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About the vignettes: The ACLP Clinical Vignettes were developed to promote active, case-based learning in consultation-liaison psychiatry and help learners apply core knowledge and clinical reasoning skills to patient scenarios. Previously, the vignettes were available only to C-L Psychiatry Fellowship Program Directors for assessing fellows’ knowledge and clinical skills. The vignettes were initially developed by ACLP’s Fellowship Education Subcommittee, with development led by Cathy Crone and Terry Rabinowitz. Their initial version was completed in 2011, and their most recent update was finished in 2017.

The collection was reviewed and updated by ACLP’s Fellowship Education Subcommittee in 2026 to reflect current evidence and best practices. Now available to all ACLP members, the vignettes address common, high-yield, and selected niche topics in C-L psychiatry.

How to use the vignettes: Each vignette follows an evolving clinical presentation and includes open-ended questions that encourage learners to develop a differential diagnosis, formulate the case, and make evaluation and treatment decisions. Two versions are available: a Learner Version containing the vignettes and discussion prompts without answers, and a Facilitator Version containing the same material with suggested answers and an optional scoring rubric for each question.

The vignettes may be used for self-study, learner assessment, or small-group teaching. In facilitated sessions, educators may pause at key decision points to encourage discussion, explore alternative approaches, and connect the case to clinical practice.

Share your thoughts: To provide general feedback or comments on a specific vignette, please complete the anonymous survey linked here: Survey link. Members of the ACLP Fellowship Education Subcommittee will review responses to inform future revisions.
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Vignette 1. Mood Disorder

You are consulted on a 52-year-old married woman with a history of non-Hodgkin’s Lymphoma seven years ago that was treated with a combination of chemotherapy and radiation therapy. The lymphoma has been in remission since that time, and she has returned to work part-time for a large bank. She was admitted to your hospital 10 days ago complaining of chest pain and shortness of breath. Evaluation revealed a right, lower-lobe pneumonia, and she was started on IV antibiotics. 

At first, the pneumonia responded to treatment but then she began spiking fevers. Blood cultures revealed gram-positive cocci and the infectious disease consultant recommended switching the antibiotic regimen to linezolid and vancomycin. Labs revealed an elevated WBC and mildly elevated LFTs. The treatment team was also concerned about a recurrence of the lymphoma and ordered several tests, including an MRI of her chest and abdomen, a PET scan, and a bone-marrow biopsy. So far all the tests have come back negative, and a repeat CXR showed improvement of the pneumonia. Repeat blood cultures have been negative. 

The team requests a psychiatry consult because even though all the tests indicate that the patient is getting better, she hardly ever gets out of bed. The internal medicine intern reports that even when he gives her good news about her tests she starts crying. The nurses report to you that she is not eating and has lost five pounds in a week. She has told one of the nurses that “it would be so much easier to just be dead already.” 

You learn from the patient and her husband that she has been treated twice in the past for depression; once in her 20s while she was still in college, and once at age 30 for a postpartum depression after the birth of her second daughter. The husband also tells you that she “actually wasn’t doing so well before she came into the hospital.” He reports that for at least one month before she was admitted she wasn’t sleeping well and had lost about 10 pounds.  She was calling in sick to work and they hadn’t socialized with any of their friends for quite a while. He attributed this to her feeling “run-down” from increased stress at work and worries about her mother’s deteriorating mental state. 

On interview, the patient is frequently tearful. She says she does not think she is getting better and has no hope that she will ever get out of the hospital. She is sure the lymphoma has returned. She feels like she is letting her whole family down. She says she has no desire to eat, and she has no desire to read or watch TV. When asked why she is not getting out of bed, she says “what’s the use?” She notes that she has had thoughts of “jumping out the window when no one is looking so I don’t have to suffer anymore.” She declines to complete a full bedside cognitive exam, but you do determine that she is fully oriented and is able to remember details about her personal history and what has occurred during her hospitalization.  



COMPETENCY AREAS: MEDICAL KNOWLEDGE, PATIENT CARE
1.	What is your differential diagnosis based on the clinical data provided in the vignette?

1.1.	Major depressive disorder, recurrent.
1.2.	Depressive disorder due to another general medical condition.
1.3.	Substance-induced depressive disorder.
1.4.	Adjustment disorder with depressed mood.
1.5.	Anxiety disorder, e.g., PTSD, given past history of non-Hodgkin’s Lymphoma.
1.6.	Demoralization in the context of chronic medical illness.

						Score
Unacceptable:	1–3/6				_____
Pass:		4–5/6				_____
Exceptional:	6/6				_____

2.	How would you differentiate among major depressive disorder, adjustment disorder, and a mood disorder due to a general medical condition in this patient?

2.1.	Length of time patient has been depressed—history indicates that depressive symptoms might have been present prior to hospitalization which favors more primary depressive disorder.
2.2.	Previous history of major depression.
2.3.	Non-neurovegetative symptoms: hopelessness, anhedonia, guilt, suicidal ideation may point more towards major depression than some of the other diagnoses.
2.4.	Remains depressed even as physical/medical symptoms improve: if this were an adjustment disorder, might expect some improvement in mood symptoms. 
2.5.	Acute medical illness can lead to neurovegetative symptoms of depression, especially decreased energy, impaired appetite, and impaired sleep, so the presence of these symptoms does not necessarily help clarify the diagnosis.  
2.6     Does a medical workup show evidence of diagnoses associated with depression: hypothyroidism, stroke, hypercortisolemia, diabetes, adrenal insufficiency, sleep apnea, autoimmune conditions, among others.

						Score
Unacceptable:	1–2/6				_____
Pass:		3–4/6				_____
Exceptional:	5-6/6				_____



COMPETENCY AREAS: MEDICAL KNOWLEDGE, PATIENT CARE
3.	Is there any additional information that can help you clarify the differential diagnosis?

3.1.	Family psychiatric history: the presence of genetic loading might support a diagnosis of major depression.
3.2.	More details about previous presentations of depression in addition to past response to treatment. This includes history of hypomania/mania episodes, need for psych hospitalization, medications, ECT, etc.
3.3.	More information about how she coped with previous treatment for lymphoma might help get a clearer picture of how patient copes with serious medical illness, hospitalization, and prolonged treatment.
3.4.	Should also be asking about anxiety symptoms, flashbacks, and/or nightmares about previous treatments and consider whether an anxiety disorder and/or PTSD should be included in the differential diagnosis.
3.5.	Need to evaluate for possible psychotic symptomatology, e.g., guilt of delusional intensity, somatic delusions, etc.
3.6     Consider rating scales like the Hospital Anxiety and Depression Scale.
3.7     Ask about medications such as steroids, interferon, sedatives, hormone-based medications, centrally acting hypertensives, among others.  Consider other labs to look for medical etiologies of depression: TSH, B12, folate, CBC for anemia, basic metabolic panel, urine drug screen to look for substances, autoimmune panels, other labs depending on symptoms.

						Score
Unacceptable:	1–3/7				_____
Pass:		4–6/7				_____
Exceptional:	6-7/7				_____

COMPETENCY AREAS: MEDICAL KNOWLEDGE, PATIENT CARE, INTERPERSONAL AND 
COMMUNICATION SKILLS
4.	What treatment recommendations would you make for this patient?

4.1.	Do a more thorough suicide risk assessment and consider if the patient needs 1:1 observation.  If so, communicate this to nursing staff and the primary medical team.
4.2.	Psychotherapy – supportive, CBT, other evidence-based treatments for depression.
4.3.	Could take a “watch and wait” approach. However, given the severity of reported depressive symptoms, antidepressant/psychostimulant medication is probably indicated.

						Score
Essential:	First item			_____
Unacceptable:	1/3				_____
Pass:		2-3/3				_____


COMPETENCY AREAS: MEDICAL KNOWLEDGE, PATIENT CARE, INTERPERSONAL AND COMMUNICATION SKILLS
5.	The treatment team asks you about antidepressant therapy for the patient. How would you approach this request and communicate your ideas to the team?

5.1.	Main considerations: severity of patient’s depressive symptoms, response to prior medications, rapidity of response needed, comorbid medical illness/treatment regimen interactions.
5.2.	Concurrent use of SSRIs, SNRIs, mirtazapine, and/or TCAs with linezolid increase the risk of serotonin syndrome.
5.3.	Stimulants/MAOIs are contraindicated with linezolid due to risk of hypertensive crisis.  MAOIs also can cause serotonin syndrome with linezolid.
5.4.	Bupropion combined with linezolid poses a potential risk of serotonin syndrome and hypertensive crisis but some studies indicate this may be a lower risk medication to use with linezolid.
5.5.	Educate the team about antidepressant interactions with linezolid and ask about alternate antibiotic regimens—if you feel it is important to begin antidepressants now, then speak with team and infectious-disease consultant about some of the morbidity associated with untreated depression and see if an antibiotic regimen that does not include linezolid can be used.  Alternatively, if the patient will be in the hospital for a few days, is on no other serotonergic medications, and can reliably monitor for symptoms of serotonin syndrome, linezolid could be used concurrently with a serotonergic medication.
5.6.	If an alternative to linezolid is not possible, risks and benefits of using antidepressants should be weighed, and if they are started, the patient will need close monitoring by you and the medical team.
5.7.	ECT is an alternative consideration, especially if patient is severely depressed or medically fragile. 
						Score
Unacceptable:	1–3/7				_____
Pass:		4–5/7				_____
Exceptional:	6–7/7				_____

COMPETENCY AREAS: MEDICAL KNOWLEDGE, SYSTEMS-BASED PRACTICE
6.	How would you determine hospital discharge plans for this patient?

6.1.	Determine if patient is still having suicidal thoughts when she is ready for discharge.
6.2.	Consider transfer to psychiatry unit if she remains severely depressed, develops psychotic depression, there are safety concerns, or if treatment for the depression had to be delayed due to the medical problems.
6.3.	Family meeting: this should probably happen during the course of your involvement with the patient to get a sense of their concerns and to keep them involved in her care. It might be particularly important to have an alliance with the family if a transfer to psychiatry is being considered.
6.4.	If inpatient psychiatric care is not indicated at the time of discharge, then work with the primary team to arrange for outpatient psych after-care. If you have an outpatient consultation-liaison clinic, this might be an excellent patient for you to follow up with.
6.5.	Partial hospital or intensive outpatient programs are other considerations if she needs more care/monitoring than can be provided in a clinic but less than inpatient psychiatric hospitalization.

						Score
Unacceptable:	1–2/5				_____
Pass:		3–5/5		

SUMMARY OF FELLOW’S PERFORMANCE
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A 67-year-old married, white female presents to her primary care physician (PCP) complaining of anxiety attacks. Her past medical history is notable for COPD and GERD. She has a history of “panic disorder” diagnosed by her PCP and treated with alprazolam 0.5 mg by mouth twice daily as needed. She has not had a panic attack for at least two years. She is a former cigarette smoker (last cigarette use was over 10 years ago) and uses minimal alcohol. During interview with her PCP, she reports she began to feel anxious and panicky last night but did not experience her usual relief after taking a two doses of alprazolam over the course of the evening and early morning. She described experiencing chest tightness, shortness of breath, tingling in her hands, and a feeling she was going to die. On exam, Her vital signs were normal and no unusual physical findings were noted on brief exam.

Psychiatric consultation is sought with you, the integrated psychiatrist who staffs the primary care clinic twice weekly. During psychiatric consultation, she appears alert, fully oriented, and quite anxious. She reports recently being under greater stress due to having a new job with frequent travel expectations and ongoing marital strain. She denies any substance abuse, except for experimenting with marijuana in her teens. She indicates that her anxiety symptoms appeared suddenly and were accompanied by shortness of breath and palpitations. She mentions that it seems harder for her to get a full breath and that there is chest discomfort when she tries to inhale, which is a change for her usual panic attack symptoms

Competency Areas: Medical Knowledge 
1.	What are potential causes for this patient’s complaints of anxiety?

1.1.	While it is possible that the patient’s symptoms are due to anxiety, her lack of response to previously effective doses of alprazolam is concerning and raises questions about whether there is an underlying medical cause for her symptoms.
1.2.	Potential physical causes of anxiety including hyperthyroidism, anemia, medications, substance withdrawal, cardiac disease (arrhythmias, angina, myocardial infarction), and pulmonary disorder (pulmonary embolus, pneumothorax, asthma, COPD).
1.3.	Various substances and medications can produce anxiety symptoms including caffeine, asthma inhalers, stimulants, and withdrawal from alprazolam or alcohol.

						Score
Unacceptable:	1/3				_____
Pass:		2–3/3				_____



Competency Areas: Patient Care, Interpersonal and Communication Skills, 
Medical Knowledge
2.	What additional history should be obtained?

2.1.	Awareness of contributing medical issues is needed along with the ability to ask appropriate questions (e.g., worsening asthma requiring more rescue inhaler usage, recent long-distance travel with long duration of sitting in an airplane as related to possible DVT/PE, recently ran out of alprazolam and suffering withdrawal). 
2.2.	Questions should also be asked about what the patient thinks is happening or contributing to her symptoms, greater detail about current stressors and their impact on her life/coping should be obtained.

						Score
Unacceptable:	1/2				_____
Pass:		2/2				_____

Competency Areas: Patient Care, Medical Knowledge 
3.	What steps should be taken to manage her symptoms?

3.1.	Patient should not be rushed to start psychotropic medications.
3.2.	Further medical evaluation should be considered and case should be discussed with the referring primary care physician due to non-response to repeat doses of alprazolam and worsening symptoms of SOB and chest discomfort with inhalation. If not already done, an EKG and pulse oximetry should be recommended. 

						Score
Essential:	Second item			_____
Unacceptable:	1/2				_____
Pass:		2/2				_____



4.	Assuming the symptoms turn out to be secondary to panic disorder, what would be the potential pharmacologic options to treat her anxiety symptoms given her history of COPD?

4.1.	Risks and benefits of various pharmacologic agents should be weighed. Benzodiazepines are an option, with one with a longer half-life, like clonazepam, preferred over alprazolam if attacks are frequent, but they are undesirable if the patient is a CO2 retainer.
4.2.	Buspirone is safe in COPD but is not effective for panic attacks.
4.3.	Beta-blockers are contraindicated in patients with reactive airway disease/asthma.
4.4.	SSRIs offer greater safety and efficacy, but it would be best to select one with lesser liability for drug-drug interactions.
4.5.	TCAs are another option but would consider baseline EKG to rule prolonged QTc and would need to be cautious regarding potential medication-medication interactions and treatment side effects. 

						Score
Unacceptable:	1–2/5				_____
Pass:		3–4/5				_____
Exceptional:	5/5				_____

Summary of Fellow’s Performance
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Vignette 3. Bereavement

A 65-year-old Asian woman is admitted to the hospital for syncope. During the medical workup, she is found to have atrial fibrillation. She has a history of diabetes, osteoporosis, hypothyroidism, and carpal tunnel syndrome. Her medications include metformin, levothyroxine, and a calcium supplement. In discussing the investigation and management options for the atrial fibrillation, the patient appears tearful, and when asked by the attending physician about any emotional distress she might be experiencing, she states that she does not like hospitals. A psychiatry consult is requested for “depression.” 

On approach, the patient appears somewhat downcast and reluctant to speak to the psychiatric consultant. She smiles politely at the consultant and states that she “just got emotional” from the stress of the hospital admission and being diagnosed with a “heart problem.” She spontaneously emphasizes that she is “not crazy” and has never needed help for a “mental condition.” With some encouragement, she agrees to give a brief history. She was recently widowed when her husband died from metastatic colon cancer in a hospice three months ago. 

She has three adult children. Her main support is her youngest daughter, although the patient asks that you not “bother” her daughter with any questions when you ask for permission to speak with her. When you try to inquire further about her reluctance to allow you to speak with her daughter, the patient indicates that her daughter has “been through enough” with the death of her father. At this point, the patient becomes tearful for a moment before quickly wiping the tears from the corner of her eyes. She then asks, “Anything else?”

Competency Areas: Patient Care, Interpersonal and Communication Skills, 
Medical Knowledge
1.	What additional questions would you ask to assess the patient to determine if 
she is depressed?

1.1.	Questions about past psychiatric history (while the patient denies having any past psychiatric history, the consultant should ask specifically if she has ever suffered from depression, anxiety, etc.).
1.2.	Screening questions about depression and anxiety.
1.3.	Questions to evaluate the patient’s safety, especially any thoughts of death or suicidal ideation.
1.4.	Additional questions should focus on her emotional state and coping following the death of her husband. These should be raised with care, given her reticence to participate in the psychiatric evaluation.
1.5.	Questions about other past losses and how she responded to them.
1.6.	Questions about substance use, any over-the-counter or herbal medications. 

						Score
Essential:	First through third items	_____
Unacceptable:	1–3/6				_____
Pass:		4–5/6				_____
Exceptional:	6/6				_____

Competency Areas: Patient Care, Medical Knowledge 
2.	What are the potential causes for the patient’s tearfulness? What is your differential diagnosis? What are the differences between major depressive disorder and bereavement?

2.1.	Normal grief.
2.2	Major depressive disorder.
2.3.	Adjustment disorder with depressed mood.
2.4.	Persistent complex bereavement disorder/prolonged grief disorder.
2.5.	Mood disorder due to general medical condition (e.g., hypothyroidism).
2.6.	Substance-induced mood disorder (e.g., sedative/hypnotic agents, antibiotics, etc.).
2.7.	Due to her age and comorbid medical disorders, an underlying cognitive disorder should also be considered. 
2.8.	Patients with persistent complex bereavement or prolonged grief disorder can present with symptoms characteristic of major depressive disorder, such as sadness, poor appetite, weight loss, disturbed sleep, and reduced interest in activities. A diagnosis of major depression is usually not given unless symptoms persist two months after the loss. Symptoms not characteristic of “normal grief” add to the suspicion of major depression, such as marked psychomotor retardation, thoughts of death other than the survivor feeling that he/she would be better off dead or should have died with the deceased. 

Score
Essential:	Last item			_____
Unacceptable:	1–4/8				_____
Pass:		5–6/8				_____
Exceptional:	8/8				_____

Continuation of Vignette

Although you believe that normal grief, rather than major depression, is responsible for the patient’s tearfulness, you are concerned that the patient is not being entirely forthcoming. You would like to speak to the patient’s daughter to gather more collateral information. You happen to run into the daughter as you are leaving the patient’s room. The daughter indicates that she would like to speak with you about her mother and asks what you spoke about during the assessment. 

Competency Areas: Professionalism, Interpersonal and Communication Skills 
3.	Could you ask the daughter any questions about her mother’s condition? If not, can you still obtain information from the daughter? 

3.1.	Respect for patient’s autonomy must be considered given her request not to approach her daughter. Therefore, direct questioning of the daughter is not acceptable. 
3.2.	However, one could allow the daughter to disclose any information about the mother she chooses, with the provision that it cannot be kept a secret from the patient, and thus the patient may not only be informed of the conversation itself but also its contents and the origin of any information obtained.

Score
Unacceptable:	“Yes”—direct questioning is acceptable despite patient’s wishes		_____
Pass:		1–2/2									_____

4.	What would you tell the daughter in response to her question about the 
psychiatric evaluation?

4.1.	Respectfully communicate the need to maintain the patient’s confidentiality. 
4.2.	Suggest that the daughter speak with her mother directly about the psychiatric evaluation. 
4.3.	Listen to the daughter’s concerns, attempting not to be dismissive but also careful not to violate the patient’s confidentiality.
4.4.	Speak with the daughter in general terms about the purpose of psychiatric evaluation on medical and surgical wards, thereby providing some psychoeducation and potentially destigmatizing the role of psychiatric involvement. 

						Score
Essential:	First item			_____
Unacceptable:	1–2/4				_____
Pass:		3–4/4				_____


Competency Areas: Patient Care, Medical Knowledge 
5.	If you determine that the patient is suffering from persistent complex bereavement or prolonged grief disorder, what, if any, interventions would you suggest? Are there any validated, time-limited psychotherapeutic interventions that are designed to address a depressive episode as a result of a death?

5.1.	Watchful waiting: could assess patient longitudinally and provide support during her admission, expecting that over time patient’s sadness will gradually dissipate. 
5.2.	If the patient had a history of major depression, there would be greater concern that the patient might be at risk for a depressive episode; therefore, referral for outpatient counseling or therapy should be considered. 
5.3.	Suggest support group focusing on grief/spousal loss. This might also be helpful to the patient if she is socially isolated or has difficulty seeking out support from family members/friends. 
5.4.	Can consider an antidepressant agent to address bereavement symptoms 
5.5.	Interpersonal psychotherapy with a focus on bereavement is a validated, time-limited therapeutic intervention.

						Score
Essential:	First and second items		_____
Unacceptable:	1–2/5				_____
Pass:		3–4/5				_____
Exceptional:	5/5				_____



Summary of Fellow’s Performance
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Vignette 4. Acute Stress Disorder

A 32-year-old male soldier with three prior deployments to Iraq and Afghanistan as an infantryman, reports that on his last deployment he lost consciousness when an improvised explosive device (IED) caused his vehicle to crash and his head hit the windshield. He was not wearing his helmet. His wife reports, since he has been home, the patient has experienced several symptoms including onset of fear, easy startle, and insomnia. She reports episodes of emotional numbing that alternate with emotional outbursts and severe anxiety. He is anxiously dreading his upcoming fourth deployment. His neurologist asked for a psychiatric consultation.

Further medical history reveals:
· No alcohol use.
· No seizure history.
· Normal head MRI.
· Strong family and community support.
· WBC count 8.6.
· Blood pressure 130/80, heart rate 84.
· Mini-Mental Status Examination score 28/30.
· He is on no current medications.

Competency Areas: Medical Knowledge, Patient Care
1.	What is important about the relationship between his head injury and his emotional symptoms? How have military activities in Iraq and Afghanistan impacted 
mental health needs?

1.1. 	1.9-3 million US service members have served in Iraq or Afghanistan between 2001-2021. This period of war is unique because of repetitive rotations and a high proportion of reserve and National Guard personnel. Thirty-five percent of veterans from recent wars have sought mental health care.
1.2. 	The risk of Posttraumatic Stress Disorder (PTSD) is strongly associated with history of deployment injuries, especially traumatic brain injury.
1.3. 	This might be related to both severity of a stressor that would cause a head injury and to the effects of the head trauma itself. Almost half of personnel who have injury associated with loss of consciousness have subsequent PTSD.

						Score
Unacceptable:	1/3				_____
Pass:		2–3/3				_____



Competency Areas: Patient Care, Medical Knowledge
2.	Among the pharmacologic treatments listed below, which one is most evidence-based and appropriate? 

2.1.	Quetiapine
2.2.	Bupropion
2.3.	Paroxetine
2.4.	Clonazepam
2.5.	Alprazolam

						Score
Essential:	Answer 2.3			_____

3.	Besides paroxetine, what other pharmacologic treatments for PTSD have significant evidence (i.e., randomized clinical trial) of clinical effectiveness? What are the target symptoms for treatment? How effective are SSRI medications for treating PTSD? 

3.1. 	SSRI medications, such as paroxetine and sertraline, are first-line pharmacological treatments for PTSD. SSRIs with demonstrated efficacy for PTSD symptoms in at least one double-blind, placebo-controlled trial include sertraline, paroxetine, fluoxetine, fluvoxamine, and citalopram.
3.2. 	Other medications for which there have been randomized clinical trials that have demonstrated some effectiveness as primary treatments or as adjunctive treatments include mirtazapine, TCAs, MAOIs, venlafaxine, prazosin, lamotrigine, topiramate, risperidone, and olanzapine.
3.3. 	Target symptoms for pharmacologic treatment include but are not limited to re-experiencing, avoidance, insomnia, and physiological arousal.
3.4. 	Unfortunately, up to 50 percent have treatment resistance when SSRI medications are used alone.

						Score
Unacceptable:	1–2/4				_____
Pass:		3–4/4				_____
Exceptional:	4/4				_____



Competency areas: Medical Knowledge, Patient Care
4.	Which non-pharmacological treatments show evidence of clinical effectiveness? 

4.1. 	Trauma-focused, cognitive-behavioral therapy e.g. Prolonged Exposure (PE) and Cognitive Processing Therapy (CPT).
4.2. 	Eye movement desensitization and reprocessing (EMDR).
4.3.    Narrative Exposure Therapy

						Score
Unacceptable:	1/3				_____
Pass:		2/3				_____
Exceptional:	3/3				_____


Clinical Pearl

PTSD is common in returning Iraq and Afghanistan veterans and is associated with frequency of injury, particularly traumatic brain injury. SSRI medications and cognitive behavioral therapy have demonstrated efficacy for PTSD symptoms, though treatment resistance is common.


Summary of Fellow’s Performance
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Vignette 5. Delirium 

The patient is a 70-year-old man with a history of COPD, CAD, HTN, and type 2 DM who was admitted to the hospital for pneumonia and COPD exacerbation. His hospital course has been complicated by acute respiratory distress syndrome (ARDS) requiring intubation and prolonged mechanical ventilation. He has been kept under sedation until the past week, when his condition began to show improvement. His sedation has been downtitrated and attempts were started to wean him off of the ventilator. However, these attempts have failed as he appears to become very frightened and agitated. His wife and daughter have visited him regularly during his hospitalization and have observed some of these weaning attempts. 

Psychiatric consultation is requested to manage anxiety in the setting of ventilator weaning. When you see him at bedside, he is asleep but easily aroused by voice and light touch. He appears anxious as you attempt to ask him questions, which he can respond to by shaking his head yes and no. He is aware of the month, year, and recognizes that he is in the hospital, but it is unclear if he knows why he is here. He shakes his head “no” when you ask whether he has any health problems and “yes” when you ask if he feels confused and frightened at times. He then closes his eyes and stops answering further questions. Among his current medications, he is presently on vancomycin, ceftazidime, lorazepam, quetiapine, insulin, aspirin, lisinopril, and amlodipine. 

Competency Areas: Medical Knowledge
1.	Given the available information, what is your differential diagnosis?

1.1.	Delirium.
1.2.	Dementia.
1.3.	Sedative, Hypnotic, or Anxiolytic Withdrawal.
1.4.	Anxiety Disorder due to Another Medical Condition (ARDS, COPD, etc.).
1.5.	Adjustment Disorder with Anxiety.
1.6.	Acute Stress Disorder.

						Score
Essential:	First item			_____
Unacceptable:	1–3/6				_____
Pass:		4–5/6				_____
Exceptional:	6/6				_____



2.	What additional history should be obtained? Where would you obtain this information? 

2.1.	Information from his family about his baseline cognitive functioning.
2.2.	Information from family about history of delirium, anxiety, coping with illness/hospitalizations. 
2.3.	Impressions from family on patient’s current presentation, changes from baseline functioning/adjustment. 
2.4.	Interview staff about his symptoms, presence of fluctuations; response to approaches to manage “anxiety.” 
2.5.	Review chart for changes in patient’s medical course, behavior, medications including doses and reductions.
2.6.	Review medical records regarding prior admissions, evidence for dementia, delirium, substance use disorders.
2.7.	Return later to interview patient again, possibly with family present to help calm him. 

						Score
Unacceptable:	1–3/7				_____
Pass:		4–5/7				_____
Exceptional:	6–7/7				_____
3.	What factors might be contributing to his cognitive symptoms?

3.1.	Medications (e.g., lorazepam, ceftazidime, vancomycin).
3.2.	Pre-existing cognitive deficits. 
3.3.	Infection.
3.4.	Hypoxia, hypercarbia.
3.5.	Abnormal blood sugar level(s).
3.6.	Electrolyte disturbances / metabolic disturbances.

						Score
Unacceptable:	1–2/6				_____
Pass:		3–4/6				_____
Exceptional:	5–6/6				_____



Competency Areas: Medical Knowledge, Patient Care, Interpersonal and 
Communication Skills 
4.	If you believed he was delirious, how would you counsel the nursing staff and medical team? What would you recommend for his management? 

4.1.	Clarify his diagnosis to team and staff who believe he is anxious rather than delirious.
4.2.	Explain his diagnosis, current signs/symptoms, and the need to address its underlying causes. 
4.3.	Explain that medications might be contributing to his delirium, recommend dose readjustment (in case of anxiolytic withdrawal) or discontinuation of lorazepam; ask about the possibility of switching antibiotics.
4.4.	Discuss other potential causes of delirium, such as infection, hypoxia, etc. Consider recommending further tests as appropriate.
4.5.	Advise team to consider addition of haloperidol or atypical antipsychotic to help reduce his confusion and fearfulness.
4.6.	Advise team to educate his family about his delirium. Recommend increasing their visits if visits help calm to patient.
4.7.	Advise team to provide frequent reorientation to patient and normalize light/dark times in his room.
						Score
Essential:	Second item			_____
Unacceptable:	1–3/7				_____
Pass:		4–5/7				_____
Exceptional:	6–7/7				_____

5.	Would your treatment approach change if you obtained an EKG that demonstrated a prolonged QTc interval of 490 ms? If so, how? 

5.1.	Presence of prolonged QTc raises risk of torsade de pointes with addition of antipsychotic medications.
5.2.	Assess for patient’s risk factors for sudden death (e.g., history of syncope/cardiac arrest, familial prolonged QT). 
5.3.	Consider cardiology consult prior to starting patient on typical or atypical antipsychotic medications.
5.4.	Determine whether there are correctable factors contributing to prolonged QTc (e.g., hypokalemia, meds).
5.5.	If antipsychotics are chosen, keep dose low.
5.6.	If antipsychotics are chosen, aripiprazole might be possible first choice.
5.7.	Consider “watch and wait” approach; continue to assess symptoms of delirium, using behavioral measures to try to reduce his disorientation, confusion, fear. 

						Score
Essential:	First item			_____
Unacceptable:	1–3/7				_____
Pass:		4–5/7				_____
Exceptional:	6–7/7				_____

Summary of Fellow’s Performance
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Vignette 6. Dementia AND CAPACITY EVALUATION

A 72-year-old Hispanic woman with no known psychiatric history is admitted to the hospital after falling at home. History obtained from the patient and her niece who accompanied her indicates that the patient has become progressively unsteady and has sustained several falls at home in recent months. She has persistent back pain and recent difficulties with bladder incontinence. Her medications include oxbutynin and over-the-counter diphenhydramine used as a sleep aid. Head CT in the Emergency Department revealed no intracranial injury as a result of the fall, but a diagnosis of lumbar stenosis is made based on imaging studies and physical exam. 

Neurosurgery would like to perform a lumbar laminectomy to forestall progression of her condition, but when they meet with the patient to obtain consent, she is unable to recall the potential risks that are discussed. Furthermore, she appears frightened that surgery is being recommended. As a result, a psychiatry consult is requested to manage her anxiety and assess her capacity to consent for surgery.

On interview, the patient is calm and cooperative. She is aware that she has had worsening problems with ambulation and increasing back pain. She would like help from the doctors, but she balks at the suggestion of surgery. When asked, the patient cannot explain why she is reluctant to consider surgery. Her niece indicates that in recent months the patient has been getting lost in her neighborhood on the way home from the grocery store, despite having lived there for more than 20 years. On mental status exam, the patient is fully oriented but exhibits marked impairment in short term memory (she recalls 0/3 words at five minutes spontaneously and with prompting). Her long-term memory is intact. No other cognitive deficits are detected.

When the current situation is discussed with the patient, she listens attentively and asks appropriate questions, but asks the same ones repeatedly. She does not appear aware that she repeats herself. At the end of the discussion, she is asked who she would want to make decisions about her healthcare if she becomes unable to do so. She gets visibly upset and anxious, and insists that she can make her own decisions. Her niece, who is her only surviving relative, is reluctant to serve as surrogate decision maker, as she does not want to go against her aunt’s wishes.

Competency Areas: Medical Knowledge
1.	What are the major criteria to establish capacity to make healthcare decisions?

1.1.	Capability of reaching a factual understanding of the situation presented.
1.2.	Appreciation of the facts presented, including implications for the patient’s future.
1.3.	Ability to use the information in a rational manner to reach a decision (i.e., ability to manipulate the information provided, weigh out risks and benefits against preferences).
1.4.	Ability to express a clear and consistent preference.

						Score
Unacceptable:	0–3/4				_____
Pass:		4/4				_____

Competency Areas: Medical Knowledge
2.	Given the patient’s presentation, does she have capacity to consent to surgery? Why yes or no? Will her capacity change?

2.1.	Given the available information, she does not currently have capacity to consent to surgery. She is unable to recall the information provided to her about the rationale for, or the risks and benefits of undergoing surgery. She would therefore not be able to use the information provided to her to rationally make a decision.
2.2.	It would be helpful to better understand the patient’s long-term values and how she approaches medical decision making.
2.3.	Her capacity might improve with a change in a few medications (e.g., oxybutynin, OTC sleep aid). If so, her capacity to decide about surgery would require reassessment.

						Score
Essential:	First item			_____
Unacceptable:	0–1/3				_____
Pass:		2/3				_____
Exceptional:	3/3				_____


Competency Areas: Interpersonal and Communication Skills, Professionalism, 
Patient Care
3.	Neurosurgery wants to proceed with surgery because the patient expressed a desire to receive help and they do not feel more conservative measures would be effective. How would you advise them?

3.1.	Explain to the neurosurgeons in a direct, understandable manner that the patient lacks capacity to consent to or refuse surgery and why (her memory is so impaired that she cannot effectively remember the information provided to her and thus is unable to synthesize an opinion).
3.2.	Because the patient lacks capacity and the procedure is non-emergent, the neurosurgeons should be advised that a surrogate decision maker should be identified. The surgery should be postponed until a surrogate decision maker is able to make a decision regarding the surgery or the patient’s regains capacity to make this decision. 

						Score
Essential:	First item			_____
Unacceptable:	0–1/2				_____
Pass:		2/2				_____


Competency Areas: Patient Care, Interpersonal and Communication Skills
4.	How would you address the patient’s anxiety?

4.1.	Initially, further discussion with the patient should be pursued with specific questions addressing possible underlying concerns regarding her health and having others make decisions for her. 
4.2.	Efforts should be made to determine whether the patient is aware of her cognitive decline and whether she is reacting to fears about potential loss of independence.
4.3.	Medications should not be the first choice.
4.4.	It might be beneficial to speak with her niece about what the patient’s concerns might be.

						Score
Essential:	First item			_____
Unacceptable:	0–2/4				_____
Pass:		3/4				_____
Exceptional:	4/4				_____

Competency Areas: Patient Care and Medical Knowledge
5.	The patient and her niece ask if there is “any treatment” for her memory problems. 
How would you discuss this, and how would you approach evaluation and 
treatment recommendations? 

5.1.	They should be told that the initial focus is to determine whether there are reversible causes for her cognitive dysfunction. This includes examining her medications and recognition that she is on two anticholinergic medications.
5.2.	If she has not been evaluated for dementia in the past, she should undergo lab testing, neurologic examination, MRI of the head, and neuropsychological testing to determine whether there is significant impairment present, what type of impairment it is, its etiology, and whether it is from other potentially reversible causes, such as NPH (urinary incontinence and gait problems in her history). 
5.3.	Initial discussion can be started about the availability of pharmacologic treatments for Alzheimer’s disease and their purpose to slow cognitive decline. 
5.4.	Discussion might also be included about home services, support groups, and informational resources.

						Score
Essential:	First item			_____
Unacceptable:	0–2/4				_____
Pass:		3/4				_____
Exceptional:	4/4				_____



Summary of Fellow’s Performance
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Vignette 7. REPRODUCTIVE PSYCHIATRY AND PSYCHOSIS

A 35-year G2P1 female who is 32-weeks gestation is admitted to the hospital for increasing erratic behavior at home, dehydration, poor appetite, and poor self-care. She has a history of psychiatric difficulties that have previously required hospitalization and management with antipsychotic medications. Her only chronic medical problem is some sort of endocrine disorder, which she manages without help from her husband. According to her husband, she has been doing much better in the past couple of years, taking care of their 4-year-old son and their home. She has been followed at a community mental health center for two years and is seen every three months by the psychiatrist there. She has been maintained on valproic acid, fluoxetine, and olanzapine. When she discovered she was pregnant, she met with her psychiatrist to taper off the valproic acid due to the risk of birth defects. Her only other medications are OTC tums for 3rd trimester GERD. Prior to pregnancy, she used alcohol socially and remote cannabis use, but reportedly quit all use when she found out she was pregnant. 

She was last seen at the community mental health one month ago and mentioned some fatigue, reduced quality of sleep, and mild irritability, but this was attributed to simply being in her third trimester. She was eagerly looking forward to the birth of her second child.

Soon after the appointment, her husband began to note that she was staying up more cleaning the house and preparing the nursery. She took less time to eat and drink. Last week, he noticed that she appeared to be wearing dirty clothes, and yesterday she expressed fears that their baby would be the devil. Psychiatric consultation is requested from the obstetrics staff to help in her management.

Competency Areas: Medical Knowledge
1.	From the available information, what is your differential diagnosis?

1.1.	Bipolar disorder, mixed state or manic episode.
1.2.	Schizoaffective disorder, Bipolar type.
1.3.	Major depression, recurrent with psychotic features. 
1.4.	Schizophrenia, paranoid.
1.5.	Substance-induced mood disorder.
1.6	Psychosis/Bipolar disorder due to a medical condition (thyroid, hypercalcemia, other endocrine disorder).
						Score
Unacceptable:	1–3/6				_____
Pass:		4–6/6				_____

2.	What further information would you want to obtain regarding this patient to guide your care? Where would you obtain this information?

2.1.	General psychiatric history, including illness course, symptoms, and diagnosis.
2.2.	Reproductive psychiatric history: mood changes around menstrual cycle, mood changes during previous pregnancy and postpartum period.
2.3.	Current and prior response to medications, ECT, psychiatric hospitalizations.
2.4.	Treatment adherence and insight into her psychiatric disorder.
2.5.	Collateral from outpatient psychiatrist.
2.6.	Collateral from husband, including recent substance use.
2.7.	Basic labs (CBC, CMP), endocrine labs (TSH, FT4), vitamin deficiencies (B12, thiamine), and urine drug/tox screen.

						Score
Unacceptable:	1–4/7				_____
Pass:		5-7/7				_____

Competency Areas: Medical Knowledge, Patient Care, Professionalism Skills
3.	What is your recommendation for level of care?

3.1.	Given significant decompensation, paranoia, and difficulty with self-care, inpatient psychiatric hospitalization should be recommended. Partial hospitalization program could be considered if there could be additional support at home given that the patient is the primary caregiver for children at home.
3.2.	Nuanced discussion about involuntary vs. voluntary admission requirements depending on the state in which you are located.
3.3. 	Care coordination with patient’s OBGYN and admission to a psychiatric unit with onsite access to obstetrics care given her gestational age. 
3.4.	Discussion with husband and family about treatment recommendations and importance of psychiatric stability during pregnancy and the postpartum period.
3.5.	Consider discussion with outpatient psychiatrist for better understanding of decompensation and need for psychiatric admission. 

						Score
Unacceptable:	1–5/5				_____
Pass:		3-5/5				_____


4.	What considerations would you have regarding use of psychotropic medications and treatment options for this patient?

4.1.	Despite positive response to valproic acid, it should not be resumed during pregnancy. Although neural tube has closed at her current gestational age, valproic acid exposure in utero can have neurodevelopmental delays.
4.2.	Would discontinue fluoxetine as likely contributing to a mixed state. 
4.3.	Lithium is an effective and appropriate mood stabilizer to consider at this stage of pregnancy. At her current gestational age, the heart is fully formed and there is no increased risk of Ebstein’s anomaly.
4.4.	Increasing olanzapine dose is an option as it is currently being tolerated, however, patient also requires mood stabilizer for mood stability and antipsychotic monotherapy may be insufficient. 
4.5.	Electroconvulsive therapy is a safe and realistic option for pregnant patients.
4.6.	Start discussion about desire for breastfeeding and medication safety profile.
4.7.	Consider discussion about preconception planning for future pregnancies.

						Score
Unacceptable:	1–3/7				_____
Pass:		4-5/7				_____
Exceptional:	6-7/7				_____


Continuation of Vignette

The patient was admitted to psychiatry where fluoxetine was discontinued and she was stabilized on lithium and olanzapine. She was discharged home to the care of her husband and referred to an intensive outpatient program. While attending that program, additional family members stayed with her and her husband to help care for their 4 year old.

At 38 weeks, the patient goes into spontaneous labor and arrives at L&D. Psychiatry is consulted for medication recommendations and safe disposition. At the time of the consult, the patient is psychiatrically stable and husband is bedside.

Competency Areas: Medical Care, Interpersonal and Communication Skills, 
Systems-Based Practice
5.	How would you assess the patient to determine whether she could take the infant home? How would you counsel the patient and the team about safe disposition and medication recommendations?

5.1.	Recommend holding the lithium until post-delivery, then resuming lithium at 50% pregnancy dose post-delivery. Fluid shifts occur rapidly in the postpartum period, and there is a high risk of toxicity if the dose is not reduced.  
5.2.	Evaluate patient for psychiatric stability. If at time of consultation there is no concern for psychiatric decompensation, then inpatient psychiatry would not be recommended. Psychiatry does not evaluate a person’s ability to parent.
5.3.	Collateral from husband/family to assess patient’s stability at home and medication compliance.
5.4.	Discuss with nursing staff and husband any concerning behaviors or thoughts preventing patient from responding to newborn’s needs appropriately during hospital. If able, observe patient providing basic infant care: diaper change, bath, feeding, soothing, safe sleep. Of note, these are “parent competencies” OB nursing does for all postpartum cases, especially first-time parents, not exclusive to those with serious mental illness.
5.5.	Discuss home support and ensure psychiatric follow-up postpartum to monitor symptoms and make additional medication changes as needed.
5.6. 	Determing plan for breastfeeding vs formula feed. Related to this, discuss plan to protect her sleep schedule given the importance of adequate sleep in someone with bipolar disorder in the postpartum period. Offer lactation consultation to discuss maintaining supply, or supplementing, while protecting sleep.
5.7.	Safe to breastfeed while on lithium and olanzapine. No absolute contraindication to either for breastfeeding. Olanzapine can cause sedation, so safe infant care should be discussed, especially at nighttime. Lithium is passed in breastmilk and pediatrician should be alerted. Pediatrician may want to monitor thyroid, kidney function, lithium levels, and hydration status in baby, but this is not required. 
						Score
Unacceptable:	1–3/7				_____
Pass:		4–5/7				_____
Exceptional:	6-7/7				_____

Summary of Fellow’s Performance
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Vignette 8. Catatonia/NEUROLEPTIC MALIGNANT SYNDROME

A 47-year-old married carpenter was admitted to the medical intensive care unit following his first myocardial infarction. He was stable following cardiac catheterization, during which two stents were placed. He was started on atenolol and prn nitroglycerin.

His past medical history is significant for a kidney stone removed by lithotripsy, type 2 diabetes mellitus on metformin, and hypothyroidism treated with thyroid hormone. He has no significant past psychiatric history except for 6 months of couples counseling following a miscarriage twenty-five years ago He has a son, age 22, and a daughter, age 19, and has been married for 26 years. He smokes about one pack of cigarettes per day, drinks two to four beers on weekends, uses no illicit drugs, and has a good work history. He served in the Marines for four years and received an honorable discharge.

On hospital day three, he told the senior resident of the cardiology service that he felt sad and worried about his future, and he was having trouble with early satiety and nausea. A psychiatric consultation was requested to treat depression. The consultant diagnosed him with an adjustment disorder with depressed mood. Appetite issues were felt to be more organic in nature, possibly from diabetic gastroparesis. 

On hospital day four, he felt abdominal pain/bloating after eating, with frank vomiting, and he was started on metoclopramide (Reglan). Nurses noted that he was occasionally tearful. He slept restlessly and was tired, irritable, mildly agitated, and shaky the next morning. He ate a little breakfast but when lunch was brought to him, he made no effort to eat or drink, was noted to be “staring off into space. ” He answered questions with one- or two-word responses. The psychiatric consultant was asked to return to treat “full-blown depression.”

Mental status examination on day five was remarkable for extreme motor slowing, marked speech latency, flat, nonreactive affect, poor eye contact, inability or disinterest in cooperating with tests of memory, attention, or concentration. When asked if he was depressed, he replied, “Maybe.” When asked where he was, he replied, “Here.” When asked, “Where do you live?” he replied, “Where do you live?” 

Physical examination was remarkable for marked resistance to the examiner’s attempts to move the patient's upper and lower extremities, the patient holding his legs or arms in positions for unusually long periods after they were moved by the examiner, and rigidity.


Competency Areas: Medical Knowledge

1.    What is the differential diagnosis for this patient’s presentation on day five?

There is a broad differential, but some conditions that should be considered in this patient include:

1.1	Major depressive disorder, with or without psychotic features.
1.2	Psychotic disorder, not otherwise specified (NOS).
1.3	Hypoactive Delirium.
1.4	Catatonia.
1.4	Neuroleptic malignant syndrome (NMS) – can have catatonia sx as part of its presentation.
1.5	Akinetic Mutism.
1.6	Locked-in Syndrome.
1.7	Stiff-Person Syndrome.
1.8	Serotonin Syndrome.
1.9	Anti-N-methyl-D-aspartate Receptor Encephalitis.

						Score
Unacceptable:	1–3/9				_____	
Pass:		4-7/9				_____
Exceptional:	8-9/9				_____


2.    What is on the differential for factors that may precipitate catatonia?

2.1	Medication-induced catatonia: metoclopramide, other medications such as antipsychotics, antiemetics like prochlorperazine.
2.2	Alcohol Withdrawal/Sedative/Clozapine withdrawal: benzos, GABA agents, zolpidem.
2.3	Substance-induced catatonia: cannabis, methamphetamine, MDMA.
2.4	Non-convulsive status-epilepticus.
2.5	Infection: HIV, COVID-19, viral or bacterial meningitis/encephalitis, neurosyphilis, Lyme disease, sepsis.
2.6	Autoimmune: Anti-NMDA receptor encephalitis, paraneoplastic syndromes, systemic lupus erythematosus.
2.7	Mood Disorders: Major depressive disorder or bipolar disorder.
2.8	Schizophrenia/Schizoaffective/Brief Psychotic Disorder.
2.9	Metabolic and Endocrine Disorders: Renal failure, hepatic encephalopathy, diabetic ketoacidosis, hypercalcemia, B12 deficiency, Wilson’s disease.

						Score
Unacceptable:	1–3/9				_____	
Pass:		4-6/9				_____
Exceptional:	7-9/9				_____

3.    What neurotransmitters are thought to be affected in catatonia?

3.1.	Dopaminergic blockade, although dopamine hyperactivity can also lead to catatonia.
3.2.	Glutamatergic dysfunction: both hyper and hypoactivity
3.3.	GABA A decrease, GABA B increase

						Score
Exceptional:	1–3/3				_____

Competency Areas: Medical Knowledge, Patient Care

4.    What would be your first steps if you were evaluating this patient for NMS (diagnostic evaluation, any immediate actions, further questions will ask about treatment).

4.1	Check for triad of hyperthermia,  lead pipe rigidity, and autonomic dysregulation.
4.2	Check for other symptoms and physical exam findings: diaphoresis, dysphagia, tremor, incontinence, altered level of consciousness.
4.3	Check for additional features that may point to possible serotonin syndrome: hyperreflexia, dilated pupils, increased bowel sounds, clonus/myoclonus.
4.4	Check serum creatine kinase levels.
4.5	Check CBC for leukocytosis.
4.6	Check BUN/Cr for evidence of dehydration, renal impairment.
4.7	Check urine for myoglobinuria or blood for myoglobinemia.
4.8	Check liver panel for elevated AST/ALT/LDH.
4.9	Check for metabolic acidosis.
4.10	Check serum iron: often low.
4.11	Get a detailed medication history and substance history.
4.12	Stop possible offending agents.
4.13   Address for any withdrawal syndromes and address those appropriately.

						Score
Unacceptable:	1-4/13				_____
Pass:		5-9/13				_____
Exceptional	10-13/13			_____

Competency Areas Medical Knowledge
5.	What are some of the risk factors for development of NMS?

5.1.	High-potency antipsychotic use.
5.2.	High-dose antipsychotic use.
5.3.	Rapid increase in antipsychotic dose.
5.4.	Depot injectable neuroleptic use/intramuscular antipsychotic use.
5.5  	Withdrawal of dopamine agonists.
5.5.	Age younger than 40 years.
5.6.	Male sex.
5.7.	Dehydration.
5.8  	Low serum iron.
5.8.	Malnutrition.
5.9.	Prior episodes of neuroleptic malignant syndrome.
5.10 	Anti-NMDA receptor encephalitis.
5.11	Agitation/excitement.
5.12	Pre-existing organic brain damage.

						Score
Unacceptable:	1–5/12				_____
Pass:		6–10/12  			_____
Exceptional:	11-12/12			_____

6.	What other possible extrapyramidal signs/symptoms (EPS) are present in this patient?

6.1.	Rigidity.
6.2.	Motor slowing (i.e., bradykinesia).
6.3.	Tremor.
6.4.	Akathisia might be mistaken for agitation.

						Score
Unacceptable:	1–2/4				_____
Pass:		3/4				_____
Exceptional:	4/4				_____


7. 	Besides metoclopramide, what other non-antipsychotic medications cause/are associated with NMS?

7.1	Prochlorperazine (Compazine).
7.2	Dopamine-depleting agents: tetrabenazine.
7.3.	Promethazine (Phenergan).
7.5.	Amoxapine (Asendin).
7.6	Withdrawal of dopamine agonists (levodopa, bromocriptine).
7.7	Co-treatment with lithium, anticholinergics, benzodiazepines increases the risk.

						Score
Unacceptable:	1-2/7				_____
Pass:		3-5/7				_____
Exceptional:	6-7/7				_____


Competency Areas: Medical Knowledge
8.	What is the primary treatment for NMS? What are the pharmacological treatments for NMS?

8.1.	Supportive therapy, including IV fluids, circulatory and airway support.
8.2.	Bromocriptine.
8.3.	Dantrolene.
8.4.	Amantadine.
8.5.	Benzodiazepines.


						Score
Essential:	First item			_____
Unacceptable:	1–3/5				_____
Pass:		4/5				_____
Exceptional:	5/5				_____


9.	What is the key pharmacological treatment for catatonia? If medication is not effective, what other treatments might be useful?

9.1.	Lorazepam, 1–2 mg PO, IM, or IV to start.
9.2.	Electroconvulsive therapy (ECT).
9.3.	Atypical antipsychotics (aripiprazole, olanzapine).
9.4.	Sodium valproate or carbamazepine.
9.5.	Amantadine.
9.6.	Memantine

						Score
Essential:	First item			_____
Unacceptable:	1-2/6				_____
Pass		3-5/6				_____
Exceptional:	6/6				_____


Summary of Fellow’s Performance
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Vignette 9. opioid use Disorder and acute pain

A 45-year-old man is admitted to the hospital following a motor vehicle accident in which he fell asleep at the wheel and collided with a cement traffic barrier. As a result, he suffered multiple contusions, a left-sided pneumothorax, fractured ribs, and an open fracture to his left tibia and fibula. The trauma surgery service requests a psychiatry consultation due to his history of opioid use disorder and concerns about “drug-seeking behavior.”

The patient reports a 15-year history of opioid use disorder (primarily used heroin), which ended after he was arrested for possession and mandated to attend residential treatment. During the past five years he has been receiving medication for opioid use disorder (OUD) treatment at a methadone maintenance clinic, where he reports taking 90 mg/day of methadone.

He is currently reporting significant pain from his injuries, despite being prescribed hydromorphone HCL 2 mg p.o. every 8 hours as needed, along with methadone p.o. 90 mg/day. When he has tried to tell the staff that he is still in pain, he feels they do not believe him. He has felt increasingly frustrated and irritable about his care and earlier in the day refused to participate in his daily care and physical therapy.

Competency Areas: Patient Care, Medical Knowledge 
1.	How would you evaluate the patient’s report of inadequate pain control?

1.1.	Interview patient regarding substance abuse history and current concerns and behavior. This should include questions about use of prescription drugs, including opioids.
1.2.	With his permission, contact methadone maintenance program to confirm information provided by the patient about his dosage, and date last dose of methadone was given.
1.3.	Additional collateral information about prescribed opioids might be available through review of pharmacy records through state agencies that monitor patients’ prescription usage.
1.4.	Determine whether he is receiving an adequate dosage of opioid medications above that needed for methadone maintenance. In this case, he is currently receiving a relatively low dose of hydromorphone on a prn basis alone.

						Score
Essential:	First and last items		_____
Unacceptable:	1–2/4				_____
Pass:		3/4				_____
Exceptional:	4/4				_____



Competency Areas: Medical Knowledge, Interpersonal and Communication Skills
2.	If you determined he was receiving inadequate pain control, what information and recommendations would you provide to the trauma surgery service to help guide the pain management efforts?

2.1.	Educate staff about the use of methadone maintenance as a treatment for his addiction, separate from its use for pain management.
2.2.	Educate staff to replace the low-dose, long-interval PRN-only approach with a proactive, titratable opioid-tolerant regimen. For example, consider a scheduled short-acting full-agonist opioid plus breakthrough dosing, or patient-controlled analgesia when appropriate. Higher doses and shorter intervals than those used for an opioid-naive patient may be required. Titrate to analgesia for agreed-upon functional goals, with frequent reassessment for efficacy as well as mental status, sedation, and respiratory status.
2.3.	Advise the staff to monitor for QT prolongation in a patient on methadone, especially if the dose is raised in an attempt to use methadone for pain control and if there other factors (such as electrolyte medication, p450-inhibiting medications, or other medications that also may increase the QT interval).
2.4.	Use multimodal analgesia, such as scheduled acetaminophen, an NSAID when not contraindicated, regional blocks when feasible, positioning, ice and elevation, pulmonary hygiene, and other nonpharmacologic measures. Consider involvement of pain consult service if available.

						Score
Essential:	Last item			_____
Unacceptable:	1–2/4				_____
Pass:		3/4				_____
Exceptional:	4/4				_____


Competency Areas: Interpersonal and Communication Skills
3.	What approaches would you take with the patient and the trauma surgery service to improve their relationship and ability to work with one another?

3.1.	Provide education to the trauma surgery service about the challenge of pain management (e.g., cross-tolerance) in patients on methadone maintenance or buprenorphine therapy.
3.2.	Elicit specific observations and safety concerns from the primary team, distinguishing facts from assumptions, and address stigma and countertransference.
3.3.	Model nonjudgmental behavior when interacting with this patient, handling communications in a respectful, direct, straightforward manner when discussing plans to manage his pain.

						Score
Essential:	First item			_____
Unacceptable:	1–2/3				_____
Pass:		3/3				_____



Competency Areas: Medical Knowledge 
4.	If this patient were on maintenance buprenorphine therapy rather than methadone, would your recommendations about pain management differ? If so, how does buprenorphine impact pain management?

4.1.	Do not routinely discontinue buprenorphine during hospitalization, trauma care, or surgery. Continuing treatment reduces withdrawal and relapse risk, and is compatible with effective analgesia.
4.2.	Perioperative dosing of buprenorphine should be individualized to the patient. Options may include judicious perioperative reduction of buprenorphine for patients with a daily maintenance dose greater than 16mg daily. Consider dividing buprenorphine dose BID or TID for improved pain coverage. For moderate to severe pain, add a short-acting full-agonist opioid and titrate with close assessment. Ensure use of the same multimodal strategies, functional goals, and side-effect monitoring as above. 

												Score
Unacceptable:	“No” response, lack of awareness of potential impact of buprenorphine		_____
Pass:		1–2/2										_____


Summary of Fellow’s Performance
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Vignette 10. Psychiatric Disorder due to General Medical Condition/Toxic Substance

Psychiatric consultation is requested to evaluate confusion and agitation in a 50-year-old male with a history of major depressive disorder, generalized anxiety disorder, and chronic pain, who was admitted through the emergency room to the intensive care unit.

He was brought to the hospital by police after being found wandering in the street, confused and disoriented. Minimal collateral information obtained from hospital records indicates that he has previously been hospitalized for depression and back pain. An inspection of the contents of a backpack brought in with him reveals partially filled bottles of alprazolam, tramadol, citalopram, and venlafaxine.
 
On examination in the unit, the patient appears agitated, tremulous, and diaphoretic. His temperature is 104 degrees Fahrenheit, blood pressure is 210/120 mm Hg, and heart rate is 110 beats/min. He is alert, oriented x 0, disheveled, and demonstrates tangential thought process with no insight into his present condition. He appears as if he is responding to internal stimuli at times. His attention span, concentration, and memory are very poor.

Competency Areas: Medical Knowledge, Patient Care
1.	What would be included in the differential diagnosis for this patient’s altered mental status?

1.1.	Delirium due to infection/sepsis, metabolic disturbance, heat stroke. 
1.2.	Drug/substance intoxication.
1.3.	ETOH/ benzodiazepine withdrawal.
1.4.	Delirium tremens.
1.5.	Serotonin syndrome (SS).
1.6.	Neuroleptic malignant syndrome (NMS).

						Score
Essential:	First through fourth items	_____
Unacceptable:	1–4/6				_____
Pass:		5/6				_____
Exceptional:	6/6				_____

2.	Given the presence here of altered mental status, fever, diaphoresis, hypertension, and tachycardia, which diagnoses are most likely? 

2.1.	Delirium tremens.
2.2.	Neuroleptic malignant syndrome (NMS).
2.3.	Serotonin syndrome (SS).

						Score
Unacceptable:	1–2/3				_____
Pass:		3/3				_____

Competency Areas: Medical Knowledge, Patient Care
3.	What are signs and symptoms of SS?

3.1.	Classic triad involves cognitive-behavioral, autonomic, and neuromuscular derangements.
3.2.	Most common symptoms are altered mental status, tremors.
3.3.	Most common signs are myoclonus, diaphoresis, hyperthermia, hyperreflexia.
3.4.	Others include ataxia, muscle rigidity, seizures, tachycardia, hypertension, mydriasis, lacrimation, and shivering.

						Score
Essential:	First item			_____
Unacceptable:	1–2/4				_____
Pass:		3/4				_____
Exceptional:	4/4				_____

4.	How can SS be differentiated from NMS? Which signs and symptoms are more common in SS?

4.1. 	SS involves greater psychomotor agitation and less immobility/muscular rigidity.
4.2. 	SS tends to resolve more rapidly than NMS, once the causative agent(s) is removed.
4.3. 	Compared to NMS, SS presents with hypotension, milder fever, less diaphoresis.
4.4. 	Hyperreflexia, myoclonus, clonus, and ataxia are more common in SS than NMS.
4.5. 	Nausea, vomiting, and diarrhea are a common prodrome with SS rarely seen in NMS.
4.6. 	Thrombocytopenia might be present in SS; thrombocytosis in NMS.
4.7. 	Leukocytosis might be present in both, resolves more rapidly in SS if no infection is present.

						Score
Essential:	First item			_____
Unacceptable:	1–3/7				_____
Pass:		4–5/7				_____
Exceptional:	6–7/7				_____

Competency Areas: Patient Care, Medical Knowledge, Interpersonal and 
Communication Skills
5.	What treatment recommendations should be given to the medical team regarding management of serotonin syndrome? 

5.1. 	Supportive care, including vital signs, IV fluids, cooling blanket, antipyretics.
5.2. 	Discontinuation of all serotonergic agents (psychotropic and otherwise e.g. tramadol).
5.3. 	Benzodiazepines for agitation, muscle stiffness, and to reduce the risk of seizures.
5.4. 	Frequent monitoring of CPK levels and platelet counts.
5.5. 	Severe cases might require ventilatory support and paralysis.
5.6. 	Administration of a serotonin antagonist (i.e., cyproheptadine) should be used when agitation and vital signs do not improve with supportive care and benzodiazepines alone.



						Score
Essential:	First and second item		_____
Unacceptable:	1–3/6				_____
Pass:		4–5/6				_____
Exceptional:	6/6				_____


Competency Areas: Patient Care, Interpersonal and Communication Skills, 
Systems-Based Practice
6.	What recommendations should be made after the patient recovers and the medical team asks about resuming the patient’s psychotropic medications?

6.1. 	When the patient is coherent again, careful assessment of his history of depressive disorder and anxiety should be performed. This includes review of records and collateral information from family/friends and outpatient providers to determine necessity for medications.
6.2. 	Patient should not be restarted on multiple serotonergic agents (including tramadol) and should be assessed for the need to resume causative agent(s) after serotonin syndrome symptoms resolve.
6.3. 	Resumption of any agents should be done gradually with arrangement for close follow-up and monitoring with his outpatient mental healthcare providers.

						Score
Essential:	First and second item		_____
Unacceptable:	1–2/3				_____
Pass:		3/3				_____

Summary of Fellow’s Performance
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Vignette 11. functional neurological disorder

Psychiatric consultation is requested for a 35-year-old man hospitalized on the neurology service for evaluation of malingering. The patient was hospitalized the previous day after being brought to the emergency room by an ambulance with an acute onset of paraplegia and loss of sensation below the waist. An MRI of his spine revealed minor arthritic changes but no cord compression or lesions. 

Neurologic exam reveals normal reflexes, but no movement below the waist and no response to pinprick or painful stimuli below the waist. Bladder and bowel control are intact. The neurologist informs you that the exam findings are not consistent with signs and symptoms of any known neurological condition and that the patient must be fabricating his symptoms. They would like to discharge the patient immediately.

On exam, the patient reveals that five years ago he injured his back at work and developed mild leg weakness. His strength had been restored with a brief course of physical therapy. He has functioned fine for the past few years. On the day of admission, he had returned home from work to have dinner with his wife. During dinner, his wife informed him that she was unhappy in the marriage and that she was thinking of leaving him. He angrily got up from the table but immediately felt weak. He sat back down and then lost all feeling and movement below the waist. He had his wife call an ambulance, which took him to the hospital. He believes that he must have reinjured his back in the process of standing up.

Competency Areas: Medical Knowledge
1.	Given the available information, what is the differential diagnosis for this patient’s paraplegia and sensation loss? What are the essential features of functional neurological disorder and factitious disorder?

1.1.	The primary differential diagnosis includes functional neurological disorder, factitious disorder, illness anxiety disorder, and malingering.
1.2.	Essential features of functional neurological disorder
· One or more symptoms or deficits affecting voluntary motor or sensory function that suggest a neurological or other general medical condition.
· Conflicts or other stressors may or may not precede the initiation or exacerbation of the symptom or deficit. 
· Symptom is not intentionally produced.
1.3.	Essential features of factitious disorder:
· Conscious, deliberate feigning of physical or psychological symptoms.
· The goal is to achieve the role of the patient (i.e., the sick role).
· Absence of a clearly identifiable external incentive or reward.

						Score
Essential:	First item			_____
Unacceptable:	1–2/3				_____
Pass:		3/3				_____



2.	What risk factors have been associated with functional neurological disorder?

2.1.	Most common in adolescence and adulthood.
2.2.	Female predominance. 
2.3.	History of neurological illness.
2.4.	History of adverse life events.
2.5.	Comorbid psychopathology (e.g., depressive, anxiety, somatic symptom, dissociative, and personality disorders).
2.6.	Family history of functional neurological disorder.
2.7.	History of functional neurological disorder, relapse is common.
2.8.	Social stressors.

						Score
Unacceptable:	1–4/8				_____
Pass:		5–6/8				_____
Exceptional:	7–8/8				_____

3.	What are the typical presentations of functional neurological disorder?

3.1.	Seizures.
3.2.	Paralysis or weakness.
3.3.	Sensory loss.
3.4.	Impaired balance or coordination.
3.5.	Impaired vision, including double vision and blindness.
3.6.	Lump in the throat, difficulty swallowing.
3.7.	Difficulty speaking, aphonia.
3.8.	Deafness.
						Score
Unacceptable:	1–5/8				_____
Pass:		6–7/8				_____
Exceptional:	8/8				_____

4.	What are the most common medical illnesses that are misdiagnosed as  
somatic symptom disorder?

4.1.	Neurologic illnesses: multiple sclerosis, CVAs, complex partial seizures, etc.
4.2.	Endocrine disorders.
4.3.	Autoimmune disorders (e.g., lupus).

						Score
Unacceptable:	1/3				_____
Pass:		2–3/3				_____


Competency Areas: Patient Care, Medical Knowledge, Systems-Based Practice
5.	Assuming the diagnosis of functional neurological disorder, how would you proceed? What treatments would you consider?

5.1.	Name the diagnosis as functional neurological disorder with weakness.
5.2.	Validate of the presence of real dysfunction/impairment.
5.3.	Physical therapy with expectation of gradual improvement.
5.4.	Discussion and exploration of recent stress—marital discord.
5.5.	Individual psychotherapy (e.g., CBT).
5.6.	Treatment of comorbid psychiatric condition.
5.7.	Family/couples therapy.
5.8.	Group therapy.

						Score
Essential:	First and second item		_____
Unacceptable:	1-4/8				_____
Pass:		5-6/8				_____
Exceptional:	7-8/8				_____

Competency Areas: Patient Care, Interpersonal and Communication Skills
6.	How would you respond to the neurologist’s demand for an immediate discharge and labeling the patient as fabricating symptoms?

6.1.	Educate regarding the differences among malingering, factitious disorder, and functional neurological disorder.
6.2.	Discuss the importance of fostering symptom removal through reassurance, validation, encouragement, and that direct confrontation that symptoms are psychological or “faked” will be counterproductive. 
6.3.	Allow for the neurologist to have an opportunity to vent his frustrations, anger with patient/case. 

						Score
Essential:	First and second item		_____
Unacceptable:	1/3				_____
Pass:		2/3				_____
Exceptional:	2/3				_____



Summary of Fellow’s Performance
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Vignette 12. Factitious Disorder

Psychiatric consultation is requested to evaluate a 36-year-old female with a history of major depression and borderline personality disorder who was admitted to the medicine service with complaints of sharp, lower-right quadrant abdominal pain, fever, nausea, and vomiting. Her white blood cell count, hemoglobin/hematocrit, and electrolytes are all within normal limits. Her physical exam demonstrates guarding of her abdomen and an exaggerated response to light pressure. She states that she has acute appendicitis and needs to have her appendix removed urgently. She demands surgery and states she is a nurse herself and knows her appendix will rupture without an operation. 

She is very demanding of staff, yelling, and frequently requests pain medications. The medicine service calls for a psychiatric consultation to help in the management of this patient. Although the medical team does not remember her from prior admissions, a review of records indicates that she has been seen in the past by your colleagues for assessment of capacity to sign out against medical advice (AMA) after she presented with right-upper-quadrant abdominal pain but was not offered surgery. 

Competency Areas: Medical Knowledge
1.	What is your differential diagnosis for this patient? 

1.1.	Factitious disorder.
1.2.	Malingering.
1.3.	Psychological factors affecting other medical conditions.
1.4.	Functional disorder.

						Score
Unacceptable:	1–2/4				_____
Pass:		3–4/4				_____

2.	What are the main differences among factitious disorder, malingering, and functional neurological disorders?

2.1.	Factitious disorder and malingering involve conscious feigning or exaggeration of illness.
2.2.	In functional neurological disorders, the symptoms are not consciously created.
2.3.	Factitious disorder involves primary gain (e.g., nurturing/care, resolving conflict). 
2.4.	Malingering involves secondary gains, external incentives (e.g., legal, financial, job).
2.5.	Functional disorder can produce primary or secondary gains, but they are not the principle motivating factors. 

						Score
Essential:	First and second item		_____
Unacceptable:	1-2/5				_____
Pass:		3-4/5				_____
Exceptional:	5/5				_____

Competency Areas: Medical Knowledge
3.	Which factors in this case are suggestive of factitious disorder?

3.1.	Lab/physical findings inconsistent with reported symptoms. 
3.2.	Female patient.
3.3.	Patient is a healthcare worker.
3.4.	Comorbid borderline personality disorder and mood disorder.
3.5.	Recurrent hospitalizations with similar presentations.
3.6.	Exhibited desire for being in the sick role (i.e., demand for treatment despite lack of findings).
3.7.    Age in the mid-30s.

						Score
Unacceptable:	1–4/7				_____
Pass:		5–6/7				_____
Exceptional:	7/7				_____


Competency Areas: Medical Knowledge
4.	What are common comorbid psychiatric conditions present in patients with factitious disorder?

4.1.	Borderline personality disorder.
4.2.	Depressive disorders.
4.3.	Anxiety disorders.
4.4.	Substance use disorders.

						Score
Unacceptable:	1–2/4				_____
Pass:		3–4/4				_____

Competency Areas: Medical Knowledge, Patient Care 
5.	What are common warning signs (“red flags”) suggestive of factitious disorder?

5.1.	Dramatic but inconsistent medical history.
5.2.	Lack of improvement despite adequate medical treatment.
5.3.	Unpredictable relapses following improvement in the patient’s condition.
5.4.	Extensive knowledge of hospitals and/or medical terminology.
5.5.	Willingness or eagerness to have medical tests/operations/other procedures.
5.6.	History of seeking treatment at multiple hospitals, clinics, and doctors’ offices. 
5.7.    Extent of symptoms exceeds objective pathology.

						Score
Unacceptable:	1–3/7				_____
Pass:		4–5/7				_____
Exceptional:	6-7/7				_____

6.	Do patients with factitious disorder have the capacity to make healthcare decisions?

6.1.	Capacity evaluation of these patients can be complicated and must be approached on a case-by-case basis. A patient’s ability to cooperatively listen to medical information provided and rationally weigh out risks and benefits of tests/treatments discussed by the medical team needs to be assessed. Specific tests and/or procedures (e.g., consent for surgery, medications, signing out AMA, etc.) must each be assessed individually. 

										Score
Unacceptable:	Answers with distinct yes or no regarding capacity		_____
Pass:		Recognition of this being a case-by-case determination		_____	

Competency Areas: Medical Knowledge, Patient Care, Interpersonal and 
Communication Skills
7.	What are the main treatment strategies for patients with factitious disorder?

7.1.	Educate treatment team about diagnosis and the need to avoid iatrogenic harm.
7.2.	Educate the treatment team about the difference between factitious disorder and malingering.
7.3.	Help treatment team express anger/frustration about patient, reduce direct acting-out at patient.
7.4.    Be aligned with primary clinician and consistent in approach with patient.
7.4.    Encourage multidisciplinary collaboration and appropriate consultation (e.g., ethics committee, legal counsel).
7.5.    Ensure safety of patient and staff.
7.5.	Consider room searches or sitters to minimize risk of self-harm.
7.6.	Treat psychiatric comorbidities.
7.7.	Consider psychotherapy (possibly dialectical behavioral therapy) for a subset of patients.

						Score
Essential:	First and second item		_____
Unacceptable:	1–3/7				_____
Pass:		4–5/7				_____
Exceptional:	6-7/7				_____


Summary of Fellow’s Performance
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Vignette 13. Sleep Disorder

A 40-year-old woman with end-stage kidney disease due to diabetes mellitus and hypertension is referred to the consultation-liaison psychiatry service for evaluation of depression, anxiety, insomnia, and difficulty coping with hemodialysis. She began in-center hemodialysis several months ago. Since then, she has had increasing difficulty tolerating treatments. She has repeatedly asked staff to shorten dialysis sessions, has ended some treatments early, and has missed several sessions altogether.

She reports that her aunt died while receiving hemodialysis, and she has struggled to accept that she now requires dialysis. She describes feeling irritable and anxious, with low motivation, fatigue, poor concentration, social withdrawal, and reduced enjoyment of movies and visits with friends. She denies active suicidal ideation but says, “Sometimes I just can’t face another dialysis day.”

Her sleep is poor. She has difficulty falling asleep and often awakens overnight. When asked what prevents sleep, she says she feels “restless” and “like I have to move.” During dialysis and when lying in bed at night, she experiences an uncomfortable deep sensation in her calves, described as “crawling,” “pulling,” or “electric.” It is worse when she is sitting still or lying down, improves when she walks, stretches, rubs her legs, or moves her feet, and is most prominent in the evening and at night. She has also noticed brief jerking movements of her legs during sleep, reported by her partner.

Her current medications include antihypertensives, insulin, phosphate binders, epoetin, and recently started sertraline for anxiety. She also uses over-the-counter diphenhydramine several nights per week for insomnia and metoclopramide intermittently for nausea. No recent iron studies are available in the chart.

Competency Areas: Medical Knowledge, Patient Care
1.	What is the differential diagnosis for this patient? 

1.1.    Adjustment disorder with mixed anxiety and depressed mood.
1.2.    Major depressive disorder.
1.3.    Generalized anxiety disorder or other anxiety disorder.
1.4.    Posttraumatic stress disorder or trauma-related symptoms.
1.5.    Mood disorder or neuropsychiatric symptoms due to a medical condition, including uremia, anemia, or endocrine/metabolic disturbance.
1.6.    Restless legs syndrome.
1.7.    Medication-induced akathisia due to use of dopamine-blocking antiemetics, serotonergic antidepressants, and antihistamines.
1.8.    Peripheral neuropathy, nocturnal leg cramps, positional discomfort, vascular claudication, or radiculopathy.
1.9.    Periodic limb movement disorder.

						Score
Unacceptable:	1-4/9				_____
Pass:		5-7/9				_____
Exceptional:	8-9/9				_____



Competency Areas: Medical Knowledge
2.	How would you determine if the patient was suffering from restless legs syndrome (RLS)? 

While the patient has symptoms of anxiety and demoralization that can cause sleep disturbance, RLS is a clinical diagnosis that relies on the presence of specific sensorimotor features elicited in the history:

2.1.    Ask about an urge to move the legs, usually accompanied by uncomfortable deep sensations such as crawling, pulling, tingling, aching, electric, or restless sensations.
2.2.    Establish that symptoms begin or worsen during rest or inactivity, such as lying down, sitting through dialysis, car rides, or other prolonged immobility.
2.3.    Establish that symptoms are partially or completely relieved by movement, such as walking, stretching, rubbing, or moving the legs, at least while the movement continues.
2.4.    Establish that symptoms are worse in the evening or at night, or occur only at those times.
2.5.    Determine that symptoms are not solely explained by another condition, such as akathisia, neuropathy, leg cramps, arthritis, positional discomfort, radiculopathy, claudication, habitual foot tapping, anxiety, or substance/medication effects.
2.6.    Ask about supportive features: sleep-onset insomnia, nighttime awakenings, partner-observed leg jerks/periodic limb movements, family history of RLS, and prior response to RLS treatment.
2.7.    Review medications that can worsen or precipitate symptoms, including sedating antihistamines, dopamine receptor blockers such as metoclopramide or antipsychotics, and some antidepressants.
2.8.    Check iron indices—ferritin, serum iron, TIBC, and transferrin saturation—and consider BUN/creatinine if uremia is not already established.
2.9.    Reserve polysomnography for diagnostic uncertainty, suspected severe PLMS causing arousals, or suspected comorbid sleep disorders such as obstructive sleep apnea.

						Score
Essential: 2.1, 2.2, 2.3, 2.4, and 2.5.		_____
Unacceptable: 1–4/9				_____
Pass: 5–6/9 					_____
Exceptional: 7–9/9				_____

Competency Areas: Medical Knowledge
3.	What factors appear to contribute to development of or exacerbate symptoms of RLS?

RLS may be idiopathic/familial or secondary/exacerbated by medical conditions, iron deficiency, medications, and sleep disruption.

3.1.	End-stage kidney disease/uremia and hemodialysis context.
3.2.	Low iron stores, with attention to ferritin and transferrin saturation; iron deficiency may be present even without anemia.
3.3.	Diabetes mellitus and peripheral neuropathy, which may coexist with or mimic RLS.
3.4.	Pregnancy.
3.5.	Female sex, older age, and family history.
3.6.	Multiple sclerosis, Parkinson disease, spinal cord disorders, migraine, and other neurologic comorbidities.
3.7.	Medications: sedating first-generation antihistamines; dopamine receptor blockers, including antipsychotics and antiemetics such as metoclopramide/prochlorperazine; serotonergic antidepressants, SNRIs, TCAs, mirtazapine, and doxepin.
3.8.	Alcohol, caffeine, nicotine, insufficient sleep, untreated obstructive sleep apnea, and prolonged immobility.
3.9.	Inadequate dialysis or changes in dialysis schedule may worsen symptom burden in ESKD-associated RLS.

						Score
Essential:	3.1 and 3.2			_____
Unacceptable:	1–3/9				_____
Pass:		4–6/9				_____
Exceptional:	7-9/9				_____


Competency Areas: Patient Care, Medical Knowledge
4.	What non-pharmacologic treatments are available for RLS? 
	
Non-pharmacologic treatments for RLS include:

4.1. 	Provide education that RLS is a treatable sleep-related sensorimotor disorder and validate that symptoms can interfere with dialysis adherence and sleep.
4.2. 	Review and remove or substitute aggravating medications when clinically feasible, including diphenhydramine, metoclopramide, dopamine-blocking agents, and potentially exacerbating antidepressants.
4.3. 	Improve sleep regularity and address insufficient sleep; evaluate/treat comorbid sleep disorders such as obstructive sleep apnea when suspected.
4.4. 	Encourage moderate regular exercise, while avoiding intense late-evening exercise if it worsens symptoms.
4.5. 	Use symptomatic behavioral strategies: walking, stretching, leg massage, pneumatic compression, soaking legs, heat/cold, or counter stimulation.
4.6. 	Use mental alerting activities during immobility, including dialysis sessions, when compatible with treatment.
4.7. 	Reduce or avoid alcohol and consider reducing caffeine/nicotine if temporally linked to symptoms.
4.8. 	Coordinate with nephrology to optimize dialysis adequacy and consider dialysis-specific strategies; short daily hemodialysis or renal transplantation may improve ESKD-associated RLS in selected patients.
4.9. 	Ensure iron deficiency is evaluated and treated as a foundational disease-modifying step, even though iron repletion is often categorized under pharmacologic/medical treatment.

						Score
Essential: medication/substance review and sleep/behavioral strategies.
Unacceptable:	1-3/9				_____
Pass:		4-6/9				_____
Exceptional:	7-9/9				_____

5.	What pharmacologic treatments are available for RLS? Which are most effective? 

5.1. 	First step: check iron studies in all patients with RLS. Obtain ferritin, iron, TIBC, and transferrin saturation. Treat low iron stores, generally with oral iron when ferritin is low/low-normal and symptoms are not severe; consider IV iron when oral iron is not tolerated/absorbed, symptoms are moderate-to-severe despite oral iron, a rapid response is needed, or ferritin is in the low-normal range where oral absorption may be less effective. Avoid empiric iron when iron overload is possible.
5.2. 	Preferred first-line pharmacotherapy for chronic persistent RLS: gabapentinoids / alpha-2-delta ligands—gabapentin, pregabalin, —especially when comorbid pain, neuropathy, anxiety, or insomnia are present. Dose-adjust in kidney disease and monitor for sedation, dizziness/falls, edema, weight gain, cognitive effects, respiratory depression with other CNS depressants, misuse risk, and emergent depression/suicidality.
5.3. 	Dopamine agonists are no longer preferred as routine first-line daily therapy. Pramipexole, ropinirole, and rotigotine are effective but should be used cautiously because of augmentation and impulse-control disorders; if used, use the lowest effective dose, educate the patient about augmentation, and monitor regularly.
5.4. 	Intermittent RLS: carbidopa-levodopa may be used on demand for predictable, infrequent symptoms, such as long travel or isolated bedtime flares, but continuous use increases augmentation risk.
5.5. 	Refractory or augmented RLS: reassess iron stores, remove exacerbating medications, treat comorbid sleep disorders, consider specialist referral, and consider combination therapy or low-dose opioids such as methadone, buprenorphine, or oxycodone in carefully selected patients with monitoring for misuse, sedation, constipation, respiratory risk, and sleep apnea. High-frequency bilateral peroneal nerve stimulation has a conditional recommendation from the 2025 AASM Clinical Practice Guideline as a novel therapy it offers a non-pharmacologic device option particularly relevant for patients with refractory RLS on hemodialysis in whom CNS medication risk is elevated
5.6. 	Benzodiazepines/hypnotics: may improve sleep but do not directly treat the core sensory/motor symptoms; use cautiously, particularly with dialysis, fall risk, sleep apnea, and concurrent CNS depressants.
5.7. 	Renal-specific caution: gabapentin/pregabalin requires renal dosing; in hemodialysis patients, post-dialysis dosing strategies may be used in collaboration with nephrology. Avoid medication choices that worsen cognition, falls, or respiratory status.

						Score
Essential:	5.1, 5.2, and 5.3			_____
Unacceptable:	1-2/7				_____
Pass:		3-5/7				_____
Exceptional:	6-7/7				_____



6.	How would you communicate recommendations to the dialysis team and patient?

6.1. 	Validate the patient’s distress and fear related to dialysis while explaining that a treatable sleep-related movement disorder may be contributing to missed/shortened dialysis.
6.2. 	Avoid framing the behavior as “noncompliance” alone; reframe as symptom-driven intolerance requiring assessment and treatment.
6.3. 	Coordinate with nephrology regarding iron indices, dialysis adequacy, renal dosing of medications, and avoidance of exacerbating agents.
6.4. 	Treat co-occurring depression/anxiety/PTSD symptoms without worsening RLS; consider whether a serotonergic antidepressant is aggravating symptoms and whether alternatives such as psychotherapy or bupropion are appropriate.
6.5. 	Address safety: assess suicide risk, severe insomnia, missed dialysis risk, falls/sedation risk, and medication interactions.
6.6. 	Develop a practical dialysis-session plan: scheduled movement/stretching when feasible, mental alerting activities, nonpharmacologic counterstimulation, timing of medication, and staff education.

						Score
Essential: 6.1, 6.2, and 6.3.			_____
Unacceptable: 1–2/6				_____
Pass: 3–4/6					_____
Exceptional: 5–6/6				_____


Summary of Fellow’s Performance
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Vignette 14. Sexual Dysfunction

A 50‑year‑old married man is referred by his cardiologist 6 months after an inferior ST‑elevation myocardial infarction (MI) treated with PCI and a drug‑eluting stent. His medications include aspirin, ticagrelor, atorvastatin, metoprolol, lisinopril, and sublingual nitroglycerin as needed for chest pain.

He reports persistent worry about another heart attack, frequently checking his pulse, avoidance of hills and sports he previously enjoyed, recurrent nightmares about the emergency department, and feeling “on edge” at work. He denies suicidal ideation.

Over the past 3 months he has had increasing difficulty obtaining and maintaining erections during intercourse. He has had two failed attempts since the MI, followed by avoidance of sexual contact because of embarrassment and fear that exertion could trigger chest pain. His wife has become hesitant to initiate sex and is worried about harming his heart.

He smokes 10 cigarettes per day and has long‑standing hypertension and hyperlipidemia. There is no prior psychiatric history; his father died suddenly of a presumed MI at age 54. He can climb two flights of stairs without symptoms. Vital signs are normal. Echocardiogram shows a left ventricular ejection fraction of 50 percent with mild inferior hypokinesis. ECG shows old inferior Q waves only. Recent labs, including hemoglobin A1c and basic metabolic panel, are normal. Total testosterone has not been checked.

His cardiologist asks whether it is safe to treat his erectile dysfunction and whether his anxiety and nightmares warrant psychiatric intervention.

Competency Areas: Medical Knowledge 
1. What are potential etiologies of his erectile dysfunction?

1.1.    Medication‑induced (e.g., beta blocker, thiazide, SSRI/SNRI, and possible contribution from other antihypertensives or statins).
1.2.    Cardiovascular/vascular disease (e.g., atherosclerotic vascular disease and endothelial dysfunction related to his MI and shared cardiovascular risk factors).
1.3.    Metabolic/endocrine (e.g., diabetes or impaired glucose tolerance, testosterone deficiency, thyroid disease).
1.4.    PTSD/depression‑related (e.g., anhedonia, reduced energy and desire, intrusive memories, and avoidance after a life‑threatening MI consistent with post‑MI PTSD).
1.5.    Performance and health anxiety (e.g., fear of provoking another MI in context of family history, catastrophic interpretation of normal exertion, and anxiety about “failing” sexually).
1.6.    Relationship/partner factors and mixed etiologies (e.g., partner’s worry about his health and mutual avoidance; ED is commonly due to combined psychological and organic factors).

						Score
Unacceptable:	1–2/6				_____
Pass:		3–4/6				_____
Exceptional:	5–6/6				_____

For a “Pass,” the fellow should identify at least one organic (vascular or endocrine) and one psychological (PTSD/depression or anxiety) contributor.

Competency Areas: Medical Knowledge, Patient Care 
2.	What treatment options might you suggest for his erectile dysfunction in the context of recent MI and nitrate use?

2.1. Cardiovascular safety and coordination
· Coordinate with cardiology before any PDE5 prescription, explicitly noting that PDE5 inhibitors are contraindicated while he uses nitrates because of additive vasodilation and hypotension and observational data showing increased hazards when nitrates and PDE5 inhibitors are combined.
2.2. Cardiac rehabilitation and risk‑factor optimization
· Refer back to cardiac rehabilitation to improve exercise tolerance, confidence with exertion, mood, and erectile function.
· Address modifiable risk factors (smoking cessation, weight, blood pressure, lipids).
2.3. PDE5 inhibitors (deferred and conditional)
· Oral PDE5 medications (for example, sildenafil, tadalafil) as a later option only if nitrates can be safely discontinued OR med regimen otherwise modified by cardiology, in line with Princeton IV guidance, with careful education on timing, need for stimulation, and multiple attempts.
2.4. Hormonal evaluation and treatment
· Evaluate for hypogonadism; consider testosterone replacement if deficient, after prostate and cardiovascular risk review.
2.5. Trauma‑focused and anxiety‑focused psychotherapy
· Individual psychotherapy targeting PTSD and cardiac anxiety (for example, CBT with graded exposure to exertion and sexual activity), plus psychoeducation about MI, PTSD, and sexual exertion risk.
2.6. Couple/marital and sex therapy
· Marital or sex therapy to address mutual avoidance, miscommunication, and partner fears, coordinated with medical treatment.
2.7. Pharmacotherapy for mood and anxiety
· Antidepressant or anxiolytic medication when PTSD or depressive symptoms are clinically significant, preferring agents with fewer sexual side effects when feasible (for example, bupropion, mirtazapine) and acknowledging that SSRIs commonly cause orgasm delay and decreased libido.
2.8. Urologic interventions for refractory ED
· Non‑PDE5 options such as transurethral or intracavernosal prostaglandin, vacuum erection device, or penile prosthesis, in collaboration with urology for refractory cases.
2.9. Patient and partner education
· Education about MI recovery, realistic sexual risk (sex ≈ moderate exertion), and the link between lifestyle, cardiovascular health, and sexual function.

						Score
Unacceptable:	1–4/9				_____
Pass:		5–7/9				_____
Exceptional:	8–9/9				_____

For a “Pass,” the fellow should include all three domains:
1. Safety: nitrate-PDE5 contraindication and cardiology coordination
2. Psych: trauma/anxiety treatment and/or couple‑based intervention
3. Medical: cardiac rehab/lifestyle and at least one of testosterone evaluation or urologic options

Competency Areas: Medical Knowledge, Patient Care 

3.	What is the most common antidepressant‑induced sexual side effect, and if you decided to treat this patient with an antidepressant, which agent(s) would you select?	 

3.1. Sexual side effects most common
· The most common SSRI/SNRI sexual side effect is inhibited orgasm or delayed ejaculation / anorgasmia, often accompanied by reduced libido and possible worsening of ED.
3.2. Bupropion
· Bupropion is associated with fewer sexual side effects than SSRIs/SNRIs and may improve desire or arousal; it is a reasonable choice if depressive symptoms warrant medication and seizure and cardiac considerations allow.
3.3. Mirtazapine
· Mirtazapine also carries a relatively lower risk of sexual dysfunction compared with SSRIs/SNRIs, though weight gain and sedation must be weighed against benefits.
			
						Score
Essential:	First item			_____
Unacceptable:	1/3				_____
Pass:		2/3				_____
Exceptional:	3/3				_____

A passing answer should correctly identify orgasm inhibition as the key side effect and name at least one lower‑risk antidepressant choice.


Summary of Fellow’s Performance
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Vignette 15. Psychological Factors Affecting Medical Conditions 

Mr. Jones is a 64-year-old man who you are consulted to see in the outpatient diabetes clinic. You are told by the clinic’s nurse practitioner (NP) that the patient has lived with type 1 diabetes since he was 20 years old. He has diabetic neuropathy, peripheral vascular disease, recurrent diabetic foot ulcers, and several prior admissions for cellulitis related to infected foot wounds. He also carries a diagnosis of diabetic gastroparesis and hypertension. His medications include basal-bolus insulin, an ACE inhibitor, and a beta blocker. He has previously been offered medications for painful diabetic neuropathy, including gabapentin and pregabalin, but has declined them due to “personal reasons,” despite reporting paresthesia that keep him awake at night. His most recent hemoglobin A1c, obtained 6 months ago, was 10.8%, and he has declined repeat laboratory testing since then.

As you walk into the clinic area, you can hear a man yelling in one of the examining rooms. The NP informs you that the man yelling is Mr. Jones, and this is a usual visit with the patient—he becomes quite irate when the staff inquires about his glycemic control. The NP and other clinic staff suspect the patient is nonadherent with the glucose monitoring they have recommended and the prescribed insulin regimen. He has refused regular blood work. The NP asks for your assistance with dealing with the patient’s anger in the context of his “strong personality.” She wonders whether there is anything from a psychiatric perspective that might be contributing to his nonadherence to treatment and the challenges the clinic staff face in providing care for Mr. Jones. 

When you approach, Mr. Jones is keen to speak with you. He states, “finally, someone who will listen.” He presents multiple complaints about the endocrinologist and the other clinic staff, including the NP who referred him to see you. He believes the staff are “incompetent” and have “mismanaged” his diabetes. He reports that he is not following the recommended insulin regimen and is intermittently taking his other medications as “the stuff is all just making the drug companies rich.” He is aware that the health problems he is suffering from are likely due to poorly controlled diabetes but again attributes his problems to mismanagement of his diabetes by medical professionals. He reveals to you that he has previously been seen by several other endocrinologists but has transferred his care to this clinic as he heard it was “the best” in the city, perhaps the state or country. When asked about the reported nonadherence to treatment, the patient appears to ignore your question, continuing to assert his desire for the “best” treatment available.


Competency Areas: Medical Knowledge, Patient Care 
1.	What is your differential diagnosis, and what is the most likely working diagnosis?

1.1. Psychological Factors Affecting Other Medical Conditions (PFAOMC) affecting diabetes.
1.2. Depressive disorder, demoralization, or other depressive symptoms affecting self-care.
1.3. Anxiety disorder or health-related fear/denial affecting adherence.
1.4. Substance use disorder.
1.5. Adjustment disorder.
1.6. Somatic symptom disorder .
1.7. Maladaptive personality traits, coping style, or interpersonal pattern contributing to the presentation.
1.8. Mental disorder due to another medical condition.
			
						Score
Unacceptable:	1–3/8				_____
Pass:		4–6/8				_____
Exceptional:	7-8/8				_____

2.	What information above supports a diagnosis of Psychological Factors Affecting Other Medical Conditions (diabetes)?

The presence of a general medical condition (i.e., diabetes) in which psychological factors adversely affect the condition in one of the following ways: 

2.1. The factors interfere with treatment of the diabetes (e.g., refusal of blood work, inconsistent insulin use, likely inconsistent glucose monitoring).
2.2. The factors constitute additional health risk (e.g., medication nonadherence, limited monitoring, poor engagement in follow-up).
2.3. The factors appear to have influenced the course of the diabetes, as reflected in persistent poor control and serious complications.
2.4. Relevant psychological or behavioral factors may include anger, mistrust, denial/minimization, maladaptive coping, and problematic interpersonal style.
2.5. The temporal relationship between these behaviors and worsening diabetes outcomes should be assessed further.
2.6. The fellow should evaluate whether the presentation is better explained by another mental disorder, or whether both diagnoses are present.

Essential: items 2.1, 2.2, and 2.3			Score
Unacceptable:	1-2/6				_____
Pass:		3-4/6				_____
Exceptional:	5-6/6				_____


Competency Areas: Professionalism, Systems-Based Practice, Interpersonal and Communication Skills 
3.	Following the assessment, there is a clinic meeting to discuss the patients. You are asked to attend to advise the clinic staff on how to best manage Mr. Jones. During the meeting, staff describe him as “entitled,” “angry,” and “belligerent.” Much frustration is voiced about his “attitude.” The NP worries out loud that the challenges in engaging him in care are leading to increasingly serious health consequences. How would you address these comments and concerns?

3.1.  Begin by validating the staff’s frustration and acknowledging the real challenge of caring for this patient.
3.2.  Reframe the discussion from pejorative descriptors to a clinical formulation: his anger, mistrust, need for control, denial/minimization, and maladaptive coping may be interfering with care.
3.3.  Discuss countertransference and the risk that the team may respond with avoidance, argument, retaliatory limit-setting, hopelessness, or inconsistent care.
3.4.  Encourage a consistent team approach with unified messaging, clear boundaries regarding verbal aggression, and avoidance of splitting among clinicians.
3.5. Emphasize that alliance-building remains possible if the patient feels heard, respected, and engaged around concrete treatment goals.
3.6. Help the staff focus on specific, behaviorally defined priorities rather than global judgments about the patient’s character. 

						Score
Essential:	Items 3.1, 3.2, and 3.4		_____
Unacceptable:	1-2/6				_____
Pass:		3-4/6				_____
Exceptional:	5-6/6				_____


Competency Areas: Patient Care, Medical Knowledge, Professionalism, 
Systems–Based Practice 
4.	How would you manage this patient? What do you believe your role is as a 
psychiatric consultant? 

4.1.    Perform a comprehensive psychiatric assessment, including mood, anxiety, substance use, trauma history if relevant, suicidality, cognition if indicated, health beliefs, and barriers to adherence.
4.2.    Assess for PFAOMC and determine whether a co-occurring depressive disorder, anxiety disorder, substance use disorder, adjustment disorder, or other psychiatric syndrome is present.
4.3.    Clarify the patient’s understanding of diabetes, his beliefs about insulin and blood work, prior experiences with clinicians, and the meaning he attaches to “best care.”
4.4.    Use empathic, patient-centered interviewing to reduce defensiveness and improve engagement.
4.5.    Consider structured screening for depression and anxiety when clinically appropriate (e.g., PHQ-9, GAD-7, HADS).
4.6.    Work with the team to create a collaborative, behaviorally specific care plan focused on insulin adherence, glucose monitoring, laboratory follow-up, foot care, and follow-up attendance.
4.7.    Reframe self-management tasks in a way that supports autonomy and competence rather than shame or coercion.
4.8.    Assist the team in setting clear behavioral boundaries around yelling or abusive conduct while maintaining access to care and consistent expectations.
4.9.    Recommend psychotherapy when feasible, particularly CBT-informed or other structured behavioral interventions targeting coping, adherence, and illness behavior.
4.10. If clinically significant depressive or anxiety symptoms are identified and do not respond to lower-intensity interventions, consider pharmacotherapy with attention to medical comorbidity, drug interactions, and tolerability.
4.11. Accept that the patient may remain difficult to treat, while still helping the team avoid stigmatizing formulations and maintain a coherent treatment plan.

						Score
Essential:	4.1, 4.2, 4.6, and 4.8		_____
Unacceptable:	1–4/11				_____
Pass:		5-8/11				_____
Exceptional:	9-11/11				_____

Summary of Fellow’s Performance
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Vignette 16. Personality Disorders in the Medical Setting

Psychiatry consultation is requested for a 48-year-old single white female and small business owner who was admitted three days ago with acute abdominal pain. She subsequently underwent an open cholecystectomy complicated by common bile duct injury and peritonitis. 

Since admission, the patient has been observed to be angry and uncooperative. She refuses to participate in physical therapy, becomes upset when nurses instruct her on the need for incentive spirometry, and kicks out the surgical team during morning rounds.

When staff attempts to emphasize the need for her cooperation, she is indignant and makes veiled threats to contact the hospital president or sue for post-op complications. Help is now requested to rule out possible depression or other psychiatric problems, and for recommendations for dealing with this “difficult” patient.

Upon interview, the patient is upset that a psychiatry consult was requested without her consent. She angrily complains about multiple issues, stating that she was not adequately informed about the surgery and its potential complications. She also reports that the nurses speak to her “as if I were a child,” her diet is overly restrictive, physical therapy is excessively rough, and the surgical team enters her room unannounced at all hours. 

She is especially upset because her hospitalization is interfering with her ability to work, as she expected to be in the hospital only a couple days, and she did not arrange coverage. She feels that her business will be hurt the longer she is away. After a short time, she dismisses you because your questions are upsetting her.

Competency Areas: Medical Knowledge
1.	Based on the available information, what is your differential diagnosis for this patient?

1.1.	Personality traits versus disorder: narcissistic, obsessive compulsive, etc. 
1.2.	Adjustment disorder with mixed disturbance of emotions and conduct.
1.3.	Normal reaction to unexpected serious complications.
1.4.	Effect of medications (e.g., steroids, opiates) or medical conditions. 
1.5.	Withdrawal from alcohol, sedative-hypnotics, nicotine, or other substance.
1.6.	Manic state.
1.7.	Subtle delirium.

						Score
Essential:	First through third items	_____
Unacceptable:	1–3/7				_____
Pass:		4–5/7				_____
Exceptional:	6–7/7				_____



Competency Areas: Medical Knowledge, Patient Care
2.	What central themes / issues do you think this patient is struggling with?

2.1.	Disappointment with outcome of usually routine surgical procedure.
2.2.	Loss of control.
2.3.	Dependency (change from healthy person to “patient”).
2.4.	Fear (of known and unknown risks and prognosis). 

						Score
Unacceptable:	1/4				_____
Pass:		2–3/4				_____
Exceptional:	4/4				_____


Competency Areas: Patient Care, Interpersonal and Communication Skills
3.	What advice can you give the primary team to assist in caring for this patient?

3.1.	Validate patient’s feelings of frustration, disappointment, and anger.
3.2.	Validate staff’s frustration/anger, regarding patient’s behavior.
3.3.	Support the patient's ego (in moderation): “You deserve the best care possible.”
3.4.	Allow the patient some amount of control (e.g., timing of PT, choice of limited menu items).
3.5.	Share clinical information with patient in a timely, succinct manner to preserve her sense of control and to foster her participation in her medical care.
3.6.	Provide patient with education and preparation for changes in her care, needed tests, further procedures.
3.7.	Encourage team to present one clear treatment plan to minimize misunderstanding and potential splitting.
3.8.	Utilize tactful limit setting as needed that aims to support her ego but also sets forth expectations about her behavior in hospital/participation in her recovery.
3.9.	Address patient’s inevitable suspicion of inappropriate care given her unexpected complications.
3.10.	Assess and act on appropriate patient complaints, which might have been ignored in the midst of increasingly hostile context. Be sure team is communicating clearly and consistently with patient.

						Score
Essential:	First, second, and seventh items	_____
Unacceptable:	1–4/10				_____
Pass:		5–7/10				_____
Exceptional:	8–10/10			_____



Competency Areas: Patient Care, Systems-Based Practice
4.	What direct assistance can you offer to the patient?

4.1.	Communicate with primary team to share her concerns/issues, clarify communication in both directions, and clarify medical issues and patient misunderstandings.
4.2.	Follow-up visits for support and allowing patient to express her frustration and disappointment, if she is amenable.
4.3.	Allow/encourage patient to help come up with alternative solutions to areas of frustration.
4.4.	Gentle interpretation of nature of interaction between team and patient.
4.5.	Nothing, if she so chooses (but the psychiatric consultant might have an obligation to monitor and assist in her care, even if she declines contact).

						Score
Essential:	First and third items		_____
Unacceptable:	1–2/5				_____
Pass:		3–4/5				_____
Exceptional:	5/5				_____

Summary of Fellow’s Performance
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Vignette 17. Developmental Disorder

Psychiatric consultation is requested regarding capacity to consent for surgery for a 45-year-old male with intellectual and developmental disability. The patient was brought to the emergency room from a group home with a three-day history of nausea, vomiting, and abdominal pain. Initial evaluation in the Emergency Room (ER) revealed a small bowel obstruction, which required nasogastric tube insertion and intravenous fluids. 

Admission and treatment were discussed with the group home staff member who brought the patient to the hospital as the patient was in distress and unable to pay attention to what the ER physician was explaining about his diagnosis and treatment plan. The staff member informed the physician that the patient did not have family who could be readily reached. While in the hospital, the patient failed to respond to conservative therapy and was thought to need surgery for the obstruction.

Competency Areas: Patient Care, Medical Knowledge, Systems-Based Practice
1.	If you felt that the patient lacked capacity to consent to surgery, how would you proceed with identifying a substitute decision maker? If no clear substitute decision maker could be identified, how would you proceed? Is court-appointed guardianship a reasonable option?

1.1.	Although the group home staff member had mentioned in the ER that the patient’s family was not readily reachable, they might be the most appropriate choices as proxy decision makers.
1.2.	The patient and group home should be asked more details about family contact information and whether a legal guardian exists. The group home should also be asked about the patient’s expressed wishes regarding medical treatments, past responses/behaviors when ill, and any other data that might shed light on what this patient would want done in various situations.
1.3.	If unable to locate an appropriate family member, other person, or legal guardian, the hospital legal department should be contacted.
1.4.	Court-appointed guardianship is generally too slow to assist this patient, so alternatives that are appropriate, depending on state laws, should be sought (e.g., institutional administrator, treatment review panel).
1.5.	If the surgery is emergently indicated and taking time to sort out who should be the surrogate decision maker risks serious harm to the patient, then the surgery may proceed without obtaining consent.

						Score
Essential:	First through third items	_____
Unacceptable:	1–2/5				_____
Pass:		3–4/5				_____
Exceptional:	5/5				_____



Continuation of Vignette

The patient successfully undergoes surgery and is felt to be recovering well post-operatively. However, on post-op day two, he begins to become agitated, hitting his head against the wall, pulling out his IV, and refusing to cooperate with nursing care. He is given two doses of Haldol 10 mg IM then placed in physical restraints when he remains agitated.


Competency Areas: Systems-Based Practice
2.	What are the clinical, administrative, and legal differences between physical restraints used for medical purposes compared to those used for psychiatric purposes? For what reasons are physical restraints used in the medical setting? For what reasons are they used for psychiatric purposes?

2.1.	The Joint Commission (JC, formerly known as JCAHO) and the Centers for Medicare and Medicaid Services (CMS) have developed guidelines for use of physical restraints in medical settings. In medical settings, restraints may be used to prevent interference with treatment, and restraints are frequently used for this purpose, especially in ICU settings.
2.2.	In medical settings, physical restraints may be used when a patient is at risk for injury or interference with medical treatment necessary to promote medical healing. Examples include preventing a patient from pulling out lines, tubes, or drains.
2.3.	In general, the decision about whether to use physical restraints should be determined by what is required to provide necessary medical treatment; the rationale for using restraints should be documented in the medical record. 
2.4.	Compared to physical restraints in medical settings, the use of restraints in psychiatric settings is more limited and many psychiatric facilities have adopted no-restraint policies.
2.5.	Behavioral restraints represent an emergency measure reserved for situations where other less-restrictive alternatives have failed to prevent imminent harm to the patient or to others due to the patient’s symptoms (i.e., severely aggressive, violent, self-destructive behaviors) of mental illness. 

						Score
Essential:	Second and fourth item		_____
Unacceptable:	1–2/5				_____
Pass:		3–4/5				_____
Exceptional:	5/5				_____

Summary of Fellow’s Performance
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Vignette 18. Eating Disorder

Psychiatric consultation is requested for Ms. A, a 23-year-old woman admitted four days ago to the general medicine service for palpitations and fatigue. The medicine intern placed the consult this morning after noticing that the patient had eaten nothing from her meal trays since admission and asked nursing overnight to "please just take the food away." The consult question is: "Rule out depression, poor PO intake."

Ms. A is a third-year college student on a leave of absence, living with her parents. She was brought to the emergency department by her mother after collapsing at home. Admission ECG showed sinus bradycardia at 44 beats per minute with QTc 471 ms. Admission labs showed potassium 2.8 mEq/L, phosphorus 2.0 mg/dL, bicarbonate 32 mEq/L, and mildly elevated AST and ALT. BMI on admission was 15.8. The medicine team started potassium and phosphorus repletion and cardiology placed her on telemetry. She has not been seen by nutrition. She is not on any psychiatric medications.

When you enter the room, Ms. A is sitting cross legged on the bed in two layers of clothing despite the warm room, arms folded tightly. She makes brief eye contact and says, "I don't know why they called psychiatry. I'm not depressed." She is pleasant but guarded, and her answers are short. She denies low mood, anhedonia, hopelessness, and suicidal ideation, and these denials are consistent and credible. She does not appear sedated or delirious.

She explains her admission as follows: "I've just been really stressed with taking time off school. I haven't been sleeping well, and I probably wasn't hydrated enough." She acknowledges that she has not eaten much since admission but says she is "not hungry" and that hospital food "doesn't agree" with her stomach. She endorses frequent bloating and constipation and says she takes MiraLAX "sometimes." She denies restriction, purging, fear of weight gain, or body image disturbance when asked directly.
You notice she is wearing a loose hospital gown over a zip-up sweatshirt and thick socks. Her cheeks appear subtly full. There is a faint callus on the dorsum of her right index and middle fingers. She is cold to touch. When you ask about the callus, she pauses, then says she used to "bite her knuckles" as a nervous habit.

Her mother is in the family lounge. She says that Ms. A has lost "probably 20 or 25 pounds" over the past year, that she exercises for at least two hours a day even on days she says she feels too sick to leave her room, and that her periods stopped about six months ago. She is tearful: "The GI doctor last year said she probably had IBS. Nobody's ever asked about any of this."

Competency Areas: Medical Knowledge
1.	Based on the information above, what is your differential diagnosis?

1.1.    Anorexia nervosa (restricting or binge-purge subtype); other specified feeding or eating disorder (OSFED) if full criteria are not yet met.
1.2.    Major depressive disorder.
1.3.    Adjustment disorder with disturbance of mood and conduct.
1.4.    Stimulant use disorder.

						Score
Essential: First item 	_____
Unacceptable: 1-2/4 	_____
Pass: 3/4 	_____
Exceptional: 4/4 	_____

2.	What medical disease entities should also be considered? 

2.1. Thyroid disease.
2.2. Gastrointestinal disorders (e.g., IBD, celiac disease).
2.3. Diabetes mellitus, including insulin omission as a purging-equivalent behavior.
2.4. Adrenal insufficiency.
						Score
Essential:	First item			_____
Unacceptable:	1/4				_____
Pass:		2–3/4				_____
Exceptional:	4/4				_____


Competency Areas: Medical Knowledge
3.	What objective findings would you look for in this patient if you suspected an eating disorder?

3.1.    Body habitus: low weight, temporal wasting, tense or still posture (possible isometric exercising).
3.2.    Oral: parotid gland enlargement, erosion of dental enamel.
3.3.    Clothing: multiple layers (cold intolerance or concealment).
3.4.    Skin findings: callus on the dorsum of the dominant hand (Russell's sign); skin color changes.
3.5.    Hair findings: overall thinning hair; lanugo on extremities.
3.6.    Other: orthostatic hypotension, bradycardia, hypothermia, syncope, irregular or absent menses, pitting ankle edema.

						Score
Unacceptable:	1–2/6				_____
Pass:		3–4/6				_____
Exceptional:	5–6/6				_____

Competency Areas: Patient Care, Interpersonal and Communication Skills
4.	What workup would you suggest to the medical team? What advice would you give regarding behavioral management of such patients in the hospital?
	
4.1.    General health monitoring - vital signs with orthostatics; ECG with QTc trending; daily electrolytes including calcium, magnesium, and phosphorus; renal and liver function tests; albumin and prealbumin; thyroid studies; CBC.
4.2.    Urgent health issues - review for surreptitious diuretic, laxative, emetic, or stimulant use      
4.3.    Nutritional status - calorie count, nutrition consult (avoid refeeding too quickly), thiamine and multivitamin supplementation prior to refeeding, calcium, vitamin D, folate.
4.4.    Behavioral issues - supervised meals; monitoring for food hiding, discarding, or covert vomiting; daily weights under a fixed protocol (post-void, hospital gown, same scale); restriction of excessive exercise.
						Score
Essential:	Second through fourth item	_____
Unacceptable:	1–2/4				_____
Pass:		3/4				_____
Exceptional:	4/4				_____


Competency Areas: Medical Knowledge, Patient Care

5.	What medical complications might be encountered if nutritional intake is increased too rapidly for this patient? What is the role of medication?

5.1.    Refeeding syndrome. This may lead to the following consequences including: hypophosphatemia, rhabdomyolysis, hemolytic anemia, seizures, cardiac arrhythmias, and/or sudden death.
5.2.    Heart failure.
5.3.    Wernicke's crisis if thiamine is not replaced prior to carbohydrate reintroduction.
5.4.    There are currently no FDA-approved medications for weight restoration in anorexia nervosa. Olanzapine may be considered as an adjunct for severe meal-related anxiety, obsessional rigidity, or insomnia that interferes with treatment. It is not first-line treatment for anorexia nervosa and should not be framed as a weight-restoration strategy. SSRIs may be useful for co-occurring depressive or anxiety symptoms but should not be presented as a treatment for weight restoration.

In this patient, active hypotension and borderline QTc prolongation require cardiac monitoring before initiating psychopharmacological agents. Core treatment remains nutritional rehabilitation and eating-disorder-focused psychotherapy.

Score
Unacceptable:	1/4				_____
Pass:		2-3/4				_____
Exceptional:	4/4				_____


Competency Areas: Medical Knowledge, Patient Care, Systems-Based Practice
6.	Once medically stable, what conditions would indicate a need for inpatient psychiatric or specialized eating disorder admission rather than outpatient care?

6.1.    Maladaptive behaviors that cannot be interrupted outside a structured setting, including severe persistent purging despite outpatient treatment, compulsive exercise that cannot be controlled, or inability to eat without continuous supervision, particularly when accompanied by electrolyte or other medical sequelae.
6.2.    Poor insight, very low motivation, or inability to engage with a lower level of care, including refusal to follow a meal plan, repeated treatment dropout, or need for highly structured external support.
6.3.    Suicidality with specific plan, intent, or recent attempt, or suicidal ideation in the setting of severe psychiatric comorbidity.
6.4.    Co-occurring psychiatric illness requiring inpatient management, such as psychosis, severe depression with functional collapse, or substance use disorder with acute risk.
6.5.    Absence of an adequate outpatient support system (severe family conflict, isolation, or geographic distance) when combined with any of the above, such that safe outpatient care is not feasible.
						Score
Unacceptable:	1-2/5				_____
Pass:		3-4/5				_____
Exceptional:	5/5				_____

7.	What conditions would indicate a need for continued medical hospitalization?	

7.1.    Bradycardia (heart rate persistently < 40 bpm, or < 50 bpm with symptoms), other clinically significant cardiac dysrhythmia, or ECG changes including QTc prolongation.
7.2.    Hypotension (blood pressure < 90/60 mmHg in adults) or orthostatic changes (heart rate increase >20 bpm or systolic blood pressure drop >20 mmHg on standing).
7.3.    Hypothermia (temperature < 36.0 C / 96.8 F).
7.4.    Dehydration requiring intravenous fluids.
7.5.    Electrolyte abnormalities requiring repletion or daily monitoring (hypokalemia, hyponatremia, hypomagnesemia).
7.6.    Refeeding syndrome or risk thereof, including hypophosphatemia, hypomagnesemia, or hypoglycemia during nutritional rehabilitation.
7.7.    Syncope, seizures, or altered mental status.
7.8.    Hepatic, renal, or other end-organ dysfunction related to malnutrition or purging.
7.9.    Acute medical complications such as pancreatitis, gastrointestinal bleeding, aspiration, or Mallory-Weiss tear.
7.10.  Need for nasogastric feeding or close monitoring during refeeding that cannot be provided in a lower level of care.

						Score
Unacceptable:	1–5/10				_____
Pass:		6-7/10				_____
Exceptional:	8-10/10				_____

8.	What considerations would be important if a referral for outpatient treatment is made?

8.1.    If a serious eating disorder is present, with weight significantly below ideal body weight and/or limited insight, keep inpatient or residential treatment as an active option rather than defaulting to outpatient referral. Before transition to a lower level of care, ensure there are no major electrolyte abnormalities, vital signs are stable, and oral intake is consistent.     
8.2.    Consider referral to a specialized eating disorder program; barriers may include geography, access, and insurance coverage.
8.3.    Include strategies for improving compliance: involving family or caregivers, arranging a multidisciplinary team including a nutritionist, and ensuring nutritional treatment is integrated into the plan.

						Score
Essential:	First item			_____
Unacceptable:	1/3				_____
Pass:		2/3				_____
Exceptional:	3/3				_____


Summary of Fellow’s Performance
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Vignette 19. Electroconvulsive Therapy (ECT)

An 81‑year‑old widowed retired chemistry professor is hospitalized after falling and breaking his hip. He requires surgical repair of the fracture and receives two units of packed red blood cells during the procedure. His post‑operative course is complicated by severe pain requiring opiates, a urinary tract infection, and aspiration pneumonia requiring intubation for 48 hours. He was extubated three days ago and is now on post‑operative day 18.

Since extubation, he has refused to eat, complains of pain “all over,” says he wants to die so he can be with his wife. He intermittently hears the voices of his dead wife and his parents “calling me from the grave.” He has been tearful, sleeps only one to two hours at a time, and has attempted to strangle himself with his intravenous line. Since admission, he has lost approximately 20 pounds.

His past medical history is significant for prostate cancer, a remote myocardial infarction in midlife, and type 2 diabetes. His past psychiatric history is significant for a major depressive episode following the death of his wife in a motor vehicle accident many years ago, treated successfully with a two‑year course of nortriptyline. He had a second episode of depression with suicidal ideation and paranoia after retiring at age 70, treated successfully with sertraline and risperidone for three years.

He completed a PhD in physical chemistry, was married for more than four decades, and has an adult son and daughter, several grandchildren, and one great‑grandchild. There is no history of substance use or tobacco use. Prior to this hospitalization, he had good cognitive functioning, routinely completed a challenging newspaper crossword, was an avid golfer, and enjoyed spending time with his family.

Current medications include metformin, hydromorphone, lorazepam, diltiazem, famotidine, hydrochlorothiazide, and ceftriaxone.

Psychiatric consultation is requested to “treat depression and transfer to psychiatry.” His children want their father to be treated “like the last time he was crazy and depressed.”

Competency Areas: Medical Knowledge
1.	What is the differential diagnosis for this patient?

1.1.    Major depressive disorder, severe, recurrent, with psychotic features.
1.2.    Bipolar disorder, current episode depressed, severe, with psychotic features.
1.3.    Mood disorder or psychotic disorder due to another medical condition.
1.4.    Delirium.
1.5.    Substance/medication-induced mood or psychotic disorder.
1.6.    Substance withdrawal.

						Score
Essential:	First, third, and fifth item	_____
Unacceptable:	1–3/6				_____
Pass:		4–5/6				_____
Exceptional:	6/6				_____

2.	How might you rule out mood or psychotic disorder due to a medical condition or substance?

2.1.    Ask the patient about his functioning prior to hospitalization and whether he was depressed before admission.
2.2.    Ask about prior episodes of mood or psychotic symptoms and their relationship to medications or illnesses.
2.3.    Ask family about past psychiatric history, pre-admission functioning, and recent stressors.
2.4.    Contact current or prior mental health providers for further history.
2.5.    Review the course of medications, doses, and changes in relation to psychiatric symptoms.
2.6.    Review laboratory findings, vital signs, and test results to identify potential causative factors.
2.7.    Discontinue a potentially causative medication if clinically feasible, and monitor for improvement.
2.8.    Treat a potentially causative medical condition and monitor for psychiatric improvement.
2.9.    Administer a standardized bedside cognitive assessment (e.g., MoCA, MMSE) to identify signs of delirium or underlying dementia, which also establishes a crucial objective cognitive baseline prior to initiating an ECT course.

						Score
Unacceptable:	1–4/9				_____
Pass:		5–7/9				_____
Exceptional:	7–9/9				_____

Competency Areas: Patient Care, Medical Knowledge
3.	What symptoms or signs suggest this patient needs a rapid treatment response?

3.1.    Active suicidality (attempted self-strangulation).
3.2.    Psychotic symptoms (command auditory hallucinations).
3.3.    Significant weight loss and refusal to eat.
	
						Score
Unacceptable:	1–2/3				_____
Pass:		3/3				_____

4.	What are the indications for ECT in this patient?

4.1.    Active suicidality and wish to die.
4.2.    Psychotic symptoms.
4.3.    Significant weight loss and refusal to eat.
4.4.    Medical instability requiring a more rapid response than pharmacotherapy can provide.
	
						Score
Unacceptable:	1–2/4				_____
Pass:		3–4/4				_____




5.	What are the medical contraindications to ECT? Are these relative or absolute?

5.1.    There are essentially no absolute medical contraindications to ECT; the conditions below are important relative contraindications that require risk-benefit analysis and medical optimization.
5.2.    Recent myocardial infarction.
5.3.    Severe valvular heart disease.
5.4.    Poorly compensated congestive heart failure.
5.5.    Intracranial aneurysm or vascular malformation.
5.6.    Increased intracranial pressure from a space-occupying lesion.
5.7.    Recent cerebral infarction.
5.8.    Severe pulmonary disease (e.g., COPD) that increases anesthetic risk.

						Score
Essential:	First item			_____
Unacceptable:	1–4/8				_____
Pass:		5–6/8				_____
Exceptional:	7–8/8				_____

6.	What are the risks of ECT? What is the risk of death with ECT?

6.1.    Cognitive impairment and memory loss (anterograde and retrograde) are the most common adverse effects during and shortly after a course of ECT, and typically improve over weeks to months. Right unilateral ultra-brief pulse ECT is the preferred technique in older adults: it is as effective as bilateral ECT for most depressive presentations and produces significantly fewer cognitive side effects.
6.2.    Transient elevation in blood pressure and heart rate with each treatment can provoke cardiac complications, including arrhythmia, particularly in patients with pre-existing cardiac disease.
6.3.    General anesthetic risks apply, including aspiration and laryngospasm.
6.4.    ECT-related death is extremely rare: approximately 1-2 deaths per 100,000 treatments in modern series, comparable to or lower than the mortality of other procedures requiring general anesthesia. 
6.5.    Common, less severe adverse effects include post-treatment headaches, muscle aches (often secondary to the paralytic succinylcholine), nausea, and the risk of dental/oral trauma (mitigated by the use of bite blocks).

						Score
Unacceptable:	1–2/5				_____
Pass:		3–4/5				_____
Exceptional:	5/5				_____
	
7.	Why shouldn’t this patient be treated with an antidepressant and an antipsychotic?

7.1.    ECT for severe depression with psychotic features produces a more rapid response than any pharmacotherapy combination. Response is often seen within the first several treatments.
7.2.    Active suicidality, command hallucinations, weight loss, and refusal to eat all indicate that the typical four-to-six-week timeline for antidepressant response is clinically unacceptable.
7.3.    Adding antidepressants and antipsychotics to a regimen that already includes lorazepam, hydromorphone, and diltiazem increases drug interaction and side‑effect risk in a medically frail older adult.
						Score
Unacceptable:	1/3				_____
Pass:		2-3/3				_____

Competency Areas: Professionalism, Interpersonal and Communication Skills

8.	How would you respond to the team's request to transfer this patient to the inpatient psychiatry service?

Educate and reassure the primary team:

8.1.    The patient is medically unstable; transfer to a psychiatric unit would increase his risk and delay care.
8.2.    ECT can be administered two to three times per week in the MICU or on a medical floor. The patient does not need to be on a psychiatric unit to receive treatment.
8.3.    The psychiatric consultation service will follow closely during the acute ECT course and coordinate with the primary team.
8.4.    Transfer to a psychiatric unit can be considered once the patient is medically stable. Given ECT's rapid efficacy, this may not be necessary.

						Score
Essential:	First item			_____
Unacceptable:	1–2/4				_____
Pass:		3–4/4				_____

9.	The medicine team asks what needs to happen before ECT can begin. What would you recommend regarding next steps?

The CL psychiatrist's role is to identify relevant medical risk factors and communicate them clearly to the primary team and anesthesia. The psychiatrist does not perform the medical clearance; they initiate and coordinate it.

9.1.    Cardiac evaluation: ECG with QTc trending is required. This patient has a history of myocardial infarction and is currently on diltiazem, both relevant to cardiac risk during ECT. Cardiology input should be obtained given the prior MI and current calcium channel blocker use.
9.2.    Metabolic labs: basic metabolic panel (electrolytes, renal function given HCTZ, metformin, poor PO intake, and recent infection), CBC, and blood glucose. Electrolyte abnormalities must be corrected before initiating ECT.
9.3.    Anesthesia consultation: required before ECT in all patients; non-negotiable in this patient given recent aspiration pneumonia, 48-hour intubation, and current opiates. The CL psychiatrist's job is to flag these risk factors clearly and ensure the consult is placed - not to perform the airway or pharmacologic assessment.
9.4.    Medication review: lorazepam should be tapered or held when clinically safe (raises seizure threshold). Hydromorphone and diltiazem require anesthesia awareness. Coordinate with the primary team before any medication changes.
9.5.    Cognitive baseline: document pre-ECT cognitive status, particularly given age, recent medical illness, and planned ECT course. Useful for monitoring cognitive side effects during treatment.
9.6.    Neuroimaging: not routinely required. Indicated only if there is clinical concern for elevated intracranial pressure or a space-occupying lesion, which is not the case here.

						Score
Essential:	First and third items		_____
Unacceptable:	1–2/6				_____
Pass:		3–4/6				_____
Exceptional:	5-6/6				_____

10.	How would you respond to the family's request to treat the patient "like the last time"?

10.1.  Acknowledge their concern and prior experience. Explain concretely how this hospitalization is different: the patient is critically ill, medically frail, and cannot wait the weeks required for antidepressant response.
10.2.  Explain that ECT provides a more rapid response than medication, which is essential given active suicidality and refusal to eat.
10.3.  Frame ECT as likely reducing the total medication burden: fewer added psychotropics means fewer drug interactions and side effects in a medically complex patient.
10.4.  Provide education about ECT, including what to expect during a course of treatment. Offer written materials or a brief educational video if available.

						Score
Unacceptable:	1–2/4				_____
Pass:		3–4/4				_____


Summary of Fellow’s Performance


















References

[bookmark: _Toc235221573]1. Espinoza, R. T., & Kellner, C. H. (2022). Electroconvulsive therapy. New England Journal of Medicine, 386(7), 667–672. https://doi.org/10.1056/NEJMra2034954

[bookmark: _Toc235221574]2. Kaster, T. S., Blumberger, D. M., et al. (2022). Risk of suicide death following electroconvulsive therapy treatment for depression: A propensity score-weighted, retrospective cohort study in Canada. The Lancet Psychiatry, 9(6), 435–446. https://doi.org/10.1016/S2215-0366(22)00077-3

[bookmark: _Toc235221575]3. Kaster, T. S., Vigod, S. N., et al. (2021). Risk of serious medical events in patients with depression treated with electroconvulsive therapy: A propensity score-matched, retrospective cohort study. The Lancet Psychiatry, 8(8), 686–695. https://doi.org/10.1016/S2215-0366(21)00168-1

[bookmark: _Toc235221576]4. Lambrichts, S., et al. (2022). Long-term outcome following electroconvulsive therapy for late-life depression: Five-year follow-up data from the MODECT study. The American Journal of Geriatric Psychiatry, 30(12), 1283–1294. https://doi.org/10.1016/j.jagp.2022.05.010

[bookmark: _Toc235221577]5. Subramanian, S., et al. (2022). Electroconvulsive therapy in treatment resistant depression. Journal of the Neurological Sciences, 434. https://doi.org/10.1016/j.jns.2021.120095
Vignette 20. Treatment Nonadherence

An outpatient pre-liver transplant psychiatric consultation is requested for a 55-year-old man with cirrhosis due to alcohol use. The patient was diagnosed with cirrhosis six months ago when he was hospitalized for marked ascites, fatigue, jaundice, and confusion. He had a two-week hospital stay. One week after discharge he was re-hospitalized with recurrent encephalopathy. He was discharged with instructions to continue outpatient treatment with diuretics and lactulose.

He has now returned to the emergency room for prescription renewals. He has yet to establish a relationship with a particular medical provider. Upon review the patient recalls being told that his liver tests were not normal several years ago when he was in a treatment program for alcohol use.

He acknowledges drinking heavily up until his hospitalization six months ago. He denied any alcohol use during the past six months. He is not engaged currently in any alcohol rehabilitation related activity. He has a 25-year history of daily alcohol intake, averaging 12–18 standard 12-ounce beers per day, plus a few shots of whiskey. He has been in three inpatient rehabilitation programs and his longest period of sobriety in the past was two years. He also used cocaine heavily for a five-year period but denies any use for ten years. He has used marijuana intermittently in the past, but denies any marijuana use for the past six months. He stated his drug and alcohol use contributed to the end of his 15-year marriage. He describes himself as an “alcoholic.”

He has felt depressed for the past six months since his diagnosis of cirrhosis. He is concerned about his health and is afraid of dying. He notes marked sleep problems, decreased energy, impaired concentration, anhedonia, and guilt about his alcohol use, but no suicidal ideation. For the past few months, the patient has been staying with a friend. He is not sure how long he can stay there. He is estranged from his family. He has applied for disability. He has generally avoided physicians and has never been prescribed medications to take on a consistent basis. He has no other medical illnesses. Urine toxicology screen is positive for marijuana. When the team shares this positive result, he notes that he uses cannabis to help him sleep. 

Competency Areas: Medical Knowledge
1.	What factors might negatively influence this patient’s ability to be adherent to the post-transplant regimen?

1.1.	Substance use history with lab evidence of ongoing substance abuse.
1.2.	History of avoidance of medical care.
1.3.	Lack of relationship with current medical provider.
1.4.	Possible major depression.
1.5.	Lack of stable housing.
1.6.	Unclear financial resources.
1.7.	Lack of stable support system.
1.8	Hepatic encephalopathy/cognitive impairment.

					Score
Unacceptable:	1–3/8				_____
Pass:		4–5/8				_____
Exceptional:	6–8/8				_____
Competency Areas: Medical Knowledge
2.	Which positive and negative predictive factors for long-term sobriety does this patient have? 

Positive predictors:
2.1.	Acknowledgment of his alcoholism.

Negative predictors: 
2.2.	History of polysubstance abuse.
2.3.	History of failed rehabilitation attempts.
2.4.	Lack of current and ongoing engagement in a recovery-oriented activity.
2.5.	Current marijuana use.
2.6.	Lack of social stability/support.
2.7.	Possible current major depression.
2.8.	Extended history of substance abuse with limited “clean time.”

						Score
Unacceptable:	1–4/8				_____
Pass:		5–6/8				_____
Exceptional:	7–8/8				_____


Competency Areas: Patient Care, Medical Knowledge, Systems-Based Practice
3.	What treatment plan would you recommend to see if this patient could be an appropriate transplant candidate?

Need to address his substance abuse, mood disorder, nonadherence, and social support issues by informing patient that he:

3.1.	Needs to maintain complete abstinence from all substances. 
3.2.	Needs to undergo random toxicology screens plus alcohol use monitoring (PEth, Ethyl Gluc, CDT, LFT).
3.3.	Needs to enroll in a substance abuse rehabilitation program with reports sent to transplant team.
3.4.	Might need to enroll in a “recovery housing/sober living” program.
3.5.	Needs further evaluation of depressive symptoms, possible medications, and supportive therapy.
3.6.	Needs to demonstrate ability to adhere to medical care (i.e., appointments, medicines, tests, lifestyle changes).
3.7.	Needs to agree to periodic updates between team and his doctors about his medical adherence. 
3.8.	Identifies a primary support person (s) who will accompany him to transplant appointments.
3.9.	Identifies a support person(s) who is willing to be educated about a transplant and care for him following the transplant. 
3.10.	Needs to establish a stable housing situation.
3.11.	Needs to sign therapeutic contract with team outlining all expectations, and he needs to meet them to be a candidate. 
3.12   Education

						
Score
Unacceptable:	1–5/12				_____
Pass:		6–9/12				_____
Exceptional:	10–12/12			_____


Continuation of Vignette

The patient subsequently engages in a formal alcohol/drug rehabilitation program and successfully transitions to AA meetings. He obtains disability and begins living with a girlfriend. He establishes a relationship with a hepatologist. The patient proves himself to be able to consistently adhere to his scheduled appointments and his prescribed medications. His depression is successfully treated with an SSRI. After six months of documented sobriety, stability, and compliance, his name is placed on the transplant list. He remains stable, and one year later he receives a liver transplant. He is re-referred by the transplant team six months after transplant for immunosuppressant levels that are at negligible levels and the patient’s report of medical nonadherence. 

Competency Areas: Medical Knowledge, Patient Care
4.	What issues would you explore to help determine what might be affecting this patient’s compliance with medication and how you might intervene? 

4.1.	Substance abuse.
4.2.	Depression.
4.3.	Cognitive impairments.
4.4.	Social situation.
4.5.	Housing.
4.6.	Finances: medicine coverage.
4.7.	Support system.
4.8.	Medication regimen issues (e.g., side effects, frequency of dosing, treatment complexity).
4.9.	Clarify the patient’s understanding of his medical condition and the components of his treatment plan.
4.10.	Explore patient’s reasons for nonadherence.
4.11.	Explore physician-patient relationship.

						Score
Unacceptable:	1–5/11				_____
Pass:		6–9/11				_____
Exceptional:	10–11/11			_____

Summary of Fellow’s Performance
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[bookmark: _Toc235221578]Vignette 21—Drug-Drug Interactions

A 54-year-old woman was successfully treated for estrogen receptor-positive breast cancer with surgery one year ago and has been on tamoxifen for recurrence prevention. She developed hot flashes and a recurrent episode of major depressive disorder with significant melancholia and anhedonia.

Her internist started paroxetine, a medication she had robustly responded to in the past and tolerated well. Neither her hot flashes nor her depression improved after six weeks of treatment. The patient requested a different antidepressant. Because she had been sensitive to other antidepressants, her internist ordered CYP450 testing. Results revealed she is a CYP2D6 poor metabolizer.

Medications:
Aspirin 81 mg daily
Multivitamin daily
Paroxetine 20 mg daily
Tamoxifen 20 mg daily

Competency Areas: Patient Care, Medical Knowledge 
1.	What is the relationship between tamoxifen and the cytochrome P450 system? 

1.1.    Tamoxifen, a selective estrogen receptor modulator, is the first-line drug in the effort to stop estrogen-receptor-positive breast cancer from recurring. It is a “pro-drug” and must be metabolized in the liver by CYP2D6 to become active into two metabolites (endoxifen and 4-hydroxy-endoxifen). 
1.2.	Endoxifen is an active tamoxifen metabolite activated by CYP2D6-mediated hydroxylation. Women who are poor CYP2D6 metabolizers (about 10 percent of Caucasians) or who are taking CYP2D6 inhibitors are likely to see decreased concentration of metabolites, such as endoxifen. CYP2D6 genotype has been associated with 50% of endoxifen variability concentrations, and the literature indicates over 100 allelic versions of CYP2D6. 
1.3.	Anastrozole is an alternative to tamoxifen in poor CYP2D6 metabolizers or those on CYP2D6 inhibitors. Anastrozole is an aromatase inhibitor while Tamoxifen acts as an estrogen receptor inhibitor. Anastrozole has been shown to prevent reoccurrence of hormone receptor positive invasive breast cancer in postmenopausal patients; however it is not considered to be more beneficial than tamoxifen. Often, treatments are chosen based on side effect profiles.

						Score
Essential:	First item			_____
Unacceptable:	1/3				_____
Pass:		2/3				_____
Exceptional:	3/3				_____



Competency Areas: Patient Care, Medical Knowledge 

2. Which of the following would be the least appropriate management choice?
2.1.	Increase the dosage of paroxetine to 40 mg daily and continue tamoxifen.
2.2.	Increase the dosage of paroxetine to 40 mg daily and change tamoxifen to anastrozole.
2.3.	Discontinue paroxetine and initiate treatment with escitalopram.
2.4.	Discontinue paroxetine and initiate treatment with citalopram.
2.5.	Discontinue paroxetine and treat with cognitive behavioral therapy.

Adding paroxetine to tamoxifen reduces plasma endoxifen concentrations by 24 to 64 percent. Both paroxetine and fluoxetine are strong CYP2D6 inhibitors and depend heavily on that enzyme for their own metabolism. For patients on tamoxifen with concern for additional gynecologic cancers, anastrozole is a reasonable alternative endocrine agent.

This pharmacokinetic risk is duration dependent. A 25%, 50%, and 75% overlap between paroxetine and tamoxifen corresponds to a 24%, 54%, and 91% increase in breast cancer mortality, respectively (Woolpert 2025). The recurrence signal is concentrated in patients with cumulative overlap of 50% of days or more (HR 1.24). Brief courses for acute stabilization carry negligible risk.

In a CYP2D6 poor metabolizer on tamoxifen, strong inhibitors like paroxetine further compromise endoxifen production. The right move is not to increase the dose. Either switch to a weaker CYP2D6 inhibitor or CBT, or work with oncology to change the endocrine therapy altogether.

Answer choice review:
2.1     Increase paroxetine, continue tamoxifen: Least appropriate: further increases a strong CYP2D6 inhibitor in a poor metabolizer, driving endoxifen even lower despite nonresponse at the current dose.

2.2     Increase paroxetine, switch to anastrozole: Reasonable but oncology‑dependent: changing to an aromatase inhibitor removes the CYP2D6 interaction and can be appropriate but should be an oncology‑led decision rather than a default psychiatric move.

2.3     Stop paroxetine, start escitalopram: Preferred option: escitalopram is a weak CYP2D6 inhibitor, and switching from paroxetine has been shown to raise endoxifen concentrations while maintaining antidepressant treatment.

2.4.    Stop paroxetine, start citalopram: Also acceptable: citalopram is a relatively weak CYP2D6 inhibitor and is generally considered compatible with tamoxifen

2.5     Stop paroxetine, use CBT: Rational nonpharmacologic option: CBT is evidence‑based for depression and hot‑flash coping in breast cancer and completely avoids CYP2D6 inhibition, but would still add a safer antidepressant given melancholic presentation.


Table: Cytochrome P450 Antidepressant Interactions in Breast Cancer Endocrine Therapy (Adapted from Doherty 2026)

	Agent
	CYP2D6
	CYP3A4
	Tamoxifen (SERM) Risk
	AI Risk
	Clinical Summary

	Paroxetine
	Potent
	Minimal
	High Risk (Decreases active endoxifen)
	Minimal
	Avoid with tamoxifen. Uniquely tied to negative clinical outcome data.

	Fluoxetine
	Potent
	Mild-Mod
	High Risk (Decreases active endoxifen)
	Potential
	Avoid with tamoxifen. Long half-life prolongs DDI window during cross-taper.

	Bupropion
	Potent
	Minimal
	High Risk (Induces poor-metabolizer state)
	Minimal
	Avoid with tamoxifen. Potent phenoconversion risk.

	Duloxetine
	Moderate
	Minimal
	Moderate Risk
	Minimal
	Use with caution. Moderate pathway blockade; reserve for comorbid neuropathic pain.

	Sertraline
	Mild-Mod
	Minimal
	Minimal Risk at standard doses
	Minimal
	Use with caution. Dose-dependent 2D6 inhibition; keep doses <150 mg.

	Venlafaxine
	Minimal
	Minimal
	Negligible
	Negligible
	Preferred / Safe. Ideal first-line choice for comorbid mood and vasomotor symptoms.

	Escitalopram
	Minimal
	Minimal
	Negligible
	Potential Risk (Anastrozole)
	Preferred alternative. Can increase anastrozole levels in patients with obesity; monitor clinically.

	Citalopram
	Minimal
	Minimal
	Negligible
	Minimal
	Acceptable alternative. Low DDI risk; monitor QTc interval at higher therapeutic doses.

	Mirtazapine
	Minimal
	Minimal
	Negligible
	Negligible
	Preferred / Safe. Excellent option if comorbid insomnia, cachexia, or nausea are prominent.



Competency Areas: Patient Care, Medical Knowledge
3.	What are treatment alternatives for this patient? 

3.1.	Other antidepressants, including citalopram, mirtazapine, sertraline, venlafaxine have alternate metabolic pathways. Venlafaxine is often preferred in C-L settings because it lacks meaningful CYP2D6 inhibition and independently treats hot flashes.
3.2.	Non-medication alternatives include cognitive behavioral therapy.
3.3.	Changing from tamoxifen to an alternative anti-cancer-recurrence medication (e.g., anastrozole).

						Score
Essential:	First item			_____
Unacceptable:	1/3				_____
Pass:		2/3				_____
Exceptional:	3/3				_____

Genomic testing is becoming a more frequent part of psychiatric practice, especially with patients on tamoxifen and when there is treatment-resistant mood disorder or poor tolerance of psychotropic medication. However, genotype to phenotype testing should be done cautiously, as misinterpretation of genomic testing has been associated with 50% misprediction. 

The "Adherence Paradox": Untreated MDD independently drives AET (adjuvant endocrine therapy) non-adherence peaking in younger women and during the first 18 months of therapy, doubling 5-year breast cancer recurrence risk (HR 2.10). Effectively treating depression to remission restores AET adherence and normalizes recurrence risk to baseline. Psychiatric remission is an oncological necessity, requiring non-inhibiting antidepressants (e.g., venlafaxine) to preserve tamoxifen bioactivation.  (Aboumrad 2026)

Clinical Pearl

Cytochrome P450 testing may improve outcomes when tamoxifen is considered for prevention of recurrence of estrogen-receptor-positive breast cancer, especially when depression is being concurrently treated.

Summary of Fellow’s Performance
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