Digoxin level drawn on day 5 was high at 2.1
ng/ml. Psychiatry was consulted due to new
onset hallucinations. The patient was found to
have paranoid delusions, cognitive deficits,
auditory and visual hallucinations. The
neurological physical examination was negative
for focal deficits. CT head w/o contrast showed
generalized volume loss and microvascular
ischemia changes. Her medical work-up was
unremarkable. We thought the patient was
having symptoms due to high digoxin level and
hence the dose was reduced. The repeat level
on day 8 was normal at 2.0ng/ml. The
doxycycline was stopped due to possible
adverse drug interaction with digoxin. The
patient was transferred to inpatient mental
health for further monitoring. Over the next few
days, patient's mental status improved and on
day of discharge she was back to her baseline.
Discussion: The CNS manifestations of digoxin
toxicity are most common in elderly but least
studied. These include visual and auditory
hallucinations, paranoid ideations, agitation,
drowsiness, fatigue, malaise, cognitive deficits
and depression. These could be the first and
the only manifestation of digoxin toxicity.
Malnourished older patients with low albumin
are at higher risk due to digoxin's protein
binding capacity. Patients with low potassium
tend to have more adverse effects of digoxin.
Antibiotics like doxycycline can increase digoxin
levels. This patient was at high risk of digoxin
induced delirium due to hypoalbuminemia,
hypokalemia & doxycycline use.

Conclusion: Clinicians should be aware of drug-
drug interactions in elderly patients with
psychiatric illness that have medical co-
morbidities. There is limited literature on digoxin
induced delirium. We hope this study will help

early recognition, reduce morbidity & shorten
length of hospital stay.

MIGRAINE AND MOOD 4€“ AN
INTERESTING CASE REPORT!

Lead Author: Mahreen Raza, M.D.
Co-Author(s): Shazia Naqvi, M.D., Najeeb U
Hussain, M.D.

SUMMARY:

Objective:

Although treatment of migraine is well
established but there is very little literature is
available for the use of immunosuppressive
therapy for Migraine. As there is data regarding
the use of corticosteroids for prevention of
recurrence of migraine, there is very limited data
supporting its use during active episode. The
aim of this current study is to support the use of
corticosteroid in active resistant cases of
complicated Migraine and its effect on
refractory depression.

Methods: Case presentation and literature
review.

CASE REPORT: This is a 34 year old Caucasian
female married, domiciled with prior history of
Bipolar Disorder, admitted to an inpatient
psychiatric unit with severe depression and
suicidal ideations. She was at the verge of
losing her job as paralegal that was the major
stressor at that time. Patient was admitted to
inpatient psychiatric unit for severe depression,
suicidal ideation. Headache was the major
contributor to refractory depression. Patient
reports that she was quite impulsive and she
actually shaved her head out of strong
impulses. She distracted herself from slashing
her wrist or cutting her throat. Vital signs were
stable and lab values were unremarkable. There
was no improvement of bipolar depression with
quetiapine 300mg bid and lamotrigine 200mg
daily. Neurology consult was called for resistant
Migraine Headaches. She was started on short
course of rapidly tapering corticosteroid other
than conventional therapy due to resistant
nature of Migraine Headache. Headaches
improved and patient came out of depression
miraculously in the matter of two days.
CONCLUSION:

This case illustrates the use of corticosteroids
during active resistant Migraine attacks. An
acute Migraine treatment in emergency setting
by Aaron Saguil MD et al., states that using
dexamethasone with abortive therapy, reduces
the chances of recurrence. The institute for



Clinical Systems Improvement suggests a
graduated response to severe Migraine
headache symptoms starting with triptans and
NSAIDS then ergotamines and finally
neuroleptics, with reservation of opioids and
dexamethasone as adjunct in refractory cases.
Also, the European Federation of Neurological
Societies suggests using corticosteroid for
Status Migrainosus. Innes et al, in a multi
center clinical trial, demonstrate that 24mg of
dexamethasone intravenously decreased the
incidence of severe recurrent headache after ED
treatment. This trail used higher dose of
dexamethasone as compared to previous study
mentioned. All patients in Innes study received
dopamine antagonists, raising the issue of
possible synergistic benefit from
dexamethasone plus dopamine antagonists.
There are studies supporting the development
of Migraine from depression and vice versa. In
other words, our case describes the
bidirectional relationship of Migraine and
depression suggested by treatment of both with
corticosteroid.

ADULT ADHD AND CO-MORBID
BIPOLAR DISORDER AND TREATMENT -
- A CASE REPORT AND LITERATURE
REVIEW

Lead Author: Neelambika S. Revadigar, M.D.
Co-Author{(s): Paroma Mitra, M.D., and Evaristo
Akerele. M.D.

SUMMARY:

Introduction

There is an increasing awareness of the overlap
of attention-deficit/hyperactivity disorder
(ADHD) and bipolar disorder (BPD) in youth and
adults. E.g., Winokur et al (1995) indicated that
20% of adults with BPD had criteria for ADHD.
Although heightened recognition of adults with
ADHD and BPD has been observed, little
evidence is available guiding the
pharmacotherapeutic treatment of these pts.
While stimulant medications are clearly effective
for the treatment of ADHD in adults (Spencer et
al 1995), there have been theoretical concerns
that stimulant medications may exacerbate
mania or psychosis in bipolar or bipolar-prone
individuals (Del- Bello et al 2001). So, studies of
alternative agents with minimally destabilizing
properties for treating ADHD in BPD adults are
warranted.

Case presentation

26 y/o Caucasian man, with h/o ADHD and
Bipolar | disorder, 2 hospitalizations within 2
months, and recent hospitalization in NY
Presbyterian hospital (10/11/13 to 11/4/13) with
no known medical problems came to clinic for
intake. Pt. had recently moved from another
state, had become medication non complaint
resulting in exacerbation of manic and ADHD
symptoms that included talking too fast,
euphoria, grandiosity, hearing voices,
decreased need for sleep, hypersexuality, and
racing thoughts/flight of ideas, impulsivity,
inattention, hyperactivity. Pt. also reported
psychotic symptoms. Collaterals had indicated
extensive history of ADHD and Bipolar Disorder.
Initially he was treated with anti-psychotic and
mood stabilizers for the first 4 weeks. Patient's
mood and psychotic symptoms began abating.
However, symptoms of ADHD prevailed
including inattention, hyperactivity  and
impulsivity. Bupropion (atypical anti-depressant)
was added to his regime in week 5. The pt.'s
ADHD symptoms decreased by almost 60% in
3-4 weeks.

Discussion

This case report and prior studies suggest that
atypical antidepressant bupropion, which is an
aminoketone that has indirect dopaminergic
and noradrenergic agonist effects (Ascher et al
1995), has been shown to be effective in the
treatment of ADHD both in controlled pediatric
(Barrick- man et al 1995) and adult trials (Wilens
et al 2001c). In particular, bupropion has been
reported to have been associated with less risk
of inducing hypomania, mania, and rapid
cycling when treating depression in adults with
BPD compared to other antidepressants
(Compton and Nemeroff 2000).

Conclusion

Data on treatment response in ADHD/BPD in
adults is limited. The literature review and case
report strongly suggest that ADHD comorbidity
should always be considered in pts. presenting
with BPD. Sequential treatment is
recommended. Bupropion showed
improvement in ADHD and BPD without
aggravating manic/psychotic symptoms.

Future Directions

1) Double blind controlled study for efficacy of
Bupropion as adjunct treatment in BPD/ADHD
2) Double blind study assess the role of
psychotherapy in treatment outcome for
ADHD/BPD



BICYTOPENIA: ADVERSE EFFECT OF
RISPERIDONE
Lead Author: Muhammad Rizvi, M.D.

SUMMARY:

Hematologic abnormalities, such as leukopenia,
agranulocytosis, and thrombocytopenia, can be
life threatening adverse reactions to atypical
antipsychotics. Although clozapine has the
highest risk of leukopenia and neutropenia,
these side effects also have been associated
with other atypical antipsychotics, including
risperidone, olanzapine, Ziprasidone,
paliperdione, and quetiapine. Risperdone
induced leukopenia has been reported, but
risperidone-induced  bicytopenia that s,
leukopenia/thrombocytopenia is rare.

Case

Mr. A, age 25, is an African American man
admitted to an inpatient psychiatric unit for
management of acute psychotic symptoms. He
has been taking risperidone, 4 mg/d, for the
past 6 months, although his adherence to the
regimen is questionable. Baseline blood count
shows a white blood cell (WBC) count of
4,400/1"sL with an absolute neutrophil count
(ANC) of 1,900/1%4L and a platelet count 160A—
103/i%4L. A few days after restarting risperidone,
repeat blood count shows a drop in the WBC
count to 2,900/1%4L, with an ANC of 900/iaL
and a platelet count of 130A—103/i"4L.

Mr. A's physical examination is normal, he does
not have any signs or symptoms of infection,
and additional lab tests are negative.
Risperidone is considered as a possible cause
of bicytopenia and is discontinued. Mr. A agrees
to start treatment with aripiprazole, 10 mg/d.

In next 10 days, the WBC count increases to
6,000/1%4L. The ANC at 3,100/i%L and platelets
at 150A—103/1%4L remain stable throughout
hospitalization. The slowly increasing WBC
count after stopping risperidone is highly
suggestive that this agent caused Mr. A's
bicytopenia.

Differential diagnosis

Bone-marrow suppression is associated with
first- and second-generation antipsychotics.
Blood dyscrasia is a concern in clinical
psychiatry because hematologic abnormalities
can be life-threatening, requiring close
monitoring of the blood count for patients taking
an antipsychotic. It is important, therefore, to
consider medication side effects in the
differential diagnosis of >1 hematologic
abnormalities in these patients.

Precise pathophysiologic understanding of the
hematologic side effects of anti-psychotics is
lacking, although different mechanisms of
action have been proposed. Possible
mechanisms when a patient is taking clozapine
or olanzapine include:

- direct toxic effect of the drug on bone marrow
- increased peripheral destruction

- oxidative stress induced by unstable
metabolites.

There is not enough evidence, however, to
identify risperidone's mechanism of action on
blood cells.

Aripiprazole might be a useful alternative when
another antipsychotic causes leukopenia and
neutropenia. In addition to regularly monitoring
the blood cell count during antipsychotic
treatment, the neutrophil and platelet counts
should be monitored.

HALLUCINATIONS RELATED TO
SENSORY DEPRIVATION OF CEREBRAL
CORTEX: A LINK BETWEEN
PSYCHIATRY AND NEUROLOGY

Lead Author: Erik M. Rotterman, B.S.
Co-Author(s): Vipul Shukia, M.S., Hongyan L,
M.D., Ph.D.

SUMMARY:

Deprivation of sensory inputs can result in
reorganization of the cerebral cortex. Dynamic
changes in deafferented cerebral cortex are well
known yet poorly understood. Mechanisms may
vary depending upon the nature of damage, the
integrity of other nervous systems, and the
individual's health. Although the neuroplastic
response may retain or "normalize" the
interrupted sensory hierarchies, transient or
persistent clinical disorders-including significant
hallucinations-may occur due to maladaptation.
We report three cases of patients who
presented with unimodal hallucinations related
to severe visual or auditory loss.

The first case is a 94-year old woman who
developed recurrent and episodic visual
hallucinations with vivid details. Her medical
history was significant for chronic macular
degeneration. Behavioral changes or psychiatric
history were not present, and physical
examination demonstrated advanced bilateral
cataracts and a visual acuity of 20/200. MRI
showed an old right occipital lobe vascular
lesion with encephalomalacia. She was
diagnosed with Charles Bonnet syndrome.



Cataract surgery was performed, and her
hallucinations resolved.

The second case is a 61-year old woman with
history of migraine and an old right posterior
hemispheric stroke. The stroke caused a left
visual field defect that had nearly recovered
subjectively. She presented with recurrent and
episodic visual hallucinations of primitive,
twisted bright patterns following light exposure.
Physical exam revealed a visual field defect in
the left superior temporal quadrant. MRI
showed an extended old stroke involving the
right inferior primary visual cortex, optic
radiation, and the lateral geniculate body. EEG
showed a reduced response to photic
stimulation in the right posterior hemisphere.
However, photic stimulation triggered her visual
hallucination and these symptoms persisted for
three days. Altered response to light was
concerning to the patient, and reducing
exposure to bright light was recommended.

The third case was a 79-year old woman who
presented with recurrent and episodic vivid
auditory hallucinations at night or in darkness.
Medical history was significant for poorly
corrected bilateral hearing loss. Physical exam
was unremarkable except for profound bilateral
deafness (R>L). MRI showed old lacunar
infarcts in the brainstem and EEG was normal.
Psychiatric evaluation revealed mild depression,
related to the death of her husband two years
prior. Her hallucinations were explained by
possible cortex-initiated maladaptation when
alternative sensory afferents to the deprived
auditory cortex were interrupted.

These cases demonstrate unimodal
hallucinations related to severe cortical
deprivation of specific sensory inputs.
Healthcare providers, especially psychiatrists
and neurologists, should be aware of this type
of under-recognized clinical condition to avoid
misdiagnosis and mistreatment.

ADOLESCENT WITH CATATONIA: A
CASE REPORT AND LITERATURE
REVIEW

Lead Author: Riyad M. Rouf, M.D.
Co-Author(s): Tolga Taneli, M.D.

SUMMARY:
Introduction:
Catatonia is commonly associated with
schizophrenia, mood disorders, and

disproportionately with autism in youth. Medical

conditions associated with catatonia include
inflammatory and toxic states. We discuss a
case of a patient who presented with a range of
risk factors, including an inherited vulnerability,
as well as the abuse of substances, including
cannabis.

Case Report:

A 16-year-old Brazilian-American boy presented
with a history significant for disruptive behavior
in the context of arguments with his mother,
attention-deficit hyperactivity disorder, as well
as sporadic cannabis use. His treatment
included outpatient therapy and the prescription
of dextro-amphetamine. He presented to the
emergency department acutely agitated,
disorganized in thought process, and actively
hallucinating. Family revealed that he had been
abusing cannabis, as well as the prescribed
stimulant. His altered mental status was
suspected to be delirium due to amphetamine
intoxication, prompting an intensive care unit
admission, as well as a work-up for
encephalitis. MRI of the brain was normal, as
were cerebrospinal fluid (CSF) evaluations that
included studies for syphilis, herpes simplex,
and a CSF culture. Thyroid stimulating hormone
(TSH) and free thyroxine (FT4) were also in the
normal range. Urine toxicology was positive for
amphetamines, but not cannabinoids. By day
two, when his mental status had not improved
at the rate expected for amphetamine toxicity,
suspicions were raised for a persistent
psychotic state of organic cause. It was later
revealed by family that the patient had also
abused the supplement L-theonine and the
Brazilian prescription medicine, "Dorflex,"
which contains metamizole, orphenadrine
citrate, and caffeine. Autonomic instability
suggested anticholinergic delirium due to
orphanedrine, but perseveration in paranoid
delusions and signs of catatonia were strongly
making the case for an organic psychosis. A
formal examination for catatonic symptoms
revealed echolalia, palilalia, "mitgehen”, waxy
flexibility, and stupor. The mother had
previously mentioned a family history significant
for disruptive behavior and substance use in the
patient's half-brother, who lived in Brazil. A
more thorough pursuit of leads revealed that the
half-brother had developed similar psychotic
symptoms and was admitted to a psychiatric
facility in Brazil by the fifth day. Although the
patient's catatonia began to respond to
lorazepam, up to 2 mg three times daily, he was



eventually transferred to an inpatient psychiatric
unit for further care.

Discussion:

Catatonia is commonly seen in adults, but more
rarely in children and adolescents. Catatonic
symptoms have also been reported with the use
of cannabinoids and amphetamines. This
patient favorably responded to lorazepam, the
approved treatment. The speculated
mechanism of action is through GABAergic
effects.  Electroconvulsive Therapy (ECT)
remains an effective last-resort treatment.

SEVERE ANXIETY AND PANIC ATTACKS
DUE TO ACUTE PHENIBUT
WITHDRAWAL

Lead Author: William D. Rumbaugh Jr., M.D.
Co-Author(s): Roger H. Duda, M.D.

SUMMARY:

In this case, we present a patient who
experienced an acute worsening of anxiety and
panic attacks in the context of withdrawal from
an over-the-counter supplement. The
supplement, currently available, is marketed for
treatment of anxiety, panic, and depression,
and contains a proprietary blend of multiple
ingredients, notably Phenibut (beta-phenyl-
gamma-aminobutyric acid). After approximately
6 months of daily use, the patient abruptly
discontinued the supplement, Ileading to
multiple severe panic attacks culminating in a
visit to the emergency department. We
highlight the pharmacological effects of
Phenibut and the potential withdrawal
implications, with particular emphasis on the
importance of screening for use of over-the-
counter supplements due to their impact on
patient care and management.

EFFECT OF EARLY LIFE STRESSORS
THAT PREDICT ADULT DEPRESSION ON
PERFORMANCE AND BRAIN
MORPHOLOGY

Lead Author: Ayman Saleh, M.D.

Co-Author(s): Guy Potter, Ph.D., Brian Boyad,
B.S., Kamil Kudra, Ph.D., James MacFall, Ph.D.,
Warren Taylor, M.D. M.H.Sc.

SUMMARY:

Introduction:

Early life stress (ELS) in childhood has negative
effects on emotional function and increase risks

of depression in adults. Human studies report
ELS being associated with long term brain
alterations, while animal studies report changes
in adulthood cognitive function. Few studies
have clarified the type of stressors that primarily
contribute to depression.

Hypothesis:

Specific early life stressors will predict
adulthood depression. These stressors will also
be associated with poorer cognitive function
and alterations in regional brain volumes.
Methods:

We examined 129 adult subjects, including 64
with MDD and 65 comparison controls. All
participants completed diagnostic testing,
neuropsychological testing and 3T cranial MRI.
Childhood stressors were assessed by self-
report. Using FreeSurfer we measured volumes
of regions previously reported to be related to
ELS, specifically anterior cingulate cortex,
orbitofrontal cortex, amygdala, hippocampus
and caudate nucleus. We conducted regression
analyses to identify which stressors predict
MDD and examined their effect on cognition
function and regional brain volumes.

Results:

MDD patients reported increased rates of
several specific early life traumas, including
emotional abuse, physical abuse, sexual abuse,
severe family conflict, neglect, major illness in
family and being bullied. Only emotional abuse,
sexual abuse and severe family conflict
significantly predicted depression. In all
subjects, these three traumas were associated
with poorer performance on tests of processing
speed and working memory. Moreover, they
were associated with smaller left lateral
orbitofrontal cortex and right caudate. We also
observed an interaction between these three
stressors and diagnosis, where these three
stressors were associated with smaller
hippocampus volumes but only in depressed
subjects.

Conclusions:

Out of eight stressors, only emotional abuse,
sexual abuse and severe family conflict predict
depression in adulthood. They also predict
poorer performance on test of processing
speed and working memory; and are associated
with altered brain volumes of caudate, lateral
orbitofrontal and hippocampus.

Discussion:

We found three early life stressors that
predicted adulthood depression. Supporting
previous animal data, these stressors were also



associated with cognitive dysfunction, in
findings not widely reported in human studies.
Although these stressors were associated with
caudate and lateral orbitofrontal volumetric
changes, they were only related to smaller
hippocampal volume in the depressed cohort.
However, the direction of this relation is unclear
and need further study.

PSYCHIATRIC PRESENTATION OF
HASHIMOTO'S ENCEPHALOPATHY
Lead Author: Yuliet Sanchez, M.D.
Co-Author(s): Sarah Fayad, M.D., Almari Ginory,
D.O.

SUMMARY:

Hashimoto encephalopathy (HE), represents a
rare disorder of presumed autoimmune origins
that can present with variety of psychiatric
symptoms in association with elevated titers of
anti-thyroid antibodies. The clinical presentation
consists of relapsing and remitting episodes of
neuropsychiatric symptoms that can have a
complete  remission  with  corticosteroid
treatment. The symptoms include cognitive
impairment, consciousness disorders,
hallucinations, headaches, ataxia, coma,
seizures, myoclonus, acute onset psychosis,
depressive symptoms or mania. We present two
cases of HE, focusing on their evaluation,
psychiatric  symptoms and  subsequent
management.

Case 1: 58 yo female with history of depression
presented to the Emergency Department for
abdominal pain and altered mental status
(AMS). She had a two months history of
personality changes with irritability, mood
lability, aphasia and problems balancing her
checkbook. She was mumbling, confused,
agitated and threatened to Kkill herself.
Lorazepam and Ziprasidone were given to
control the agitation and the patient was
admitted to the hospital for further evaluation.
An extensive workup for underlying organic
etiology of AMS was unremarkable except for
elevated thyroid peroxidase antibodies at 114.7,
TSH elevated at 6.92, and Free T4 decreased at
0.85. CT, MRI, EEG were all negative. She was
treated with Levothyroxine for subclinical
hypothyroidism and Methylprednisolone. Her
conscious level improved but she continued
talkative, with elevated mood, pressured
speech, and agitated at times. Quetiapine and
Chlorpromazine were started for agitation and
mood stabilization. Once medically cleared she

was transferred to a psychiatric facility for
further observation.

Case 2: 79 yo female with history of depression,
primary hyperparathyroidism, and
hypothyroidism presented with a two months
history of AMS, agitation, and combativeness.
On exam she exhibited aphasia, visual
hallucinations, paranoia, and was responding to
internal  stimuli. Laboratory workup was
remarkable for elevated serum calcium to 13.2,
TSH low to 0.11, Free T4 decreased at 0.89,
Thyroglobulin antibodies increased to 263, and
PTH elevated to 88. Head CT showed Left
Intracranial Hemorrhage, Head MRI revealed a
Meningioma, and EEG showed seizure activity
from the left parieto-occipital region. She was
treated with a course of Prednisone,
Levothyroxine for hypothyroidism, Phenytoin for
seizures, and Quetiapine for agitation. The AMS,
seizures, and psychosis resolved and the
patient was discharged home.

HE is a rare disorder that is likely to be under-
diagnosed due to its diverse clinical
presentation. It presents with a variety of
psychiatric symptoms that can rapidly resolve
after treated with steroids. For instance, it may
be useful to screen for anti-thyroid antibodies
and to consider this disorder in the differential
diagnosis of patient that presents with a
subacute onset of psychiatric symptoms and
thyroid abnormalities.

‘500 REPEAT VISITS: LESSONS
LEARNED”

Lead Author: Eric G. Santos, M.D.
Co-Author(s): Brian Ladds,M.D.,

Aracelis J. Lu,M.D.,Raj V. AddepalliM.D.,
David A. Aguilar,M.D.,

SUMMARY:

$4 billion is spent annually on people who use
the ED for non-urgent care and repeatedly.
Studies report that 8% -27% of all ER visits are
inappropriate. "Frequent users" (6 visits/year)
utilize behavioral health services with a financial
costs 6 times greater than that of others. Many
repeat visitors are resource-poor mentally ill
patients. Repeat users" have 2 visits within 3
years, "serial users" 4 visits per year, "extreme"
users make up to 70 visits per year, and "super"
users return to the ED dozens, even hundreds,
of times per year. There has been an increase
in mental health related issues among all
"repeat users", "highly frequent users", and so-
called, "super frequent users" of whom the



frequent users were more likely to make at least
one ED visit associated with mental health,
alcohol, or drug-related diagnoses.

We report a case of a 56-year-old woman who
walked into the ED approximately 500 times
over the last 16 years (averaging 31 visits/year).
She is separated, unemployed on SSI and
carries a diagnosis of Bipolar disorder NOS,
Substance-Induced Mood disorder, as well as
cocaine and alcohol use disorder, with previous
psychiatric hospitalizations last 18 years prior,
with inconsistent follow-up at a hospital-based
patient-centered Medical Home clinic which
serves mentally ill chemically affected patients.
She is fairly consistent in taking Aripiprazole,
Buspirone and Gabapentin. Her initial
complaints have ranged from feeling anxious to
worry about rent issues, usually right after
recent cocaine and alcohol use. She tends to
use alcohol (8 beers) on weekends with blood
alcohol levels ranging from 0-180 mg/dl and
$100 worth of cocaine three times a month.
She has declined offers for detox or rehab.
Immediately upon initial contact with the ER
psychiatrist she states that she feels better and
is ready to go home.

Hospitals are expected to address the recurring
needs of repeat users of the ED including
patients with dual diagnosis. These frequent
visits impact utilization of resources in the ED
including staff time, increase waiting time and
divert resources from patients with more urgent
needs. As many as 30 million previously
uninsured people will be gaining health
coverage with recent implementation of the
Affordable Care Act and a marked increase in
the use of the ED is expected, including
increases in repeat visits.

Interventions targeting frequent users of ED's
may be effective. Integrated case or care
managers can be cost-effective, reduce ED
costs and improve social and clinical outcomes.
Other measures include integration of
healthcare across specialties, elimination of
gaps in care, supporting collaborative care
between hospitals and community agencies.
Individualized treatment plans upon prompt
identification of high utilizers can help break the
cycle of repeat visits.

This case illustrates the need for a multipronged
approach to help decrease high volume users,
decrease costs and improve patient care.

USE OF MEMANTINE IN AUTISM
SPECTRUM DISORDER: A LITERATURE
REVIEW AND CASE REPORT

Lead Author: Adam H. Schindzielorz, B.Sc.
Co-Author(s): Suzanne Holroyd, M.D., Kristina
Bryant-Melvin, M.D.

SUMMARY:

Objective: To add to the current literature
regarding the use of memantine as treatment for
communication deficits in autism in the
pediatric populations.

Introduction: Autism spectrum disorder (ASD)
refers to a group of phenotypically similar
neurodevelopmental conditions of which autism
is the best known. ASD is characterized by
deficits in social relatedness, communication,
and interfering repetitive behaviors. Associated
symptoms include inattention, aggression,
irritability, hyperactivity, anxiety, and self-
injurious behaviors. Currently, FDA-approved
treatments exist to treat secondary symptoms
but not core symptomatology. The etiology of
autism and other ASD is thought to be
multifactorial but is not well understood. Some
studies suggest that glutamate excitotoxicity
may play a role in the pathogenesis of ASD.
Memantine, an NMDA-receptor antagonist,
could potentially address core symptoms in
ASD by targeting disease-specific
pathophysiology.

Methods: A literature search of multiple
databases was performed using the search
terms "memantine, autism, child, adolescent,
speech and verbal communication." Literature
results were compared to our case outcome in
order to lend support or refute the findings
associated with our patient's treatment with
memantine.

Case Report: Our patient is an 11 year old
Caucasian male who began treatment with
memantine following parental request after
learning of a phase Il clinical trial utilizing the
drug for treatment in autism. Following one
month of receiving memantine 5mg daily the
patient reportedly began showing increased
verbal communication at home. Despite the
patient not exhibiting verbal communication on
patient interview at the clinic, the guardians
reported that the patient had begun using 30
plus newly learned words, and had learned to
communicate via sign language. Continued
improvement in communication was noted over
the course of one year of treatment with
memantine.



Discussion: Memantine is currently undergoing
several phase Il clinical trials for the purpose of
treating core symptoms of ASD. Multiple
articles suggest the potential benefit of
mematine due to suspected glutamate
excitotoxicity as a contributor to iliness
development and the related drug mechanism
of action. Several case reports as well as open-
label trials suggest increased receptive and
expressive use of language in autistic children
and adolescents with memantine treatment. Our
patient appeared to obtain similar benefit
through increased use of verbal communication
skills. Our case appears unique in that he also
began using sign language.

Conclusion: Memantine is not yet approved for
treatment of ASD. However, in this case it
appeared effective for treating core deficits in
verbal and non-verbal communication in a child
with autism.

BOUNDARIES BETWEEN VEGAN DIET,
EATING DISORDER AND HEALTH
ANXIETY DISORDER:

A CASE REPORT AND LITERATURE
REVIEW

Lead Author: Pernilla Schweitzer, M.D.

SUMMARY:

In recent years, there has been a dramatic rise
in the number of people who adhere to vegan
diets to achieve health goals or weight loss.
Adhering to such a diet is often time
consuming, expensive, and a limit to social
activities. How do we distinguish certain strict
diets from eating disorder or health anxiety
disorder? How do we account for sociocultural
definitions of diet? We explore these
boundaries in the case of a 24-year-old Native
American woman living in the San Francisco
Bay Area who presented with complaints of
body dysmorphia, failure to thrive, social
isolation and fear of developing cancer. We
discuss the bi-directional relationship between
her symptoms and her diet, which consisted of
strictly vegan and gluten free food. These
questions have important implications on
prognosis, treatment and insurance coverage, in
addition to larger social ramifications.

LOXAPINE AS AN ALTERNATIVE TO
CLOZAPINE
Lead Author: Syed S. Shah, M.D.

Co-Author(s): Mitali Patnaik, M.D., Francis
Smith, M.D., Munjerina Munmun, M.D.

SUMMARY:

Abstract: Loxapine a dibenzoxazepine shows
great structural and functional homology to the
atypical antipsychotic clozapine as it has a high
affinity for binding to serotonin 5-HT2 and
dopamine D4 receptors. However, it is not
atypical like clozapine, since its 5-HT2
occupancy is not higher than its D2 occupancy.
Loxapine has traditionally been considered a
typical neuroleptic, but its pharmacological
properties are rather atypical. In vitro studies
have shown that its 5-HT2 affinity is higher than
its D2 affinity. We present a case where we
used Loxapine as an alternative to Clozapine in
treatment resistant psychosis.

Case: 67 y/o WF with a past psychiatric history
of bipolar disorder was admitted to the hospital
with  worsening psychosis secondary to
treatment non-compliance. On admission,
patient was floridly psychotic with disorganized
speech and behavior, laughing hysterically,
labile, racing thoughts, loose associations and
poor hygiene. She had been on Lithium for
many years but was discontinued as a result of
renal failure. PMHx included hypertension,
hemorrhoids and obesity. During the course of
her hospitalization, the patient was on a variety
of antipsychotic and mood stabilization
medications. The patient eventually agreed to a
trial of Clozapine as long as the drug was
titrated slowly. She complained of dizziness and
fell on occasion without sustaining head injury.
She had minimal response to Clozapine
100mg/day. She had fixed delusions that she
had five baby infants with her outpatient
psychiatrist, to whom she believed she was
married and that her inpatient psychiatrist was
her father-in-law. While on clozapine, the
patient's hemoglobin dropped to 6.2 and she
was subsequently transferred to the medical
hospital for treatment. Clozapine was cross
titrated with Loxapine and ultimately
discontinued. We titrated her to a dose of
Loxapine 20mg daily. Marginal improvement of
the psychotic features was noted with Loxapine
while foregoing the side effects of clozapine.
Discussion:Studies have demonstrated how
Loxapine provides rapid improvement of
psychosis and majority of the research has
been done in establishing its clinical efficacy but
given that it has structural and functional
homology to Clozapine no studies have been



done to use it as an alternative to atypical
antipsychotics when there are severe side
effects especially with Clozapine. Loxapine
does not produce the agranulocytosis that often
results from protracted clozapine treatment but
is usually associated with EPS. Thus, Loxapine
is a viable option in treating resistant psychosis
when patients are unable to tolerate clozapine
but more research is needed to determine the
effects of Loxapine compared to atypicas
usually associated with EPS.
References:1.Singh AN, Barlas C, Singh S,
Franks P-J Psychiatry Neurosci. 2.Chakrabarti
A, Bagnall A, Chue P, Fenton M, Wong W, Xia
J-Cochrane Database Syst Rev-2007.
3.Fishman R, Gottwald M, Cassella J. Inhaled
loxapine (AZ-004)

CULTURAL CONCEPTS OF SEMEN AND
ASSOCIATED PSYCHIATRIC
PRESENTATIONS IN INDIAN MEN: A
CASE REPORT AND LITERATURE
REVIEW

Lead Author: Hema Shah, M.B.A., M.D.
Co-Author(s): Mallika Lavakumar, M.D.

SUMMARY:

Background:

Semen is considered a symbol of masculinity, a
vital body fluid representing male sexuality,
reproductive ability and physical health. Cultural
beliefs among Hindu Indian men regarding the
power and role of semen contribute to various
psychiatric presentations such as symptoms of
anxiety, depression, and malaise. They also
often explain and account for sexual
dysfunction including poor libido, impotence,
and sex addiction and for celibacy, a non-
pathological lifestyle choice. (1) In changing
paradigm of psychosexual health we as a
physician should learn to take into account
cultural meaning of sexual health concerns.
Results:

We present a case of a 23 year old Indian man
with no prior medical or psychiatric history who
presented with symptoms of fatigue, lethargy,
dysphoria, decreased appetite, poor
concentration, and body aches. He was soon to
be married and worried immensely about his
sexual performance and the implications of
losing semen, which he viewed as a source of
vitality, during masturbation and urination. It
became clear that his culturally informed beliefs

about semen and semen loss were contributing
to his psychiatric presentation.

Discussion:

First, we discuss the historical and cultural
beliefs surrounding semen as an elixir of life and
a vital force. We describe how the expulsion of
semen is also viewed as an obstacle to moral
and spiritual growth. We explain how these
beliefs inform our understanding of Dhat, a
culture bound syndrome in India, where patients
present with medically unexplained symptoms
such as pain, fatigue, features of depression
and anxiety, decreased libido and impotence
when they lose semen through nocturnal
emission or masturbation. We describe how the
conceptualization of Dhat has evolved from
purely a psychosomatic illness to a culturally
conditioned expression of major depressive
disorder. (1) We also discuss semen retention
syndrome the opposite presentation of Dhat,
where a fear of retaining semen rather losing
semen leads to excessive masturbation and sex
addiction. (2) Finally, we discuss the cultural
practice of Brahmacharya or celibacy, where
one refrains from the voluntary loss of semen,
as a regimen to restore health, to exercise
control, and maintain high moral standards.
Conclusion:

Semen has been overvalued for Vvitality,
masculinity and sexual performance in men. It is
interesting to check various semen related
notions in male population and how it affects
mental health. An understanding of the cultural
beliefs regarding semen and associated
psychopathology and sexual dysfunction is
essential to provide culturally competent care
for the male patients.
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MANIA PRECIPITATED BY WEIGHT-
LOSS SUPPLEMENT GARCINIA
CAMBOGIA: A REPORT OF THREE
CASES
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Occhiogrosso, M.D., Julie Penzner, M.D.



SUMMARY:

Popularized by Dr. Mehmet Oz, garcinia
cambogia has emerged as a weight loss
supplement. The active ingredient, hydroxycitric
acid, is believed to modulate metabolism and
appetite via cortical serotonin signaling.
Although the putative mechanism of action of
garcinia cambogia is through serotonin,
literature demonstrating psychiatric side effects
is limited. Review of the literature revealed one
case of mania in a patient taking Hydroxycut,
whose primary ingredient is garcinia cambogia,
and another of a patient who developed
serotonin syndrome with the combination of
SSRI plus garcinia cambogia. Here we present
three cases of stable, euthymic patients
predisposed to mania whose manic episodes
emerged during garcinia cambogia use.

Cases:

Mr. A is a 33-year-old employed male without
psychiatric history, but with bilateral family
history of depression, and with intermittent use
of marijuana. Mr. A began garcinia cambogia for
weight loss, at a dose of 1-2 pills daily. One-
month into garcinia cambogia use, Mr. A was
diagnosed with a manic episode of bipolar |
disorder, and treated to remission with
valproate and olanzapine.

Mr. B is a 50-year-old married male health
professional with bipolar | disorder, including
several psychiatric admissions. Prior to current
presentation, he had been stable, out of the
hospital and on no medications for five years.
Two months prior to presentation, he began
taking 2 pills daily of garcinia cambogia for
weight loss, combined with a switch to a
Paleolithic diet. One month into his garcinia
cambogia use, Mr. B was admitted for mania,
and treated to remission with valproate and
olanzapine plus discontinuation of garcinia
cambogia.

Ms. C is a 34-year-old married mother with
bipolar Il disorder and a history of SSRI-induced
hypomania. At the time of initiation of garcinia
cambogia, Ms. C had been stable for 18 months
on an outpatient regimen of aripiprazole,
bupropion and topiramate. Ms. C began diet,
exercise and garcinia cambogia supplements
for 4-6 weeks before being diagnosed with a
recurrence of bipolar [l disorder, with
hypomanic and depressive features. Her
symptoms remitted with continuation of her
psychotropic regimen, the addition of
lorazepam, and discontinuation of garcinia
cambogia.

Although the instigators of mania are
multifactorial and poorly understood, we
postulate that in these cases, the sustained use
of garcinia cambogia was etiologic in the mood
disturbance, possibly through disruption of
cortical serotonin signaling. Investigation into
the mechanism of garcinia cambogia reveals
similarities to that of SSRIs, with effective
increases in synaptic serotonin. Thus with a
mechanism similar to antidepressant-induced
mania, garcinia cambogia in these patients
likely led to increased synaptic serotonin
activity, with the consequence of manic and
hypomanic episodes. Based on the experiences
of these patients, we suggest further research
into the psychiatric safety of garcinia cambogia.

PSYCHIATRIC SIDE EFFECTS OF
LEVETIRACETAM

Lead Author: Nima Sharif, M.D.

Co-Author(s): Christine Marchionni M.D., Roy
Steinhouse, M.D.

SUMMARY:

Title : Psychiatric side effects of levetiracetam
Authors: Nima Sharif M.D., Christine Marchionni
M.D., Roy Steinhouse, M.D.

Introduction:

Psychiatric side effects of new antiepileptic
medications can be extensive and cause
significant morbidity for patients. Studies have
associated psychiatric and behavioral side
effects to a number of new antiepileptic
medications. These factors are at times
neglected when choosing medications for
patients.

CASE DESCRIPTION:

55 yr old AAF, with no past psychiatric history
who, presented to the outpatient department
with complaints of depression. She reported
that her stressor involved having her first seizure
on 1/9/2012. This event was found to be
secondary to a benign meningioma, which was
resected through neurosurgical procedure.
Patient was subsequently placed on
levetiracetam and developed depressed mood
and low energy secondary to this medication.
She also reported insomnia with frequent
awakenings at night, obtaining only 4 hours of
sleep per night, with decreased appetite and 25
Ibs. weight loss since. She had decreased
concentration, anhedonia, was becoming
increasingly seclusive with increased crying
spells and feelings of hopelessness and
helplessness. She denied a history of



depressive episodes or manic episodes in the
past. She was started on mirtazapine, titrated
to, 15mg HS, with some improvement of
insomnia and appetite. Patient was also placed
on lamotrigine titrated to 150mg BID and
levetiracetam was discontinued. Following
these medication adjustments she reported
resolution of all affective symptoms, increase in
daily activities and enjoyment of social
gatherings and family functions.
CONCLUSIONS:

Affective symptoms can be due to a wide range
of conditions. The possible side effects of the
current medications which a patient is
prescribed should be considered. Studies have
shown up to 25.4 percent of patients taking
levetiracetam experienced some affective
symptoms. Other studies have shown
antiepileptic  attributed psychiatric ~ and
behavioral side effects in adults treated with
levetiracetam to occur at an overall rate of
15.8%. This was further classified into,
depression (4%), irritability (9%), anxiety (1.9%),
behavioral changes (3.5%), and psychosis
(1.3%).  Furthermore, levetiracetam  was
associated with significantly more psychiatric
side effects when compared to other
antiepileptic medications. This case supports
the association of levetiracetam with psychiatric
side effects, with significant improvement
obtained from using alternative medications.
Studies have shown that psychiatric side effects
occur in 23% of patients taking antiepileptics,
who have a past psychiatric history, and in 12%
of patients without a past psychiatric history.
This information can lead to improved
assessment of patients being prescribed
antiepileptics, and can also aid in the selection
of these medications based on more complete
risk/benefit ratios.

INTRANASAL BUPROPION ABUSE:
CASE REPORT AND LITERATURE
REVIEW

Lead Author: Rahul Sharma, M.D.
Co-Author{(s): Rohit Madan, MD, Ashish
Sharma, MD

SUMMARY:

Introduction: Bupropion is a norepinephrine
dopamine reuptake inhibitor commonly used for
major depressive disorder, nicotine
dependence, bipolar depression, ADHD and
SSRI-induced sexual dysfunction or apathy. In
recent years, there has been a growing concern

about the abuse potential of bupropion. Here
we report an interesting case of intranasal
bupropion abuse in the hospital setting.

Case report: Mr. E is a 32-year-old male with
DSM-V diagnosis of bipolar disorder and
cannabis use disorder, mild who was admitted
to the medical floor following an overdose of 10
pills of 2mg clonazepam. Upon initial evaluation,
patient had reported that he was snorting the
bupropion prescribed to him "to get high".
Pharmacy records showed his home dose to be
bupropion SR 200mg orally twice daily.
Knowing this information, it is plausible to
estimate the amount of bupropion being used
intranasally by him to be close to 400mg per
day, although the exact amount was not
provided by the patient. After running out of the
bupropion prescription, he began to go through
withdrawal symptoms, which predominantly
included nervousness, jitteriness and overall
sense of unease. He eventually tried to
counteract some of these symptoms with the
use of clonazepam. While on the medical unit,
video monitoring showed the patient to be
crushing unknown pills into powder form and
snorting them. With bupropion insufflation, he
reported a high unlike the high he obtained from
cannabis use. He did not report any adverse
effects from bupropion insufflation and nor was
there any seizures reported.

Discussion: Review of literature has shown a
few case reports documenting bupropion abuse
by nasal insufflation, in addition to intravenous
abuse. One case report described abuse of
bupropion involving prison inmates in a
correctional facility. Inmates admitted to
reporting ineffectiveness of other psychotropics
in the hopes of being prescribed bupropion.
Bupropion abuse has been documented in the
civilian sector as well. In 2005, a 23-year-old
nursing student decided to snort bupropion
after reading on the package insert that
bupropion acts as a dopamine reuptake
inhibitor. She reported effects that were similar
to cocaine, however weaker. In yet another
case, a 29-year-old woman with a history of
polysubstance dependence was admitted to the
hospital following withdrawal from intravenous
bupropion. She described the high as
something similar to injection of cocaine of poor
quality.

Conclusion: Bupropion abuse may be more
prevalent than has been documented thus far.
Whether the primary setting of abuse occurs in



a correctional facility or in the civilian
population, it is something that is becoming
more widespread. A common underlying factor
appears to be history of substance abuse. More
research is needed on the abuse potential of
bupropion, and physicians need to be more
cautious in prescribing it to subjects with
significant history of substance dependence.

WEDDING VOWS MADE "IN SICKNESS"
MAY NOT SURVIVE "IN HEALTH": A
CASE OF MARITAL DISTRESS
EMERGING AFTER SUCCESSFUL
TREATMENT OF OCD

Lead Author: Neeral Sheth, D.O.

Co-Author(s): Alyson K. Zalta, Ph.D., Sheila M.
Dowad, Ph.D.

SUMMARY:

BACKGROUND: Research shows that
obsessive compulsive disorder (OCD) not only
impacts how patients carry out their daily lives,
but also has a significant impact on marital
functioning. Spouses often become involved in
accommodating patients' OCD symptoms and
may experience an increased burden
themselves. A cognitive behavioral technique
known as exposure and response prevention
(ExRP) has been successful in improvement of
OCD symptoms, and several studies have
shown that ExRP ultimately improves marital
functioning. What has not been previously
described in the literature is how marital
conflicts may arise following successful
treatment of OCD.

CASE REPORT: A 30 year old married man was
referred for treatment of OCD. His obsessions
included having intrusive thoughts of stabbing
family members as well as thoughts of being
homosexual. His compulsions were primarily
mental compulsions in which he would spend
hours neutralizing the obsessions by convincing
himself they were not true. His OCD was severe
to the point where he was not able to use his
professional degree, but instead worked in the
service industry where he could function
despite his mental compulsions. Due to
inadequate treatment, his OCD was never
symptom-free throughout the course of his
marriage. The patient was treated with a
combination of fluoxetine and 12 sessions of
ExRP. After his symptoms remitted, he was
seen for medication management only. During
follow up, the patient stated that his quality of

life had considerably improved, but that he was
increasingly dissatisfied with his marriage. He
subsequently began an extra-marital affair
which was eventually discovered by his wife,
causing even greater conflict. The patient
questioned if he had initially entered his
marriage because of the stability that his wife
provided him in the midst of the dysfunction
created by his OCD.

DISCUSSION: This case demonstrates how
successful treatment of OCD may increase
marital conflict. After treatment of any chronic
illness, roles within a marriage may be altered
and couples may need to readjust to new ways
of relating to one another. While this concept
has been studied in other areas of medicine
such as after bariatric surgery, there is little
research on how couples might struggle after
remission of a mental illness. Harry Stack
Sullivan, the  father of interpersonal
psychoanalysis, theorized that anxiety was a
driving force in one's choosing of a secure
connection over a satisfying one. In this case,
when our patient's OCD symptoms diminished,
his drive to find a more pleasurable relationship
may have overcome his drive for stability. This
case illustrates the need for providers to
educate patients on changes in family dynamics
that might occur with symptom improvement,
as well as offer counseling to couples during
treatment to help guide them through these
marital adjustments.

HOARDING IN YOUNG CHILDREN

Lead Author: Srijana Shrestha O'Connell, M.D.
Co-Author(s): Sultana Jahan, M.D.

Erum Khan, M.D.

SUMMARY:

INTRODUCTION:

Obsessive-compulsive  disorder (OCD) is
characterized by intrusive and unwanted
persistent thoughts, urges, or images and
repetitive behaviors or mental acts that are
performed in response to an obsession.
Pediatric OCD has a spectrum of symptom
clusters including hoarding as a distinct subtype
of OCD. Hoarding subtype is typified by a
persistent difficulty or distress discarding or
parting with possessions and excessive
accumulation of objects .The DSM 5
distinguishes OCD hoarding subtype from the
newly distinguished diagnosis of Hoarding
Disorder. In hoarding subtype the obsession or
origin of distress would be typical of OCD



(concerns about completeness or harm
reduction).

CLINICAL CASE:

Mr. X is an 8 year old male with a past
psychiatric history of ADHD and separation
anxiety, who presented to clinic with bio mom
on for evaluation of hoarding. Mom gave many
examples of non-valuable items causing
considerable distress to the patient to part with:
ex: he would not allow mom to discard his
trimmed hair after a hair cut- demanding her to
save it in a bag, he would save trash ex: empty
McDonalds Happy-meal boxes, empty soda
bottles. At one point he performed CPR on a
previously discarded soda bottle from the trash,
saying "I will not let mom Kkill you". He was
started on sertraline (SSRI) 12.5 mg po gam and
titrated up to 25 mg po gam. Given mild
response at first follow up visit, sertraline (SSRI)
was increased to 37.5 mg po gam. The higher
dose of sertraline (SSRI) led to marked
improvements in symptoms as Mom reported
he no longer was throwing fits with discarding
items.

DISCUSSION:

Pediatric OCD has an annual prevalence rate
ranging from 1-3% .The hoarding subtype
affects as many as 20-830% of this
population(Samuels et al 2002) . Given that
reports of "very early onset" OCD (younger than
10) have only been recently documented, this
percentage may not be an accurate reflection.
The current data shows that hoarding subtype
in older children and adolescents tends to have
distinct features and poor treatment prognosis.
Youth with hoarding compulsions show more
severe symptoms, less insight and more
magical thinking, increased rates of anxiety,
aggression, physical complaints, and higher
rates of panic disorder . They are a challenge to
manage as information shows high drop out
rates and treatment refusal. Given the
unfavorable clinical portrait there is now a
pressing need for research on the prevalence,
development, course and evaluation of
treatment protocols for young children. If
hoarding can be better recognized and treated
during childhood, perhaps some of its long-term
effects can be alleviated.
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PTSD DEVELOPMENT AFTER TOXIC
MOLD EXPOSURE
Lead Author: Edward V. Singh, M.D.

SUMMARY:

Background and Purpose: 50 year old female
developed post traumatic stress disorder after a
life threatening bout of toxic mold exposure. Her
past medical history was significant for
systemic lupus erythemous and asthma. No
surgical history, and unknown family history.
Introduction: This patient was exposed to toxic
mold 6 months ago. She had recently moved
into an apartment that was recently renovated
for a septic tank rupture. Unknowingly, the
patient remained in the apartment for 2 weeks
until she became symptomatic. She initially
developed rhinorrhea, post nasal drip and
ocular pruritus within a week, but attributed
them to seasonal allergies. Shortly after (2-3
days) she developed severe shortness of
breath, dyspnea and asthmatic reactions. She
was hospitalized and diagnosed and treated for
toxic mold exposure.

She had her house professionally tested for
mold which came back positive for
Stachybotrys chartarum. She relocated to a
hotel during the mold removal. After completion
of removal she moved back into her apartment,
and developed similar but less threatening
symptoms. Upon further testing, mold was still
found. She is currently under legal battle with
her landlord.

As a result of the mold exposure she was
hospitalized for life threatening asthma
exacerbation, lost her job, relocated twice,
currently in a legal battle with her landlord. She
has developed Post traumatic stress disorder.
She started developing intrusive thoughts in the
form of nightmares and flashbacks. She had
negative changes in his mood with an inability
to experience positive emotions and
hopelessness. She had trouble sleeping,
concentrating. Conversation or the sight of her
old apartment will trigger an intense
psychological or physiological distress. Her
PTSD was being treated with a combination of
cognitive therapy as well as pharmacotherapy.
Conclusion: An estimated 21% of asthma cases
in the U.S. are attributed to mold exposure.
After Hurricane Katrina which left 75% of New



Orleans submerged, an increase of cases of
mold exposure were evident. Similar results
were seen following Hurricane Sandy in New
York. Toxic mold exposure can be a life
threatening situation. It can lead to an ongoing
legal battle, large financial losses, job losses,
home relocation, all of which can result in post
traumatic stress disorder.

HASHIMOTO’S ENCEPHALOPATHY: A
RARE NEUROCOGNITIVE DISORDER
Lead Author: Garima Singh, M.D.
Co-Author(s): Oyinloye Gbola, M.D., Malwitz
Kari M.D., lthman Muiad, M.D.

SUMMARY:

INTRODUCTION: Hashimoto's encephalopathy
(HE) is a rare neuropsychiatric syndrome, which
often presents with cognitive decline, mood
symptoms, psychosis, tremors, seizures, and an
altered level of consciousness. HE for the first
time was described in 1966 but still the
pathophysiology of the disease is unknown. The
occurrence of the disease is more prevalent in
the young female (4:1) population with a mean
age of 40-45. In the majority of cases, the
symptoms completely resolved with a course of
immunosuppressive treatment which suggests
that the disorder is immune-mediated rather
than the direct effect of altered thyroid hormone
on the nervous system. Because of the
infrequent  occurrence, lack of specific
diagnostic criteria and the broad spectrum of
manifestations, the disease is often
underdiagnosed which results in serious
consequences.

CASE: We present a case of a 22 year old
female who presented to the Emergency Room
with a seizure like spell. She was unable to
comprehend the questions, was confused and
demonstrated inappropriate behavior. Her
mother reported that for a period of 3 weeks the
patient had been having on and off altered
levels of consciousness, numbness, tingling,
cognitive decline, seizure spells, headache,
nausea, with a seizure like spell. She was also
admitted at an outside hospital and a complete
work up was done including MRI, CT scan
which was unremarkable. During her stay in our
hospital, the patient underwent multiple tests
including MRI which was unremarkable, NMDA
was negative, Thyroid peroxidase was elevated
with values of 385.5 IU and ANA was positive,
suggestive of Hashimoto's encephalopathy
(autoimmune disease). Thyroid panel was

normal. Her EEG was grossly abnormal
demonstrating generalized slowing consistent
with her presentation of an encephalopathy.
Following diagnosis, she was treated with 5
days of IVIG, and noted dramatic improvement
in condition. She was discharged from the
hospital in stable condition and followed in up
out patient, when she was back to her normal
cognitive function, EEG had normalized and her
anti-thyroid peroxidase level was 136.
DISCUSSION: HE is a disease of exclusion with
a variable clinical presentation. The literature
and research is limited, the majority of reported
cases have been associated with
hypothyroidism, although a number of cases
have been identified with hyperthyroidism,
prompting some authors to label this disease as
Steroid Responsive Encephalopathy Associated
with Autoimmune Thyroiditis (SREAT). A review
of literature shows that the most common
antithyroid antibody detected amongst reported
cases is anti-TPO (86%), followed by
antithyroglobulin antibodies (48%). Since no
specific diagnostic criteria are present, the
disease is often underdiagnosed and results in
fatal results. Further research, investigation and
education are needed to study the
pathogenesis of the disease.
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CONVERSION DISORDER IN AN
APPALACHIAN COMMUNITY: A
PREVALENCE AND CASE CONTROL
STUDY

Lead Author: Sarah E. Slocum, B.S.
Co-Author(s): Suzanne Holroyd, M.D.

SUMMARY:

Conversion disorder (CD) has long been a
debated diagnosis in both the psychiatric and
general medical literature; requisite diagnostic
criteria have evolved in sequential versions of
the Diagnostic and Statistical Manual of Mental
Disorders (DSM). CD is thought to be the
manifestation of physical and/or neurological
symptoms for primary gain without an
identifiable organic cause. Historically, CD has
been described as being more common in
women, in those with a lower educational level
and socioeconomic profile, and in rural
communities. Prevalence of reported CD on
psychiatric consultation services varies widely
(5-25%) depending on the population studied.



For example, high rates are reported in military
hospitalized populations. However, there is little
evidence in the literature actually examining or
supporting that CD is in fact more common in
rural areas. To our knowledge, there is no
known prevalence or other study of CD in a
United States Appalachian population.

In this case control study, we examined the
prevalence of CD in a rural Appalachian
community hospital-based psychiatric
consultation service in Huntington WV. We also
performed a chart review of 26 patients
diagnosed with CD (cases) and compared them
to 52 control subjects, who were randomly
selected patients from the same psychiatric
consultation service during the same time
period. The prevalence of CD in our
consultation service was 6.6% within a 13
month period. The prevalence is compared to
other described consultative and clinical
populations and discussed. In addition,
demographic, clinical, and associated factors of
CD were examined and compared between the
two groups (cases and controls). By examining
these data, a better understanding of the
prevalence and associated correlates of CD in a
rural  Appalachian  population can be
determined. This study adds to the literature
regarding the associated factors of CD. Given
the relatively low prevalence of CD in our study,
our results do not support that CD is more
common in rural areas.

HYPOTHYROIDISM DUE TO
HASHIMOTO'S THYROIDITIS MASKED
BY ANOREXIA NERVOSA

Lead Author: Adjoa Smalls-Mantey, D.PAhil.
Co-Author(s): Adjoa Smalls-Mantey, D.Phil.,
Joanna Steinglass, M.D., Marshall Primack,
M.D., Jill Clark-Hamilton, M.D., Mary Bongiovi,
M.D., Ph.D.

SUMMARY:

Anorexia nervosa (AN) is typically associated
with altered thyroid function tests, notably a low
total and free T3, and lower, but within normal
range, free T4 and TSH. A 16-year-old girl with
a four-year history of AN presented with
elevated TSH that fluctuated with changes in
weight. TSH was within normal limits (1.7-3.64
mlU/L) following periods of weight loss and
elevated with weight gain (5.9-21.66 mlU/L).
Anti-thyroperoxidase antibodies were markedly
elevated, suggesting chronic Hashimoto's

thyroiditis. Of note, the elevated TSH that would
be expected in Hashimoto's thyroiditis was
blunted by weight loss associated with AN.
Physicians should be aware that AN may
contribute to masking thyroid abnormalities in
Hashimoto's thyroiditis.

CLOZAPINE AND NABILONE IN THE
TREATMENT OF TARDIVE TOURETTE
SYNDROME - A CASE REPORT AND
LITERATURE REVIEW

Lead Author: Natasha Snelgrove, M.D.
Co-Author(s): Paul Dagg, M.D., FRCPC

SUMMARY:

Tardive Tourette Syndrome is considered to be
a type of rare tardive phenomenon. It is
reported quite infrequently in the literature. The
first case was reported and published in the
1970s and, since then, there have been less
than 30 cases reported in the literature. Some of
these reports include treatments tried for
Tardive Tourette Syndrome (TTS). These
treatments have typically included ftrials of
clonidine, typical or atypical antipsychotics, or
benzodiazepines. There is also a single previous
case report from 1995 of successful treatment
of TTS with clozapine. In our particular case, the
subject developed TTS after approximately 6
years on varying antipsychotic treatments. The
subject presented to us approximately 3 years
after the onset of Tourette-like symptoms.
Varying treatments were attempted, and
success in treatment was found using
clozapine, settling at a dose of 600mg PO daily.
In addition, some evidence in the treatment of
this subject suggested that nabilone may be
useful as an augmenting or additional treatment
option for some patients with Tardive Tourette
Syndrome.

ELECTROCONVULSIVE THERAPY IN A
PATIENT WITH A CRANIOFACIAL
METALLIC PLATE

Lead Author: Caitlin Snow, M.D.
Co-Author(s): Dimitry Francois, M.D., Nabi/
Kotbi, M.D., Robert C. Young, M.D.

SUMMARY:

Introduction: Despite an expanding literature to
support the safe and effective use of
Electroconvulsive Therapy (ECT) in patients with
cranial metallic objects (cMO), concerns remain
that hardware may impose additional risk. This



case report describes a patient with titanium
skull implants and severe bipolar depression
who was successfully treated with two courses
of right unilateral (RUL) ECT.

Case Report: A 52-year-old man with bipolar |
disorder was admitted to a psychiatric hospital
for treatment of severe depression. He had
received numerous psychotropic trials with
limited benefit. Suicide risk assessment was
notable for two high-lethality suicide attempts
and three first-degree relatives who completed
suicide. Pertinent medical history included a
remote facial reconstructive surgery with
titanium plates implanted over his left
zygomatic, maxillary and frontal bones.
Following careful review, ECT was considered
the best treatment option. No modifications to
the ECT protocol were made. The patient
responded to 12 RUL ECT treatments with a
score reduction on the 17 item-Hamilton Rating
Scale for Depression from 32 to 7. There were
no side effects and he scored 30/30 on the
Folstein  Mini-Mental Status  Examination
throughout the treatment course. He was
discharged on venlafaxine XR 225 mg and
lithium carbonate 1200 mg (level 0.8 mEqg/L).
Five months later he was readmitted for a
depressive relapse in the setting of non-
adherence. He received nine RUL ECT
treatments and improved with no complications.
He was again discharged on venlafaxine XR and
lithium carbonate.

Discussion: Clinicians have raised theoretical
concerns that the presence of cMO in patients
receiving ECT may interfere with current flow,
increase the risk of vascular damage or facial
fracture, or result in neuronal injury due to
overheating. In response, Gahr et al. recently
published a systematic review of 24 case
reports of safe and effective ECT treatment in
the presence of cMO, with 42% of authors
reporting modified placement of the ECT
electrodes. Given the evolving risk assessment
and practice guidelines, it is important to report
additional cases. None of the cases reviewed by
Gahr et al. described more than one course of
ECT. This case describes a patient with
recurrent bipolar depression and multiple
titanium facial implants who was successfully
treated with two courses of RUL ECT within five
months.

Conclusion: There were no procedure-related
complications from two courses of RUL ECT in
a patient with cMO. More case reports are

indicated to assess absolute risk. Future
research should investigate the role of repeated
neuroimaging and the impact of electrode
placement modification in these patients.

CULTURAL DISPLACEMENT WITH
PSYCHOTIC FEATURES: A CASE STUDY
Lead Author: Rachel Steere, D.O.

SUMMARY:

We report the case of a young adult Rwandan-
born male in the United States on refugee
status who presented with disorganized,
unpredictable behavior for court-ordered
treatment after being found incompetent to
stand trial on trespassing charges. We explore
the possible role of cultural displacement and
social isolation as related to this patient's
psychotic presentation. We offer suggestions
for clinicians to incorporate culturally supportive
resources into the assessment and treatment of
patients, including in-person translator services,
culturally familiar social experiences, supportive
behavioral observation, and cultural education
for health care providers. We also review the
forensic components of this case, which
highlight the importance of cultural liaisons for
patients navigating the intricacies of the legal
system. Additional studies are needed to
explore the effect of cultural displacement on
the development, maintenance, and aggravation
of psychosis and the effectiveness of culturally-
tailored interventions for the treatment of
psychiatric illness in culturally displaced patient
populations.

INTRAVENOUS BUPROPION USE
DISORDER RESULTING IN PSYCHOSIS
AND TISSUE NECROSIS:
UNDOCUMENTED COMPLICATIONS OF
A DRUG HABIT WITH INCREASING
POPULARITY

Lead Author: Melanie Strike, B.Sc., M.D.
Co-Author(s): Simon Hatcher, B.Sc., M.B.B.S.,
M.Med.Sc., M.R.C.Psych., FFRAN.ZC.P.,
M.D., FR.C.P.C.

SUMMARY:

Background: There are several reports of
bupropion insufflation since 2002 and two
cases of intravenous bupropion use disorder
since 2013. There are no documented cases of
bupropion injection associated with tissue
necrosis or psychosis. Existing case reports do



not characterize drug seeking or preparation
behaviors. There is no epidemiological data on
bupropion abuse.

Case Presentation: We report two cases of
habitual intravenous bupropion injection by
individuals with polysubstance use and mood
disorders. The patients learned to inject
bupropion from individuals who were previously
incarcerated. They easily obtained bupropion
as a result of physician deception, diversion or
crime, and consumed 1500 to 4500 mg daily by
injection. Both individuals experienced vascular
and tissue damage; one patient developed
cellulitis, compartment syndrome, and extensive
necrosis that nearly required multiple digit
amputations. The other patient reported visual
hallucinations and persecutory delusions that
persisted for three days after his last use of the
drug.

Discussion: Despite early claims that oral
bupropion lacks addictive properties, bupropion
is proposed to have amphetamine-like and
addictive effects, particularly when administered
intravenously or intranasally. Case studies and
reports in the grey literature suggest that
bupropion is becoming a drug of choice among
recreational drug users, especially those with
comorbid mood disorders. Individuals who
inject high doses of bupropion may be at risk of
severe complications such as tissue necrosis,
seizures or psychosis. Prescribers should be
aware of noncontrolled medications with
emerging popularity among recreational drug
users, such as bupropion, quetiapine and
gabapentin. As with opioids and other
controlled  medications, physicians  may
consider employing clinical strategies to prevent
the abuse or diversion of uncontrolled
psychotropic drugs, especially when prescribing
to a patient with a substance use disorder
history. We identify a need for epidemiological
research on the abuse of bupropion and other
noncontrolled psychotropic medications. We
propose a mandatory reporting system for
cases of psychotropic medication misuse and
consideration for the inclusion of bupropion and
other noncontrolled psychoactive drugs in
Prescription Drug Monitoring Programs. The
abuse of these noncontrolled medications may
be expected to rise as recreational drug users
experience increasing difficulty in obtaining
opioids, stimulants and sedative-hypnotics.

AUDITORY HALLUCINATIONS AS A
PRESENTING SYMPTOM IN A
TEMPOROPARIETAL LOBE LESION: A
CASE REPORT

Lead Author: Paula Tabares, M.D.
Co-Author(s): Tabares Paula, M.D., David
Aruna, M.D., Pisinski Leszek M.D., Kleiman
Anne M.D.

SUMMARY:

OBJECTIVE:

To report a case of auditory hallucinations
which correlated with a temporoparietal lobe
lesion

CASE SUMMARY:

A 60 year old woman, left handed, smoker with
history of hypertension, treated hepatitis C,
status-post left breast excisional biopsy, and
status-post femoral atherectomy, complained of
vertigo, hypoacusis and hearing high pitched
voices. Brain MRI reported a right
tAemporoparietaI rim enhancing lesion.

Following breast biopsy and atherectomy,
patient reported sudden hypoacusis, vertigo,
hearing voices, specifically, the relentless sound
of a young man singing in her ear, "like just
Bieber". She also developed inability to tolerate
loud music or sounds. She denied headache,
nausea or vomiting.

A

Brain MRI reported a rim enhancing lesion with
chronic hemorrhagic component located in the
right temporal operculum with contiguous
extension to the right parietal operculum, which
in the context of breast carcinoma would be
indicative of metastatic lesion, with probable
direct spread and leptomeningeal extension.
Lumbar puncture ruled out malignancy in
cerebrospinal fluid. Electroencephalogram was
normal. Three-month follow-up brain MRI
demonstrated interval decrease in the size of
the lesion, suggestive of an ischemic lesion
such as an evolving subacute infarct with
hemorrhagic transformation in the absence of
interval systemic treatment.

A

Patient was given meclizine for symptomatic
treatment of vertigo, lamotrigine to prevent
seizures, and quetiapine for treatment of the
auditory hallucinations.

The vertigo and the auditory hallucinations
subsided, and her tolerance and ability to listen
to music improved.



DISCUSSION:

Lesions located in temporal operculum and
primary auditory cortex could be the cause of
abnormal auditory perceptions such as
hallucinations. The etiology of the lesion in this
case report is still unclear, but is suspected to
be ischemic, of embolic origin.

The improvement of the auditory symptoms
could be due to shrinking of the lesion and
perhaps to the treatment with
antipsychoticsA Clinicians  should  consider
temporal lobe lesions in the differential
diagnosis for patients presenting with new
onset of auditory abnormal perceptions.

TREATMENT OF DEPRESSION AND
PSYCHOSIS IN HUNTINGTON'S
DISEASE, A CASE REPORT

Lead Author: Laura Tait, M.D.
Co-Author(s): Sarah Diekman, M.D., Uma
Suryadevera, M.D., Dawn Bruijnzeel, M.D.

SUMMARY:

Huntington's Disease is a progressive
neurodegenerative disorder associated with
movement abnormalities, cognitive decline, and
psychiatric signs and symptoms. This disease
follows a Mendelian autosomal dominant
inheritance pattern. It is characterized by
expansion of variable number tandem repeats
(VNTR) with the huntingtin protein's HTT gene,
cytogeneticaly located at 4p16.3. Extra CAG
repeats in this region lead to the formation of
huntingtin aggregates that are implicated in the
neuropathology observed in Huntington's
cases. Post mortum pathological studies have
shown the most significantly affected areas
involve the striatal neurons followed next in
severity by the cortex. Huntington's Disease
demonstrates the genetic phenomenon of
anticipation, ie the amount of VNTRs increase
with each generation, and as a result, the
symptoms of Huntington's Disease are
observed at younger ages. The disease is
debilitating and is a frequent cause of increased
morbidity and mortality. Depression is a
common comorbid condition seen in at least
thirty percent of the patients with Huntington's
Disease and the risk of suicide in these patients
is five times higher when compared to the
general population. Therefore the aggressive
treatment of depression in patients with
Huntington's Disease is warranted. We discuss
a case report involving a patient with
Huntington's disease, who presented with major

depressive disorder, suicidal ideation, active
auditory  hallucinations, and choreaiform
movements. We will discuss the various
options for the treatment of depression and
psychosis in Huntington's patients including
pharmacologic interventions and the use of ECT
in order to achieve maximal benefit of symptom
relief.

DIFFUSION TENSOR IMAGING IN
MILITARY BLAST EXPOSURE
RESULTING IN MTBI AND PTSD: A CASE
REPORT

Lead Author: Nicholas Tamoria, M.D.
Co-Author(s): Ping-Hong Yeh, Ph.D., Terrence
Oakes, Ph.D., Geoffrey Grammer, M.D., Gerard
Riedy M.D., Ph.D.

SUMMARY:

Introduction: The National Intrepid Center of
Excellence (NICoE) offers active duty service
members a multi-disciplinary evaluation and
treatment  program including advanced
neuroimaging for Mild Traumatic Brain Injury
(mTBI). Mild TBI secondary to blast exposure is
the most common TBI injury endured by
combat troops deployed to Irag and
Afghanistan. Traditional structural MRI has
limited utility in assessing mTBI, but advances
in diffusion tensor imaging (DTI) analysis that
detects microstructural changes to white matter
cortical tracts, may yield greater benefit. DTI
offers a sensitive and quantitative potential
biomarker by identifying central nervous system
pathophysiology and deepening understanding
of structure-function relationships in mTBI and
psychiatric syndromes.

Case: A 33 year old male Marine with no prior
psychiatric or concussive history was exposed
to sustained firefights and multiple close blast
exposures while deployed to Afghanistan. The
blasts resulted in alteration of consciousness for
less than 5 minutes but no loss of
consciousness. In the weeks after the blasts, he
developed chronic migraine headaches,
photosensitivity, blurry vision, tinnitus, and
vertigo that worsened with stress, sleep
deprivation, or sustained loud noise. He also
complained of re-experiencing, avoidance,
numbing, and hyperarousal symptoms. These
symptoms continued more than one year, and
he was diagnosed with mTBl and Post
Traumatic Stress Disorder (PTSD). Two years
after the blasts, he was evaluated at the NICoE
for persistent symptoms. 3T MRI of the brain



revealed multiple foci of T2 hyperintensity within
the periventricular and subcortical white matter,
primarily located in the bilateral prefrontal
regions. DTl showed abnormalities in fronto-
striatal, fronto-limbic, and fronto-parieto-
occipital white matter tracts. A treatment
program was developed with consideration of
his neurologic injury. Completion of the NICoE
program resulted in a significant reduction of 30
points on the Neurobehavioral Symptom
Inventory and 29 points on the PTSD Checklist
Military Version after 4 weeks.

Discussion: TBI comorbid with psychological
health conditions, often referred to as the
"invisible wounds of war," is a leading cause of
morbidity and disability for combat veterans.
DTl may provide a method to detect and
quantify these injuries, leading to improved
diagnosis and treatment. This case highlights
the potential utility of DTl imaging as a
noninvasive biomarker for the assessment of
combat related mTBI and psychiatric disorders.
Additional research is needed to reliably
correlate imaging results with cognitive and
psychiatric symptoms.

NEUROPSYCHIATRIC MANIFESTATION
OF CORONA RADIATA INFARCT
Lead Author: Vikram P. Tanwani, M.B.B.S.

SUMMARY:

Lacunar infarcts are often considered benign as
they do not usually cause clinically significant
neurological/neuropsychiatric deficits.

In this presentation, we highlight the case of a
middle aged female who develop psychiatric
symptoms from lacunar infarcts in the corona
Radiata ; necessitating in pharmacological
intervention.

The possible association of Lacunar infarct in
Corona Radiata  with neuropsychiatric
symptoms may help in dealing with these
patients with psychiatric symptoms, more
effectively.

CHILDHOOD ABUSE AND ONSET OF
PSYCHOSIS IN EARLY ADULTHOOD
Lead Author: Vikram P. Tanwani, M.B.B.S.

SUMMARY:

One of the issues in psychiatry which is often
debated ; is whether the stress from having
discordant family in childhood can contribute

to/precipitate the development of psychosis in
adulthood.

We present the case/example of a young
female patient whose early life experiences of
perceived abuse by parents have culminated
into a paranoid disorder /personality and the a
possible correlation between these . The patient
developed symptoms of paranoid psychosis in
early adulthood on the background of
significantly unstable/discordant family
dynamics and now has started waging a
internet  warfare  against her  parents
.Psychobiosocial treatments have been making
little inroads into her recovery .

This case
supports/illustrates the possibility of a
relationship between familial discord, with its
inherent adverse impact on an individual's
sense of security; and the subsequent
vulnerability of the individual to develop
psychosis in the face of external
stressors/challenges.

ROLE OF MICROCYCSTS IN LITHIUM-
RELATED END STAGE RENAL DISEASE
Lead Author: Cuneyt Tegin, M.D.
Co-Author(s): Mitesh Patel, M.D., Rifaat S. EI-
Mallakh, M.D.

SUMMARY:

Background:

Lithium remains the gold-standard of the
pharmacological treatment of bipolar disorder.
Nevertheless, it has well-known
pharmacologically adverse effects,
nephrotoxicity being one of the most significant.
The molecular mechanisms underlying lithium-
induced nephrotoxicity are not as yet
established. It is currently understood that
lithium induce irreversible direct damage to
renal tubuli. Lithium therapy also leads to
proliferation and abundant renal cysts
(microcysts), commonly in the collecting ducts
of the cortico-medullary region.

Case:

A 32 year-old white woman with severe bipolar |
disorder for 24 years who has been stable for
over 10 years on lithium 1200mg daily and
clozapine 600mg daily. Recent depressive
symptoms necessitated the addition of
lurasidone which was increased to 120mg daily.
She has been on these three medications for
over 1 year. Routine laboratory testing revealed
a stable lithium level (0.8-0.9 mEg/L), blood urea
nitrogen (BUN, 12-15 mg/dl), creatinine (1.0-1.1



mg/dl), and estimated glomerular filtration rate
(eGFR 70s mL/min/1.73) for vyears until
approximately one year ago when the eGFR
dropped into the 50s, with a slight increase in
BUN to 18. Concerns about lithium-related
kidney toxicity led to decision to taper her
lithium.  Within one month of reducing the
lithium dose to 900mg daily, the patient became
more symptomatic with difficulty performing
activities of daily living. A magnetic resonance
image (MRI) revealed only 3 microcysts on T2
weighted image. The clinical deterioration and
the relative absence of microcysts on MRI, led
to the decision to maintain lithium at therapeutic
dosage, and it was increased again to
1200mg/day. Over the 6 months follow-up after
the lithium dose was reestablished, her eGFR
returned to 80 ml/min/1.73, creatinine 1.03,
BUN, 12, and lithium level 1.0.

Discussion:

Lithium-induced renal disorders can occur such
as acute intoxication and chronic nephropathy,
with the latter occurring most often after
104€“20 years of lithium exposure.

Lithium exposure chronic nephropathy can
cause microcycts, decreased glomerular
filtration rate and eventually chronic kidney
disease. Lithium-related GFR drop may warrant
lithium withdrawal. This is considered essential
in early phases to prevent progression to end
stage renal disease.

OLDER PATIENT, YOUNGER DOCTOR:
THE UTILITY OF FILIAL TRANSFERENCE
AS A VEHICLE FOR ‘CORRECTION’X OF
PERCEIVED PARENTING FAILURE

Lead Author: Aviva Teitelbaum, M.D.
Co-Author(s): Lauren Stossel, M.D., Julie
Penzner, M.D.

SUMMARY:

Background:  The  corrective  emotional
experience has been maligned and
championed. Patients' experiences  with
younger doctors may evoke affectively-charged
filial transferences. These may activate and
“correct" a patient's earlier experiences as a
parent. Here we report the case of an elderly
woman admitted to an inpatient psychiatric unit
for psychotic depression and suicidal ideation.
She devoted her life to raising children and at
the time of her admission, struggled with
relinquishing the caregiver role, feelings of
rejection from her children, and loss of

independence as she aged. Working with two
young psychiatric residents elicited filial
transferences, contributing to alleviation of
symptoms.

Case: Ms. A is a 67 year-old woman with a
history of major depression whose presentation
was preceded by a several month period living
in a subway system. With original intent to
suicide by jumping on the tracks, Ms. A
surprised herself by finding companionship
among other itinerants. She emerged at
Christmastime, and was admitted to an
inpatient psychiatric unit.

With one and then another resident psychiatrist,
Ms. A shared memories of an invalidating
mother who rejected displays of emotion and
was unreceptive to her physical and
psychological distress. Importantly, when Ms. A
was in her teens, she became pregnant. The
infant was placed for adoption at her mother's
insistence and she experienced lifelong guilt
over this loss. She strongly identified with her
lost child's abandonment as she retreated into
the subway system. During her time in the
hospital, Ms. A discussed her desire to protect
her children in ways her mother had failed to
protect her. She assumed a maternal role with
the residents, characterized by excessive
familiarity, terms of endearment and physical
affection. She worried about their health and
well-being, like she would for her own child.

The transference provided a vehicle to
understand Ms. A's identity as a mother, her
guilt at abandoning a baby, and her dismay at
feeling unnecessary to her adult children.
During changeover from one resident to the
other, Ms. A's suicidal ideation returned,
allowing for exploration of abandonment fears
and dependence.

Discussion: Several studies have identified
dependence as a central factor contributing to
depressive illness in the elderly. Receiving care
from adult children may have negative effects
on the psyche of older parents, as it highlights
the inability to reciprocate.

Through Ms. A's relationship with her two young
doctors, she was able to better understand her
own experiences as a daughter and a mother.
Her guilt about her maternal inadequacy
lessened as she enacted the role of "ideal
parent" to her treaters. This facilitated a
reconnection with her children during treatment
and disposition planning. In this case, the
resident psychiatrists were proxies for the
patient's own children, allowing her to explore



themes of attachment, abandonment and
perceived parental failure.

‘IRRITABLE BEYOND BELIEFX:
TEMPORAL LOBE GLIOMA RESECTION
AND LEVETIRACETAM: A CASE REPORT
AND LITERATURE REVIEW

Lead Author: Paul Thisayakorn

Co-Author(s): Paul Thisayakorn, M.D., Isabe/
Schuermeyer, M.D.

SUMMARY:

Background and Method: High grade gliomas
are malignant progressive brain tumors
presenting with headache, seizure, and
neurological deficits. Frontal and temporal lobe
lesions may impair emotion and behavior. In
addition, the surgical and medical management
of brain tumors can cause neuro-psychiatric
adverse consequence. Herein, we present a
case of a patient with temporal high grade
gliomas who underwent tumor resection,
received Levetiracetam and later developed
remarkable irritability. Literature regarding
irritability and aggression from brain tumor and
Levetiracetam are reviewed.

Case report: 32 year-old female presented with
progressive fatigue, and short term memory
loss. The brain MRI suggested a diffuse glioma
involving the middle and inferior temporal gyri.
Levetiracetam 500 mg twice a day was initiated
for seizure prophylaxis and she gradually
developed several affective symptoms including
poor emotional control, and difficulty tolerating
frustration.

Tumor resection was performed and the lesion
was found to be an anaplastic
oligodendroglioma. Levetiracetam was
continued after the surgery. At one point, the
patient was in rage that consisted of screaming,
damaging objects, and striking at her husband.
Neuropsychological testing demonstrated mild
dysfunction on executive function, and a
tendency toward aggressive behavior. The
decision was made to stop the Levetiracetam
which resulted to the partial improvement of the
irritability. Lamotrigine 50 mg twice a day and
escitalopram 20 mg daily were started. Despite
the medication adjustment, the irritability still
persisted but at a lower intensity.

Conclusion: This case report demonstrates
severe, uncontrollable emotional change-
irritability and aggression, likely secondary to a
combination of post-surgical temporal lobe

lesion and Levetiracetam. Surgical resection is
the major treatment modality in malignant
glioma and there are reports of adverse neuro-
psychiatric symptoms including aggression and
irritability particularly in temporal and frontal
lobe tumors. Levetiracetam is widely used for
seizure prophylaxis and post-surgical seizure
treatment because of its favorable properties
such as effective seizure control, simple
regimen, and limited life threatening side
effects. Unfortunately, levetiracetam has several
behavioral effects such as agitation,
depression, emotional lability, hostility, and
psychosis.

Overlapping of emotional impairment as the
side effects of brain tumor resection and
Levetiracetam is observed in this case. We
hypothesize that there are synergistic adverse
effects from both treatment modalities which
might worsen the patient's clinical symptoms.
The consultant psychiatrist should be aware of
this possible adverse outcome when evaluating
patients with brain tumors. Further
observational study is required for elucidating
the synergistic adverse effect of brain tumor
resection and Levetiracetam.

NMDA-RECEPTOR ENCEPHALITIS AND
HODGKIN’S LYMPHOMA: A CASE
REPORT

Lead Author: Olli Toukolehto, M.D.
Co-Author(s): Nicholas A. Tamoria, M.D., David
A. Williamson, M.D.

SUMMARY:

CASE REVIEW:

25-year-old Caucasian man presented with
disorganized behavior, agitation, and
intermittent mutism. He was initially diagnosed
with delirium tremens, but his symptoms rapidly
progressed to psychosis and catatonia.
Treatment with antipsychotic medications and
benzodiazepines did not improve his
symptoms. Diagnostic workup (MRI, EEG, and
routine laboratory tests) was without acute
findings. CSF results revealed pleocytosis and
treatment with IVIG and methylprednisolone
was initiated for presumed encephalitis.

By week 3, specialty testing revealed anti-
NMDA receptor antibodies in the CSF.
Treatment over the subsequent month with
cyclophosphamide and rituximab led to
significant improvement in symptoms and
mental status (Mini-Mental State Exam score of
22/30). However, during week 9, the patient



experienced an acute manic episode which led
to an additional two month hospitalization.

In the outpatient setting, quetiapine and valproic
acid was continued for the next two years
because attempts to remove these medication
led to severe irritability and impaired impulse
control. Oncology workup had been negative;
however, 26 months after symptom onset the
patient presented with new onset of cervical
adenopathy. Ultrasound guided biopsy revealed
classical Hodgkin's Lymphoma (Stage IIA),
which was treated with standard chemotherapy
with a favorable response.

Further observation will be needed to determine
if the treatment of this patient's lymphoma will
result in improvement or resolution of his
residual encephalitis-related neuropsychiatric
symptoms.

DISCUSSION:

Glutamate is an excitatory neurotransmitter in
humans with two general categories of
receptors: ionotropic transmembrane receptors
(.e.  N-methyl-D-aspartate (NMDA)) and
metabotropic G-protein-coupled receptors (i.e.
metabotropic glutamate receptor 5 (mGIuRb5)).
Glutamate receptors can be inappropriately
expressed in neoplastic cells (i.e. teratomas and
Hodgkin's Lymphoma), which may result in the
production of autoimmune antibodies. When
autoantibodies bind to glutamate receptors in
the brain, neuronal signaling can become
disrupted and result in encephalitis with varying
clinical presentations.

Anti-NMDAR encephalitis continues to gain
increasing clinical attention due to its multitude
of neurological, cognitive, and psychiatric
symptoms. More recent case studies have also
reported that autoantibodies against the
mGIuR5 receptor can result in limbic
encephalitis and "Ophelia Syndrome"
(consisting primarily of psychiatric symptoms,
i.e. impaired memory, emotional lability,
hallucinations, and agitation).

CONCLUSIONS:

Patients with autoimmune encephalitis who
present with predominant psychiatric symptoms
may be misdiagnosed and not receive
appropriate medical treatment. Anti-NMDAR
and possibly anti-mGIluR5 encephalitis should
be considered by psychiatrists when treating
patients with atypical symptoms, especially in
the presence of known or suspected neoplasm.

ORTHOSTATIC HYPOTENSION AFTER
FIRST DOSE OF QUETIAPINE

EXTENDED RELEASE: A CASE REPORT
AND CLINICAL PEARLS

Lead Author: Sumi Treesa Cyriac, M.D.
Co-Author(s): Pankaj Lamba M.D., Nabila
Farooq M.D., Bakul Parikh M.D.

SUMMARY:

INTRODUCTION:

Here we present a case report on orthostatic
hypotension after the first dose of quetiapine
extended-release (XR). We discuss the case in
an attempt to raise awareness of this serious
adverse effect which has been described in
several studies of quetiapine immediate release
(IR). We also describe a few clinical pearls on
the pathophysiology, recognizing the risk
factors and management.

CASE REPORT:

Ms. A, a 40-year-old female was admitted with
complaints of depressed and anxious mood,
sleep difficulty, poor appetite and suicidal
thoughts. The history was significant for
affective disorder. However, she reportedly was
not taking prescription medications or over the
counter medications at the time of admission.
No substance abuse or medical problems were
identified during admission and vitals were
recorded as within the normal range. She was
prescribed quetiapine XR 50 mg and
gabapentin 300 mg. Both drugs were used off-
label to treat insomnia, anxiety while being
further evaluated for bipolar depressive
episode. The patient had an episode of near
syncope next morning. Orthostatic hypotension
secondary to a quetiapine XR was diagnosed.
DISCUSSION:

Adequate autonomic response, mediated by
postsynaptic  alpha  1-adrenoceptors on
vascular smooth muscle cells, and acceleration
of heart rate, which is mediated by postsynaptic
myocardial beta 1- adrenoceptors is required
for maintenance of blood pressure after postural
changes. The increase in systemic vascular
resistance is attenuated by the alpha 1-
adrenoceptor-blocking properties of
antipsychotics leading to symptoms of
orthostatic hypotension and tachycardia.

The risk of orthostatic hypotension is further
increased in patients with disorders of the
autonomic nervous system, fluid imbalance and
those taking concomitant drug therapy that
affects haemodynamic tone. We believe, our
patient's very lowa€“normal (<120 mm Hg) SBP
of 86 mmHg on admission, may have been a
risk factor. However, she had not reported



dizziness, lightheadedness, generalized
weakness and was not taking another
medication.

Literature review suggest that prospective
monitoring for changes in postural blood
pressure is important because patients with
psychiatric disorders often do not articulate
symptoms of orthostasis and the subjective
report of dizziness does not correlate well with
orthostatic blood pressure changes.

We did not come across a report comparing the
IR to XR. Given the median time to Cmax (tmax)
values are 5 and 2 hours for quetiapine XR and
IR. It's important to recognize that orthostatic
changes due to XR preparation could be
delayed by several hours, as seen in this case.
CONCLUSION:

Orthostatic hypotension is a very serious side
effect and it's advisable to start patients on the
smallest dose, slowly titrate the medication, and
advise monitoring for orthostatic vitals when
changing the dosage.The report also begs the
question if we should promote the off-label use
of quetiapine.

PSYCHOSIS AND EATING DISORDER
Lead Author: Adil Tumbi, M.D., M.P.H.
Co-Author(s): David H. Tiller, M.D., Phebe
Tucker, M.D.

SUMMARY:

Background: Patient with eating disorders can
present with psychotic symptoms and comorbid
psychotic disorders. Extensive research has
focused on eating disorders and their
comorbidity with mood, anxiety and substance
use disorders.[1]However, limited research on
eating disorders and their relationship to
psychosis shows that presence of psychosis or
eating disorders can lead to later developing the
other disorder.[2,3]We report an interesting case
of a patient with a diagnosis of anorexia nervosa
who presented with psychosis and delusions.
Clinical case: 27 yr old male with a diagnoses of
anorexia nervosa who presented to an outside
hospital for altered mental status after
sustaining a fall. Labs on initial work-up were
blood glucose level: 34, platelets: 227,000, Na:
127, K: 2.3 and albumin 2.3. EKG showed QTc
of 613. CT abdomen showed left lower lobe
pneumonia and  pneumoperitonium. Pt
subsequently required an exploratory
laparotomy, PEG tube placement, intubation
and chest tube placement for pneumothorax.
Patient was transferred to our facility for further

management of these complications. His
hospitalization was complicated with respiratory
failure requiring re-intubation X 2, refeeding
syndrome, progressive thrombocytopenia, and
a PEG tube leak. Patient also had anasarca due
to malnutrition, reverse takotsubo with an EF of
30% and stage 2 decubitus ulcers on his
coccyx and right buttock. Psychiatry was
consulted to evaluate anorexia nervosa. Patient
was severely malnourished with a BMI of 11.4.
He believed that he had "cancer eating his
insides", a long-standing delusion that family
reported dated back to high school, when he
developed a stomach ulcer. Since then, he
complained of pain when eating and
swallowing. He started becoming increasingly
paranoid about  food ingestion, and
subsequently lost 100 pounds over two years.
Family also reported that patient had started
becoming reclusive and would not leave the
house. He had a remote but not current history
of recreational substance use. He had not
received any past psychiatric treatment. On
mental status examination: patient was
lethargic, extremely cachectic, sunken eyes,
temporal wasting, delusion of "cancer eating his
insides", disorganized thought process, and
limited insight and judgment. Psychiatry team
recommended starting him on olanzapine orally
disintegrating 2.5 mg PO daily for psychotic
symptoms, once the platelet count was >
60,000 . During the hospital course, patient
started improving medically, with his thought
processes and delusions also improving.
Olanzapine orally disintegrating dose was
increased to 5mg po bid and he was discharged
home with outpatient psychiatric follow-up.
Discussion: It is a diagnostic dilemma to
diagnose an eating disorder when there is an
underlying psychotic disorder, and vice versa.
The psychosis, which may be contributing to be
eating disorder, can go unrecognized.The case
demonstrates underlying psychosis can lead to
eating disorder.

CEREBRAL VENOUS THROMBOSIS
PRESENTING WITH PSYCHIATRIC
SYMPTOMS

Lead Author: Aghaegbulam H. Uga, M.D.
Co-Author{(s): Shreedhar Kulkarni M.D., Vineka
Heeramun M.D., Dorcas Adaramola M.D., David
Resch M.D.

SUMMARY:



A 25 year female with no past psychiatric
history and two months post-partum presented
to the emergency room with history of difficulty
with communication and altered mental status
of sudden onset. In the morning of presentation,
she sent text messages to friends and family
with words that they could not understand.
Mental status examination in the ER showed
altered mental status and word salad.
Psychiatry consult was ordered. During
evaluation, CT of brain showed subarachnoid
hemorrhage in the temporal region while MRI
confirmed cerebral venous thrombosis involving
the left transverse sinus. The patient was
treated with and improved on heparin.

THE MASQUERADE OF MYASTHENIA
GRAVIS

Lead Author: Aghaegbulam H. Uga, M.D.
Co-Author{(s): Rajesh Sadasivuni, M.D., Sheila
Thomas, M.D., Chenelle Joseph, M.D., David
Resch, MD.

SUMMARY:

Myasthenia gravis (MG) is an autoimmune
neuromuscular disease manifesting  with
fluctuating muscle weakness and fatigue,
caused by circulating antibodies  to
acetylcholine receptors and can be difficult to
diagnose on occasions. We present a clinical
case of MG which posed a diagnostic difficulty.
The patient is a 62 year female with no past
medical history admitted with one month history
of progressively worsening dysphagia and
dysarthria. She denied odynophagia, nausea or
vomiting. She also did not have weakness of
any other muscle groups previously or at the
time of presentation. She did not have any
family history of gastroenterological disorder,
amyotrophic lateral sclerosis or myasthenia
gravis. She had no history of tobacco, alcohol
or illicit substance use. Physical examination did
not reveal any  neurological  deficits.
Gastroenterology consult was obtained and the
patient had esophagogastroduodenoscopy
which showed nonspecific hiatal hernia and
duodenitis. She had a  percutaneous
endoscopic gastrostomy (PEG) tube placement
during which she developed respiratory distress
requiring brief period of intubation in the
intensive care unit following which a neurology
consult was obtained. A series of repeated
physical and neurologic examination including
continuous repetitive limb movements revealed
progressive weakness of the limbs. Further

testing revealed high anti-acetylcholine receptor
antibody. She was treated with plasmapheresis
with complete resolution of dysphagia and
dysarthria. She was discharged on prednisone
and azathioprine.

This case demonstrate the different ways the
MG can present making diagnosis difficult and
warrants a high index of suspicion and detailed
physical examination to avoid unnecessary
procedures and reduce complications.

THE USE OF METFORMIN TO
COUNTERACT CLOZAPINE-INDUCED
METABOLIC SIDE EFFECTS-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., Rache/
Hess, MS4.

SUMMARY:

Introduction:  Clozapine has been the most
effective medication in treatment resistant
schizophrenia. However, with this exceptional
medication also comes with 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 the phase 3
of the CATIE schizophrenia trial, those who took
prolonged periods of clozapine reported weight
gain, 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 was
stabilized so patient could be maintained on
clozapine. Learning Objectives: To determine
the effectiveness of metformin in negating the
adverse metabolic side effects. Case: 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 50 mg TID;
divalproex sodium 1250 mg ql12 hours,
haloperidol 20 mg BID and benztropine 2 mg q
12 hours. However, she continued to have
disorganized thoughts, auditory hallucination,
episodes of agitation and aggression. The
decision was made to give her clozapine. She
was started on metformin 500 mg BID with
meals. Her initial weight was 77.1 kg (171 Ibs),
BMI 29, Glucose 84 mg/dl and triglyceride was
90 mg/dl. Clozapine was slowly titrated



upward. She gained 1.3 kg after 3 weeks after
starting clozapine. However, her metabolic
panel was WNL. Her HbA1c was 5.2%, glucose
80 mg/dl, and triglyceride was 52 mg/dl.
Metformin was increased to 850 mg BID with
meals after 3 weeks. During the latter 3 weeks,
the metformin was increased to 1000 mg BID
with meals to maximize stabilization. At the end
of 6 weeks, her weight was 79.2 kg (174 Ibs),
BMI 32 and glucose 93 mg/dl. Clozapine was
150 mg g 12 hours at the end of 6 weeks. Her
psychotic symptoms decreased. She became
more logical, had decreased auditory
hallucinations and  decreased  agitation.
Discussion: During the initial 3-week period,
she demonstrated slight weight gain. Metformin
was increased to correct the effects of
medication's side effects. Her weight continued
to increase a minimal rate at the end of 6
weeks. In a total of 6 weeks, pt gained 3
pounds. Moreover, her glucose, triglyceride
and HbA1c continued to be WNL during the 6-
week period stabilizing her metabolic effect.
Conclusion: One of the challenges faced by
clinicians today is dealing with adverse side
effects from long-term anti-psychotic
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 evidence based
intervention needed to fight medical
complications from long-term anti-psychotic
side effects.

HOUSE CALLS: INITIATION OF
TELEPSYCHIATRY AND
TELEPSYCHOTHERAPY WITH AN
ESTABLISHED PATIENT

Lead Author: Carlos E. Velez, M.D., M.S.
Co-Author(s): Clark Terrell, M.D., Louise
O'Donnell, Ph.D.

SUMMARY:

OBJECTIVE

Telepsychiatry and telepsychotherapy are
modalities that extend the reach of the patient
encounter beyond the office setting. This can
facilitate continuity of care in situations where
meeting face to face is impractical, such as
when patient and physician are in different
cities. However, in setting up a tele-encounter,
the physician must be mindful of several

factors, including: existing practice guidelines
regarding telemedicine; known efficacy of
remote- versus in-person meetings; and
regulations vis-A -vis liability and
reimbursement.

METHODS

Telepsychiatry was initiated with an existing
patient at the residency training psychotherapy
clinic at the University of Texas Health Science
Center at San Antonio. The patient was followed
by telephone, for both med-management and
therapy, by a resident trainee under the
supervision of faculty in the Department of
Psychiatry. Prior to initiation, institutional
clearance was obtained with regard to liability
coverage. The patient and resident physician
met weekly by telephone, with in-person
meetings every two months. Symptomatology
was followed, including the use of rating scales.
Medication management was eventually
transitioned to the patient's local PCP, however
psychotherapy and longitudinal follow-up of
symptomatology continued as discussed.
RESULTS

The patient was transitioned to weekly
telephone sessions, with bimonthly meetings in
person. The patient's anxiety and depression
improved both by report and per rating scales;
however, symptoms of ADHD worsened slightly.
Stimulant medication was not refilled remotely,
but rather prescribed by the patient's PCP.
Antidepressant medication was refilled remotely
once, after which it too was prescribed by the
PCP. The patient remained appropriate for
outpatient level of care throughout, at no point
requiring consideration of inpatient
management.

CONCLUSIONS

Telepsychiatry and telepsychotherapy can be
successfully initiated with existing patients.
Telephone follow-up may facilitate continuity of
care and a smooth transition of medication
management to a local prescriber. Liability
issues and reimbursement policies should first
be considered. Thought should also be given to
the patient's ability and motivation to follow up
as scheduled, both remotely and in person.

DEAD OR ALIVE - A CASE REPORT OF
COTARD'S DELUSION AND
LITERATURE REVIEW

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

SUMMARY:



Cotard Delusion usually presents in patients
with Mood Disorders, Psychosis or Medical
illnesses like stroke,and brain tumors. It is a rare
psychiatric syndrome first described by Jules
Cotard, as Nihilistic Delusional Disorder or
Cotard Syndrome. Patient usually complains of
having lost their possessions, status and
strength, but also their heart, blood and
intestines.

Case Report- Patient was 46 year male, who
stated that he had not been able to sleep for
"110 hours". "It is scary, they have eaten my
hands, | can not see my hands. | have already
died 2 days ago". He says that he has demons
inside of him and they are eating away his body.
He endorses auditory and visual hallucinations.
He was paranoid and said " They are watching
me". He talked about death and dying, and also
suicidal ideation without any plans. He denied
homicidal ideation. He mentioned that he
stopped taking his iloperidone about 2 months
ago.

Treatment: Electroconvulsive Therapy has been
described as treatment of choice. A review of
literature shows that Atypical Antipsychotics
have been efficacious in treating this delusion.
Patient in our case study responded to Anti-
psychotic treatment. He responded to oral
Olanzapine.

EFFECTIVENESS OF ECT IN
DEPRESSED PATIENT COMORBID WITH
POSTTRAUMATIC STRESS DISORDER
Lead Author: Hang Wang, M.D., Ph.D.
Co-Author(s): Lori Moss, M.D., Nutan Atre-
Vaidya M.D.

SUMMARY:

Post-traumatic stress disorder is a highly
prevalent mental health problem, characterized
by avoidance behaviors, physical hyper-arousal,
and re-experiencing symptoms following
exposure to a traumatic event. United States
military veteran at higher risk developing PTSD
than general population, the lifetime prevalence
of PTSD is estimated at 19%. Major depression
has been associated with stressful life event
and frequently co-occurring with PTSD.
Comorbidities often results in greater symptom
severity, significant impairment in social and
occupational functioning and quality of life. ECT
is the most effective treatment for mood
disorder. However ECT has not been shown to
be effective in treatment of PTSD although
studies are limited, most ECT clinical trial

excludes patients with PTSD. Our study was
conducted through medical chart review on
ECT treated patients from 2006 to 2012. Based
on data analysis, we found mood disorder
improved  with ECT independent  of
comorbidities with PTSD.

HYPONATRAEMIA ASSOCIATED WITH
BUPROPION AUGMENTATION IN
TREATMENT RESISTANT DEPRESSION:
A CASE REPORT AND LITERATURE
REVIEW

Lead Author: Aaron J. Wiggins, M.B.B.S.

Co-Author(s): Thangam Balasubramanian,
MBBS

SUMMARY:

Bupropion is a non tricyclic antidepressant
usually reserved as an augmentation strategy
for treatment resistant depression.
Hyponatraemia secondary to Syndrome of
Inappropriate Antidiuretic Hormone Secretion
(SIADH) is a well-recorded adverse event
observed in elderly patients on antidepressant
treatment. It is most commonly associated with
selective serotonin reuptake inhibitors (SSRIs),
although has also been reported with other
antidepressants such as serotonin and
noradrenaline reuptake inhibitors (SNRIs) and
tricyclic antidepressants (TCAs). Bupropion acts
by the selective inhibition of the neuronal
reuptake of noradrenaline and dopamine,
having minimal effect on the reuptake of
serotonin.

We report on a case of hyponatraemia
secondary to bupropion initiation in a 70 year
old female patient with treatment resistant
depression. The patient had a 10 year history of
a recurrent depressive illness and had been
admitted to a psychogeriatric unit with a recent
relapse. Her treatment prior to admission had
been escitalopram 30mg daily, quetiapine
400mg at night and lamotrogine 75mg twice
daily. Five days after bupropion was
commenced, her serum sodium had dropped
from within normal range to 123 mmol/L. Urine
sodium and osmolality were 24 mmol/L and 353
mmol/L respectively. Serum osmolaity was 279
mosm/kg. TSH was within normal range at 1.99
miu/L. Nursing staff had also reported the
patient appeared to be acting confused over the
preceding few days. Bupropion was ceased and
within two days her serum sodium had
reentered normal range at 133mmol/L.



Our patient developed clinical evidence of
hyponatraemia, i.e. confusion, three days
following commencement of buproprion.
Subsequent investigations were consistent with
a likely diagnosis of SIADH. We identified three
prior cases of hyponatraemia associated with
bupropion. Two of these cases found features
of SIADH on biochemistry underlying this
change, and one demonstrated a reoccurrence
of hyponatraemia on bupropion rechallenge. No
medication rechallenge was attempted with our
patient given what was considered as a clear
time line existing between development of
hyponatraemia, commencement of bupropion
and subsequent confusion. Bupropion is a
strong inhibitor of CYP2D6 which is involved in
the metabolism of many SSRIs and TCAs.
Concurrent administration of Bupropion and
these medications may increase their serum
concentration and subsequent toxicity.

Our case and subsequent literature review
suggest that hyponatraemia association with
bupropion is likely the result of disrupted
metabolism of concurrent medication rather
then bupropion itself. We would suggest serum
sodium being checked prior to and monitored
after commencement of bupropion, especially in
elderly patients where multiple medications and
other risk factors for hyponatramia are likely to
be present.

THE INTERFACE OF TOXICOLOGY AND
PSYCHIATRY: ON THE FRONT LINES OF
POISONING AND OVERDOSE

Lead Author: Bryce Wininger, M.D.
Co-Author(s): Jennifer Schreiber, M.D.

SUMMARY:

Background: Poisoning and overdose are
frequent, serious triggers for consultation to a
psychiatric service. In fact, it is estimated that
poisonings account for 1-5% of all general
hospital admissions nationally, with widely
varying outcomes and dispositions--admission
to the intensive care unit, general medical floor,
or inpatient psychiatry; or death in hospital.
Toxic exposures are also major causes of
delirium, as well as all too common methods for
suicide attempt. Common agents of ingestion
include  benzodiazepines, acetaminophen,
antidepressants, and alcohol. The following
clinical case will illustrate the role a psychiatric
consultant can play in cases of overdose,
particularly in a setting without in-house
toxicology services.

Case: Ms. AE. is a 16 year old girl with a history
of ADHD and depression, who was transferred
from an outside hospital to Georgetown
University Hospital's (GUH) pediatric intensive
care unit (PICU) after overdose with unknown
doses of bupropion, fluoxetine, melatonin,
multivitamins, and citalopram, with subsequent
seizure. Her mother found A.E. flushed, rigid,
and diaphoretic on her bed. The patient then
experienced a seizure episode as the mother
was calling 911. She was brought to a nearby
community hospital and the National Capital
Poison Center was alerted.

A.E. was then transferred to the GUH PICU,
where the psychiatry consultation team was
contacted. By that time, she was found to be
delirious, with visual hallucinations and
agitation. Her QTc had prolonged to 483
milliseconds. She had received several doses
of haloperidol by IV on an as-needed basis. The
psychiatry team contacted the Poison Center
for updates--toxicology experts had not been
involved in the case since the initial presentation
to the outside hospital's emergency room. The
differential included serotonin syndrome plus
dopaminergic surge caused by the mixture of
SSRIs and bupropion. The psychiatry team
advised the PICU to continue cardiac
monitoring, obtain EKGs frequently, check
creatine kinase, and replace haloperidol with
lorazepam. The next day, the patient's
sensorium began to improve and her QTc
slowly normalized. At the recommendation of
the psychiatry team, A.E. was later transferred
to an inpatient child and adolescent psychiatric
unit for focused mental health care.

Discussion: It is a well known phenomenon that
psychiatric consultants are often involved from
the earliest stages of management in cases of
poisoning and overdose. What is not clear is the
impact that mental health experts can have
upon outcomes in such cases. With this project,
| intend to explore the role psychiatrists can
play during the acute management phases in
cases of poisoning and overdose. Specifically, |
will be looking at how outcomes are impacted in
terms of assessment; gathering collateral
information; managing psychotropics; family
dynamics; liaising with primary teams; and
assisting in navigating the next steps for these
patients.

TOO RISKY? WHO DECIDES?



A CASE OF STIMULANT USEIN A
PATIENT WITH A CARDIAC HISTORY
AND HYPERTENSION

Lead Author: Christine Winter, D.O., M.B.A.
Co-Author(s): Margaret McKeathern, M.D.

SUMMARY:

Introduction:

Stimulants are a standard of treatment for
Attention Deficit Hyperactivity Disorder in both
adults and children. However, the use of
stimulants in cardiac patients has been
historically considered to be of a greater risk
than benefit. Studies in healthy patients have
demonstrated both increases and decreases in
heart rates and blood pressures during
stimulant treatments. The question to be
answered is: Can the risks of a cardiac patient
be mitigated to allow for the benefits of
treatment with a stimulant?

Case:

The patient is a 36 year old male with a
psychiatric  history of Attention Deficit
Hyperactivity Disorder and Post Traumatic
Stress Disorder with chief complaints of
difficulty with concentrating, irritability, and
insomnia. He was previously treated with short
acting stimulants with good benefit. He suffered
an idiopathic thoracic aortic aneurysm with
spontaneous dissection requiring emergent
repair in January 2009. He underwent a David's
procedure but continues to struggle with
hypertension, aortic stenosis, and a bicuspid
aortic valve. This patient presented to the Adult
Behavioral Health Clinic requesting to restart
stimulant treatment as he and his wife believe
that the benefits of the treatment outweigh the
risks associated with his cardiac and vascular
history.

Results:

The patient and his wife partook in numerous
appointments to discuss his understanding of
the risks of the requested treatment and
treatment options. He was agreeable to lifestyle
changes to minimize lifestyle risks and
participated in monitoring of heart rate and
blood pressure both with and without stimulants
to determine his personal risk with the
stimulants. He was found to have a baseline
uncontrolled hypertension that was addressed
with medication modifications. This patient was
able to realize a lifestyle benefit with a stable
dose of long acting stimulants while addressing
his cardiac issues.

Discussion:

The risk versus benefit question is common in
medicine and is often overlooked in psychiatry.
Physicians make treatment decisions on a daily
basis with preset standards of care that at times
conflict with the patent's desires. The patient's
best interest is classically referred to in these
cases and in many situations the treatment
varies from that which is desired. In this case,
the patient's understanding of the risks was
clearly identified and he was able to provide
specific descriptions of the perceived benefits.
This case is a situation that required a closer
look at the risk-benefit ratio from the patient's
perspective rather than the usual physician's
standard of care.

USE OF ELECTROCONVULSIVE
THERAPY IN ADOLESCENTS WITH
TREATMENT-RESISTANT DEPRESSIVE
DDSORDERS: A CASE SERIES

Lead Author: Naista Zhand, M.D.

SUMMARY:

Objectives: This study aimed to present a
comprehensive case series of adolescents who
received electroconvulsive therapy (ECT) for
treatment-resistant depression.

Methods: Conducting a chart review, we
identified 13 adolescents who had ECT for
treatment of depression in the past five years
(2008-2013) at a Canadian tertiary care
psychiatric hospital. Details about participants'
clinical profile, index course ECT sessions,
outcome, side effects and comorbidities were
extracted and analyzed.

Results: Thirteen adolescents aged 15-18 years,
received a mean of 14 (SD, 4.5) ECT sessions
per patient. Based on the Beck Depression
Inventory-Il (BDI-Il) at baseline, during and after
treatment with ECT, a reliable improvement was
observed in 10 patients, with three achieving full
recovery. Through mixed effects linear modeling
we found a decrease of 0.96 points (95% CI, -
1.31 to -0.67, p<0.001) on the BDI-II total score
for every ECT treatment received. The Montreal
Cognitive Assessment (MoCA) was used for
monitoring of cognitive function throughout the
treatment. Adverse effects included transient
cognitive impairment (n=11), headache (n=10),
muscular pain (n=9), prolonged seizure (n=3),
and nausea A+ vomiting (n=3).

Conclusion: A clinically significant improvement
was observed for 10 (77%) adolescents
receiving ECT for treatment-resistant



depression. These observations suggest that
ECT is a potential treatment option for
refractory depression in selected adolescents.
More data are needed to draw conclusions
about efficacy and possible predictors of
treatment response.

PYROTHERAPY FOR THE TREATMENT
OF PSYCHOSIS IN THE 21ST CENTURY:
A CASE REPORT AND LITERATURE
REVIEW

Lead Author: Zachary D. Zuschlag, D.O.
Co-Author(s): E. Baron Short, M.D., M.S.C.R.,
Callie J. Lalich, M.D.

SUMMARY:

The idea that fevers can improve the condition
of certain medical and psychiatric diseases is a
concept that dates back to the time of
Hippocrates. Over the centuries, it has been
observed that fevers and infectious agents have
been beneficial for a broad spectrum of
diseases including neurological conditions such
as epilepsy, and psychiatric illnesses including
melancholy and psychosis. The interest in the
concept of fever as a treatment for disease,
termed pyrotherapy or pyretotherapy, peaked in
the late 1800's and early 1900's thanks to the
Nobel Prize winning work of Julius Wagner von
Jauregg for his studies with malaria therapy for
general paralysis of the insane, now more
commonly known as neurosyphilis. The use of
inoculating infectious agents for their fever
inducing effects in the treatment of
neurosyphilis quickly spread throughout the
world, and by the 1920's it was considered by
many to be the treatment of choice for
neurosyphilis, as well as other psychotic
diseases. However, with the discovery of
penicillin for the treatment of syphilis, coinciding
with the advent of convulsion-oriented practices
for the treatment of psychotic disorders
including electroconvulsive therapy and insulin
coma; pyrotherapy soon lost favor among
psychiatrists and since the 1950's has been
largely overlooked by the scientific community.
In this poster, the authors provide a literature
review of the history of pyrotherapy and present
a case report of a woman with schizoaffective
disorder and severe psychotic symptoms who
experienced a remarkable resolution of
psychotic symptoms following an episode of
sepsis with high fever.

THE TROUBLE WITH TJ: SEPARATING
JUVENILE BIPOLAR DISORDER AND
ATTENTION DEFICIT HYPERACTIVITY
DISORDER

Lead Author: Muhammed Puri, M.D., M.P.H.
Co-Author{(s): Roaya Namdari, MS Il

SUMMARY:

Juvenile Bipolar disorder is accepted as a
diagnosis in children; however, there is much
debate regarding the diagnostic criteria. The
difficulty in diagnosing juvenile bipolar disorder
stems in part from the high association of
comorbid conditions, namely attention deficit
hyperactivity disorder (ADHD). Several of the
diagnostic criteria for ADHD overlap with those
of juvenile bipolar disorder, making it difficult to
distinguish one from the other. Recent surveys
were developed as a screening tool to
distinguish pre-pubertal and early adolescent
bipolar disorder from ADHD. The results
showed that a key differentiating diagnostic
factor that favors the diagnosis of juvenile
bipolar disorder over ADHD is hypersexual
behavior.

Objective: Our goal is to identify the difference
in clinical presentation of juvenile bipolar
disorder from attention deficit hyperactivity
disorder as these disorders demonstrate high
comorbidity. The purpose of this case report is
to recognize hypersexual behavior as a key
distinguishing diagnostic factor that supports
juvenile bipolar disorder. Early separation of
JBD and ADHD is critical in determining the
appropriate pharmacological and therapeutic
management for adolescents.

Method: A literature search via Google Scholar
on the topic of hypersexual behavior in
adolescents.

Conclusion:  Juvenile bipolar disorder has a
high comorbidity with ADHD making the
diagnosis difficult. A screening questionnaire
has been developed to separate ADHD from
JBD. A key distinguishing feature of juvenile
bipolar disorder is a child who presents with
hypersexual behavior.

SUDDEN ONSET PSYCHOSIS: A CASE
OF CEREBELLOPONTINE ANGLE
TUMOR AND ACUTE PSYCHOSIS

Lead Author: Muhammed Puri, M.D., M.P.H.
Co-Author{(s): Justin Pratt, Ryan Cappa, Syed
Maududi



SUMMARY:

Psychosis is a symptomatology with a
multifactorial pathophysiological basis. It is well
documented that space-occupying lesions are a
potential cause of psychotic symptoms,
particularly in patients with acute
developmenti.

We present a case of a 74-year-old Hispanic
lady who was transferred to our facility after
presenting with acute onset auditory
hallucinations, paranoid delusions and altered
mental status. Magnetic resonance imaging
(MRI) revealed a 1.2cm lobular contrast
enhancing mass at the right cerebellopontine
angle (CPA) compatible with right vestibular
schwannoma.

A literature review reveals multiple case reports
of acute onset psychosis associated with
schwannomas located at the CPA. In one report
the patient's symptoms were treated with
atypical antipsychotics (risperidone)  with
resolutions of psychotic symptoms over the
course of a month2. Another report showed
symptom resolution after surgical removal of the
schwannoma with no return of symptoms upon
discontinuation of antipsychotics3. It has been
hypothesized that psychiatric symptoms result
from CPA lesion compression of structures in
the limbic pathways, resulting in impairment of
normal neural circuits. In conclusion, our case
with MRl findings enhances the current
literature regarding psychosis that may be
correlated with CPA schwannoma.

References:

1. Takeda M. 100 Years of the Japanese
Journal of Psychiatry and Neurology-the year of
1911-cerebellopontine angle tumor. Seishin
Shinkeigaku Zasshi 2011;113:930-932.

2. Jung, M.S., et. al. A Case of Right
Cerebellopontine-Angle  Lesion:  Psychotic
Symptoms and Magnetic Resonance Imaging
Findings. Psychiatry Investig 2012;9:307-309.
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CANADIAN PHYSICIANS' ATTITUDES
TOWARDS ACCESSING MENTAL
HEALTH RESOURCES

Lead Author: M. Selim Asmer, M.D.

SUMMARY:
In discussing the burden of Mental linesss in the
general population, the mental health needs of

Physicians are at times overlooked. Due to
recent changes in the healthcare landscape,
physicians have an increasingly demanding task
of exceling in clinical, academic, and
managerial roles [1]. However, despite their
rigorous training, studies have shown that
physicians experience higher rates of mental
illness, substance abuse, and suicide compared
to the general population [2]. Only recently have
we begun uncover the burden of mental health
concerns among  Canadian physicians.
However, little is known about what proportion
of these individuals seek help, and what barriers
might prevent or delay physicians from doing
Sso.

The aim of our study was to assess the
attitudes of physicians across all specialties if
they wereto become mentally ill around the
topics of disclosure and treatment. Barriers to
disclose one'smental illness can include a
variety of factors, including fear of
stigmatization, concerns about

career implications, mixing doctor/patient roles,
and confidentiality.

CAREGIVER EDUCATION ON INPATIENT
DELIRIUM

Lead Author: Anna K Beasley, M.D.
Co-Author{(s): Kristin V. Escamifla M.D.

SUMMARY:

A consult psychiatrist receives many cases
regarding identification and management of
deliium in a patient who is admitted for
medical/surgical inpatient care.. Caregivers are
often included as part of the treatment plan for
someone who is acutely delirious, but often time
they have minimal if any understanding of what
delirium is and how to help. Clinicians often
note difficulties in helping caregivers gain an
understanding of delirium due to a caregiver's
distress and unfamiliarity with this diagnosis.
Providing education on delirium in a loved one
is integral in optimizing a patient's treatment
and may lead to better outcomes. This
challenging topic has led us to propose
establishing a formal educational regimen to
promote learning in this local population. We
hypothesize  that  providing  educational
materials to caregivers of delirious patients will
increase their understanding of this condition
and lead to lower levels of distress with
improvements in a patient's overall treatment
experience and outcome(s). Methodology will
be to distribute this material to a randomly



selected group derived from a population which
includes those which have been diagnosed as
having delirium per the psychiatry consult team
and via clinical assessment using the Confusion
ICU (CAM-ICU) exam and have consenting care
givers assisting them during their hospital stay.
A pre-intervention survey will be provided and
after the educational experience, a post-
intervention survey will be collected. The
placebo group will include patients whose
caregivers are surveyed without intermediate
inform process is provided. In addition, data
on total hospital length and CAM-ICU positive
days will be gathered to assess associated
outcome(s).

a€Data will be collected throughout the
academic year at two local hospitals and
administered by the same resident/fellow(s)
throughout. This project's overall goal is to
focus on improvement in understanding by
caregivers who serve this patient population in
hopes to decrease their associated distress and
simultaneously lead to decrease patient
morbidity and better overall outcomes related to
their treatment while in the hospital as well as
thereafter.

CIGARETTE SMOKING BEHAVIORS AND
PERCEPTIONS AND USE OF
ELECTRONIC E-CIGARETTES AMONG
VETERAN AFFAIRS (VA) PATIENTS WITH
NICOTINE DEPENDENCE

Lead Author: Harmony R. Abejuela, M.D.
Co-Author(s): Grace Chang, M.D., M.P.H.

SUMMARY:

Background: Nicotine use remains a prominent
public health concern. The physiological and
psychological dependence on nicotine, negative
effects of nicotine withdrawal, and the non-
nicotine sensory, behavioral, and socialization
cues that reinforce smoking behaviors have
made attempts to quit smoking largely
unsuccessful. Cigarette use remains higher
among people in the military than the general
population, with estimates up to 30.8% versus
19%, respectively. Electronic or e-cigarettes
were introduced to the U.S. in 2007 as a
strategy to quit smoking. E-cigarettes are
battery-powered devices that convert nicotine
to an inhaled vapor. Neither regulated nor
approved by the FDA for smoking cessation, e-
cigarettes' efficacy and long-term safety are
largely unknown. Nonetheless, their popularity

and sales have skyrocketed. Marketed heavily
as safe and offered in a variety of flavors, e-
cigarettes' potential to increase and/or cause
addiction in otherwise non-smoking populations
are among the new public health concerns. This
pilot study aims to review smoking behaviors
and e-cigarette perceptions and use among VA
patients with nicotine dependence. Methods: A
40-item questionnaire, with assessment of
current and past cigarette use, and the
Fagerstrom Test for Nicotine Dependence was
given to 15 patients enrolled in a residential
substance use program at the VA Boston
Healthcare System. Data were analyzed using
the SAS statistical package [version 9.3].
Results: Demographics are as follows: mean
age range was 41 years [range, 25 to 66], 80%
male, smoking an average of 0.77 packs per
day, for an average of 20 years. The mean
Fagerstrom Test results was consistent with
moderate dependence. Patients reported that
87% attempted to quit with 73% reported
quitting cold turkey as the most frequent and
successful method. The main reason for
resumption of smoking was stress [46%], cited
by more women than men [100% versus 34%,
p = 0.08]. While all patients heard of e-
cigarettes [76% from other people], only 53%
have ever tried them. Among those who have
not tried them, 73% wanted to do so. More than
half [53%] believed that they are healthier than
regular cigarettes and would try them if
provided by the VA. 40% believed that e-
cigarettes would make quitting smoking easier
and faster as opposed to other smoking
cessation methods. Conclusion: Despite public
knowledge of its negative health outcomes,
cigarette smoking behaviors persist and remain
a public health concern particularly in the VA
setting. Patients who have not tried e-cigarettes
seem largely unaware of their potential safety
risks, lack of regulation and oversight by the
FDA, and potential to reinforce continued
smoking behaviors. Majority of patients are
open to trying e-cigarettes if it is provided by
the VA or another insurance company. Primary
care physicians and psychiatrists need to
educate and provide information to their
patients on the latest research on e-cigarettes'
efficacy and safety.

CLINICAL CHARACTERISTICS AND
OUTCOMES OF PATIENTS WHO SUBMIT
72 HOUR LETTERS

Lead Author: Diana Cozma, M.D.



Co-Author(s): Panagiota Korenis, M.D., Vivien
Gutierrez, M.D., Ali Khadivi, Ph.D., Katya
Frischer, M.D.

SUMMARY:

Historically physicians were allowed to make
determinations regarding the length of and
course of treatment for psychiatric patients.
Legislation, case law and deinstitionalization
have afforded patients the right to request a
court hearing to review their request for
discharge and their decisions regarding the
course of their treatment. In New York State,
the civil commitment statute requires that a
patient who has been admitted to a psychiatric
hospital, and who requests to be released in
writing be notified of the hospital's decision to
go to court and retain him or be released within
72 hours of this request. This written request is
called a "72-hour letter". Patients discharged
from the hospital by the judge are leaving
against medical advice. The purpose of this
study is to investigate the prevalence of
discharges leaving against medical advice from
a psychiatric inpatient unit in an inner city
community hospital in New York City. The study
will examine the characteristics of the patients
who request to leave the hospital. This
retrospective case controlled study will examine
all patients who submitted a 72 hour letter from
January 2014 to June 2014 at Bronx Lebanon
Hospital. This poster will describe the
demographic and clinical characteristics of
patients who request to leave the hospital. This
group of patients will be compared to a random
group of patients hospitalized during the same
time period who did not make a request to leave
the hospital. We hypothesize that leaving
subsequent to a 72 hour letter is associated
with lack of social support, poor insight and no
follow up in outpatient care.

USE OF VIDEO GAME TECHNOLOGY AS
AN EARLY INTERVENTION TOOL FOR
YOUTH EXPERIENCING PSYCHOSIS
AND CONCURRENT SUBSTANCE USE
Lead Author: Alexandra Douglas, M.D.
Co-Author(s): Brian Cooper; Suzanne Archie,
M.D.

SUMMARY:

Youth experiencing early signs of psychosis
may have difficulty articulating their symptoms
and accessing mental health resources. The
purpose of our research is two-fold; By

designing a first person video game that allows
the player to experience symptoms of
psychosis, we hope it can be used as an
effective simulation tool to open up discussion
between clinicians and youth as well as to
increase awareness and understanding of the
link between marijuana use and psychosis and
where to access help in the community. In order
to ensure the video game is applicable and
effective, we wish to pre-test the video game
with both youth and those who have experience
with substances and/or psychosis. With
feedback provided from interviews and focus
groups, we hope to develop an effective
resource for health care professionals working
with youth, substances, and mental illness.
Method: to day 8 individual interviews have
been conducted with first-episode patients with
prior experience with substances and
psychosis, with an additional 2 interviews
scheduled in the near future. Each participant
played the video game prototype and provided
feedback on content, game-play, and relevance
to youth. Ten pre-test knowledge-based
questions were completed by each participant
before playing the game, and repeated at the
end of the game to evaluate the base level
knowledge of the participants and educational
value of the game. An additional two youth
focus groups are scheduled to take place,
similar to the individual interviews, participants
will play the prototype and provide feedback.
Results: 5 of 8 participants enjoyed playing the
video game, 6 of 8 were willing the play the
game against once it was ready to be piloted.
General feedback was that the game would be
an effective tool. Invaluable feedback was
obtained in regards to game-play and content;
the most common difficulties being that all
players were unable to complete the task of
locating a computer password, as the
instructions were not clear, and all players
enjoyed the basketball mini-game. 6 of 8
players felt the game was a realistic portrayal of
what they had experienced. Conclusion:
Though still in its infancy, our video-game holds
the potential to be an effective tool in youth
experiencing symptoms of psychosis and
substance use/abuse counseling.

Note: further research will be conducted
between submission of this abstract and the
APA conference; we plan to include data from
subsequent focus group on the poster
presentation.



INVISIBLE TO UNTOUCHABLE: THE
CHALLENGES OF PSYCHOSOCIAL
OUTREACH TO INTERNALLY
DISPLACED WOMEN IN BOGOTA,
COLUMBIA

Lead Author: Zelde Espinel, M.A., M.D., M.P.H.
Co-Author(s): James M. Shultz, M.S., Ph.D.,
Helena Verdeli, Ph.D., Luis Jorge Hernandez
Flores, M.D., Ph.D., Ricardo Araya, M.D., Ph.D.,
Yuval Neria, Ph.D., Fredysha McDaniel, M.D.,
Ana Claudia Andrade

SUMMARY:

Background. We are piloting an evidence-based
stepped-care mental health intervention
program entitled, OSITA: "Outreach, Screening,
and Intervention for Trauma for Internally
Displaced Women Living in BogotA;, Colombia."
OSITA is testing the feasibility of recruiting
female internally displaced persons (IDPs);
screening them for common mental disorders
(CMDs); presenting psycho-education tailored
to the screening results; providing sessions of
interpersonal psychotherapy (IPT) for those who
have moderate symptom elevations; and
referring those with severe symptoms to
emergency psychiatric consultation. OSITA has
found that innovative multi-strategy outreach
approaches must be used to effectively seek,
recruit, provide services, and retain |DPs.
Invisible: One problem is that Colombian IDPs
masquerade as a hidden population; there are
no clearly demarcated venues that are
populated exclusively by IDPs. Untouchable: A
second problem is that IDPs have recently been
designated a "protected class" of citizens;
government agencies now restrict access to
IDPs.

Methods. OSITA is engaged in multi-pronged
outreach approaches in order to capture the
target population of women IDPs. Approaches
include: 1) Direct community outreach:
Outreach to homes of women IDPs who have
been pre-identified and who currently receive
services from mobile health teams based at
public hospitals. 2) Recruitment through IDP
registration centers. 3) Outreach based on client
referrals identified from partner hospital
databases. 4) Outreach using the community
network of primary care clinics. 5) "Snowball
referral” from women IDPs: Women IDPs are
employed in OSITA. They have been "task-
shifted" to screen and provide IPT counseling.
6) Outreach to women IDPs with children in

special pre-schools. IDP mothers are recruited
as they drop off and pick up children at pre-
schools with a high proportion of IDP families.
7) Outreach via non-governmental organization
(NGO) programs for special populations of IDPs.
8) Outreach to clients served by the Department
of Social Prosperity. Outreach via referrals from
a national government department - with a large
IDP clientele a€“ with programs focusing on
family well being. 9) Outreach based on referrals
from university research programs with IDP
participants.

Results. OSITA has developed a monitoring
system for tracking contacts, scheduled and
completed appointments, screening results,
referrals to IPT, completed IPT sessions, CMD
symptom resolution, and referrals for
emergency evaluation. Data from the first 8
months of the implementation period will be
available, analyzed, and presented to
demonstrate the relative success and efficiency
of each outreach modality.

Conclusion. OSITA is experimenting with an
innovative and multifaceted approach to
outreach to a geographically dispersed and
protectively shielded population of IDP victims
of armed conflict in BogotA.

YOGA IN THE YARD: ASSESSING THE
ADDITION OF A THERAPEUTIC YOGA
PRACTICE TO THE STANDARD OF CARE
ON AN INPATIENT PSYCHIATRIC UNIT

Lead Author: Candace Giles, M.D.
Co-Author(s): Aminata Cisse, M.D.

SUMMARY:

Therapeutic yoga, a low-cost intervention, has
been shown to decrease symptoms of anxiety
and depression in the mentally ill. At public
mental health institutions, however, there are
limited recreational/therapeutic activities offered
to patients due to financial constraints. This
study will assess the addition of a therapeutic
yoga practice to the standard of care in a public
trust hospital inpatient forensic unit over a
three-month period. We hypothesize that yoga
practice will decrease anxiety and aggression.
We will assess baseline and post-yoga
treatment of self-reported anxiety using the
Hamilton Anxiety Scale, and assess change in
aggression by comparing the nursing reports of
aggression incidents in the three month pre- vs.
post-implementation of yoga practice.
Participants will include 16 males and females,



18 years of age or older, with a variety of DSM-
5 psychiatric diagnoses such as psychosis,
mood and personality disturbances.

IMPLEMENTATION OF AN INTEGRATED
WOMEN'’S PREVENTIVE HEALTH
SERVICE ON AN INPATIENT
PSYCHIATRIC UNIT IN SAN FRANCISCO
Lead Author: Monique James

Co-Author(s): Christina Mangurian M.D.,
Rebecca Jackson, M.D., Emily Lee, M.D.,
James Dilley, M.D.

SUMMARY:

Background:

People with severe mental illnesses (SMI) die
over 20 vyears earlier than the general
population.  Their increased morbidity and
mortality are largely due to treatable medical
conditions, and unfortunately, inadequate
access to medical care. Women with SMI in
particular, are an especially vulnerable
population as there has been evidence they
have higher rates of unsafe sexual behavior,
lack regular sexually transmitted infections (STI)
and/or contraceptive health education, and
have lower rates of pap smear screening. This
is particularly concerning for safety net
populations who have additional risk factors
including low socioeconomic status.

Objectives:

-To create a "women's mini clinic" on one
urban, safety net hospital's inpatient psychiatric
unit to provide women's preventive health
screenings, exams, and procedures.

-To create a safe sex educational group for all
of these inpatients.

- To study feasibility of implementation
and preliminary measures of efficacy of this
hospital-based project.

Methods:

After literature review, women's health baseline
data was collected at the hospital, San
Francisco General Hospital (SFGH). Then, a
workgroup was formed consisting of residents,
attendings, nurses, and administrators from
both Psychiatry and Ob/Gyn.  Through a
collaborative process assessing both need and
feasibility, the workgroup decided to focus on
women's preventive health screenings in the
form of pap smears, STI testing, and
contraceptive health and counseling. Through
the workgroup process, a pilot weekly

"women's mini clinic" staffed by an Ob/Gyn
healthcare provider on the inpatient psychiatric
unit was developed. This 3-month-long pilot
clinic would provide pap smears, STI testing,
and contraceptive health and counseling, and
would be supplemented by a weekly safe sex
education group open to all admitted
psychiatric patients. The pilot study would be
assessed for feasibility of implementation,
specifically the proportion of admitted women,
ages 21-65, who were seen in the mini clinic.
The primary preliminary outcome measure will
be pap smears. The number of women
receiving a pap smear over the past three years
will be compared between the pilot period and
one year earlier.

Results:

Although the final report is pending, we will
summarize the feasibility of implementation,
utilization of the pilot mini clinic and education
groups by the patients, preliminary efficacy
outcome measures, limitations, and reflections
on improvements to continue this resource.
Conclusions:

Providing women's preventive health screening,
and safe sex education is vital for the overall
general health of all women psychiatric patients.
As there is often inadequate access to general
healthcare amongst populations with SMI, this
pilot program is one mechanism to improve
women's health in an integrative care model.

A TECHNOLOGICAL SOLUTION TO
BARRIERS IN OUTCOME MEASURES IN
RURAL PSYCHIATRY

Lead Author: Suni N. Jani, M.D., M.P.H.
Co-Author(s): Suni Jani, M.D., M.P.H., Sonia
Dogra, Jeremy Todd, B.S., Raja Jani, M.H.A.,
Sushma Jani, M.D., Niranjan Jani, M.D.

SUMMARY:

Background: Healthy People 2010's analysis of
mental health care limitations in rural regions
found major depression rates in some rural
areas significantly exceed those in urban areas,
and teens and older adults in rural areas have
significantly higher suicide rates than their
counterparts in urban areas. There is a shorter
period of time allotted for rural psychiatrists to
see patients as only one quarter of the rural
population in America has access to a
psychiatrist. Given the success of e-screening,
we hypothesized rural clinics would be able to
more effectively measure practice outcomes
and improve treatment planning by having



patients of a rural mental health clinic complete
screening  questionnaires  prior to their
evaluation by allowing the psychiatrist to have a
validated assessment tool to support their
clinical reasoning despite the short amount of
time allocated for patient care.

Methods:

-Population: CBH consists of six clinics serving
1500 adults and children in a geographical area
spanning 200 miles staffed by 8 psychiatrists.
-Inclusion: Rural clinic patients of all ages with
an ability to use a computer for a survey
-Exclusion: Intellectual disability or difficulty
with technology due to visual or cognitive
limitations

-Patients answer DSM-5 cross cutting
screening tool questions and World Health
Organization Disability Assessment Schedule
2.0 (WHO DAS 2.0) online while in the clinic
waiting area. This data is encrypted and
automatically added to the EMR and generates
trends in patient's chart that are part of their
medical record.

Results:

-Clinician reports of usefulness for diagnosis,
trending relapse and remission, and quality of
care compared to previously seeing patients
without the tool

-Changes in treatment planning by relying on
objective data

-Patient perception of improved wellness with
the WHO DAS 2.0

Discussion:

-Incorporating psychiatric self-assessment tools
as a part of e-screening in the waiting room
allowed patients to be more involved in their
care and guide the clinical direction of the brief
follow up visit for practitioners

-The results of the self-assessment tools also
proved to have future research value as the
patient's medication, age, adverse effects, and
adherence could also be tracked alongside their
symptoms

-Advantages: clinical suspicion with limited time
to get a history helped by screening tool
responses, research opportunity for rural clinics
that otherwise have difficulty advocating for
their patient needs or assessing necessary
changes in practice, patients become more
aware of aspects of their history relevant to
mental healthcare, graphs in medical record
allow patients to see objective evidence of their
treatment as it relates to other factors, teaching
utility for residents in rural clinics who are
adjusting to patient volume with limited time

-Limitations: adherence, access to technology,
technology malfunction, risk of relying too much
on a tool

PRELIMINARY EVALUATION OF A
‘FLEXIBLE, GUIDED COGNITIVE
BEHAVIOUR THERAPY SELF HELP
INTERVENTION’XK FOR CRISIS
RESOLUTION & TCM TEAM CLIENTS
Lead Author: Rupinder Johal, M.B.B.S.
Co-Author(s): Farooqg Naeem, MBBS, MRCP,
MSc., Tarig Munshi, M.D., David Kingdon, M.D.,
Khalid Saeed, M.D., Christopher Bowie, M.A.,
Ph.D., Muhammad Ayub, MBBS, MRCPsych,
MSc., M.D., Dianne Groll, Ph.D.

SUMMARY:

Background

The Crisis Resolution and Transitional Case
Management (CRTCM) teams are now a well
established part of the mental health systems in
many countries. The CRTCM Teams generally
deal with clients in crises, as well as support
clients whose needs are not complex enough to
require admission. There is some research
evidence to suggest that the presence of these
teams can reduce admission rates in the
general adult psychiatry population. Cognitive
Behaviour Therapy (CBT) has research evidence
for a variety of emotional and mental health
problems. However, currently availability of CBT
is restricted due to limited resources. Even
when CBT can be provided, clients might have
to wait for a long time. The provision of CBT is
even more limited in Canada.

Aim of the study

This is a preliminary study to test the
effectiveness of a "flexible guided CBT (fgCBT)"
self help intervention" for CRTCM clients.
Objectives

The primary objective of this study is to see
whether fgCBT intervention can reduce
symptoms of common mental disorders
(depression, anxiety, OCD, PTSD etc.) among
clients attending the CRTCM Services. The
secondary objectives include measurement of
change in disability and to gather information to
help us in conducting a larger RCT in future.
Study design

This is a preliminary study using a Randomized
Control Trial (RCT) design and is being carried
out in local CRTCM service. Study participants
are randomly assigned to two groups. The
intervention group (IG) receives intervention



while the control group receives treatment as
usual (TAU). We aim to have 20 clients in each
arm of the study. WHODAS 2.0 (World health
organization disability assessment schedule
2.0), HAD (Hospital anxiety and depression
scale) and CORE (Clinical outcomes in routine
evaluation) rating scales are filed by the
participants during initial and final assessments.
Statistical analyses would be carried out using
an intention to treat. Analyses will be carried out
using SPSS v16. A t test will be used to
compare groups, both paired and un-paired.
SPSS frequency and descriptive commands will
be used to measure descriptive statistics. SPSS
explore command will be used to measure
normality of the data, using histograms and
Kolmorogov Smirnov test. A linear regression
will be used to compare the two groups at two
time points.

Inclusion and exclusion criteria

All the CRTCM clients are eligible for inclusion,
except, those with excessive use of alcohol or
drugs and significant cognitive impairment.

The intervention

The intervention consists of "flexible guided self
help CBT" manual, provided by trained mental
health professionals for clients under care of the
CRTCM. Intervention will consist of 6-9
sessions per client.

Desired Outcome

Improvement in mental health of the CRTCM
clients

Results

Results of this part of the study will be
published in international journals and
conferences.

INCIDENCE OF DELIRIUM IN AN ACUTE
INPATIENT PSYCHIATRIC SETTING. A
RESIDENT RUN QUALITY
IMPROVEMENT PROJECT AT A
COMMUNITY HOSPITAL

Lead Author: Bashkim Kadriu, M.D.
Co-Author{(s): Bashkim Kadriu, M.D., Maria
Reynoso, M.D., Ifeorna Nwugbana, M.D., Vahid
Nikzad, M.D., Ronak Patel, M.D., Paulina Reiss,
M.D., Amina Ali, M.D., Kucheria, Mallika., M.D.,
Mohammad Mashayekh, M.D., Vahid Nikzaad,
M.D., Rahul Patel, M.D., Ramon Pineyro, M.D.,
Panagiota Korenis, M.D., Mohamed Eldefrawi,
Vicente Liz, and Jeffrey M. Levine, MD, FACP

SUMMARY:

OBJECTIVES: To appraise prospectively the
incidence of delirium in an acute psychiatric
inpatients setting and to identify risk factors for
delirium in acutely psychiatric population.
METHOD: The subjects were newly admitted
and those in the inpatient floor identified as high
risk for developing delirium at the inpatient
Psychiatry Floor. We used the Confusion
Assessment Method (CAM), the Mini-Mental
State Examination (MMSE) and The Montreal
Cognitive Assessment (MoCA) to identify
incident cases of delirium.

RESULTS: Of 65 admissions to the hospital
unit, 39 subjects provided informed consent,
out of which 31 were not delirious at the time of
admission and 8 of them tested positively on
CAM. There were total of 5 newly diagnosed
cases of delirium over two months follow-up
period, as team carefully evaluated and
excluded three patients from the pile as clinical
picture was not related to delirium but directly
impacted by the acute psychosis or low IQ.
Thus, our preliminary results show relatively
higher incidence rate of ~7.7% that previously
reported, therefore our team is dedicated to
continue the project prospectively and have
thorough analysis of the causes of delirium in
acute psychiatry setting. In addition, our
preliminary analysis suggests that the positive
CAM score was correlated with low MMSE and
MOCA score.

CONCLUSIONS: Delirium is quite uncommon in
the psychiatric inpatient population. However,
date suggest that not rarely diagnosis of
delirium is missed or misdiagnosed for acute
psychosis (hyperactive delirium state) or
depression (hypoactive delirium state). The
incidence rate reported here may be useful as a
perspective tool for the identification of
excessive rates of delirious state in acute
inpatient psychiatric settings and/or other
patient population including medical and
surgical once.

REFERENCES:
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UNDERSTANDING THE MULTIPLE
VULNERABILITIES OF HOMELESS
YOUTH: RESULTS FROM AT
HOME/CHEZ SOl

Lead Author: Nicole Kozloff, M.D.

Co-Author(s): Vicky Stergiopoulos, M.D., M.Sc.,
Amy Cheung, M.D., M.Sc., Vachan Misir, M.Sc.,
Paula Goering, Ph.D.

SUMMARY:

Objective:

Given the significant limitations of existing
literature on homeless youth with mental
disorders, we sought to examine demographics,
clinical characteristics, and service utilization
patterns in a large national sample.

Methods:

Using baseline data from the At Home/Chez Soi
field trial, a Mental Health Commission of
Canada 4-year study of over 2000 homeless
people with mental disorders across 5 cities, we
calculated descriptive statistics for 164 youth
age 24 and under, specifically: 1) demographics
including housing history, 2) rates of mental
disorders and physical illness, and 3) service
utilization. We then used logistic regression
models to examine predictors of 3 service use
variables, namely, having a regular medical
doctor, feeling they needed help and did not
receive it, and number of emergency room (ER)
visits.

Results:

The youth enrolled in At Home/Chez Soi had
been homeless for a mean of 26.1 months. Less
than one-quarter had completed high school.
Over half had a current depressive episode,
nearly half had psychotic symptoms, and nearly
three-quarters had a concurrent substance use
disorder. Over 86% had experienced at least 1
adverse childhood experience (a measure of
childhood trauma). Almost half reported having
been diagnosed with a learning disability. Less
than half had a regular medical doctor; of the
socio-demographic and clinical characteristics
examined, none were significantly predictive in
a multivariate model. Almost half had not
received health care when they needed it, with

this risk increased by being female or other and
diagnosed with drug wuse disorder and
decreased by being an ethnoracial minority in a
multivariate model. Over 60% had visited an ER
in the past 6 months with a mean of 1.72 A+
2.89 visits for the sample of youth. In a
multivariate model, having been diagnosed with
a learning disability, having a drug use disorder
and having needed help and not received it
were associated with a higher number of ER
visits.

Conclusions:

This sample of homeless youth demonstrated
multiple vulnerabilities, including high rates of
mental health symptoms and substance use
disorders, childhood trauma, low education,
learning disabilities, and inadequate, sporadic
medical service use. Programs geared towards
homeless youth should take these individual
characteristics and service use patterns into
consideration to better serve this vulnerable
population.

THE PSYCHIATRY OF
ENTREPRENEURSHIP: MENTAL
WELLNESS AS A CORE ELEMENT OF
INNOVATION

Lead Author: Ryan K. Louie, M.D., Ph.D.

SUMMARY:

Entrepreneurship and the venture start-up
process provides opportunities for innovation,
growth, and new value creation. Intrinsic to the
start-up ecosystem, are characteristic cultural
norms of behavior and psychosocial stressors
which present mental health concerns for
participants of entrepreneurial activities. This
poster will describe some key features of the
psychiatry of entrepreneurship, including: the
paradoxical nature of entrepreneurship in
relation to mental health, the assessment of
current un-met needs and the knowledge
landscape of the field, and the foundations for
an ethical innovation framework that includes
mental health as part of the start-up effort, for
both individuals and for their endeavors.
Communities can be inspired by each other's
talents and empathy, to innovate new mental
wellness networks. The multi-disciplinary
dialogue  between entrepreneurship and
psychiatry promotes mutual learning and
exchange, and reveals the translational principle
that the start-up of ventures may share much in
common with the start-up of the self.



INSTAGRAMMABLE: HOW #BINGE
SEARCHES REVEAL SELF HARM AND
ANOREXIA IMAGERY ON A POPULAR
SOCIAL MEDIA APPLICATION

Lead Author: Holly Peek, M.D., M.P.H.
Co-Author(s): Holly Peek, M.D./M.P.H., Arshya
Vahabzadeh, M.D.

SUMMARY:

Social media is popular among teens, with the
posting of photos and videos as one of the
most popular activities. Instagram, a picture-
based social media platform with over 100
million users, is the top photo sharing outlet,
with 1 in 10 teens visiting the site each month.
However, there is growing concern that some
users of social media experience negative
mental health effects. Social media sites have
been shown to elicit high levels of self-
disclosure which include references to
unhealthy behaviors such as anorexia, bulimia,
self harm and suicide. Eating disorder related
posts on Instagram are particularly popular, as
social media has become a forum for users to
support one-another's destructive behaviors
and allow for instantaneous sharing of photos
and messages promoting unhealthy and
dangerous habits.

The influence of eating disorder related content
posted on social media is concerning,
particularly for adolescents as they frequently
imitate behaviors of their peers. Because of
increased rates of disturbing imagery promoting
anorexia and bulimia, Instagram has made a
policy of removing such images. Given these
concerns, we performed an exploratory study
that analyzed the content of the eating disorder
related hashtag "#binge" and Instagram's policy
of removing dangerous and disturbing content.
Methods:

A search on Instagram was created using the
search term "#binge" and a content analysis
was performed on the first 100 resulting images.
Images were categorized and the total number
of "likes" per image was calculated.

Results:

The analysis revealed the following:

21% self harm/suicide

21% anorexic appearing pictures of bodies

18% positive or helpful messages

12% sinister images/slogans

12% Food

10% Benign images

6% Substance abuse

1,482 Total "likes," 14 average "likes" per image
The images contained a female person in 45%
of cases, while a male was seen in only 3%. The
remaining images did not involve a human.
Discussion:

Our results indicate that Instagram's policy of
removing images that "urge users to embrace
anorexia, bulimia, or other eating disorders; or
to cut, harm themselves, or commit suicide" is
ineffective. Searching the term "#binge" reveals
that a majority of the images promote
destructive behaviors such as food restriction,
starvation, purging, or self-harm, with few
resources for help. This is particularly disturbing
because anorexia has a mortality rate 12 times
higher than any other cause of death in anorexic
women ages 15 to 24. Instagram heightens
exposure to eating disorders and has the
potential to amplify these behaviors with a
constant stream of visual messages that foster
obsessions, comparisons, and competition as
users are seeking, gaining approval for and
modeling behaviors. Given the growing
popularity of social media among youth, we
must engage with social media networks and
the wider public to ensure that these issues do
not go unnoticed and attempts are made to
remedy them.

CLINICAL CHARACTERISTICS OF
ASSERTIVE COMMUNITY ACT
PATIENTS WHO ARE REPEATEDLY
HOSPITALIZED

Lead Author: Maria Reynoso, M.D.
Co-Author(s): Panagiota Korenis, M.D., Katya
Frischer, M.D., Vahid Nikzad, M.D., Joe Baez,
M.D., Ali Khadivi, Ph.D.,

SUMMARY:

Assertive Community Treatment (ACT) is a
community based approach to mental health
service first created during the inception of
deinstitutionalization in Wisconsin. ACT is a
community based approach to mental health
whereby patients are visited in their home by a
team of mental health professionals across all
disciplines including: psychiatrists, nurses,
social workers and vocational specialists.
Generally, those that are referred to ACT
programs are considered a high risk population
that have demonstrated difficulty complying
with outpatient psychiatric appointments in a
more classic office based setting which has



resulted in significant noncompliance,
subsequent psychiatric decompensation and an
increase in hospital readmissions. The ACT
team, based at Bronx Lebanon Hospital Center
serves a predominantly African American and
Hispanic, economically disadvantages, patient
population. The ACT Team serves
approximately 60 patients referred to them by
the hospital inpatient services and elsewhere.
The objective of the study is to study the clinical
characteristics of ACT patients who are
repeatedly hospitalized. We will conduct a
retrospective case control study of patients who
were enrolled in ACT services at Bronx Lebanon
Hospital Center from January 1, 2012 through
December 31, 2013. We hypothesize that active
substance use, not being prescribed long acting
injectable medication and social support
instability are associated with a higher rate of
hospitalizations and an increased length of stay.
Patients who have been psychiatrically
hospitalized three or more times will be
compared to patients who have been
hospitalized fewer than two times. Data will be
collected by reviewing the patients' AOT charts
and the Electronic Medical Record at Bronx
Lebanon Hospital Center. The poster will
present descriptive data that characterizes
these two groups of patients. Clinical
implication of the findings will be discussed.

FATHERS MENTAL HEALTH
Lead Author: Benjamin Rosen, M.D.
Co-Author{(s): Andrew Howlett, M.D. FRCPC

SUMMARY:

Mental illness in fathers is vastly underidentified
and undertreated. Research shows that
approximately 1 in 4 men suffer from mental
illness at some time in their life and an
estimated 10 % of fathers develop postpartum
depression. Consequences of unidentified
depression can be serious, and in men the
suicide rate is up to 4 times higher compared to
the rate in women. In terms of service provision,
there are 13 Canadian academic institutions
that offer specialized women's mental health
services in contrast to 0 programs that
specialize in fathers' mental health. Part of this
discrepancy reflects the challenge of engaging
fathers. Men are less likely to seek mental
health services than women. There are a myriad
of reasons why men don't seek help. Barriers
of stigma, inaccessibility of services and lack of
expertise around how to engage men are a few

examples. This means that many fathers are
suffering in silence. Given the extent of the
problem, the negative impact untreated mental
illness can have on parental involvement and
child development and the lack of services that
are both accessible and father-centric, there is
a clear need for investment in research and
innovation to improve mental health services for
fathers. This project aims to characterize how
depression might gain expression differently in
men compared to women.

PERCEPTIONS OF TRADITIONAL
HEALING FOR MENTAL ILLNESS IN
RURAL GUJARAT

Lead Author: Julie Schoonover, B.A.
Co-Author(s): Samuel Lipkin, B.A., Munazza
Javid, B.A., Anna Rosen, M.D., Mehul Solanki,
M.S.W., Sandip Shah, M.D., Craig Katz, M.D.

SUMMARY:
Introduction

Despite the significant toll of mental illness on
the Indian population, resources for patients are
often scarce, especially in rural areas.
Traditional healing has a long history in India
and is still widely utilized, including for mental
illnesses. However, its use has rarely been
studied systematically.

Objective

This study aimed to determine the perspective
of patients, their families, and healthy
community members towards faith healing for
mental illness, including the type of
interventions received, perceptions of its
efficacy, and overall satisfaction with the
process. We also sought to explore the range of
care received in the community and investigate
possibilities for enhancing mental health
treatment in rural Gujarat.

Methods

49 subjects were interviewed in July 2013 at
Dhiraj General Hospital and in 8 villages
surrounding Vadodara. A structured qualitative
interview elicited attitudes towards faith healing
for mental illnesses and other diseases.
Qualitative analysis was performed on the
completed data set using grounded theory
methodology.

Findings

Subjects treated by both a doctor and a healer
overwhelmingly would recommend a doctor
over a healer. Aimost all who were treated with
medication recognized an improvement in their



condition. Many subjects felt that traditional
healing can be beneficial and believed that
patients should initially go to a healer for their
problems. Many also felt that healers are not
effective for mental illness or are dishonest and
should not be used.

Conclusions

Subjects were largely dissatisfied with their
experience with traditional healers, but healing
is still an incredibly common first-line practice in
Guijarat. Because healers are such integral parts
of their communities and so commonly sought
out, collaboration between faith healers and
medical practitioners would hold significant
promise as a means to benefit patients. This
partnership could improve access to care and
decrease the burden of mental illness
experienced by patients and their communities.

IMPACT OF THE AFFORDABLE CARE
ACT ON PSYCHIATRIC PATIENTSa€™
ACCESS TO CARE AT A CALIFORNIA
UNIVERSITY HOSPITAL EMERGENCY
ROOM.

Lead Author: Alexis A. Seegan, M.D.
Co-Author(s): Deena Shin McRae, M.D., Bharath
Chakravarthy, M.D.

SUMMARY:

Prior to implementation of the affordable care
act, an estimated 20% of adults with psychiatric
illness in California lacked health insurance.
When the Affordable Care Act (ACA) went into
effect on January 1, 2014, California chose to
expand Medi-Cal, California's Medicaid
program, increasing coverage to over 250,000
low-income adults with mental illness. While
large numbers of patients with psychiatric
illnesses have gained insurance coverage
through ACA, the number of providers and
hospital beds in the state has not grown along
with the numbers of persons seeking care. Over
84% of emergency room physicians in the US
report that psychiatric patients are being
"boarded" in their emergency department due
to difficulty obtaining appropriate care. This
study will examine the impact of ACA
implementation on the volume and types of
insurance coverage of psychiatric patients
visiting the emergency department at the
University of California, Irvine, located in
Orange, California. Additionally, this study will
compare the number of hours spent in the ER
by psychiatric patients with private insurance,

public insurance, and uninsured, to highlight the
continued barriers faced by low-income
persons seeking psychiatric care.

THE ROLE OF PREVENTATIVE
PSYCHOEDUCATION IN LGBT
ADOLESCENTS

Lead Author: Neeral Sheth, D.O.

Co-Author(s): Elizabeth Kaiser, M.A., Niranjan S.
Karnik, M.D., Ph.D.

SUMMARY:

BACKGROUND: Despite recent advances for
LGBT (lesbian, gay, bisexual, and transgender)
Americans, an indisputable disparity in mental
health remains in this population.
Unfortunately, the most vulnerable of this
stigmatized group are adolescents who have
just begun to develop their identities. Suicide is
the leading cause of death among LGBT youths
and recent studies suggest that suicidality may
be twice as prevalent in this population when
compared with their heterosexual peers (1). The
aims of this study were to 1) determine whether
adolescents considered a LGBT-specific
psychoeducational intervention to be valuable
for LGBT youth, and 2) evaluate changes in
professional help-seeking attitudes as a result
of this intervention.

METHOD: One-hundred high school students in
the Chicagoland area between 14-19 years of
age were surveyed for this study. Students
received a 45 minute psychoeducational
presentation on mental health issues pertaining
to the LGBT population. Afterwards, students
were asked to fill out anonymous questionnaires
regarding the presentation.

RESULTS: All students, regardless of sexual
identity, felt the intervention to be beneficial for
LGBT adolescents. All students also felt they
were more likely to seek mental health support
for themselves, friends, or family as a result of
the intervention. Additionally, it was found that
participants who did not identify as straight
were more likely to have had some experience
regarding mental illness involving themselves,
friends, or family. Participants who did not
identify as straight were also more likely to have
been previously educated about LGBT- specific
mental health concerns.

CONCLUSIONS: Recent studies show that
improving mental health literacy can be an
important tool for encouraging professional
help-seeking attitudes in  young adult
populations (2). Nevertheless, there has not



been much research on the outcomes of
psychoeducational interventions with LGBT
adolescents. As this study shows, LGBT-
specific psychoeducation can be helpful in
encouraging positive help-seeking attitudes.
This could ultimately be a tool used to decrease
suicide attempts in this highly-marginalized
population, though more research is needed to
determine this.

REFERENCES:
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BRIDGES TO MENTAL HEALTH:
PARTNERING WITH AN AFRICAN
AMERICAN CHURCH IN THE
FORMATION OF A FIRST-RESPONSE
HEALING TEAM

Lead Author: Elisa Simon

SUMMARY:

Integration of care is a major element of the
recently passed Affordable Care Act. Although
implementation details have yet to be defined, it
may include mobilizing community-based
organizations to increase access to care for
underserved  people. Foundational in
Community Psychiatry is recognizing strategic
partners in the community and engaging them
to build programs that address the mental
health needs of the population. One such ally is
the church.

Historically, the African American church has
been a de facto social service provider for its
own members and the wider community. In
times of crisis, congregants turn to their pastor
or other church-mates for guidance and
support, when they would be reluctant to seek
professional help. Faith-based health programs
have been identified all over the United States
and have been shown to lead to better health
outcomes.

This paper will describe the partnership
developed over a period of two and a half years

between a psychiatry resident in a busy city
hospital and a large African American Protestant
congregation in the Bronx. A key success factor
in this collaboration is the development of a
strong, trust relationship between the psychiatry
resident as a consultant and the minister as well
as lay leaders of the church. The process
involved a series of meetings to crystallize the
vision of the Pastor to have a trained group of
laity that will become the "Church First-
Response Healing Team" (CFRHT). This was
followed by focus group discussions with select
members to identify common mental health
issues and training needs for the team. Upon
approval by the Church Board, a 12-hour
training course covering a broad array of clinical
topics was conducted by the psychiatry
resident over a six-week period. The aim of
training is to equip volunteers to be able to
address needs of individuals suffering acute
psychological distress, identify emergencies
and be able to make appropriate referrals if
needed. Another round of meetings was held
to further clarify the framework of the CFRHT
Ministry, its mission statement, purposes, initial
members and its relationship with existing
church structures. After obtaining final approval
from the Church Board, the CFRHT was
presented to the general congregation.

To date, the ministry, under the supervision of
the pastoral team, has fifteen members divided
into five groups. Monthly meetings to discuss
cases are facilitated by the psychiatry resident.
The complex challenges, barriers overcome,
resources  utilized, the outcome and
implications for future endeavors will be
discussed in this paper. This collaborative work
may be considered to satisfy the ACGME
requirements for residents to have community
psychiatry experience. Far beyond a mere
training requirement, being in the presence of
individuals who have a deep level of
compassion and commitment to help others
without any recompense has been an enriching,
gratifying and humbling experience.

PARENTS EXPERIENCE OF A CRISIS
ASSESSMENT LINKAGE MANAGEMENT
UNIT FOR CHILDREN IN NEED OF
URGENT PSYCHIATRIC EVALUATION
Lead Author: Igor Tatarintsev, D.O.

SUMMARY:



During the past decade, there has been an
increased demand for psychiatric services
particularly in emergency departments (EDs)
and psychiatric hospitals. The Ohio State
University (OSU) Wexner Medical Center
experienced this regional and national trend
with a steady growth in number of psychiatric
patients. In 2013, there were 4825 psychiatric
evaluations in the ED, and this near double-digit
growth led to long wait times in a busy ED
setting and delay in much needed care. To meet
this increased demand a  psychiatric
observation unit called the Crisis Assessment
Linkage Management Unit (CALM) was opened
as part of the university psychiatric hospital in
October 2013. Services provided include
psychiatric assessment, crisis stabilization, daily
direct psychiatric care by adult and
child/adolescent psychiatrists, as well as
medical evaluations by hospital consult teams.
Treatment begins while in CALM and until
discharge to an inpatient unit or to home with
linkage to community mental health services.

About 19% of psychiatric patients seen in the
ED are less than 18 year old. Due to low bed
capacity for children psychiatric admissions, a
large number of them (70%) are transferred to
CALM. To determine how access to this new
type of service for mental health care was
received by the families, we devised a survey
for parents/guardians during their child's stay in
the CALM unit. The survey assessed rating of
the quality of environment, experience with
staff, and overall satisfaction, with comparison
between ED and CALM experiences.

The ED environment can be stressful for
patients, and having a child in need of urgent
psychiatric evaluation represents a potentially
traumatic experience for the parents. The three
main identified factors that influence patient
satisfaction in EDs are staff interpersonal skills,
provision of information, and perceived waiting
times (Taylor & Benger, 2004). The top
expectations by parents from ED child visits for
mental health are help/guidance for child,
assessment/evaluation/diagnosis, and health
care professional resources (Cloutier et al,
2010). The high levels of satisfaction found in
our survey for CALM may be related to the fact
that it provides all these elements. Crisis care is
often the entry point to access psychiatric
services for families, and their positive
experience is important for treatment follow-up.

We expect that CALM provides not only
improved care for the patients during their stay
but that the high level of satisfaction with the
system will contribute to the continuation of
care.

RISK COMMUNICATION AND MENTAL
HEALTH: AN EVALUATION OF CDC’S
STRATEGY FOR COMMUNICATION OF
RISKS ASSOCIATED WITH THE EBOLA
OUTBREAK IN 2014

Lead Author: Daniel Witter, M.D., Ph.D.
Co-Author(s): Joseph Thornton, M.D.

SUMMARY:

The media today is constantly reporting
distressing news with associated potential risk
to local communities or the population at large.
Psychiatrists are on the frontline dealing with
the potential fallout of this distress and operate
under the assertion that the way information is
communicated directly influences peoples'
feelings and behavior. With the recent Ebola
crisis, significant mental health distress has
been found in individuals who have the disease,
are in quarantine, work with the diseased, or
fear acquiring the disease. Communication by
the media of the risks associated with Ebola
and other public health crises provides a unique
opportunity for mental health professionals to
become engaged.

Following the 2003 SARS outbreak, the World
Health Organization (WHO) offered risk
communication guidelines, developed by a
psychologist and psychiatrist, for relaying
information to the public. These were divided
into "Consensus Recommendations," e.g., don't
over-reassure, put reassuring information in
subordinate clauses, offer people things to do;
and "Debatable Recommendations," e.g., err
on the alarming side, acknowledge opinion
diversity, be willing to speculate. In the same
article, WHO proposes a research agenda with
specific suggestions for ways to become
actively involved in the development and
evaluation of risk communication strategies,
and suggests conducting case studies on risk
communication efforts associated with public
health crises. Using the proposed WHO
guidelines, we analyzed transcripts from two
separate televised news conferences held one
month apart during the summer of 2014, in
which the Center for Disease Control (CDC)
director, Dr. Tom Frieden, discussed the risk



associated with the Ebola outbreak in Central
Africa. Based on our evaluation of the
communication of risk conveyed during these
interviews, we found several examples where
these guidelines were not implemented,
especially in the earlier interview. Of note, we
also  find a shift  from Debatable
Recommendations in the first interview to
Consensus Recommendations in the second
interview. We find the biggest strength of CDC's
strategy of risk communication to be "Offering
people things to do" and the biggest weakness
overall to be repeated incidences of over-
reassurance about the risk of Ebola spread.

We conclude that CDC's risk
communication strategy had significant room
for improvement and would have benefited from
following the specific guidelines proposed by
WHO. We recommend that psychiatrists take a
more active role in educating public health and
elected officials on effective risk communication
as a major tool for demand management of
health services. Additionally, psychiatrists
should work with the media to convey
information that allows the public to evaluate
their own potential risk exposure, along with
instructions on what they can do to manage
perceived risk. Thus, empowerment, rather than
assurance, should be the goal of risk
communication.

MEDICAL STUDENT-RESIDENT
COMPETITION 2

DRINKING FROM THE FIRE HOSE: A
PROACTIVE APPROACH TO AVOIDING
MEDICAL STUDENT FAILURE

Lead Author: Ebele Achebe

Co-Author(s): Ebele Achebe, BA, Louise
O'Donnell, Ph.D, David Henzi, Ed.D, Thomas
King, Ph.D

SUMMARY:

Studies show that while remediation focuses
helping students pass the exam, they offer no
strategies to prevent future failures. The
purpose of this study was to help medical
students improve their learning efficiency.
Participants at risk of academic failure were

invited to a series of study skill intervention
sessions. The goals of the 3 sessions were to
help students: identify their preferred learning
style and preview materials effectively; take
notes and review; and develop a time
management  strategy. The participants'
academic performances were compared to the
control groups'. The control groups were
students at risk who had volunteered to
participate but did not attend the learning
sessions. Preliminary results show a trend of
improvement in course grades in participants
versus their control counterparts. In addition,
three students from the control group have
dropped out of medical school compared to no
dropouts in the participant group.

CROSS CULTURAL VARIATIONS IN
PSYCHIATRISTS’ PERCEPTION OF
MENTAL ILLNESS: A TOOL FOR
TEACHING IN GLOBAL MENTAL
HEALTH

Lead Author: Jhilam Biswas, M.D.
Co-Author(s): Jhilam Biswas, MD, B.N.
Gangadhar, MD, Matcheri Keshavan, MD

SUMMARY:

Objective: A frequent debate in psychiatry is to
what extent major psychiatric diagnoses are
universal versus unique across cultures.
Learning answers to this question is important
in how academic hospitals train psychiatrists to
work in the field of global mental health. It is
also relevant when considering the perceptions
international residents bring to mental iliness
while treating patients in the United States. We
sought to identify cultural variations between
psychiatrists' perceptions of most common
presentations of mental illness in Boston
Massachusetts and Bangalore, India. Methods:
We surveyed psychiatrists in Boston and
Bangalore to identify differences in how
frequently symptoms appear in major mental
illness in two culturally and geographically
different cities. Results: Indian psychiatrists
found somatic symptoms like pain to be
significantly more important in depression and
violent aggressive behavior to be significantly
more common in mania than did American
psychiatrists. American psychiatrists found
pessimism about the future to be more
significant in depression and pressured speech
and marked distractibility more significant in
mania than among Indian psychiatrists. Both



groups felt the top four symptoms of psychosis
were paranoia, lack of insight, delusions and
auditory hallucinations and both groups agreed
that visual hallucinations and motor peculiarities
to be least significant. Both groups found
barriers to mental health care access were
similar. One significant difference was American
psychiatrists found substance abuse to be a
significant barrier to care whereas Indian
psychiatrists found embarrassing the family was
a significant barrier to accessing care.
Conclusions: Common psychiatric illnesses are
diagnosed universally, but the symptomatic
presentations may vary across cultures.
Because psychiatrists see a large volume of
individuals across different cultures, their
perception of most common symptoms in
psychiatric illness is critical part of accurately
determining varying illness manifestations
between cultures. Understanding this variance
in perception between cultures is vital in global
mental health teaching and training.

SIMULATION AS LEARNING
STIMULATION: IS SIMULATION AN
EFFECTIVE TOOL IN DEVELOPING
PSYCHIATRIC TRAINEES’ CONFIDENCE
IN CORE COMPETENCIES?

Lead Author: Andrew Camden, M.A.
Co-Author(s): Daniel Meek, M.B.B.S., Patrick
Davey, M.B.B.S., Zainab Jabur, M.D., M.P.H.

SUMMARY:

BACKGROUND: Simulation is increasingly
recognized as a valuable tool in promoting
patient safety and improving doctors'
competence and clinical skills.(1) The London-
based Maudsley Training Scheme has
implemented simulation training to improve
Psychiatry Residents' skills and knowledge
base.

AIM: To determine whether simulation training
improves Psychiatry Residents' confidence and
competence in core training areas such as
history taking, risk assessment, formulation and
management of complex cases. The learning
objectives for the course were based on the
core curriculum set out by the UK's Royal
College of Psychiatrists.(2)

METHODOLOGY: Residents completed a pre-
course  self-rated 5-point Likert scale
questionnaire (1 = not at all confident and 5 =
very confident). This included 11 questions
covering the Royal College of Psychiatrists core

curriculum for Residents. After completing 10
simulated scenarios during the one-day course,
each followed by participant led feedback and
discussion, the same questionnaire was again
completed by participants.

White space questions were also used to collect
qualitative data.

The questionnaires assessed the following
domains: history and examination, differential
diagnosis, management, risk, mental health law,
capacity, establishing rapport, communication,
teamwork, leadership and time management.
Simulation scenarios were devised by the heads
of the Maudsley Training Scheme and
professional actors with training in mental health
teaching were used throughout. All scenarios
were viewed on a live stream by other
Residents attending. Senior Psychiatrists and
allied mental health professionals facilitated the
course.

RESULTS: 22 Residents participated in the
simulation training and completed the pre- and
post-course questionnaires. Residents self-
rated competencies improved across all 11
domains. The greatest improvements were in
domains covering capacity (pre-course 3.05,
post-course 4.00), Mental Health Law (pre-
course 3.36, post-course 4.17) and leadership
(pre-course 2.91, post-course 3.63).

White space questions highlighted the value of
the participant-led debrief and the opportunity
for Residents to direct their own learning.
DISCUSSION: Residents' confidence improved
in all domains, in particular areas relating to
capacity, detainment and leadership. This
demonstrates that simulation is an effective
training tool for Residents in improving core skill
and promoting patient safety. This is likely due
to exposure to difficult simulation scenarios with
the opportunity for feedback, reflection and
open discussion.
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LONGITUDINAL STUDY ASSESSING
STUDENT AWARENESS OF



HEALTHCARE DISPARITIES AND
MENTAL HEALTH STRESS IN LGBT
POPULATION FOR CURRICULUM
DEVELOPMENT

Lead Author: Rustin D. Carter, M.D.
Co-Author(s): Dawnelle Schatte, M.D., UTHealth

SUMMARY:

Summary: This project, approaching its third
year, focuses on a pre- and post-survey
assessment of curriculum intervention designed
to increase awareness of second year pre-
clinical students' existing assumptions about
LGBT people, to highlight disparities of health
care to which LGBT patients are vulnerable, and
to underscore the important role that physicians
can play in dispelling these disparities to
optimize LGBT healthcare, especially related to
mental health. This study, utilizes new syllabus
and reading material and a 1-hour lecture panel
of Houston-area LGBT experts. This curricular
change was added to Behavioral Science
course to meet our goals and to assess the
need for additional educational developments
for medical students at our school. We currently
have collected data for two MSII classes over
the first two years of this study.

Results and Discussion: Our results from the
survey, in addition to class discussion, follow-
up questions, and comments after the lecture
indicated a real need to increase LGBT-specific
education in our medical school curriculum.
Although there was somewhat of an
understanding of healthcare disparities and
barriers, education was deficient in regards to
specific healthcare needs of the population.
Students also had less knowledge related to the
effects of minority stress on the population.
Many students discussed the focus in medical
school education and LGBT healthcare revolved
around gay men and the correlation to
HIV/STDs, especially in their preclinical years.
There was a global lack of focus in lesbian
healthcare, transgendered healthcare,
adolescent care/coming out, mental health and
substance abuse issues, in addition to an
overlying theme of apathy from many students
in regards to significance and clinical relevance
to future practice. Although similar in areas, the
classes offered differences in data related to
knowledge, comments, and overall acceptance
and support of LGBT patients, their specific
mental health needs, and their role as
physicians.

In comments about adding/editing curriculum or
thoughts on the project, negative and positive
results were offered; responses ranged from
morality issues and total lack of support to
answers that the project had opened their eyes
and a feeling that more education was needed.
Out of the project, a Gay-Straight Alliance (GSA)
has been founded with a lunch lecture series
now in its second year dedicated to trans-
health, ethics and legal issues, HIV issues, child
and adolescent mental health, LGBT-diversity
panel and a workshop to help "out" students
navigate medical school, residency applications
and interviewing, and a professional career.
Pre-clinical and clinical classes have begun to
be audited to incorporate more LGBT-specific
healthcare. The GSA has also been influential in
starting a statewide LGBT organization for
LGBT students and faculty that focuses on
community and school education and outreach
through local efforts and an annual conference.

TWO HEMISPHERES OF PSYCHIATRIC
TRAINING: RESIDENCY AND
TREATMENT IN THE EAST AND THE
WEST

Lead Author: Roberto Castanos, M.D.
Co-Author(s): Steven Aguilar, M.D., Karla
Lozano, MSIV, Gerald A. Maguire, M.D.

SUMMARY:

Objectives: We sought to investigate the
differences and similarities of psychiatric
training and treatment among the sites visited in
Asia and in the United States of America (USA).
Methods: Trainees and faculty at sites in
Taiwan, Malaysia, the Philippines, and the USA
were interviewed in person or via e-mail by the
authors regarding a wide array of issues directly
relating to psychiatric care. Doctor/patient
interactions and resident training were also
observed in some sites.

Results: Worldwide, psychiatry continues to be
an underutilized and underfunded resource. The
need for robust psychiatric care is unmet the
world over. Many factors contribute to this,
including lack of funding, lack of interest by
medical professionals, and lack of adequate
training programs. In this article, we compare
psychiatric training and practice among various
institutions in Taiwan, Malaysia, the Philippines,
and the United States of America. We explore
the differences and similarities among core
patient populations, patient loads, and training



approaches, as well as inpatient and outpatient
treatment, with particular focus on training. This
includes duty hours, resident workloads, and
resident expectations, which varied greatly from
nation to nation, and even from institution to
institution within nations. While we found that
the contrasts were quite striking, the similarities
were even more so. These institutions had
much more in common than was expected. Of
note, the practitioners were strong advocates
for their patients, often struggling against
institutional, and even national, marginalization
of mental healthcare. All shared a respectful,
compassionate, and scientific approach to
mental health patients, unfunded or funded,
psychotic, manic, or depressed, young or old,
that exemplified the growth of, and struggles
for, the recognition, acceptance, and treatment
worldwide of mental iliness.

Conclusion: Psychiatry is a burgeoning field
with a great deal that can be learned and
shared across international boundaries to
further its advancement.

THE STRESS MANAGEMENT AND
RESILIENCY TRAINING CURRICULUM
FOR INTERNS (SMART-I): USING
HEALTH TRACKING TECHNOLOGY TO
PROMOTE RESIDENT HEALTH

Lead Author: Deanna C. Chaukos, B.Sc., M.D.
Co-Author(s): Laura Byerly, M.D., Grace
Pelogquin, M.D., Darshan H. Mehta M.D., M.P.H.,
John W. Denninger M.D., Ph.D.

SUMMARY:

Background: The consequences of physician
burnout extend beyond training-affecting
physician health, patient care and safety, and
health systems efficiency. These deleterious
processes begin early in careers, often during
graduate medical education. While initiatives
like work-hours regulation support resident
health, they have had limited impact on
physician  well-being.  Preliminary  studies
amongst practicing physicians demonstrate that
mind-body interventions (MBI) effectively lower
stress, increase physician empathy and
decrease burnout.[1] However, there have been
no reports of the use of MBIs in residency
training.

Methods: In collaboration with the Benson-
Henry Institute for Mind Body Medicine at
Massachusetts General Hospital (BHI), a
resident-initiated Resiliency Curriculum has

been adapted from the BHI's Stress
Management and Resiliency Training (SMART)
Program and implemented for the 2014-2015
PGY1 residents within the departments of
Medicine and Psychiatry as part of a mandatory
didactic curriculum. Through a prospective
cohort study design, we will investigate the
impact of the SMART-I curriculum on residents'
emotional and physical wellbeing, stress, and
overall resiliency through validated survey
instruments. In addition, we will have
continuous remote physiologic and health-
behavior tracking using a commercial device,
Basis. Basis is a wearable health-tracker that
measures heart rate, skin conductance, skin
temperature, and 3-axis accelerometry, allowing
the monitoring of sleep quality and physical
activity.

Results: As a pilot, the goal of this initiative is to
establish a resiliency curriculum, determine its
feasibility, and measure its efficacy as a means
to nurture resiliency and counteract burnout. Of
85 PGY1s who qualified for the study, 75
consented to participate in the study; of these,
72 consented to wear the Basis health tracker.
Preliminary feedback and Basis data illustrate
robust participation and enthusiasm. Aspects
key to the program's implementation success
include resident leadership, dedicated faculty,
residency training program support, resident
protected time for sessions, as well as a
combined experiential and didactic program.
Conclusions: The SMART-I curriculum is a novel
approach to improving physician well-being
through skillful practice in residency training.
Next steps include standardization of the
curriculum protocol for easy adoption.

[1] Krasner MS, Epstein RM, Beckman H et al.
Association of an Educational Program in
Mindful Communication with burnout, empathy
and attitudes among primary care physicians.
JAMA. 2009;302(12):1284-1293.

PSYCHIATRY RESIDENTS’ ATTITUDES
AND PREFERENCES REGARDING
CLINICAL RESOURCES

Lead Author: Robyn S. Fallen, M.D.
Co-Author{(s): Katherine McKay, M.D., Parkash
Singh, M.D.

SUMMARY:

Objective: To assess McMaster University
psychiatry residents' confidence in, attitudes,
and preferences regarding psychiatry clinical



resources as collected for the purpose of a
quality improvement project.

Design: Cross-sectional, self-administered
electronic survey.

Participants: Sample of 45 psychiatry residents
across two distributed campuses; 33 (73%)
responded.

Setting: Canadian postgraduate psychiatry
program

Outcomes: Residents' use of clinical practice
guidelines in psychiatry; attitudes toward
clinical resources and subsequent impact on
patient safety and quality of patient care;
attitudes toward a clinical handbook designed
for psychiatry learners.

Main results: In all, 88% of respondents
reported using clinical guidelines monthly or
less, substantially less frequently than traditional
information sources (e.g. textbooks). None of
the respondents rated themselves as highly
confident in their ability to easily access clinical
guidelines in clinical settings for the
administration of chemical restraint. Only 33%
of residents who responded rated themselves
as at least somewhat confident in their ability to
easily access clinical guidelines for monitoring
of metabolic parameters during antipsychotic
use. Only 15% of those who responded
indicated that they were either somewhat
confident or very confident in their ability to
access clinical guidelines for  writing
seclusion/restraint orders at the point of patient
care.

Of respondents, 91% believe that easy access
to clinical practice guidelines could increase
quality of patient care. Similarly, 94% of
resident respondents believe that easy access
to hospital safety protocols are likely to increase
patient safety. Most respondents felt that a
pocket psychiatry clinical handbook was likely
to increase the consistency of care received by
patients (87%), could serve as a convenient
source of advice (97%), and could serve as a
useful  educational tool  (91%). Most
respondents did not feel that a clinical
psychiatry resource book would be too rigid to
apply to patients (66%), nor challenge their
autonomy as a resident (85%). A strong majority
of respondents, 90%, replied that a pocket
clinical handbook for psychiatry would be a
resource they would use if available.
Conclusions: Psychiatry residents sampled at
one Canadian university postgraduate program,
although generally positive about clinical
guidelines and their ability to improve patient

care, have not yet integrated the use of such
guidelines into their practices to a significant
extent. Our results suggest an interest among
residents in a convenient clinical resource
containing clinical practice guidelines and safety
protocols and that residents would use a pocket
clinical handbook if available. Overall, it is
posited that access and utilization of such a
handbook has the potential to improve patient
care. The next stages of the quality
improvement project seek to reassess impact of
the resource six months post-implementation.

IMPROVING PATIENT OUTCOMES AND
PROVIDER SATISFACTION BY
ENHANCING DOCUMENTATION OF
FUNCTIONAL IMPAIRMENT

Lead Author: Liberty Fritzler, M.B.A., M.D.
Co-Author(s): Greta Naylor, M.D., Philjp
Lanzisera, Ph.D., Deepak Prabhakar, M.D.,
M.P.H.

SUMMARY:

Psychiatric illnesses pose serious challenges to
patients, often leading to functional impairment.
Given the current standards of medical
coverage, patients often require accurate
documentation of their symptoms and
impairment in order to receive "disability"
benefits. At our Resident Clinic site, prior to this
project, there were no standardized tools
present in the electronic medical record (EMR)
for disability assessments in behavioral health.
We hypothesized that creation of a
standardized documentation tool will allow
providers to place patients on disability with the
appropriate documentation to support that
decision. By utilizing EMR, all providers who are
caring for patients will be able to access and
understand the treatment decisions that were
made. Additionally, we hope that the
standardized process will help educate
residents on the importance of accurate and
timely completion of a disability assessment
leading to increased comfort level.

We have created the first standardized disability
assessment template that is readily accessible
through our Epic EMR, allowing efficient
completion of the assessment. The template
lists 15 questions that fully assess an
individual's work impairment, to assist in
decision making for disability evaluations. This
template is now being piloted at our Resident
Clinic location.



We developed and administered a physician
comfort scale to assess the comfort level of
resident trainees with performing a disability
assessment before implementation of the
disability template, and plan to administer the
questionnaire  periodically  following  the
implementation.

If found effective, this standardized tool will be
utilized by our Outpatient Department, thereby
improving patient care and provider satisfaction
across this treatment setting. Since our health
system utilizes the same EMR, in addition to
behavioral health, this template can also
potentially be shared with primary care and any
other specialty within the Henry Ford Health
System.

IMPROVING SUICIDE ASSESSMENT
SKILLS IN MEDICAL TRAINEES

Lead Author: Tiffany Gearhart, M.D.
Co-Author(s): Elizabeth Norian, M.D., Anna
Engel, M.D., Yelena Kamenker-Orlov, M.D.,
Ph.D., John Bradley, M.D.

SUMMARY:

Background

Primary Care provides 50% of the mental health
care in the US. Though healthcare reform may
make mental health care more accessible, the
primary care relationship will likely remain the
initial contact patients seek for mental health
treatment, and their last contact with the health
care system prior to attempting suicide. Very
few primary care practices are co-located with
mental health or emergency services. It is
therefore essential that primary care physicians
have confidence and experience in evaluating
suicidal ideation. The genesis of this project
was a case of an otherwise astute second-year
medical resident who incorrectly assessed a
depressed patient to be not acutely suicidal.
The precepting attending was still concerned
and requested an on-site  psychiatric
consultation, which determined that the patient
was an imminent danger to self. The medical
resident afterwards identified a weakness in her
medical training and interest in learning how
better to assess suicide risk. With that in mind,
we have undertaken a project to improve
confidence and ability of medical trainees in the
West Roxbury VA Primary Care Service (i.e.
Patient Aligned Care Team) to determine suicide
risk in their patients.

Method

The Columbia Suicide Assessment Rating Scale
is a validated tool which assists the provider in
deciding the likelihood of an actual suicide
attempt. It has been used effectively in at least
one VA setting. The developers of the scale
offer a free online training on suicide risk
assessment and how to use this tool. The
section on suicide risk assessment can be used
to train medical residents. Prior to viewing the
training, medical residents will be given a pre-
test consisting of clinical scenarios in which the
patient may be acutely suicidal. These are the
same scenarios presented in the on-line
training.  The residents will be asked to
determine if the patient is suicidal in each case.
They will also be asked to rate their level of
confidence in making such a determination.
After viewing the on-line training, the residents
will again assess the scenarios and rate their
confidence level. Pre- and post-online training
determinations of skill and confidence will be
used as outcome measures.

Results

We will determine if there was a significant
change in both skill and confidence level of
medical residents in determining suicide risk
after using the online training.

Discussion

Over 90% of residents will rotate through a VA
facility at some time during their residency. The
40% rise in the veteran suicide rate makes
assessing risk even more vital, as suicidal
patients often present to primary care. This
teaching could be an important addition to
medical graduate training.

DOES SPACED EDUCATION IMPROVE
LEARNING AND RETENTION IN THIRD
YEAR MEDICAL STUDENTS IN THEIR
PSYCHIATRY CLERKSHIP? A
RANDOMIZED CONTROLLED TRIAL
Lead Author: Kate Grossman, M.D.
Co-Author(s): Kate Grossman, M.D., Amritha
Bhat, M.B.B.S., M.D., Jesse Markman, M.D.,
M.B.A. B. Price Kerfoot, M.D., Ed.M.

SUMMARY:

Background: Spaced education has previously
been shown to improve retention of clinical
knowledge in medical students. At the
University of Washington, medical students in
their third year complete a 6 week rotation in
psychiatry at one of 15 training sites, at the end
of which they are tested on their knowledge of



core topics in psychiatry. Objective: To assess
if spaced online education is associated with
significant  improvement in retention of
knowledge. Methods: 212 medical students
rotating through their Psychiatry clerkship in the
academic year 2014-15 will participate in this
trial. They are required to participate in the trial
as part of their clerkship. Based on the existing
psychiatry clerkship curriculum, we constructed
multiple choice questions for four core topics
anxiety disorders, mood disorders, psychotic
disorders and personality disorders. These
questions are administered to all of the students
prior to their rotation as a pre-test. They are
then randomly assigned to one of two groups
Group A mood disorders / psychotic disorders,
and Group B anxiety disorders / personality
disorders. For the duration of their psychiatry
clerkship, students receive emails via an
established online tool with questions based on
the group they were assigned to. The
questions/clinical vignettes are followed by
explanations of the correct and incorrect
answers. Students receive each question twice
during the rotation. At the end of the clerkship,
they complete a post-test with questions on all
four core topics. 6 months after their clerkship,
students will receive a test to evaluate retention.
We use unpaired t test to compare the mean
change in score on the two modules between
the two groups. Results: This study is ongoing.
By May 8, 2015, 7 of 8 cohorts will have
completed their clerkship. To date, 62 medical
students have participated in the spaced
education initiative. There is some incomplete
data due to delayed participation by some
students. Data from this pilot group of students
is presented below. There were no significant
differences between the mean pretest scores.
For questions related to mood / psychotic
disorders, students who had been receiving
emails based on mood / psychotic disorders
improved their score significantly more (Mean
change 11.30, SD 5.83, n=30) when compared
to students who had been receiving emails
based on anxiety / personality disorders (Mean
6.65, SD 4.89, n=23). P=0.003. For questions
related to anxiety / personality disorders,
students who had been receiving emails on
anxiety / personality disorders (Mean 7.74, SD
6.09, n=27) improved their score significantly
more than students who had been receiving
emails on mood / psychotic disorders (Mean
2.87, SD 5.77, n=30). P= 0.003. We will present
data on all 212 students and data on knowledge

retention at 6 months. Conclusion: Email based
spaced education is associated with a
significant  improvement in retention of
knowledge.

TWEETING AT THE MOVIES: TEACHING
PSYCHOPATHOLOGY IN THE ERA OF
NETFLIX AND SOCIAL MEDIA

Lead Author: Jessie J. Hanna, M.D.
Co-Author{(s): Leticia Velivis, M.D., Nitya Hajela,
M.S., Anthony Tobia, M.D.

SUMMARY:

Purpose:

Recently there have been an increasing number
of investigations regarding the provision of
medical education in novel formats, such as
utilizing films to educate students regarding
various types of psychopathology. However,
this modality is limited by the necessary delay
between students' observation of the film and
the educator's ability to provide commentary
and answer questions.

Twitter, an online social networking service that
enables users to instantly communicate via
short messages, is capable of addressing
concerns such as feedback Ilag, student
apprehension, and single-speaker paradigm,
thus adding a more dynamic factor to the movie
viewing experience and enabling the films to be
analyzed in real-time.

This study aimed to assess the efficacy of multi-
faceted Twitter/film teaching modality in the
instruction of psychopathology.

Methods:

Our study was conducted via a yearlong
elective course, meeting monthly, and open to
all third and fourth-year medical students.

Each class started with an introduction of the
film and the elements of psychiatry present
therein. Students and select faculty from the
Department of Psychiatry and the Program in
Comparative Literature were then able to
interact via a live Twitter feed while the film was
projected adjacently, allowing free and
thoughtful conversation to take place in real
time. Likert scale data regarding student's
opinions of the course was subsequently
collected via an anonymous online survey.
Results:

One-hundred and four students completed the
course. There was no significant effect of
student year or previous interest in psychiatry
upon survey response. Overall, the response to



the class was overwhelmingly positive. For
example, 86.5% of students "agreed" or
"strongly agreed" that the "cinema education
seminar was a helpful method to gain access to
the subject of psychiatry". 73.1% "agreed" or
"strongly agreed" that the cinema education
seminar "enabled me to recognize the typical
symptoms of XXX disease." 71.1% "agreed" or
"strongly agreed" that "This format helped me
to put myself into the position a person
suffering from XXX disease." 83.7% "agreed"
or "strongly agreed" that "the structure of the
seminar brought me closer to psychiatric
diseases in general." Finally, 95.5% of students
"agreed" or "strongly agreed" that "l valued this
combination of Twitter and movie seminar."
Conclusions:

Our course represents a novel and enjoyable
method of teaching the clinical presentation of
psychiatric disorders to medical students. It
was well-received amongst students regardless
of gender, class year, or interest in psychiatry
and allowed students to empathize with
patients suffering from mental illness. It is
possible that this format may serve as a useful
paradigm for other media/technology based
classes in medical education.

RESIDENTS BEHIND BARS:
PSYCHIATRIC TRAINING IN
CORRECTIONAL SETTINGS

Lead Author: Brian J. Holoyda, M.D., M.P.H.
Co-Author(s): Charles Scott, M.D.

SUMMARY:

Increasing numbers of individuals with mental
illness receive their care in jails and prisons.
Correctional settings provide many benefits for
psychiatric trainees, including opportunities to
learn basic knowledge and skills in
psychopathology, psychopharmacology, and
psychotherapy. Furthermore, correctional staff
members receive benefits from academic
affiliation, such as creating an educational
environment for maintenance of current
standards of care, providing additional
manpower to unburden a heavy work load, and
providing staff university appointments. Despite
this, a recent online survey indicated that less
than one-third of psychiatry residency training
programs have a mandatory correctional
psychiatry rotation. Residents surveyed at one
training program identified the need for more
psychiatrists to work in jails, but expressed little
interest in pursuing a career in correctional

psychiatry. To ensure a future correctional
psychiatric  workforce, academic medical
centers should consider establishing academic
affiliations with local correctional sites and
pursue policies to maximize trainees' enjoyment
of training experiences in correctional settings.

INTERDISCIPLINARY PEER ASSISTED
LEARNING FOR THE SCREENING, BRIEF
INTERVENTION AND REFERRAL TO
TREATMENT (SBIRT) MODEL FOR
ALCOHOL USE DISORDER

Lead Author: Monique James

Co-Author(s): Erick Hung, M.D., Demian Rose,
M.D., Ph.D., Maria Wamsley, M.D., Jason
Satterfield, Ph.D., Patrick Yuan, Patricia
O'Sullivan, Ed.D.

SUMMARY:

Introduction

Internal Medicine (IM) faculty have traditionally
taught IM residents substance abuse screening
and management through the Screening, Brief
Intervention and Referral to Treatment (SBIRT)
model. An alternative approach is with Peer
Assisted Learning (PAL), a widely used teaching
method. However, most educators and learners
in PAL programs are within the same discipline
of study. In this pilot curriculum, psychiatry
residents taught SBIRT plus alcohol use
disorder pharmacology to IM residents. Our
team sought to evaluate this interdisciplinary
PAL approach.

Research Questions

-How did Psychiatry and IM residents perceive
interdisciplinary PAL?

-Were resident educators and learners satisfied
with the SBIRT PAL sessions?

Methods

Psychiatry residents (PGY 2-4) taught the 3-
hour required curriculum to categorical IM
residents (PGY 2-3), which was offered twice to
accommodate learner schedules. The
curriculum included an introduction to SBIRT
concepts, objectives, skills practice, and
pharmacologic management of alcohol use
disorders. Teaching methods included
didactics, large group demonstration, small
group discussion, and role-play using patient
cases. We developed a 5-item Likert
questionnaire based on literature review and
expert consultation to assess resident
perceptions of PAL and satisfaction with the
SBIRT curriculum. Residents completed the



items immediately after each session, rating
items from 1 &€“ "strongly disagree" to 5 &€
"strongly agree". We calculated means and
standard deviations for all items.

Results

In education session one, 3 psychiatry residents
taught 8 IM residents; 7 psychiatry residents
taught 19 different IM residents in session two.
IM resident learner surveys revealed this model
helped their learning (mean 4.13, std dev 0.33;
and 4.21,0.33, respectively for the two
sessions), peer educators better understood
challenges faced in clinic (3.88,0.93; 3.95,0.93),
peer educators were more effective at teaching
at their learning level (3.88,0.60; 3.79,0.60), and
they better appreciated peers' roles (4.00,0.50;
4.11,0.50). Most rated at the "agree" level to
future sessions facilitated by interdisciplinary
peers (4.13,0.60; 4.16,0.60). Some wrote, "they
provided practical knowledge with resident
perspectives", and "great to interact with
different specialties."

Psychiatry resident educators indicated this
model improved appreciation of peers' roles
and challenges in clinics (4.67,0.47; 4.57,0.47).
All  psychiatry residents, in both groups,
"strongly agreed" this model reinforced their
knowledge (5.00,0.00). All wanted more
opportunities to teach in interdisciplinary
settings (5.00,0.00). Some wrote it was
"excellent experience, should continue", and it
was "reinforcement and inspiration."

Discussion

Based on the groups of residents surveyed, this
interdisciplinary PAL between psychiatry and IM
residents is a helpful and satisfactory method of
teaching the SBIRT curriculum.

“AM | GOING TO BE OKAY?”:
ANSWERING MEDICINE’S MOST
IMPORTANT QUESTION

Lead Author: Nathan S. Johnston, D.O., M.S.
Co-Author(s): Jason E. Schillerstrom, M.D.

SUMMARY:

Introduction:

"Am | going to be okay?" is arguably the single
most important question in medicine. Pursuing
an answer to this anxiety-ridden question is a
powerful motivator for patients to seek
physician assistance and is therefore a
significant driving force behind every clinical
encounter. As providers, it is imperative that we
approach and answer this question with the
empathy, honesty, and humility that it deserves.

It is also important that future clinicians learn
how to comfortably and confidently respond to
this question when it inevitably arises. The
purpose of this study was to examine and
compare what medical students, attending
physicians, and standardized patients felt was
the most appropriate response when asked by
a standardized patient with ovarian cancer, "Am
| going to be okay?"

Methods:

Psychiatry and Obstetrics/Gynecology clerkship
directors collaborated to develop a Women's
Health Objective Structured Clinical Exam
(OSCE). One of the vignettes challenges
students to interview a standardized patient
recently diagnosed with ovarian cancer who
presents with a chief complaint of anxiety.
During the course of the vignette, the
standardized patient asks, "Am | going to be
okay?" Forty-five consecutive video recorded
patient encounters were reviewed. The medical
student's first response to being asked, "Am |
going to be okay?" was recorded. These
responses were then grouped into the following
categories: negative, affirmative, avoidant,
deferred, non-committal, and intellectualizing. A
survey was sent to psychiatry faculty, ob-gyn
faculty, and standardized patients asking them
to choose the single best response to, "Am |
going to be okay?" Answer choices included
one selected student response characteristic of
each response category. As there were no
affirmative responses, one was written and
included by the investigators.

Results:

Medical students most frequently offered a
deferred response (n=21, 47%), followed by a
non-committal response (n=13, 29%). No
medical students offered an affirmative
response. The answer most favored by
attending physicians of both ob-gyn and
psychiatry was the affirmative response with
41% (n=7), while the standardized patients
equally favored the non-committal and
intellectualization responses with 35% each
(n=12).

Discussion:

Opinions regarding the most appropriate
response by a clinician when asked, "Am |
going to okay?" vary widely between students,
faculty, and standardized patients. Though the
idea of offering hope and encouragement to a
patient during a time of crisis seems ideal, the
observed medical students appeared hesitant
to do so despite their teaching faculty and



mentors more frequently favoring an affirmative
response. Also of interest, the standardized
patients were also reluctant to favor an
affirmative response. Further research is needed
to explore the apparent disconnect between the
responses of the medical students and those
favored by their mentors.

ASSESSMENT OF PSYCHIATRIC
EDUCATION IN PRIMARY CARE
RESIDENCY PROGRAMS

Lead Author: Maureen L. Joyce, M.P.H.
Co-Author(s): Kelly Melvin, MD; Robin Tolberft,
MD; Corey Keeton, MD;, Chris LeGrow, PhD;
Kelsey Cook, MA

SUMMARY:

Purpose:  Psychiatric illness affects roughly
26.2 million adults as well as 1 in 5 children in
the United States annually with a high
associated disease burden and financial cost.
Only half of individuals with illness receive
treatment and, for those that do, roughly 50-
70% are treated solely by their primary care
physician. Accreditation Council for Graduate
Medical Education (ACGME) requirements for
individual primary care programs to include
family medicine, internal medicine, pediatrics,
and obstetrics/gynecology vary significantly
regarding training in psychiatric medicine. With
the exception of family medicine, no ACGME
specialty program requirements make extensive
mention of psychiatric or behavioral health
education. None require a formal rotation in
psychiatry. Very few reports have examined in
detail the educational content, pedagogies, and
perceived efficacy of behavioral health training
and no multi-discipline comparison study has
been completed in the last decade. The
purpose of this study is to examine current
trends in psychiatric teaching within primary
care residency programs and to assess
program director satisfaction regarding amount
and effectiveness of training.

Method: An 18-item anonymous questionnaire
was sent to a total of 1,386 program directors of
accredited residency programs for family
medicine (FM), internal medicine (IM),
obstetrics/gynecology (OB), pediatrics (PED),
and combined internal medicine/pediatrics
(MP). Respondents were asked to provide
information about size, geographic location, and
type of program. They were asked about
teaching methods and settings, learning topics,
quantity and perceived quality of teaching, and

asked to rate their satisfaction with behavioral
health training.

Results: A total of 300 of 1386 programs
completed the survey representing a 21.6%
total response rate. Consistent with previous
findings, Family Medicine programs reported a
larger variety of behavioral health learning
experiences as well as higher overall
satisfaction with psychiatric teaching than other
disciplines. 58% of FM programs agreed or
strongly agreed that they were satisfied with the
amount of teaching in mental health and 52.5%
reported satisfaction with overall effectiveness
of their training. In contrast, 22.7% of IM, 21%
of OB, and 28.6% of PED programs were
satisfied with the amount of teaching of
behavioral health training. Regarding efficacy of
teaching, 33.3% of IM, 21% of OB, and 32.1%
of PED programs were satisfied. A number of
specialty specific trends were noted. Globally,
very few programs report satisfaction with
education concerning mental health systems of
care and involuntary commitment.

Conclusions:  Our data suggest that little
progress has been made over the past decade
in improving the amount and quality of
behavioral health education within primary care
residency programs.

MENTAL HEALTH FIRST AID FOR
SENIORS- NEEDS ASSESSMENT AND
EVALUATION OF THE
NEUROCOGNITIVE DISORDERS
(DEMENTIA) MODULE

Lead Author: Saurabh Kalra

Co-Author(s): Richard Shulman, MDCM, FRCPC

SUMMARY:

Introduction: Neurocognitive Disorders (NCD)
are common in individuals above the age of 65.
People with NCD exhibit several behavioural
symptoms and responsive behaviours that can
make it challenging for their informal caregivers
to provide them care. The Mental Health First
Aid (MHFA) for Seniors is currently being
developed to teach adults, who work with or
care for seniors, the necessary skills to identify
mental-health related crisis situations and equip
them to provide initial care before professional
help arrives.

Purpose: The primary objective of this study
was to evaluate the effectiveness of Seniors
MHFA Neurocognitive disorders (NCD) module
designed for informal caregivers in improving



their knowledge about the condition and
reducing stigmatizing attitudes. The secondary
objective was to assess the knowledge gaps
and needs of the participants after taking the
course.

Methods: Twenty nine English speaking informal
caregivers were recruited through mailing them
the study information sheets. All subjects
completed a pre-test questionnaire to assess
their baseline knowledge and stigmatizing
attitudes. This was followed by one 2 hour
Seniors MHFA NCD session and a post-test
questionnaire with the same questions as the
pre-test questionnaire.

Results: Most of the participants were female
(75%), about 50% of the participants were
between the ages of 38-57 and most subjects
had a university degree (69%). There was a
statistically significant improvement in
participants' knowledge of the condition as
seen in their true/false scores (from 5.4 A+ 1.3
pre-session to 6.7 A+ 1.4 post-session; p<0.05)
and the MHFA action plan (from 3.8 A+ 1.4 pre-
session to 4.4 A+ 1.7 post-session; p<0.05).
Their confidence in being able to help an
individual with dementia increased if it was at a
low level at baseline. There was no change
observed in their ability to identify dementia and
their responses on the stigma scale.
Conclusions: The NCD module of MHFA for
Seniors results in a statistical improvement in
informal caregivers' knowledge about the
condition and the action plan, but the absolute
difference is small. Future larger scale studies in
a lay audience are needed to confirm the utility
of the module.

ARE ANTI-DEMENTIA MEDICATIONS
EFFECTIVE IN AUTISM SPECTRUM
DISORDERS?: A REVIEW OF THE
CURRENT EVIDENCE

Lead Author: Amanjot Kaur, M.B.B.S.
Co-Author(s): Natasha Singh, B.S., Vishal
Madaan, M.D.

SUMMARY:

Autism  Spectrum Disorders (ASDs) are
characterized by persistent deficits in social
communication and social interaction across
multiple contexts along with restricted,
repetitive patterns of behavior, that are not
better explained by intellectual disability or
global developmental delay. While the

prevalence rates of autism spectrum disorders
have been steadily increasing, clinicians and
families continue to struggle with lack of
effective  pharmacological treatments for
managing the core symptoms of ASDs. Over
the years, risperidone and aripiprazole have
received FDA approval to treat irritability and
aggression in this population, yet, research with
several other classes of medications to treat the
core ASDs symptoms have been inconclusive
or negative. Given the slowing in disease
progression associated with use anti-dementia
medications, these psychopharmacological
agents have received a lot of interest for treating
patients with ASDs. In this poster we review the
currently available literature on the off-label use
of cholinesterase inhibitors and NMDA
antagonists in the ASDs population.

Recent research has hypothesized an
association between ASDs and Alzheimer's
disease, as evidenced by high levels of sAPPix
(secreted alpha form of the amyloid-i2 precursor
protein) in some children with autism. Similarly,
other studies have reported abnormalities in
cholinergic system in ASDs with variations in
nicotinic and muscarinic receptors along with
abnormalities in brain glutamate metabolism in
individuals with ASDs when compared to
normal controls. In turn, this further led to the
study of cholinergic and glutamate modulators
in the treatment of ASDs. Medications like
donepezil, galantamine, rivastigmine and tacrine
that modulate the cholinergic system might be
helpful in ASDs and are being studied. In
addition, memantine, a NMDA receptor
antagonist, that regulates the activity of
glutamate, has also been found to be helpful for
the treatment of core and associated symptoms
of ASDs. Galantamine and memantine have
some evidence to show improvement in social
interactions, language skills, irritability, eye
contact and ADHD symptoms with further
evidence showing improvement in repetitive or
self-stimulatory behaviors, motor planning,
disruptive and obsessive-compulsive behavior
with use of memantine. However, more recent
trials with use of memantine have not been very
promising. Donepezil has also been studied in
several studies but the results are inconclusive.
Rivastigmine and tacrine lack sufficient
evidence to support their use in ASDs. Larger
controlled studies are required to review their
effectiveness and tolerability in treatment of
core symptoms of ASDs.



SOCIAL NETWORKING: A TRAINEE
SURVEY

Lead Author: Venkata B. Kolli, M.B.B.S.
Co-Author(s): Umer Faroog, M.B.B.S.,
Jayakrishna Madabushi, M.D., Ashish Sharma,
M.B.B.S.

SUMMARY:

Social networking has impacted interpersonal
interaction  profoundly, more than ever
anticipated. These tools with their easy
accessibility have improved communication but
blurred boundaries between friends,
professional colleagues and sometimes patients
more than ever before. The importance of
patient-physician boundary is perhaps higher in
psychiatry than in other professional disciplines.
Previous surveys have shown medical students
posting unprofessional content online breaching
patient confidentiality. The American Medical
Association has published guidelines on this
topic and American Association of Directors of
Psychiatry Training (AADPRT) has created a
curriculum on teaching professionalism in
psychiatry.

We surveyed the attitudes of psychiatry trainees
at Creighton Nebraska Psychiatry Residency
Program about professionalism on social
networking sites. 22 out of 38 trainees
responded to our electronic survey request.
Facebook is the most popular platform with
more than 90% trainees using it. 45.5% had
professional contacts on their friends list and
22.7% had people whom they know only
vaguely. 73% used enhanced privacy settings
whilst using social networking. However,
opinions differed on the acceptable things that
can be posted, 47% felt any personal
information could be posted. 43% viewed
political comments are acceptable and 52%
opinioned that generic things about job and on-
call are fine to be posted. 48% felt privacy
arrangements on social networking are
inadequate. 40% of trainees experienced their
photographs or net comments shared by their
social networking peers that made them
uncomfortable.

Interestingly, 73% of trainees used social media
to network with peers and 31% found
educational resources in this new medium. 55%
felt residency programs should form social
media groups to promote communication.
Majority, i.e. 73% opinioned that standard of
professionalism at work needs to be applied to
social media as well. 77.3% of the trainees felt

professionalism on social media best be taught
as part of ethics course. Along with ethics
teaching, discussions at psychiatry resident's
organization and orientation packets were
considered useful means of imparting education
on social media.

IMPACT OF PATIENT SUICIDE ON
ADULT PSYCHIATRY RESIDENTS:
IMPLICATIONS FOR EDUCATION AND
POLICY

Lead Author: Vijeta Kushwaha, M.B.B.S., M.D.
Co-Author(s): Mark Rapp, M.D., Susan Mayes,
Ph.D., Ahmad Hameed, M.D.

SUMMARY:

Background: Suicide has been deemed an
occupational hazard for people working in
mental health profession. In a study, up to 50%
of psychiatrists had experienced patient suicide
and in another study about 1/3rd of psychiatry
residents had experienced patient suicide
during their residency. Recognizing the
importance of this issue, APA in 2006
recommended Residency Review Committee in
Psychiatry to include training on the impact of
patient suicide in the psychiatry residency
curriculum. This survey was designed with an
aim to address educational and policy aspect
related to patient suicide in adult psychiatry
residency program at Penn State Hershey
Medical center.

Aims:

- Discovering the proportion of residents who
had experienced a patient suicide

-ldentifying the emotional sequel of a patient
suicide on resident

-ldentifying availability of resources and policies
to address this issue.

Objective:

-Needs assessment: To identify resources that
residents will find helpful if they need them
-Policy development: To identify existence of a
policy or if there is none, then to initiate policy
development

Methodology:

- An anonymous and voluntary questionnaire
based web survey was send to all the residents
in the general adult psychiatry program at Penn
State, Hershey Medical Center through survey
monkey.

- The Questionnaire consisted of mixture of 18
quantitative and qualitative questions.

Results:



-The results were gathered and discussed with
the leadership of the department.

"About 30% of residents acknowledged losing
their patient to suicide. The percentage of
residents who had experienced patient suicide
was consistent with previous such studies.

-A  formal educational curricuum was
developed with an idea of

-Increasing residents' knowledge of various
emotional and medico-legal issues.

-A formal policy was also developed to address
this issue including provision of support
measures for residents.

Conclusion: Patient suicide is a challenge that
residents may face during their residency.
Having a formal educational curriculum on
helping residents navigate through this
challenge has the potential to significantly
enhance psychiatric residency training.

SPREADING INTEREST IN PSYCHIATRY
BY THE NEWLY-FORMED MENTAL
HEALTH & PSYCHIATRY INTEREST
GROUP (MHP) AT OUWB SCHOOL OF
MEDICINE

Lead Author: Xiang Li

SUMMARY:

Since its inception in July 2013, the Mental
Health and Psychiatry Interest Group (MHP) at
the Oakland University Wililam Beaumont
School of Medicine has quickly evolved to a 84
member group hosting a wide variety of events.
Its large member base can be attributed to
MHP's use of multiple online platforms,
including our own website and Facebook page,
to showcase its events. Also, MHP has
encouraged ample student participation by
providing an intimate interaction with visiting
psychiatrists, such as its movie nights and
roundtable discussions. Using effective pre-
event advertising as well as relying on post-
event word-of-mouth dissemination, student
enrollment in MHP has increased with each
event that it has held. Using both pre and post
event promotional tools, there was an average
rise in membership of 19.5% per event. and a
118.5% increase in overall membership in the
2013-2014 school year. To further hone student
interest in mental health issues, MHP will be
observing and assisting with mental health
intakes for homeless adults at a local shelter.
Having already recruited 26% of OUWB's
student population, MHP has had a successful

inaugural year and looks to broaden its impact
in the coming future.
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CONTRASTING A CASE OF PARANOIA
WITH FREUD’S SCHREBER CASE
Lead Author: Priya Mahajan, M.D.
Co-Author{(s): Anusuiya Nagar, M.D.,Peter
Longstreet, M.D.

SUMMARY:

Introduction

Freud postulated that "Dementia Paranoides”
originated by repressing homosexual urges. We
describe a case of a patient who developed a
depressive disorder with paranoia and the
expression of homosexual behaviors following
the deaths of his sister and mother. We have
formulated the case through a historical
perspective using Freud's Schreber case along
with a review of the literature.

Case Description

The patient is a 59-year-old married Caucasian
male who presented as distressed due to
prominent homosexual fantasies in the context
of a depressive disorder. Patient had
sodomized himself with a phallic object and
believed that photographs of these sexual
proclivities were taken by a neighbor who
distributed them among coworkers and church
members. He became convinced that these
people were treating him differently. Over time,
he felt shunned by the community and
admitted to neurovegetative symptoms of
depression with more prominent thoughts of
suicide which prompted his admission.

As a youth, he described a sexually permissive
environment at home which included viewing
pornographic movies with his bisexual father
who encouraged him to "sexually experiment".
The patient engaged in  homosexual
experiences while in his twenties, yet felt guilt
that resulted in parasuicidal acts. He described
a decade of substance abuse during his first
marriage to a spouse who he described as
sexually demanding. His second marriage was
never consummated. He reported "flare-ups"
of homosexual urges upon which he never
acted during this marriage. Over the years, he
portrayed himself as a heterosexual male who
was well-regarded by his colleagues and church
patrons.

Conclusion

We have presented a case which emphasizes a
Freudian interpretation using his Schreber case



which improved our understanding of the
patient's intra-psychic motivations. This allowed
us to develop a closer therapeutic alliance with
him which enhanced his level of comfort in
discussing difficult material and guided our
treatment plan. Currently, in many psychiatric
programs, there is a dearth of formal instruction
for residents to formulate their patients
psychodynamically. Rather, there is a
predominance of bio-reductionist psychiatry
with a near-total focus on phenomenologically-
based diagnostics and psychopharmacology. A
purist biological vision necessarily limits the
depth and richness of our work as psychiatrists.

TREATMENT OF BIPOLAR DISORDER

TYPE |1 IN PATIENT WITH HISTORY OF
TBI

Lead Author: Amber Mansoor, M.B.B.S., M.D.

SUMMARY:

Posttraumatic mood disorder is a known
complication of TBI. 25-60% of adults develop
major depressive disorder within 8 years and
9% of adults develop bipolar type 1.

Bipolar disorder following a head injury may be
clinically indistinguishable from the more
common form which is presumed to have a
hereditary component. This poster presents a
case of bipolar disorder which developed after a
traumatic brain injury and discusses the efficacy
of Valporate as a pharmacological treatment
option.

CURRENT UNDERSTANDING AND
FUTURE PROSPECTS OF
NEUROGENESIS IN THE TREATMENT
OF PSYCHIATRIC ILLNESSES

Lead Author: Farha Motiwala

Co-Author(s): Fatima B Motiwala, M.B.B.S.

SUMMARY:

The frequent co- existence of depression and
Alzheimer's dementia in the elderly population
suggests a common etiology 1. Common
etiological factors are: a) Disturbances in
serotonergic function - Serotonin regulates the
cholinergic system, which in turn affects
learning and memory 1,2. b) Pathophysiology
of both disorders has been linked to the adult
neurogenesis in hippocampus, a part of the
limbic structure that plays an important role in
learning, and spatial memory 3,4. Neurogenesis
also plays a vital role in controlling emotions

and pathophysiology of mood disorders such as
depression5. It is interesting to note that the
hippocampus is highly populated with serotonin
receptors6.

Neurogenesis has been proven to be enhanced
by antidepressants, CRF1 receptor antagonists,
melatonin receptor antagonists (agomelatine),
glucorticoid receptor antagonists (mifepristone),
glutamate NMDA receptor antagonists, physical
exercise, enriched environment, lithium,
valproate deep brain  stimulation and
electroconvulsive therapy 5,7. The process of
learning itself especially the hippocampal
dependent spatial learning can also increase
neurogenesis7. As neurogenesis has shown to
be an important factor in the pathogenesis of
dementia and depression, it is important to
discover the medications that enhance
neurogenesis not only in the context of treating
these two ailments but also to target other
neuropsychiatric diseases.
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RESIDENT SELF-PERCEIVED
COMPETENCE IN SUB-COMPETENCIES
OF RESIDENT TRAINING AND RESIDENT
PERCEPTION OF THE MILESTONE



PROJECT IN ONE ACADEMIC
PROGRAM

Lead Author: Komal Nayak, M.D.
Co-Author(s): Manisha Shenava, M.D., Jessica
Kovach, M.D.

SUMMARY:

Introduction: The Milestone Project is a new
standardized evaluation that is being
implemented for U.S. psychiatry residency
training programs. There has yet to be any data
looking at how the Milestone Project will affect
the residents' self-perceived competence and
little data about the perception residents have
about how this method of assessment will
impact their training and progression.

Objective: The purpose of this study was to
examine the effects of the Milestone Project on
residents' self-perceived competence in core
areas of training and to examine resident
attitudes toward Milestone implementation.
Method: A 10-minute, anonymous, voluntary
survey was administered by email to psychiatry
residents in one university program.
Hypotheses:

1. Residents who have overall high self-
perceived competence will change their
perception after implementation of Milestone
Project.

2. Residents will perceive the Milestone Project
as an arduous evaluation process and will
perceive difficulty in excelling with the new
evaluation criteria.

3. Residents' perception of the Milestone
Project will improve over the course of their
residency, as it is likely to lead to increased
feedback.

4. Residents' self-perceived competence will be
higher for those residents who are at higher
post-graduate levels.

Results: Residents' self-perceived competence
in core areas of training will be presented and
compared based on post-graduate level.
Residents' perception of the Milestone Project
and how it may affect their training will be
presented.

Discussion/Conclusion: Implications of results
for perception of the milestone project and how
it may affect a resident's self-perceived
competence will be discussed.

USE OF ELECTRONIC RESOURCES IN
LEARNING AND TEACHING BY
PSYCHIATRY RESIDENTS

Lead Author: Ryan P. O'Connor, M.D.
Co-Author(s): Jamie Franzen, M.D., John
Torous, M.D., Robert Boland, M.D.

SUMMARY:

Background: Medical students, residents, and
attending physicians are increasingly looking
online to learn and access evidence based
practice guidelines. With the promulgation of
new guidelines now occurring faster than the
print cycle for textbooks and handbooks,
electronic media have emerged as important
clinical and educational resources. However
there is little research understanding attitudes
and patterns of use among psychiatry residents.
Methods: We surveyed all psychiatry residents
and immediate graduates at one psychiatry
residency program in Boston. The study was
reviewed and approved by the Beth Israel
Deaconess Institutional Review Board.
Participation was voluntary and no
compensation in any form was provided.
Results: Residents reported they utilize print
resources 32% of the time; electronic resources
68% of the time. Residents ranked UpToDate
as the best source of clinical decision making
and PubMed as the best source for scholarly
reading. In identifying barriers to use of online
resources, 43% (n=25) reported insufficient
time, 35% (n=20) insufficient faculty guidance,
and 43% (n=25) that resources were not target
to psychiatry.

Discussion: Residents are increasingly relying
on electronic media for education and clinical
decision making. Ease of use, trustworthiness,
educational needs and clinical decision making
are all important factors for residents when
choosing which resource to use. Our results
suggest there is a need for optimizing
educational  resources  within  academic
psychiatry training.

RESIDENTS AS TEACHERS

Lead Author: Michael Olla, M.D.
Co-Author{(s): Shazia Igbal, M.D, Mehnaz
Waseem, M.D, Edward G. Hall, M.D.

SUMMARY:
INTRODUCTION:

An integral part of a Resident's tenure is spent
in supervising, teaching, and evaluating others,
usually medical students, in didactic, out-
patient/ambulatory clinic, and bedside settings.
Thereof, it is perceived that considerable
contribution is made by Residents in the



education of medical students and junior house
staff. Despite the importance of knowledge
transfer between residents and medical
students or junior medical staff, several studies
have identified a considerable lack of teaching
ability among residents. The lack of effective
teaching skills have hurdled effective knowledge
transfer, leaving gaps in the hands-on education
of medical student Having recognized this mark
down in the ability of residents, it is debated by
many medical accreditation agencies, that
inducing effective teaching skills shall become
an integral part of any residency programs. It is
urged that, residency programs shall pay
explicit attention to providing training to
residents, which nourished their teaching skills.
The American Council for Graduate Medical
Education (ACGME) agrees that teaching is a
key part of resident training and has included
the teaching of students and other health care
professionals as part of the core competency
practice based learning and improvement (PBL).
However, only half of residency programs offer
any guidance in how to teach or have formal
teaching instruction.

OBJECTIVE:

The objective of this literature review is to look
at some of the available resident teaching
programs and to see their effectiveness in
improving the teaching skills of the residents.
METHODS:

Extensive literature review at pub med, Google
scholar, open access articles and medscape
looking for the key words resident teaching
skills, workshops and didactic laid the
foundation of this study.

THE UNTOLD STORY: VIOLENCE
DURING RESIDENCY TRAINING
Lead Author: Heather Oxentine, M.D.
Co-Author(s): Melissa Musec, MD

Toni Johnson, MD

SUMMARY:

Introduction: Are you trained for a violent event
in your residency program? Have you been
physically or verbally abused in while in
residency? Up to 50 % of health care providers
are victims of violence at some point during
their careers. Approximately 4-8 % of patients
who present to psychiatric EDs are armed. A
1997 survey of US psychiatry residents showed
that 73 % reported being threatened and 36 %
had been physically assaulted. Surprisingly 2/3
had received either no training or inadequate

training in managing combative patients.
Throughout health care, psychiatry and
emergency medicine have the highest interface
with violent patients. In order to facilitate greater
levels of insight and quality improvement
measures into violence awareness, we
conducted a survey of the ECU psychiatry and
emergency medicine residency training
programs to assess the violence experienced,
known resources available, and training
provided during residency.

Methods: A ten question survey was
administered to two training residency
specialties, psychiatry and emergency
medicine, in the same institution, ECU. This
included 32 psychiatry residents (including 6
interns, 4 child/ adolescent fellows and 5
internal medicine/ psychiatry residents), as well
as 46 emergency medicine residents (including
12 interns and 10 emergency medicine/ internal
medicine residents). Residents were instructed
to complete the anonymous paper survey that
was then recorded into electronic format via
Qualtrics.

Results: We are currently comparing the survey
results of both specialties, psychiatry vs
emergency medicine residencies, to assess
residents violence experienced, level of
education, and known resources available to
facilitate quality improvement within programs.
Conclusions: In order to start improving
violence awareness during residency and
facilitate program improvement, we propose a
training curriculum based on recommendations
of an American Psychiatric Association task
force report on clinician safety. We are also in
the process of developing a more thorough
curriculum to better train both psychiatry and
emergency medicine residents, as they are at
the greatest at risk of violence during their
training.

A MANUAL BY ANY OTHER NAME:
IDENTIFYING PSYCHOTHERAPY
MANUALS FOR RESIDENT TRAINING
Lead Author: Joshua Pagano, D.O.
Co-Author(s): Ana Gomez, M.D., Richard Bloch,
Ph.D., Toni L. Johnson, M.D.

SUMMARY:

Every General Psychiatry Residency Training
Program teaches psychotherapy based upon
the resources it has at its disposal. Availability
of psychotherapy manuals is scarce, and
consequently residents receive limited exposure



to treatment manuals during their training. This
poster addresses the relative lack of evidence-
based psychotherapeutic treatment resources
in general psychiatry residency training. We
began with the assumption that an evidence-
based treatment manual is the
psychotherapeutic resource of choice. We
accumulated manuals for the treatment of Major
Depressive Disorder (MDD) and identified which
have the most evidence supporting them and
which are available free of cost.

A quality improvement project was initiated at
East Carolina University General Psychiatry
Residency Training Program to create a
database of psychotherapy manuals to provide
residents with evidence-based tools for
treatment of Major Depressive Disorder (MDD).
The goals of this project were to discover which
manuals have the most evidence behind them,
and among those manuals which are available
free of cost. The search was limited to English
language manualized psychotherapies for the
treatment of Major Depressive Disorder (MDD)
in adults that have been empirically supported
by Randomized Controlled Trials (RCTs). Our
methodology used a bottom-up design
whereupon we searched for RCTs which
presented evidence for the use of a particular
psychotherapy manual in the treatment of MDD.
Once identified, the East Carolina University
Laupus Library computer system, with access
to several major online journals, was used to
search for these treatment manuals. An
electronic database available to all East
Carolina University psychiatry residents and
faculty was created with the accumulated
treatment manuals as well as the RCTs which
support their use.

While reviewing these RCTs, we discovered a
lack of consistency in how terms such as
"treatment manual" and "manualized treatment"
were applied by researchers. For example, the
term "manual” is infrequently used to define a
literal treatment manual. More often, "manual” is
used to refer to books, chapters in textbooks,
articles, essays or a combination thereof.
Regardless of the term used to describe it, this
treatment literature represents the resources the
researchers actually used to conduct the
psychotherapies which produced statistically
significant improvements in patients with MDD.
The data was analyzed to discover which
treatment manual has the most evidence for use
in the treatment of MDD. Financial restraints are
a barrier for many general psychiatry residency

training programs. With this in mind, the data
was further analyzed to create a list of
psychotherapy treatment literature for MDD
available free of cost. This information has
assisted our program in identifying a subset of
manuals that stands out as being particularly
useful for resident training.

THE PREVALENCE OF BURNOUT
AMONG PREMEDICAL STUDENTS
Lead Author: Diana M. Robinson, M.D.
Co-Author(s): Daniel Williams, M.D.

SUMMARY:

Objective: Burnout can affect medical
professionals of all fields and tiers, but at what
point does physician burnout begin to manifest
itself? This study examines the first estimate of
burnout rates in premedical students.
Participants: The survey respondents were
premedical students, defined as actively
pursuing acceptance into medical school to
become physicians.

Methods: The authors administered the
Maslach Burnout Inventory to students during
summer break and fall semester final exams in
2013.

Results: Of the 224 initial survey responses, 92
(41%) were available with follow up data for
comparison between the two time points. All
(100%) of the premedical students had high
levels of burnout in the depersonalization
domain, while the personal accomplishment
domain scores actually improved during final
exams (p < 0.0001).

Conclusions:  This study demonstrated that
burnout is higher among premedical students
than in medical students or residents.

COMPASSION-BASED BURNOUT
REDUCTION

Lead Author: David C. Saunders, M.D.
Co-Author{(s): Janna Gordon Elliott, M.D., Susan
Evans, Ph.D., Elena Mayville, Ph.D.

SUMMARY:

Background: It may comes as no surprise that
many medical students suffer from burnout. In
recent years, this dark side of medical
education has been documented widely &€“
with reports in publications ranging from
respected medical journals to the New York
Times. What is less understood is what exactly
can be done to prevent the development of



medical student burnout in the first place, as
there is a paucity of rigorous trials analyzing
interventions to prevent burnout. Here, we
present Compassion-Based Burnout Reduction
(CBBR), a Weill Cornell Medical College pilot
study taking place this academic year.

Goals and Objectives: Given the prevalence of
medical student burnout, and the harm it
wreaks on the development of compassionate,
kind and ultimately successful physicians, the
long-term goal of this study is to develop an
intervention that medical schools across the
country can employ to prevent the development
of burnout in their students. The short-term
goal is to test whether CBBR is effective in
decreasing burnout symptomatology.
Hypothesis: CBBR, an eight week course in
compassion-based meditation, will reduce
symptoms of burnout, compassion fatigue,
anxiety and depression.

Intervention: Eight participants from the first
year class, and eight from the second year class
will meet with the CBRR teacher once per week
for one hour, over the course of eight weeks.
Additionally, they will be expected to reflect
upon class lessons and meditate on their own
between each meeting. The protocol is based
on the following eight-week intervention:

1. Developing Attention and Stability of Mind

2. Developing Insight into the Nature of Mind

3. Cultivating Self-Compassion

4. Developing Equanimity

5. Developing Appreciation and Gratitude for
Others

6. Developing Affection and Empathy

7. Developing Compassion in Aspiration

8. Developing Compassion in Action

Methods: Primary outcomes are burnout and
compassion-fatigue. Secondary outcomes are
symptoms of anxiety and depression. Eight
validated indices will be used to evaluate
outcomes.

Results: The piloy study will take place during
the 2014-2015 academic year. Results will be
available by the time of the APA in May 2015.

COMMUNICATION BETWEEN
PSYCHIATRY AND THE EMERGENCY
DEPARTMENT:

A MULTI-DISCIPLINARY RESIDENT-LED
WORKSHOP

Lead Author: Pernilla Schweitzer, M.D.
Co-Author(s): Pernifla Schweitzer, M.D., Alexa
Bisinger, M.D., Erick Hung, M.D.

SUMMARY:

The ACGME lists ‘Interpersonal and
Communication Skills" as one of 6 core
competencies, however, few programs have a
strategy for teaching these. The growing multi-
disciplinary approach to patient care highlights
the need for communication between
psychiatrists and other health care
professionals. This is particularly important in
acute settings. Surveys of residents at the
University of California San Francisco (UCSF)
indicated that communication with the
emergency department was  particularly
problematic, leading to frustration, inefficiency,
and suboptimal patient care. In order to
address this knowledge gap, residents from the
department of psychiatry collaborated with their
resident peers in emergency medicine to
develop a workshop on communication skills
with the aim of promoting better workflow,
collaborative care, appreciation of provider
roles, and more positive interactions with
providers in the emergency department.
Psychiatry residents will be surveyed before and
after the workshop in order to assess both
reactions and learning. Based on these results,
the workshop could be developed into a model
for other residency training programs.

RESIDENT AND FACULTY EXPECTED
MILESTONE ACHIEVEMENT BY POST-
GRADUATE LEVEL IN ONE ACADEMIC
PROGRAM

Lead Author: Manisha Shenava, M.D.
Co-Author(s): Manisha Shenava, M.D., Komal
Nayak, M.D., Jessica G. Kovach, M.D.

SUMMARY:

Introduction: The Milestone Project provides a
standard method of formative evaluation for
U.S. psychiatric residents, but we are unaware
of any guide for expected milestone
achievement by post-graduate-year level.
Faculty and resident perception of expected
milestone level of achievement may differ.
Given that self-assessment is generally poor
among medical trainees (needs reference),
resident and attending milestone self-
assessment may differ from expected level of
achievement.

Objective: The purpose of this study was to
examine perceptions of expected achievement



by post-graduate year level as well as perceived
personal level of milestone achievement by
residents and faculty in one university program.
Method: A 20-minute, anonymous, voluntary
survey was administered by email to residents
and faculty in one university program.
Hypotheses:

1. Attendings will perceive themselves at higher
levels (4-5) on the Milestone Project in all sub-
competencies.

2. Both residents and attendings will expect that
residents will progress from levels 1-4 as they
advance from post-graduate year 1-4,
respectively.

3. Resident post-graduate year will coincide
with their perceived level on the Milestone
Project in all sub-competencies.

4. Residents and attendings will perceive that a
Milestone Project level 5 is attainable on select
sub-competencies during four years of
psychiatry training.

Results: Faculty and resident expected level of
milestone attainment by year will be compared.
Faculty and resident self-assessment of
milestone attainment will be presented and
compared.

Discussion/Conclusion: Implications of results
for implementation of the milestone project in
psychiatry residencies will be discussed.

ALCOHOL WITHDRAWAL: IS IT TIME TO
END OUR BENZODIAZEPINE
DEPENDENCE?

Lead Author: Humaira Shoaib, M.D.
Co-Author(s): Datrell Ward, MS1V, Li Zhang,
MS111, Michele Petit, MS111, Rashi Aggarwal,
MD.

SUMMARY:

Background: Alcohol use disorder and
complications related to alcohol withdrawal are
two of the most common conditions
encountered by physicians across different
medical settings. Alcohol withdrawal symptoms
can range from sweating, anxiety and tremors
to autonomic instability, hallucinations and life-
threatening conditions such as seizures, and
delirium tremens. Benzodiazepines have been a
mainstay treatment for alcohol withdrawal.
Though it is the most effective treatment, the
side effects including dependence, sedation,
ataxia, and confusion have created a question
of alternate approaches. There is now a growing
number of literature focusing on non-
benzodiazepine therapy for alcohol withdrawal.

The objective of this review is to explore the
efficacy, safety, and side effects of non-
benzodiazepine therapy in alcohol withdrawal.
Methods: Literature review

Results: We have reviewed several studies
detailing interventions using non-
benzodiazepine treatment that show its efficacy
for alcohol withdrawal. The focus of this review
will be limited to carbamazepine,
oxcarbazepine, divalproex sodium, gabapentin,
and topiramate as primary adjuvant therapies
for alcohol withdrawal. Literature review shows
that non-benzodiazepine treatment targeting the
GABAergic pathways can be considered as one
of the options in treating alcohol withdrawal.
However, more studies are needed to further
explore its efficacy against seizures and DTs.
Conclusions: Exploring new treatment options
will allow the physician to better individualize
patient care. In addition, benefit of using non-
benzodiazepine treatment in withdrawal is to
continue the same regimen for maintenance
treatment in outpatient settings.

BRIGHT LIGHT THERAPY AS
AUGMENTATION OF
PHARMACOTHERAPY FOR TREATMENT
OF DEPRESSION

Lead Author: Cornel N. Stanciu, B.Sc., M.D.
Co-Author(s): Thomas Penders, M.S., M.D., Sy
Saeed, M.D.

SUMMARY:

Background: Bright Light Therapy (BLT) has
shown efficacy and is accepted treatment for
seasonal depression. It has been suggested
that BLT may also have efficacy in non-
seasonal depressions. Also, there is evidence
that BLT may improve responsiveness to
antidepressant pharmacotherapy.

Method: We searched the English language
literature using keywords: Bright Light Therapy
AND Major Depression, Bright Light Therapy
AND depress*, Bright Light Therapy AND
bipolar depression, Bright Light Therapy AND
affective disorders, Circadian Rhythm AND
Major Depression, Circadian Rhythm AND
depress*, Circadian Rhythm AND Affective
Disorder.

Studies meeting the following criteria were
included in the final analysis:

Randomized control trials of treatment of Major
Depression or Bipolar Depression using Bright
Light Therapy at 5000 Lux together with



antidepressants. Studies of seasonal
depression were excluded.

Following review of the initial 111 returns two of
the authors independently judged each trial
applying the inclusionary and exclusionary
criteria. 10 studies were selected as meeting
these criteria. Subjects in these studies were
pooled using standard techniques of meta-
analysis

Results: Nine RCTs involving 264 patients
showed improvement using BLT augmentations
versus antidepressant pharmacotherapy. The
effect size was similar to that of other accepted
augmentation strategies.

Conclusion: Analysis of randomized controlled
trials of Bright Light Therapy suggests that BLT
may augment the antidepressant effect of
standard pharmacotherapy in the treatment of
Major Depression and Bipolar Depression
without seasonal effects. A randomized
controlled trial using larger numbers of subjects
with non-seasonal depression should be carried
out to confirm the findings suggested by this
analysis.

IS MENTORING THE NEW MANTRA IN
RESIDENCY TRAINING?

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

SUMMARY:

Aims:

1. To assess the utility of mentoring programs
to address the challenges faced by the
international medical graduates (IMG's) during
psychiatry residency training.

2. To discuss the various variables influencing
the success of the mentoring programs and the
possible strategies that could be utilized to
overcome the perceived barriers identified in the
mentoring process.

Background:

IMGs are significant segment of the US
physician workforce. About a third (33.68%) of
all psychiatric residents are non-U.S.-born
IMG's. The leading source countries for IMG's
include India, Pakistan, China, and the
Philippines. Several perceived challenges,
needs, and gaps in training are faced by IMG's
in US psychiatry residency programs especially
during their initial few months. International
medical graduates should be trained to better
handle this transition into the residency training.
Mentoring has been defined as ''the process
whereby an experienced, highly regarded,

empathic person (the mentor) guides another
individual (the mentee) in the development and
re-examination of their own ideas, learning and
personal and professional development."
Methods and Approach:

Literature review on the Pub Med search engine
with the terms, "residency training, mentoring
program and international medical graduates",
was done to understand the different challenges
and the different approaches taken to meet the
needs of the International medical graduates.
We reviewed eight review articles in the past ten
years with the above search terms and found
that mentoring programs have been proven to
improvise the residency training but not all
psychiatry residency programs have a formal
mentoring program as part of their routine
curriculum. Sambunjak et al in the systematic
review, "mentoring in Academic Medicine"
emphasized the role of mentorship in the
personal development, career guidance, career
choice, and research productivity. Some of the
barriers that were identified in the success of
the mentoring programs in the past were found
to be mentors' and mentees' lack of time for the
meetings, possible explanation for this was
conflicting schedules, with resident rotations at
multiple clinical sites. Other barriers include
personal factors, relational difficulties and
structural/institutional barriers. There has been
little effort made to overcome such barriers
which has led to failure in the mentorship
process. Strategies that could address the
above barriers should be utilized to help with
the mentorship process.

Conclusions:

1. In spite of the fact that mentoring programs
have been proven to improvise the residency
training not all psychiatry residency programs
have a formal mentoring program as part of
their routine curriculum.

2. Barriers identified in the success of mentoring
program like personality conflicts, lack of
communication and commitment etc should be
addressed early on to develop a successful
mentoring program.

ASSOCIATION BETWEEN PCMH
MEMBERSHIP AND HEALTHCARE
UTILIZATION FOR BEHAVIORAL
HEALTH PATIENTS SEEN IN THE
EMERGENCY DEPARTMENT

Lead Author: Akuh Adaji, M.B.B.S., Ph.D.



Co-Author(s): Gabrielle J. Melin M.D., Ronna L.
Campbell M.D., Ph.D., Christine M. Lohse,
Jessica J. Westphal, David J. Katzelnick M.D.

SUMMARY:

Background

Evidence suggests that Patient Centered
Medical Home (PCMH) implementation may be
associated with decreasing unnecessary
emergency department (ED) visits and
preventing inpatient admissions for patients
with chronic illness. Little is known about the
impact of the PCMH on the behavioral health
population seen in the ED. The aim of this study
is to examine the impact of a multi-payer PCMH
on health care utilization for behavioral health
patients seen at a tertiary care center ED.
Methods

This was a retrospective health records review
of consecutive patients who presented to the
ED of the Mayo Clinic Hospital, St. Mary's
Campus, in Rochester, Minnesota, a tertiary
care academic ED with 73,000 annual patient
visits. The electronic medical record and claims
data of PCMH and non PCMH patients who
presented and received a  psychiatric
consultation over a two vyear period was
performed. Univariate and  multivariable
associations with the outcomes of admission
and return visits within 72 hours were evaluated
using logistic  regression models and
summarized with odds ratios (OR) and 95%
confidence intervals (Cl). Since some patients
had multiple visits during the study, the
multivariable models were also evaluated using
generalized estimating equations to verify that
the associations observed were similar after
accounting for any correlation that might occur
among visits from the same patient.

Result

Behavioral health patients presenting to the ED
between January 1, 2012 and December 31,
2013 who provided research authorization were
included, resulting in 5398 visits among 3815
patients. There were 2440 (45%) PCMH
patients. Of the 5398 visits under study, 2983
(55%) resulted in an admission. Univariately,
PCMH patients were less likely to be admitted
compared with non-PCMH patients (OR 0.84;
95 % CI (0.76-0.94) p=0.002) and this remained
statistically significant (OR 0.83; 95 % CI (0.74-
0.93) p=0.001) in multivariate models. There
were 457 (8%) patients who returned within 72
hours. Univariate associations showed that
PCMH patients were more likely to return within

72 hours compared with non-PCMH patients
(OR 1.25; 95 % CI (1.03-1.52) p=0.022) and this
result remained statistically significant (OR 1.39;
95 % Cl (1.13-1.69) p=0.001) in multivariate
models.

Conclusion

PCMH membership was associated with lower
inpatient hospitalization from the ED but higher
72 hour return visits to the ED. This suggests
that further studies are needed to better
understand the impact of PCMH interventions
on health care utilization. Transitional care
programs may be required to support
behavioral health patients who do not get
hospitalized to prevent repeated ED visits.
Future research can investigate the impact of
PCMH on quality and cost outcomes for
behavioral health patients seen in the ED.

PREVALENCE OF REPORTED AND UDS
CONFIRMED SUBSTANCE ABUSE
AMONG PATIENTS ADMITTED TO A
PSYCHIATRIC HOSPITAL IN HOUSTON,
TX

Lead Author: Crispa Aeschbach Jachmann,
M.D.

Co-Author(s): Jane E. Hamilton, Ph.D., M.P.H.,
M.S.W., Micah Knobles, M.D., Anastasia
Pemberton, MS IV, Melissa Allen, D.O., Mill
Aller, and Teresa Pigott, M.D.

SUMMARY:

BACKGROUND:

Substance use disorders are frequently co-
morbid with other psychiatric disorders and
lifetime rates of substance abuse are higher for
psychiatric patient than for the general
population. Substance abuse may contribute to
the severity of psychiatric symptoms and the
success of treatment but the prevalence among
hospitalized patients is rarely studied. In past
studies, self-report substance abuse data has
been shown to provide a reliable basis for
prevalence estimation.

METHODS:

The records of 381 adult patients admitted to
one unit of a free standing psychiatric hospital
in Houston, TX between 01/2013 and 07/2014
were evaluated. Substance use was evaluated
using the NIDA Quick Screen (assessment of
alcohol, tobacco, prescription drug, and illegal
drug abuse in the past year) and patients with
positive screens were evaluated with the NIDA



Modified ASSIST v2.0 (risk level based on
substance abuse patterns in the past 3 months
in 10 substance categories). UDS results were
obtained from 329 of the sample patients.
RESULTS:

Of 381 patients, 45% were female with mean
age of 34.5 years. Positive NIDA Quick Screens
were found in 42% of patients. Compared to
patients with a negative Quick Screen, positive
patients were more likely to be male (68% vs.
45%), younger (mean ages 31.8 vs. 36.4 years),
abuse nicotine (81% vs. 42%) and abuse
alcohol (72% vs. 34%). The most commonly
abuse substance was cannabis at 80% followed
by cocaine at 48%, sedatives at 31%,
hallucinogens at 23.6%, prescription stimulants
and prescription opioids both at 22%,
methamphetamines at 15%, street opioids at
11%, inhalants at 9%, and other substances at
6%. Moderate risk use was reported at about
50% across most substances with the
exception of cannabis with 78% of users.
Reported use of substances in multiple
categories was common with cannabis being
most commonly abused concurrently among all
categories. Cannabis abusers were less likely
to abuse other substances with a maximum
47% reported concurrent cocaine abuse. Abuse
of substances in all 10 categories was reported
by 4% of patients. UDS results obtained were
positive in 38% of patients. Positive UDS results
were found in 26% of patients who denied
recent substance abuse on the self-report quick
screen. These patients were 56% male with
mean age of 36.3 years.

CONCLUSION:

Substance abuse is common among patients
admitted to psychiatric hospitals. Abuse of
substances in multiple categories was found to
be a significant problem and abuse of
hallucinogens was found to be surprisingly high.
The abuse of prescription drugs is also
concerning due to the role of physicians in
diversion. The high rate of positive UDS results
in patients who denied substance abuse calls
into question the validity of the NIDA Quick
Screen and ASSIST as substance abuse self-
report tool. Optimal treatment of dual diagnosis
patients would include concurrent focus on
psychiatric and substance abuse.

A REVIEW OF THE ROLE OF ESTROGEN
IN PSYCHIATRIC DISORDERS
Lead Author: Steven Aguilar, M.D.

Co-Author(s): Natalie Robinson, M.D., Roberto
Castaos, M.D.

SUMMARY:

Psychiatric disorders, particularly the mood
disorders such as depression and bipolar
disorder, as well as thought disorders such as
schizophrenia and schizoaffective disorder,
continue to place a profound burden on society.
Significant medical, social, economical and
personal strain is experienced by patients with
these diagnoses, as well as their families. Major
advances have been made in the treatment of
these disorders over the past two decades - the
development of antidepressants with greater
receptor selectivity, the introduction of the
second generation antipsychotics, and use of
exhaustively-researched psychotherapy
techniques have lead to reduced disease
burden. Despite such advances, there remains
much to elucidate in the underlying etiology and
pathophysiology of many psychiatric disorders.
One area of particular interest in better
understanding these disorders and their origins
is in the gender differences found in the
prevalence of such disorders. Women have a
prevalence of depression up to twice that of
men, and they are at two-thirds higher risk for
being depressed. While the prevalence of
schizophrenia in men and women is roughly
equal, the disease course and its burden are
characteristically different. Women tend to have
greater pre-morbid functioning, later age of
onset, and more favorable disease course.
Such  marked differences in  disease
characteristics and prevalence between men
and women suggest an influential role of
estrogen in the underlying neuroanatomical
processes of these illnesses. Despite long-
observed associations between estrogen and
mental iliness, limited data exist presently to
inform  clear, empirically-derived  causal
associations or treatment guidelines. In this
review, the authors review proposed
mechanisms for the role of estrogen in the
development of these disorders. We review the
utility of monitoring serum estrogen levels in
certain patient populations. Additionally,
emphasis is placed on the potential therapeutic
role of supplemental estrogen in the
management of certain psychiatric disorders.

MAINTENANCE ELECTROCONVULSIVE
THERAPY FOR DEPRESSION WITH AND
WITHOUT POSTTRAUMATIC STRESS



DISORDER; THE EFFICACY AND LONG
TERM CLINICAL OUTCOME

Lead Author: Naser Ahmadi, M.D., Ph.D.
Co-Author(s): Lori Moss MD,

Chowdary Jampala MBBS, Nutan Vaidya MD

SUMMARY:

Background:  Posttraumatic stress disorder
(PTSD) and major depressive disorder (MDD)
are frequently co-exist. Maintenance
Electroconvulsive-therapy (mECT) is efficacious
for the prevention of relapse/recurrence of
MDD. This study investigated the efficacy and
long-term clinical-outcome of mECT on MDD
with and without PTSD.

Methods: This study is inclusive of 26 mECT
with MDD and 10 mECT with MDD & PTSD with
mean age 52A+14 and 25%female who were
followed for 6 years. The change in PTSD and
MDD symptoms was assessed using Clinical
Global Impression Scale (CGl). The 6 month
hospitalization, suicide rate and all-cause
mortality was assessed.

Results: At baseline, CGl was 5.8A+0.2 in MDD
and 6.0A+0.3 in MDD & PTSD (P=0.8). After 12
month of mECT treatment, 177% improvement
in MDD symptoms and 122% improvement in
PTSD symptoms as compared to the baseline
was noted (p=0.001). More robust reduction in
depressive symptoms as compared to PTSD
symptoms in response to mECT was noted
(CGI: 2.1A+0.2 vs. 2.9A+0.2, p=0.01). No
incident of 6-month hospitalization in MDD with
and without PTSD observed. After 6 years
follow up, there were no incident of suicide in
MDD with and without PTSD. There was no
statistically different in mortality rate in MDD
with and without PTSD (0 vs. 1, p=0.3)
Conclusion: Maintenance ECT is independently
associated with reduced symptoms of major
depression and PTSD. Maintenance ECT is
associated with long term favorable clinical
outcome and our study revealed no suicide and
mortality incidence over 6 years of follow up.

RETIREMENT AGES OF PSYCHIATRISTS
Lead Author: Brittany B. Albright, M.D., M.P.H.
Co-Author(s): Stephen Petterson, Ph.D., William
F. Rayburn, M.D., M.B.A.

SUMMARY:

INTRODUCTION:  Given current psychiatric
workforce shortages and over half (56.7%) of
practicing adult psychiatrists being age 55 years

or older, it is important to determine average
retirement ages for psychiatrists to predict
future workforce needs. The objective of this
study is to define the median retirement age for
psychiatrists and examine how this compares
with physicians in other specialties.

METHODS: This descriptive study was based
on American Medical Association (AMA)
Masterfile survey data from the most recent six
years (2008-2013). Data from the National
Provider Identifier (NPI) was used to correct for
the known upward bias in retirement ages when
using the AMA Masterfile survey. Physicians
were included only if they described themselves
as being in active practice as a psychiatrist.
The primary outcome was construction of
discrete retention curves, akin to Kaplan Meier
curves. Secondary outcomes involved
comparisons in median ages of male and
female psychiatrists with physicians in other
medical disciplines.

RESULTS: Responses to the AMA Masterfile
survey included 28,610 psychiatrists and
443,410 physicians between ages 55 and 80
years. According to the Masterfile and NPI
data, a decline in the number of psychiatrists
first began at 55 years old and most retired
before age 70. Although most nearing
retirement were male, with the study having a
3:1 male to female ratio, the gradual decline in
practicing psychiatrists did not differ between
genders. Median ages of retirement were
similar between psychiatrists (66 years) and
general surgeons (67 years) and were higher
than other specialties, with family physicians
reporting the youngest age at retirement (63
years). In every specialty, female physicians
retired at younger ages than male physicians,
with an average difference of two years in
psychiatry.

CONCLUSIONS: Psychiatrists begin to retire at
age 55, with most retiring by age 70. The
median age of retirement for psychiatrists is 66
years. Ages of retirement in psychiatry are older
compared to practitioners in other specialties.
KEY WORDS: age, psychiatrist, retirement
REFERENCES:
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ASSOCIATION BETWEEN
INFLAMMATION AND PSYCHIATRIC
ILLNESSES

Lead Author: Sadaf Ashfaq, M.D.
Co-Author(s): Sabeen Khaliq, MD

SUMMARY:

Abstract:

The relationship between inflammation and
psychiatric illness is becoming an increasingly
important area of study given that there is now
a clear association between the two.
Inflammation, a protective immune response to
injury or destruction of tissues, serves to
destroy, dilute, or wall off both the injurious
agent and the injured tissues. In the context of
inflammation, both the innate immune system
and the adaptive immune system impact the
pathogenesis of several psychiatric disorders.
More specifically, "The macrophage theory of
depression," proposes that cytokine secretion is
linked to depression, also explaining the
association of depression with coronary artery
disease, rheumatoid arthritis, stroke and other
diseases in which there is an inflammatory
process occurring. The concept of "Sickness
Behavior", depressive symptoms resulting from
inflammation, endorses a similar line of thinking.
Additionally inflammation is linked to the
pathogenesis of Autism, Schizophrenia, and
Bipolar disorder. It is reasonable to hope that
future research will find ways to use the
association of inflammation and mental disease
for novel methods of diagnosis and
management.

DIAGNOSIS AND TREATMENT OF
DEPRESSION IN THE PRIMARY CARE
SETTING

Lead Author: Sadaf Ashfaqg, M.D.
Co-Author(s): Sabeen Khaliq, MD

SUMMARY:

Abstract:

Depression in the elderly is a major public
health problem resulting in unnecessary
suffering for the affected individual. It is
associated with excess mortality rates among
depressed older adults. Since the majority of
these patients present to a primary care
physician during the early manifestation of their
depressive symptoms, recognition of early
symptoms by physicians can help avoid
progression and subsequent consequences of

depression. In addition, to providing adequate
care, it is important to have a good
collaboration between the primary care
physician and the mental health professionals.
This article reviews the current literature on this
common and multifaceted condition and
examines various concepts of late-life
depression, its diagnosis and treatment options.

DISPARITIES IN THE POPULATION OF
PSYCHIATRY CONSULTS: AN ANALYSIS
OF RACE, GENDER, AND INSURANCE
STATUS

Lead Author: Katherine A. Backes, M.D.
Co-Author{(s): Kara Brown, M.D., Robert Lloyad,
M.D., Ph.D., Lisa Rosenthal, M.D.

SUMMARY:

Context:

Considerable disparities exist in the delivery of
some mental health care services. Whether
disparities exist among psychiatry consults
based on race, gender, or insurance status
remains to be fully elucidated.

Objective:

To examine if psychiatric consultation in the
inpatient setting is correlated with race, gender,
or insurance status.

Methods:

De-identified data was collected from
Northwestern = Medicine  Enterprise  Data
Warehouse. All patients (n=617,253) that were
hospitalized between 2007 and 2010 were
included in the study. Patients that received a
psychiatry consult were compared to those that
did not receive a psychiatry consult during this
period. Linear regression was performed with
race as the independent Vvariable and
psychiatric consultation as the dependent
variable. Gender and financial class were used
as covariates.

Results:

In comparison to white patients, psychiatric
consultation was more likely for black patients
(OR 1.51, p<0.001), while less likely for Asian
(OR 0.65, p<0.001) or Hispanic (OR 0.65,
p<0.001) patients. There was no difference
between Native American/Alaskan and white
patients (OR 0.82, p=0.63). After accounting for
race, women had significantly greater odds of
having a consult placed as compared to men
(OR 1.51, p<0.001). A notable disparity was
found between Medicaid and Medicare patients



versus privately insured patients (OR 4.71,
p<0.001; OR 4.76, p<0.001 respectively). "Self
pay" patients had lower odds compared with
privately insured patients (OR 0.49, p<0.001).
Discussion/Conclusion:

There was a significant difference in the odds of
psychiatry consults received based on race,
gender, and insurance status at this large
tertiary academic center. These results may
reflect trends within the larger medical
community.

THE ROLE OF HORMONES IN CAUSING
MOOD SYMPTOMS AT VARIOUS
STAGES OF WOMEN’S LIFE CYCLES
Lead Author: Jessica Bayner, M.D.
Co-Author(s): Mehr Igbal, M.D., Mubeena
Naeem, M.D., Asghar Hossain, M.D.

SUMMARY:

In the United States alone, approximately 12
million women experience clinical depression
each year. With specific regard to postpartum
major depression, the rates have been found to
range from 4.4% to 9% of the global
population. According to the National
Comorbidity Survey (NCS), the prevalence of
Major Depressive Disorder (MDD) between ages
15 and 54 years is 12.7% for men, with a nearly
twofold greater lifetime risk for women at a
prevalence of 21.3% (odds ratio [OR] 1.7, 95%
confidence interval [Cl] 1.54€“2.0). Depression
in women may develop during different phases
of life: premenstrual, pregnancy, postpartum,
perimenopausal and postmenopausal. Infertility,
miscarriage, oral contraceptives, and hormone
replacement treatment are the events that have
been reported to cause affective symptoms in
women. Progesterone withdrawal has been
proposed as an underlying factor in
premenstrual syndrome and postpartum
depression and well as during menopause.
Theories as to the pathophysiology involved
with  mood disorders and progesterone
implicate varying levels of allopregnanolone. For
example, during pregnancy allopregnanolone is
synthesized by fetoplacental tissues, and its
levels are raised 10 times more than the
maximum amount seen during menstrual
cycles. After delivery, the allopregnanolone level
rapidly drops within several days, and has been
attributed to postpartum depression. Decreased
levels of allopregnanolone may also contribute
to mood symptoms observed in menopausal
women.

The purpose of our study is to raise awareness
about the correlation between the affective
symptoms that women experience and the
changes in their hormone levels. This
relationship is explored in our case study, with
the inclusion of patients suffering from
postpartum depression. It is very important for
clinicians to take into account the phases of a
patient's menstrual cycle while evaluating her
for mood disorders, specifically depression.
Moreover, patients' blood levels and their
metabolites should be reviewed in order for
them to be ruled out as causative factors of
their condition before an antidepressant is
prescribed. Thus, in addition to having
diagnostic implications, such information can
affect the recommended treatment for a
patient's mood symptoms.

EXAMINATION OF THE CO-
OCCURRENCE OF VITAMIN D
DEFICIENCY AND DEPRESSION IN AN
INPATIENT ALCOHOL DEPENDENT
POPULATION

Lead Author: Kranti Kiran Bhagi, M.D.
Co-Author(s): Jennifer Michaels, M.D., Sharon
Mozian, M.D., Chris Biernacki, P.A., Casey
Joseph, Louis Gainer.

SUMMARY:

Summary:

Introduction/hypothesis: Vitamin D defficiency
and its association with development of cardio-
metabolic disorders, autoimmune diseases,
mineral deficiencies and possibly Major
Depressive Disorder has long been studied.
There is limited evidence available in literature
that correlates alcohol use disorder with low
vitamin D levels leading to depressive
symptoms. The aim of this study is to
investigate whether there is any association
between vitamin D deficiency and depressive
symptoms in an inpatient alcohol dependent
population admitted to a detox unit.

Method: An IRB approved cross- sectional
study was conducted in an inpatient detox unit
at Berkshire Medical Center. 102 patients, 32
women and 70 men, with a diagnosis of Alcohol
Use Disorder (AUD) were enrolled for the study.
Structured questionnaire were administered to
establish diagnoses of AUD. HAM-D scale was
used to screen patients for depressive
symptoms. Vitamin D deficiency was defined



as a serum 25-hydroxyvitamin D concentration
of < 20ng/ml.

Statistics: Analysis consisted of analysis of
variance and correlation coefficient r, Minitab
version 16 was used.

Results: Comparison of HAM-D score of two
groups, male and female, showed significant P
and F values. The P value and F value obtained
from ANOVA single factor were 0.013866 and
6.2774226 respectively. F critical value being
3.936143. No significant correlation was found
when vitamin D level was compared to Hamilton
Score. Also, no significant correlation was
found when specific age groups were compared
after splitting the age groups in 5 year
segments. Gender correlation between Vitamin
D and Hamilton Score was also not significant.
Conclusion: Our finding suggest that there is no
significant correlation between vitamin D
deficiency and depressive symptoms in alcohol
dependent population, however, females who
have diagnosis of alcohol use disorder are more
likely to suffer from depressive symptoms as
compared to males.

VITAMIN D AND INPATIENT MENTAL
HEALTH
Lead Author: Hetal Bhingradia, M.D.

SUMMARY:

Objective: Research has shown that Vitamin D
deficiency is common in the general public. A
recent study from 2012 has also shown that
Vitamin D deficiency is more severe among
psychiatric inpatients. Vitamin D deficiency has
gained widespread interest as it relates to the
etiology and adjunctive treatment of psychiatric
disorders. It has been suggested that effective
detection and treatment of inadequate Vitamin
D levels in persons with mental disorders may
be an easy and cost-effective therapy that could
improve patients' long-term health outcomes as
well as their quality of life. However, little
information is known as to the correlation of
Vitamin D deficiency with specific psychiatric
disorders or the severity of psychiatric
symptoms. The primary objective of our study
was to further explore the degree of Vitamin D
deficiency as it correlates with severity of
psychiatric symptoms in the inpatient
population. We wished to study whether the
degree of psychopathology is inversely
correlated with Vitamin D levels and if the
correlation between Vitamin D levels and

psychopathology is dependent on specific
diagnoses.

Method: Inpatient records were reviewed
looking for Vitamin D results at Beth Israel
Medical Center for patients who are admitted
and discharged over a four-month period. Along
with diagnosis, the following rating scales were
reviewed to measure the degree of pathology:
the Hamilton Depression Rating Scale (HAM-D),
the Brief Psychiatric Rating Scale (BPRS), and
the Young Mania Rating Scale (YMRS). Scores
on individual items and subscale scores were
compared between groups, and linear
discriminant analysis was applied to determine
the combination of items that best discriminated
between groups.

Results: Results were evaluated for a total of 55
patients, comprised of 16 females and 39
males. Demographics of the patients consisted
of 55.5% of patients with psychotic disorders
and 44.5% of patients with varying mood
disorders. There were two  significant
correlations that were found: between BPRS
and HAM-D and BPRS and YMRS. If one had a
high BPRS, they also had high scores on the
HAM-D and YMRS. The vice versa was not
found to be true. There was found to be a
statistical difference between the Vitamin D
levels of schizoaffective patients and Mood
disorder NOS and Schizophrenia patients. This
demonstrated that schizoaffective patients on
the whole had lower Vitamin D levels than the
other diagnosis.

Conclusion: There was no correlation between
Vitamin D levels and the severity of symptoms
amongst various psychopathology. There does
however, appear to be a correlation between
Vitamin D levels and Diagnosis type. The major
difference in diagnosis type and Vitamin D
levels was between Schizoaffective Disorder
and both Mood Disorder NOS and
Schizophrenia.  Further study is needed on
whether augmentation strategy using Vitamin D
may be beneficial for mental iliness, and in
particular, certain Diagnosis types.

PREVALENCE AND IMPACT OF
SUBSTANCE AND ALCOHOL MISUSE
ON COLLEGE STUDENTS PRESENTING
TO THE EMERGENCY DEPARTMENT
AND EVALUATION OF PRACTICAL
REFERRALS

Lead Author: Derek M. Blevins, M.D.



Co-Author(s): Diana Robinson, MD, Surbhi
Khanna MD, Priyanka Vakkalanka, MA, SclM,
Chrisopher P Holstege, MD, Nassima Ait-
Daoud, MD;

SUMMARY:

The passage from high school to college is one
accompanied by significant role transitions that
occur during late adolescence, as relationships
with parents, siblings, peers and romantic
partners change and develop. SAMHSA data
from 2010 showed a difference of +24.3% past-
month alcohol users between 16-17 year olds
and 18-20 year olds, and a +21.1% increase
from 18-20 year olds to 21-25 year olds. More
specifically, 18-22 year olds enrolled full time in
college had a higher prevalence than those not
enrolled in full time college of past-month
alcohol use (63.3% versus 52.4%), binge
drinking (42.2% versus 35.6%), and heavy
drinking (15.6% versus 11.9%). The SAMHSA
data also showed that illicit drug use was
highest among 18-25 year olds (21.5% versus
10.1% in the 12-17 age group and 6.6% in the
26 and older age group). However, unlike
alcohol use, the prevalence of illicit drug use
was slightly lower in 18-22 year old full time
college students compared to their peers (22%
versus 23.5%, respectively). Regardless, the
data reveal that a substantial number of
emerging adults, particularly full time college
students, are engaging in substance use
behavior that has the potential to cause
temporary and lasting effects from the
biological to the societal level.

We plan to present data from a cohort of
college student attending the University of
Virginia who presented to the Emergency
Department (ED) and whose medical records
indicates misuse of alcohol, pharmaceutical
drugs, or illicit substances through specific
clinical diagnostic codes based on the ICD-9-
CM. The proportion of unique substance-
related ED visits will determine the prevalence
of substance and alcohol misuse for each
academic year.

Clinical presentation characteristics, such as
intoxication (clinically or by positive blood
alcohol level or urine toxicology screening),
clinical withdrawal, delirium (altered mental
status), ‘"substance induced" diagnoses
(depression, anxiety, mania, psychosis, suicidal
or homicidal ideation) and related physical
complications will be determined by review of
ED documentation. The prevalence of each of

t