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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.

Discussion Questions:

1. 	What is your differential diagnosis based on the clinical data provided in the vignette?







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







3. 	Is there any additional information that can help you clarify the differential diagnosis?







4. 	What treatment recommendations would you make for this patient?







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?







[bookmark: _Toc235221543]6. 	How would you determine hospital discharge plans for this patient?

Vignette 2. Anxiety Disorder 

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

Discussion Questions:

1.	What are potential causes for this patient’s complaints of anxiety?





2.	What additional history should be obtained?





3.	What steps should be taken to manage her symptoms?





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?
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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?”

Discussion Questions:

1.	What additional questions would you ask to assess the patient to determine if 
she is depressed?







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?









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. 

3.	Could you ask the daughter any questions about her mother’s condition? If not, can you still obtain information from the daughter? 







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







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?
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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.

Discussion Questions:

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?








2.	Among the pharmacologic treatments listed below, which one is most evidence-based and appropriate? 








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? 











4.	Which non-pharmacological treatments show evidence of clinical effectiveness? 
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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. 

Discussion Questions:

1.	Given the available information, what is your differential diagnosis?













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











3.	What factors might be contributing to his cognitive symptoms?










4.	If you believed he was delirious, how would you counsel the nursing staff and medical team? What would you recommend for his management? 









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

Discussion Questions:

1.	What are the major criteria to establish capacity to make healthcare decisions?







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







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?








4.	How would you address the patient’s anxiety?








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?
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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.

Discussion Questions:

1.	From the available information, what is your differential diagnosis?









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









3.	What is your recommendation for level of care?









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








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.

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?
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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.

Discussion Questions:

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









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








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








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).








5.    What are some of the risk factors for development of NMS?








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









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









8.    What is the primary treatment for NMS? What are the pharmacological treatments for NMS?









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

Discussion Questions:

1.	How would you evaluate the patient’s report of inadequate pain control?











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?










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?











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?
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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.

Discussion Questions:

1.	What would be included in the differential diagnosis for this patient’s altered mental status?








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








3.	What are signs and symptoms of serotonin syndrome?







4.	How can serotonin syndrome be differentiated from neuroleptic malignant syndrome? Which signs and symptoms are more common in serotonin syndrome?









5.	What treatment recommendations should be given to the medical team regarding management of serotonin syndrome? 








6.	What recommendations should be made after the patient recovers and the medical team asks about resuming the patient’s psychotropic medications?
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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.

Discussion Questions:

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?









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










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









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









5.	Assuming the diagnosis of functional neurological disorder, how would you proceed? What treatments would you consider?









6.	How would you respond to the neurologist’s demand for an immediate discharge and labeling the patient as fabricating symptoms?
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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. 

Discussion Questions:

1.	What is your differential diagnosis for this patient? 









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









3.	Which factors in this case are suggestive of factitious disorder?








4.	What are common comorbid psychiatric conditions present in patients with factitious disorder?









5.	What are common warning signs (“red flags”) suggestive of factitious disorder?









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









7.	What are the main treatment strategies for patients with factitious disorder?
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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.

Discussion Questions:

1.	What is the differential diagnosis for this patient? 









2.	How would you determine if the patient was suffering from restless legs syndrome (RLS)? 








3.	What factors appear to contribute to development of or exacerbate symptoms of RLS?









4.	What non-pharmacologic treatments are available for RLS? 









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









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

Discussion Questions:

1.    What are potential etiologies of his erectile dysfunction?






2.	What treatment options might you suggest for his erectile dysfunction in the context of recent MI and nitrate use?





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?
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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.

Discussion Questions:

1.	What is your differential diagnosis, and what is the most likely working diagnosis?









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









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?









4.	How would you manage this patient? What do you believe your role is as a 
psychiatric consultant? 
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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.

Discussion Questions:

1.	Based on the available information, what is your differential diagnosis for this patient?








2.	What central themes / issues do you think this patient is struggling with?








3.	What advice can you give the primary team to assist in caring for this patient?








4.	What direct assistance can you offer to the patient?
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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.

Discussion Questions:

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?









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.

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?
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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."

Discussion Questions:

1.	Based on the information above, what is your differential diagnosis?








2.	What medical disease entities should also be considered? 










3.	What objective findings would you look for in this patient if you suspected an eating disorder?










4.	What workup would you suggest to the medical team? What advice would you give regarding behavioral management of such patients in the hospital?










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












6.	Once medically stable, what conditions would indicate a need for inpatient psychiatric or specialized eating disorder admission rather than outpatient care?









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










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

Discussion Questions:

1.	What is the differential diagnosis for this patient?







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







3.	What symptoms or signs suggest this patient needs a rapid treatment response?







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








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








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








7.	Why shouldn’t this patient be treated with an antidepressant and an antipsychotic?









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








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








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

Discussion Questions:

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






2.	Which positive and negative predictive factors for long-term sobriety does this patient have? 







3.	What treatment plan would you recommend to see if this patient could be an appropriate transplant candidate?









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. 

4.	What issues would you explore to help determine what might be affecting this patient’s compliance with medication and how you might intervene? 
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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

Discussion Questions:

1.	What is the relationship between tamoxifen and the cytochrome P450 system? 








2.    Which of the following would be the least appropriate management choice?








3.	What are treatment alternatives for this patient?
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