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At the end of the SPA/APPA 2021 Conference, participants will be able to:
 Assess the impact of social determinants on people with mental illness and incorporating recovery 

into treatment planning. 
 Recognize disparities in availability and quality of mental health care across different populations. 
 Describe key features of ethical challenges in psychiatry and a plurality of approaches to address 

them. 
 Recognize situations that threaten the doctor/patient relationship in regard to social media and 

prescribing to family members. 
 Describe the mechanisms of action of the newest antidepressants and their effect on patients.
 Describe efforts to prevent the use of seclusion and restraints in the treatment of people in 

psychiatric hospitals. 
 Recognize the need for mental health assessments and interventions for bariatric surgery patients.
 Review current COVID-19 guidelines and regulations. 
 Identify actions that promote racial bias and inequitable mental health care among various 

populations. 
 Describe the impact of historical and modern colonialism on psychiatry and psychology, and how 

it can cause racial health disparities. 
 Cite America’s history of racial injustice and mass incarceration, and the resulting effects on the 

physical and psychological health of minorities. 
 Review the importance and challenges of improving diversity among psychiatrists and other 

healthcare providers in order to encourage minority populations to seek help. 
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Evaluation and Request for Credit

At the conclusion of this activity, an email will be sent to all pre-registered attendees 
with a link to complete the evaluation and request for credit.

After attending this course, participants will be able to:
• Assess the impact of social determinants on people with mental illness and incorporating recovery into 

treatment planning. 
• Recognize disparities in availability and quality of mental health care across different populations. 
• Describe key features of ethical challenges in psychiatry and a plurality of approaches to address them. 
• Recognize situations that threaten the doctor/patient relationship in regard to social media and prescribing 

to family members. 
• Describe the mechanisms of action of the newest antidepressants and their effect on patients.
• Describe efforts to prevent the use of seclusion and restraints in the treatment of people in psychiatric 

hospitals. 
• Recognize the need for mental health assessments and interventions for bariatric surgery patients.
• Review current COVID-19 guidelines and regulations. 
• Identify actions that promote racial bias and inequitable mental health care among various populations. 
• Describe the impact of historical and modern colonialism on psychiatry and psychology, and how it can 

cause racial health disparities. 
• Cite America’s history of racial injustice and mass incarceration, and the resulting effects on the physical and 

psychological health of minorities. 
• Review the importance and challenges of improving diversity among psychiatrists and other healthcare 

providers in order to encourage minority populations to seek help. 

LEARNING OBJECTIVES
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Abstract 21-2-01 

Abstract Title: Two Hits, but the First Matters Most: Childhood Trauma Predisposes to Adult PTSD and 
Influences Adult Interpersonal Dynamics 

Presenting Authors/Affiliation: Itamar Shapira, MS-3, UAB School of Medicine  

Additional Authors/Affiliations: Shirley Zhang, Cooper Elkins, Pamela Parker, MD: UABSOM 

Introduction/Background: Despite traumatic events being as old as human life itself, our understanding 
of post-traumatic stress disorder (PTSD) is recent, formally dating to 1980 in the DSM (Scott, 2014). 
New, phenotypically distinct entities have been recognized as different from the post-traumatic 
disorders described by survivors of 20th century warzones, such as complex post-traumatic stress 
disorder (CPTSD), now recognized in the International Classification of Diseases, version 11 (ICD-11). 
Whereas classic PTSD was understood solely through the lens of reexperiencing, avoidance, and 
hyperarousal, entrained by a well-defined traumatic event such as combat or motor vehicle collision, 
ICD-11 CPTSD includes these same criteria and further adds affect dysregulation, alterations of 
consciousness, disturbed self-perception, disturbed perceptions of offender(s), relational dysfunction, 
and an altered values system developing progressively in the context of chronic, developmentally 
adverse interpersonal trauma (Maercker, 2021). There is a possible link between developmentally 
entrained CPTSD and adult PTSD, with the former having a permissive effect for the development of the 
latter. In a Dutch study of 85 veterans examined pre- and post-deployment to Afghanistan during 
Operation Enduring Freedom, methylation of SKA-2, a biomarker correlate of suicidality and cortisol 
dysregulation (often seen in PTSD), was predictive of PTSD symptoms; strikingly, while greater combat 
related trauma exposure predicted increasing methylation and cortisol blunting, this appeared to be a 
pro-compensatory response. Severity of PTSD symptoms was predicted by a longitudinal decrease in 
SKA-2 methylation, and pre-deployment SKA-2 levels together with childhood trauma exposure 
significantly predicted PTSD symptoms independently of wartime trauma exposure (Boks et al., 2016). 
While it is not clear if childhood trauma directly mediates these epigenetic changes, its interaction with 
biomarkers raises its likelihood of being part of a causal mechanism. While recent studies have shown 
that gene methylation is associated with severity of Adverse Childhood Experiences (ACEs), no distinct 
pattern of methylation was discovered in PTSD cohorts, despite such associations being seen with 
military and combat trauma inventories (Hossack et al., 2020). This may be because of a heterogeneity 
of epigenetic phenotypes in those with ACEs or because the remoteness of the temporal association 
results in an indistinct epigenetic phenotype. 

Description: Patient is a 44 year old female who was hospitalized for treatment of lacerations and 
orthopedic injuries sustained during an accident while riding an all-terrain vehicle with her child. Her 
history was significant for motor vehicle collision (MVC) approximately ten years ago in which her other 
child had also been in the vehicle with her. Subsequent to the most recent accident, she reported 
reexperiencing of the prior MVC, with her first thought subsequent to impact being who would take care 
of her child if she did not survive. Current symptoms includes muscle tension, greatly increased 
frequency of nightmares (increasing from approximately three yearly to multiple nightly), flashbacks 
about first MVC and intrusive thoughts about it. She reports having avoided “crazy drivers” subsequent 
to the first MVC, but feels able to drive because she remains in control of her own vehicle. Her social 
history was significant for childhood parental physical abuse and subsequent abandonment, death of 



friends and family members during adolescence and early adulthood, and a prolonged abusive 
relationship with a substance abusing partner who physically and sexually abused her during 
adolescence. Patient reports recent oral-maxillofacial surgery performed for cosmetic reasons (related 
to perceived need to improve attractiveness) and recently terminated a relationship with a different 
partner who was also substance abusing. Patient is involved in caregiving for others and has adopted 
parentless children, despite multiparity. She has mainly self-managed PTSD hyperarousal by developing 
calming breathing practices and nightmares through imaginative exercises to plan non-distressing 
dreams before falling asleep. 

Discussion and Conclusion: This patient’s presentation is interesting because it demonstrates both 
classic PTSD (symptoms within the reexperiencing, avoidance, and hyperarousal clusters) and CPTSD 
(disturbed self-perception resulting in surgery, disturbed perception of abusers leading to renewed 
harmful relationships, and relational dysfunction in which patient is a caregiver to many people despite 
personal history of abandonment). Her PTSD development and exacerbation subsequent to both 
accidents were expressed through concerns regarding interpersonal attachments (her concern for injury 
or death was mainly for caregiving for children), further connecting PTSD symptoms to a background of 
interpersonal abandonment and trauma. Though she demonstrates adaptive responses to trauma, such 
as self-calming techniques and altruism, this second MVC demonstrates that she is at risk of PTSD 
relapse, with childhood traumatic exposures being a significant risk factor. This case report should 
encourage clinicians to always screen patients with classic PTSD symptom clusters for childhood adverse 
experiences and history of physical, sexual, emotional, or other abuse in childhood, because a growing 
body of evidence indicates the existence of multiple traumatic phenotypes and potential mechanistic 
effects of early life trauma on post-traumatic pathogenesis. 
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Abstract 21-2-02 

Abstract Title: Psychosis in Paraneoplastic Syndrome and its Complications 

Presenting Authors/Affiliation: Shirley Y. Zhang, MS-3: University of Alabama at Birmingham School of 
Medicine  

Additional Authors/Affiliations: Itamar Shapira, MS-3; Cooper Elkins, MS-3; Pamela E. Parker, MD: UABSOM 

Introduction/Background: The International Classification of Diseases, tenth revision (ICD-10) defines 
“psychosis” as the “presence of hallucinations, delusions, or a limited number of abnormalities of 
behavior, such as gross excitement or overactivity, marked psychomotor retardation and catatonic 
behavior”; the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) similarly 
defines “psychotic features” to be delusions, hallucinations, or formal though disorder [1]. Psychosis is 
commonly seen in various psychiatric, neurodevelopmental, neurologic, and medical conditions and can 
occur due to a primary or secondary cause [2]. Primary psychosis is due to a psychiatric disorder while a 
secondary cause of psychosis is due to a medical or neurologic disorder [1].  

Psychiatric manifestations like psychosis, as well as other symptoms like seizures, movement disorders, 
personality change, autonomic dysfunction, and even death can be seen in paraneoplastic syndromes [3, 
4]. These syndromes occur due to malignancies secreting peptides, hormones, and cytokines or when 
there is a cross-reaction between the malignant tissue and non-malignant tissue [5]. There are two 
subtypes of antibodies seen in paraneoplastic syndromes: ones that target neural intracellular antigens 
and ones that target cell-surface antigens [3]. Antibodies that target neural intracellular antigens have a 
high association with cancer whereas the association is weaker with the other subtype [3]. Antibodies in 
both subtypes can be seen in the cerebrospinal fluid and patients can also present with abnormal 
neuroimaging and electroencephalography (EEG) [3, 6]. Studies have shown that early intervention leads 
to positive outcomes, and oftentimes, allow patients to almost completely return to baseline [7]. 

Description: Patient is a 50-year-old white male with a history of multiple myeloma who presented with 
altered mental status and acute psychosis. The patient was unable to give a clear history of the events 
preceding the hospitalization due to his clinical condition. Patient displayed disorganized thought 
process, flight of ideas, and aggressive behavior. A few days after admission, the patient started 
experiencing visual and auditory hallucinations. The acute onset of the patient’s psychosis raised 
concern for an organic cause. A lumbar puncture (LP) was recommended at this time to assess for 
paraneoplastic syndrome. Neuroimaging was obtained and MRI showed T2/flair hyperintensities in a 
distribution that was slightly atypical of chronic microvascular change but without associated 
enhancement or restricted diffusion. Radiology recommended that correlation with a LP may be helpful. 
However, neurology believed that there was a low likelihood that the underlying cause is a 
paraneoplastic syndrome, and that they did not believe a LP was necessary at this time. Despite 
medication modifications and various tests, the patient’s psychosis did not improve over a lengthy 
hospitalization nor was an underlying cause of the psychosis able to be determined. Due to the lack of 
answers and the patient’s symptoms resembling delirium rather than a primary psychiatric disorder, a 
LP became more important and was performed. One week following the LP (with autoantibody 
assessments still in progress at the Mayo clinic), the patient was found to have rhythmic shaking of his 



left arm and was unresponsive. Following the episode, he had a post-ictal confusion and brief lack of 
movement on the right side. EEG is also now in progress. 

Discussion and Conclusion: Although the results for the LP are still pending, the focus of this case report 
is not the results, but rather the importance of a thorough evaluation of all organic causes of psychosis, 
as it can commonly occur due to secondary causes [1]. Even if CSF analysis comes back unrevealing, a LP 
is a procedure that should have been done earlier in the hospital stay that could have very well 
determined the underlying cause of the psychosis or just as importantly, ruled out potential underlying 
causes. Depending on what the underlying cause of the psychosis is, treatment can vastly vary, thus 
emphasizing again the importance of a thorough work-up and specifically in this case, the LP, regardless 
of the results. Detection of the secondary cause and then appropriately treating it can effectively 
eliminate the psychosis.  

The importance in treating psychosis lies in the complications that occur. Psychosis presents as a 
roadblock for not only the deliverance of effective healthcare but also participation from the patient in 
their own healthcare [2]. Patients who are experiencing psychosis may not have the proper insight to 
effectively weigh treatments presented to them. Outside of the medical setting, patients with psychosis 
can face challenges in everyday life. Depending on the severity of the psychosis, patients may not be 
able to take care of themselves or function appropriately outside or inside the home. This leads to 
further complications like being unable to hold a job, being unable to take care of other health concerns, 
or even perform activities of daily living. 

Due to the domino effect that psychosis can have on all aspects of a patient’s life, a thorough and 
prompt work-up of all organic causes is crucial in patients who are experiencing acute psychosis. The 
longer treatment for psychosis is delayed, the consequences can become more and more severe. 
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Abstract 21-2-03 

Abstract Title: Suicidality in Huntington’s Disease 

Presenting Authors/Affiliation: Cooper Elkins, MS-3: UABSOM  

Additional Authors/Affiliations: Itamar Shapira; Shirley Zhang; Pamela Parker, MD: UABSOM 

Introduction/Background: Chronic non-communicable diseases have been strongly associated with 
depression (5). In Huntington’s disease, up to 98% of patients develop a psychiatric disorder or 
experience psychiatric symptoms at some point during their disease, with the most frequent being 
depression (1). The prevalence of depression in Huntington’s disease has been estimated between 9 and 
63% with suicidal ideation occurring in 20-30% of patients and suicide attempts in approximately 7% of 
patients (1,6).  This association between Huntington’s disease, depression, and suicidality is 
inadequately characterized but is thought to go beyond the life disruption and psychological toll of 
motor symptoms, being at least in part organic (2,3). 

Description: The patient is a 38-year-old male with a past medical history significant for Huntington’s 
disease diagnosed in 2017 who presented after leaping from a 3-story building in an apparent suicide 
attempt, sustaining multiple traumatic fractures of the lower extremities and spine. The patient 
reported increasing depression leading up to the suicide attempt focused on the progression of his 
disease. The patient’s mother died from complications of Huntington’s disease at age 36, and his worry 
has increased as he is now past this age. He also lost two other relatives in his mother’s family to 
Huntington’s disease. In addition, he reported a continuous feeling of stress that he attributed to being 
homeless. He denies any previous suicide attempts and reports feeling glad his attempt failed. The 
patient was initially resistant to contacting family, stating that he did not want to further burden his 
sister, stating that she had done enough already.  

Upon obtaining collateral from sister, conflicting information was obtained. The patient has been living 
in an apartment supplied by his sister. The sister manages the patients’ finances, provides him with 
groceries, and delivers his medications. His sister has been supporting the patient in this manner for the 
last three years. The patient’s sister reported that just prior to this event, the patient abruptly left home 
without any notice, and the sister was about to file a missing person’s report. She was glad to hear that 
he was in the safe care of the local hospital. 

Discussion and Conclusion: This patient’s presentation is significant for its ability to bring both 
awareness to the burden and severity of depression in patients with Huntington’s Disease and the 
unique social stressors that these patients face. With the alarming rate of depression and suicidality in 
patients with Huntington’s disease, it is crucial that suicidal thoughts and behaviors are closely followed 
in this patient population (5). There is some debate on how rates of suicidality differ with the stages of 
Huntington’s disease. One prominent school of thought is that rates of suicidality peak bimodally, first 
with symptom onset and second with a patient’s loss of independence. This is followed by a subsequent 
decrease in suicidality as disease progression impacts cognition and personality with apathy and affect 
blunting becoming increasingly prevalent (1,4). This patient presents well past symptom onset with 
several years of diminished independence and a first-time suicide attempt. This was contrary to the 
suggested bimodal distribution of suicidality and seemed to be driven by two specific factors. First, his 



anticipation of death, having watched his mother succumb to the same disease earlier in life, and 
second, his guilt for having to rely on his sister for such extensive care. Upon further interactions with 
the patient, however, it became apparent that his guilt for burdening his sister was the overwhelming 
driver of his suicidality. Social workers who were actively engaged with the patient at the Huntington’s 
Clinic were unaware of the patient’s distress. Our case underscores the need to understand a patient’s 
perspective on his condition and social setting, factors that could easily be overlooked if a patient’s 
perspective is not clearly investigated. In this case, the basic needs of the patient such as food, 
clothing, and shelter were provided, but his feelings about it were not addressed.  This highlights the 
importance of engaging the feelings and perceptions of all patients who might have concerns about the 
terminal nature and dependency caused by their illness. 
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Abstract 21-2-04 

Abstract Title: A Case Report of Menstrual Psychosis: Could this be a new sub-type of PMDD? 

Presenting Authors/Affiliation: Taylor Ousley, MD, PGY-2: UAB Department of Psychiatry  

Additional Authors/Affiliations: Pamela Parker, MD; Soumya Sivaraman, MD: UAB Department of 
Psychiatry 

Introduction/Background: Menstrual psychosis is a rare occurrence that has only been described in case 
reports thus far in the literature. This phenomenon is characterized by a cyclical onset of psychosis that 
coincides with menstruation, usually starting around the onset of the menstrual cycle with resolution of 
psychotic symptoms when menstruation ends.1 This subtype of psychosis is particularly important to 
recognize as the approach to medication management is influenced by fluctuations in hormones, which 
is the target of treatment.1 

Description: Here we present a case of a 36-year-old Caucasian female with PPH of moderate-to-severe 
intellectual disability who was brought to the ED for overdose on her home Risperidone and admitted 
for observation. She was reportedly on Risperidone for many years due to behavioral disturbances 
related to her intellectual disability. The patient was in a state of extreme agitation when she took an 
overdose of Risperidone, which was only a total of 3 0.5mg tablets. The patient’s mother described 
these periods of agitation as occurring in congruence with the patient’s menstrual cycles, starting about 
5 days prior to the onset of menstruation and subsiding at the end of the cycle. The patient’s mother 
also described psychotic symptoms during this time, including laughing/talking to herself, making 
gestures, and scratching/hitting herself. The patient’s psychotic symptoms subside towards the end of 
her menstrual cycle, and she has a return to her baseline. Her baseline is described as doing most of her 
ADLs with minor assistance, ability to have simple conversations with family, and the absence of 
psychotic symptoms. This repeated behavioral change with psychosis associated with the perimenstrual 
period started about 10-15 years ago. The mother reports that the patient has previously been on Depo-
Provera birth control for 2 years in which psychotic symptoms had completely resolved. However, the 
patient had gained a significant amount of weight so Depo was discontinued. This apparent menstrual 
psychosis then returned after Depo was discontinued and patient’s symptoms worsened further over 
the last year after the death of her father. The patient was prescribed an OCP during this hospitalization 
to take daily to achieve amenorrhea, and Risperidone was increased. On initial presentation, patient 
appeared to be responding to internal stimuli, seen laughing and talking to herself and making gestures. 
After an increase in Risperidone and a short period of observation, it was reported by the mother that 
the patient had returned to her baseline. She was discharged with plan to follow up outpatient with a 
psychiatrist and an OB/GYN. 

Discussion and Conclusion: Menstrual psychosis has been described as having several distinct 
characteristics, including acute onset, brief duration with full return to patient’s baseline, and the 
presence of psychotic symptoms exclusively associated with the timing of the menstrual cycle.1 There 
have been many case reports that have been presented in the literature and it could be argued that it 
should have its place in the DSM-5, potentially as a subtype of Premenstrual dysphoric disorder. It is 
particularly important to highlight this interesting phenomenon because the management is unique to 
other primary psychotic disorders, as the target of treatment is managing the fluctuations of hormones, 



particularly estrogen.1 Similarly to our patient we are presenting, there have been other cases that have 
shown resolution of psychotic symptoms with contraceptive medication alone, which ultimately reduces 
fluctuations of sex steroid hormones.2 It has been hypothesized that estrogen is protective against 
psychosis and that marked reductions in estrogen as seen at the start of the menstrual cycle is what 
precipitates the emergence of psychotic symptoms seen in menstrual psychosis.3 This hypothesis of the 
protective effect of estrogen could also be part of the explanation for later onset of psychotic disorders 
seen in women as opposed to earlier onset in men.3 This hypothesis has been further illustrated in life 
cycle studies that have shown that women are more vulnerable to either first episode psychosis or 
relapse of an existing psychotic disorder during periods of acute decreases in estrogen, including the 
postpartum period and during menopause.4 This interesting association with estrogen and psychotic 
symptoms highlights the complexity and influence of hormones on the body. Furthermore, this case 
presentation along with other case reports of menstrual psychosis facilitates the need for further 
diagnostic recognition to ensure that medication management is appropriately targeted towards 
abating fluctuations of sex hormones. 
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Introduction/Background: The syndrome of subjective doubles is a rare form of delusional 
misidentification syndrome. It describes a person who believes they have a clone, double, or 
doppelgänger. The syndrome belongs to a group of disorders including: Capgras’ syndrome, Frégoli 
syndrome, and intermetamorphosis syndrome; all psychopathologic phenomena that occur primarily in 
the setting of psychosis in Schizophrenia. In Capgras Syndrome, the patient expresses the belief that 
familiar persons have been replaced by clones. These conditions form a syndrome due to their tendency 
to co-occur and interchange, and their basic theme is the concept of the double. It has been determined 
that these syndromes arise from a change in the way the brain processes visual signals, specifically the 
ability to recognize familiar faces. These delusions have been shown to exist upon face-to-face 
interaction and subsequently resolve during telephone communications. 

Description: Here we present the case of a 26-year-old male who presented after an acute 
decompensation and worsening of psychotic features for an involuntary evaluation. The patient 
reported visualizing several identical replicas of himself. Despite seeing these replicas numerous times, 
the patient did not express fear of harm by these doubles and noted they often did not speak to him. 
For example, the patient reported that the 2 officers who detained him prior to hospital admission both 
appeared and sounded identical to himself. The patient also expressed the delusion that his mother had 
been replaced. He believed his mother was cloned and reported a great number of different identical 
clones. These delusions appeared to be fixed and persisted at the end of inpatient evaluation. 

Discussion and Conclusion: This case highlights a combination of the syndrome of subjective doubles 
and Capgras syndrome where the patient has delusions regarding self and others. It is particularly 
interesting as it illustrates the tendency of these delusions to occur simultaneously. It is atypical that this 
patient had the impression that he was being pursued by his doubles, as patients with this syndrome 
historically believe their “doppelgänger” leads an entirely separate life. This showcases the 
presentations that medical students and clinicians should recognize to identify and manage patients 
with this rare symptom of psychosis. 
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Introduction/Background: Psychosis is categorized by a group of symptoms that may include 
hallucinations, delusions, or disorganized thinking, speech and behavior. Primary psychosis is thought to 
be caused by a psychiatric disorder, whereas secondary psychosis is caused by a specific medical 
condition (4). Psychosis of epilepsy is a potential secondary cause in which underlying mechanisms are 
correlated with an existing seizure disorder (2). Epileptic psychoses are defined as either peri-ictal or 
interictal, depending on their timing compared to the occurrence of seizures. Peri-ictal psychosis may 
present before (preictal), during (ictal) or after seizures (postictal). These episodes have well-defined 
initial and final phases. Symptom duration is short and completely resolves, but peri-ictal psychosis can 
be a recurring condition (3). Peri-ictal psychosis can also be the result of an iatrogenic process to 
pharmacologic and/or surgical interventions (2). 

Description: A 33-year-old male with no past psychiatric hospitalizations who is on disability due to 
partial seizures secondary to a traumatic brain injury at age 18 presents with worsening episodes of 
agitation and psychosis. Evaluation by the psychiatric team concluded the psychotic episodes were in 
the context of seizures and diagnosed him with psychotic disorder due to another medical condition. 
The seizures were well controlled with the addition of Lamictal by a neurologist before the patient was 
transferred to a psychiatric facility. The patient ceased having any psychotic or mood symptoms or 
behavioral issues since admission to the psychiatric hospital. They determined the patient had adequate 
insight into his condition and recommended outpatient follow up. However, an independent psychiatric 
evaluation suggested the diagnosis of bipolar disorder, manic with psychotic features, which led to the 
patient continuing in-patient hospitalization. 

Discussion and Conclusion: This case highlights the complications involved in diagnosing psychiatric 
conditions in the context of underlying medical conditions. When psychotic symptoms are described as 
only occurring in the context of having a seizure, it is reasonable to conclude the events are correlated. 
However, according to the independent evaluation, focusing primarily on the seizure symptoms and 
timing could possibly result in oversights in the psychiatric evaluation. 
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Description: A 66-year-old Caucasian male with a history of bipolar II disorder, post-traumatic stress 
disorder, generalized anxiety disorder and insomnia has been treated with 600 mg of oxcarbazepine for 
over 20 years. He was experiencing 3-4 episodes of diarrhea day as well as 3-4 episodes of nocturia per 
night. On investigation by his primary care provider, his basic metabolic panel was remarkable for 
hyponatremia, which was asymptomatic. Patient remained hyponatremic consistently for a year even 
after diet change and sodium supplementation. His lowest plasma sodium concentration was 126 
mEq/L. Upon evaluation by urologist, urinalysis showed high concentration of sodium. Oxcarbazepine 
dose was decreased to 300 mg and plasma sodium concentration increased to 135 mEq/L. 

Discussion and Conclusion: Studies show there is an increased risk of hyponatremia with oxcarbazepine 
therapy with approximately fifty nine percent of patients experiencing symptomatic hyponatremia 
within two years of initial therapy.1 Many risk factors increase the chances of developing hyponatremia, 
but diuretic use and advanced age were of particular importance.1 Patients are also at risk during events 
that may require an increase in fluid intake such as post-op or during hot weather.2 Patients taking 
oxcarbazepine should be regularly monitored for hyponatremia and educated about signs and 
symptoms of severe hyponatremia. Patients with previously well controlled seizures who become 
refractory to treatment, have altered mental status or other abnormal behaviors should be evaluated 
for possible hyponatremia. Patients should be instructed about the concomitant use of common other 
drug therapies such as non-steroidal anti-inflammatory drugs, diuretics, calcium channel blockers, tri-
cyclic antidepressants.1 They should also be educated on symptoms of hyponatremia, such as dizziness, 
somnolence, headache, abnormal vision, insomnia, or ataxia. Routine monitoring of anti-diuretic 
hormone levels is not indicated as investigations indicate that levels remain within normal range during 
therapy.2 
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Introduction/Background: Chronic Tic Disorders (CTD) are long-lasting neuropsychiatric disorders of 
childhood that present with a waxing and waning pattern in severity and frequency. CTD have an 
estimated prevalence of 0.5% to 3% and male predominance with a gender ratio of approximately 2:1. 
Patients with CTD may present with vocal and/or motor tics that are preceded by premonitory urges. 
Pathophysiology is not entirely understood, but evidence suggests improper modulation of motor 
programs at cortical and subcortical areas in the brain. CTD is associated with many neuropsychiatric 
conditions including OCD, ADHD and ASD. 

Description: A 14-year-old female presented with a 7-year history of progressively worsening motor tics, 
reaching peak severity in Summer 2020. Tics were exacerbated by stress and ameliorated by relaxing or 
focusing activities. At the initial appointment, tics consisted of clapping her hands together, followed by 
her hitting herself in the forehead with the palm of her hand or fist. She also reported occasionally 
unintentionally punching friends. She endorsed slow auditory processing, dislike of loud noises and 
bright lights, and sensitivity to being touched by people or things such as tight clothing. She reported 
intrusive thoughts such as repeatedly checking the mailbox to ensure properly closure and applying 
lotion immediately after washing her hands. She also complained of insomnia, spending an average of 
1.5 hours to fall asleep. Apart from tics, her mental status exam was normal. She was started on 
Clonidine 0.1mg at night to lessen tic severity and assist with sleep. At follow-up, patient stated 
decreased premonitory urges with a significant reduction in severity and frequency in her tics. She is no 
longer hitting herself in the head and noted the ability to proactively prevent tics by applying deep 
pressure on her body. At both visits, she insisted on treatments that lessened the severity and frequency 
of her tics rather than effectively stopping tics altogether as she feels her tics are part of her identity. 

Discussion and Conclusion: Many patients with chronic tic disorders present with comorbid conditions 
such as ADHD and OCD/OCB. Studies have shown that these conditions are associated with 
abnormalities in the cortico-basal ganglia pathway, suggesting how tics can be actively suppressed by 
the frontal cortex. Hence tics can be exacerbated by stress and ameliorated by concentration and 
relaxation. In addition, tics must be discerned from stereotypies, especially when suspecting ASD. 
Stereotypy can also occur in tic disorders; however, stereotypy is not preceded by premonitory urges 
and symptoms do not wax and wane in severity and frequency.  Differentiating between compulsions 
and tics may prove difficult. Tics may be misinterpreted as a feeling of relief rather than a means to 
alleviate distress from a compulsion.  In addition, sensory sensitivities have been observed in patients 
with tic disorders due to interceptive awareness, which is associated with enhanced activity of the 
insula, motor, and cingulate cortices. In all, this case demonstrates the necessity to discern comorbid 
conditions when suspecting Chronic Tic Disorders. 
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Introduction/Background: Early life trauma, especially physical, sexual, or emotional abuse, are strong 
risk factors for both depression and suicide. However, the precise mechanisms that link abuse with 
depression and suicide risk are not well understood. One hypothesis is that these environmental events 
induce chemical modifications of DNA, and that these changes link early life abuse with later 
development of depression and suicide attempts. However, this has received very little systematic 
study. Our preliminary data indicate that chemical modification of the DNA sequences for micro RNAs 
(miRNAs) link early trauma with depression and suicide. Micro RNAs are short regulatory RNAs that are 
an important mechanism for environmental regulation of RNA and protein expression. These are 
significantly altered in people with early life trauma, and specific miRNA changes are associated with 
depression and suicide risk. The overarching hypothesis of this study is that childhood maltreatment can 
induce long-term chemical modifications of DNA for micro RNAs. The net effect of these changes may 
lead to long-term cellular (mal)adaptations which may lead to depression and suicide vulnerability in 
people with a history of childhood maltreatment. 

Methods: Our research group has developed a novel method of extracting miRNAs that are specific to 
neurons, which are contained in small vesicles called exosomes in peripheral blood samples. We have 
shown that the patterns of miRNA expression are very similar in neuron-specific exosomes and human 
post-mortem brain samples. This study will recruit participants in three groups – depression with recent 
serious suicidal ideation or attempt, depressed without recent ideation or attempt, and normal 
volunteer controls.  

Only depressed and suicidal participants will be recruited at Huntsville Hospital. Non-suicidal depressed 
patients and controls will be recruited at the UAB HRMC. Hospitalized patients will be approached by 
their respective attending physicians who will serve as co-investigators on the project about 
participating. People who assent to participation will be contacted by a research staff person. Written 
informed consent will be obtained prior to any research procedure. A screening interview will be 
conducted by the research staff person to ensure that inclusion and exclusion criteria are met. However, 
the remainder of the procedures will be conducted at the UAB HRMC after discharge. 

We will also conduct a widely used experimental stressor called the Trier Social Stress Test (TSST). Both 
depression and suicidality are increased by stressful life events. The TSST is a standardized mildly 
stressful experience that reliably induces an increase in blood cortisol. We have also shown that the 
TSST induces changes in miRNA expression that are different in people with a history of childhood 
maltreatment who are depressed and suicidal. The TSST consists of people presenting a 5-minute 
speech on any topic of their choosing and then doing some mental arithmetic in front of a panel of two 
or more observers. Ten ml. blood samples will be obtained at baseline and immediately post-TSST and 



15, 30, 60, and 90 minutes after the test. The blood samples will be immediately processed and stored 
at -80°C. Exosomes will be extracted from the blood plasma samples and miRNA analyzed using an 
RNA sequencing method. We have conducted hundreds of TSSTs with blood sampling without incidents 
in a wide range of psychiatric patients and normal volunteer controls.  

All data collected in this study will be kept in a HIPAA-compliant REDCAP database for subsequent 
analysis. The data reported from the study will be done in aggregate and no personally identifiable 
information will be released.  

Results: This is an ongoing study. 

Discussion and Conclusion: If successful, this study may lead to reliable, blood-based biomarkers for 
depression and suicide risk. 
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Objectives

 Expand your treatment perspectives to incorporate a 
public health approach to patient care

 Understand how social determinants impact 
resilience and recovery in vulnerable populations.

 Define resilience and recovery from a patient‐
centered point of view. 

 Design and plan your action plan to mitigate social 
determinants, and enhance resilience and recovery 
in your community



2

Story of Ms. Williams

 Presents late to intake appointment in middle of hot 
Alabama summer, loud, disheveled, malodorous, 
threatening, demanding food and cigarettes. Denies AVH 
(though is paranoid), SI or HI.

 Referred by police (in jail for disorderly conduct)

 We have records from multiple ER visits and psych 
hospitalization

Story of Ms. Williams

 37 yo F lives under bridge, d/o schizophrenia and 
cocaine substance use disorder since age 20, placed as 
youth in foster care after witnessing shooting death of 
mother (in foster care sustained  abuse and sexual 
trauma), no job, no disability, no transportation, 8th

grade education, 6 yrs in jail and prison for drug charges, 
h/o no marriage but 3 children, all in custody of DHR, 
has diabetes and diabetic neuropathy.  At present on no 
meds for anything.  H/O FTS for appointments and 
“failing” to take medications.

Story of Ms. Williams

 Diagnosed with schizophrenia, cocaine use disorder

 Individualized treatment plan offered:  welcomed to 
clinic, offered food and drink, affiliation with ACT team 
that can offer housing, food assistance, LAI, connection 
to primary care, substance rehab, smoking cessation, 
vocational rehabilitation, and help navigating path to 
getting on Medicaid and applying for disability.

 She eats the sandwich, drinks the sweetened tea (which 
pushes her BG over 400), leaves to smoke a cigarette 
and never returns.
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Story of Ms. Williams

 We would call her non‐adherent

 Unable to pursue a healthy lifestyle modification

 Willfully making poor choices

 Would see her again but feel hopeless about her 
prognosis

Story of Ms. Williams

 Or…stop and consider how “structurally 
vulnerable” she is, and identify the structural 
influences that are impacting her physical and 
mental health, and her capacity to work in a 
partnership to benefit her health.

 Empathy and engagement and shared decision 
making  (and honoring her resilience at still 
being alive) might begin her individual path to 
recovery

Broadening One’s Perspective

 Understanding of mental illness is often at individual
considerations of genetic determinants, gene by 
environment and epigenetics, and the impact of social 
and environmental risk factors leading to a clinical 
presentation (Compton & Shim, 2015)

 Many in audience provide 1:1 clinical care like to Ms. 
Williams, assisting patients (and their families) who 
present with particular behaviors; we evaluate, we 
diagnose, we treat.

 Social determinants, resilience and recovery can be 
addressed at this individual level, but we might consider 
broadening this perspective.
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Broadening One’s Perspective

 To maximize the impact (on engagement, 
resilience and recovery) for the largest number 
of individuals and maximize therapeutic 
functioning of multiple systems of care, include 
consideration of social determinants of mental 
health on a societal level

 “Treatment” occurs not only at the individual 
level, but must include attention to population‐
based care

Public Health Practice

 “Public health practice is the 
acknowledgement that health is greater 
then the biologic determinants of 
individual health; Public health practice 
also embraces a host of behavioral, social, 
economic and environmental factors that 
affect the health of a community.”

Sagepub.com

Social Determinants 
of Mental Health (SDOMH)

 “Conditions into which people are born, live, 
and age that are shaped by policy decisions and 
distribution of opportunity within society.”

 These determinants are “social problems that 
disrupt optimal mental health, increase risk for 
and prevalence of mental illness, and worsen 
outcomes among individuals with mental 
illness.” (Shim & Compton, 2019)
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Social Determinants 
of Mental Health

 Discrimination (racism, sexism, stigma) and social exclusion

 Adverse early life experiences

 Low education attainment, poor education quality, and educational inequality

 Poverty, income inequality, and neighborhood deprivation

 Food insecurity

 Unemployment, underemployment, job insecurity

 Insurance benefits disparities (“codified lack of parity for mental illness”)

 Poor housing quality and housing instability

 Climate change

 Poor access to health care

 Lack of access to transportation

 Exposure to conflict, violence, war, forced immigration

 Interactions with unjust, biased criminal justice system

(Compton & Shim, 2015)

Consequences of SDOMH
(Compton, Shim, 2015)

SDOMH 

 Changed behavior 
 High risk behavior 
 “Poor choices”

 Increased risk

 Increased morbidity/mortality

 (NOT resilience, not recovery)
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Resilience

 NIH:  that which allows one to thrive in the face 
of adversity, that helps offset factors that would 
increase mental health problems”

 APA:  that which supports, equips, and 
empowers one to “bounce back from and thrive 
from major challenges”

 Mayo Clinic:  being able to adapt to life’s 
misfortunes and setbacks, difficult situations

Without resilience…

 Decreased capacity to deal with stress 
with daily living

 Lack of control (consequence can be 
“unhealthy coping”)

 Decreased productivity
 Vulnerability to trauma
 Dwell on problems, feel victimized

What Enhances Resilience?
(SAMHSA, 2020)

 Consistent support (being given autonomy, rewarded good work)

 Available, accessible health resources

 Trust, Accountability

 Learning how to manage emotions

 Guarding against burnout

 Intact sleep, adequate nutrition, good physical health,

 Feeling safe and protected; avoiding trauma

 Self‐care, being able to speak for oneself, and be heard

 Skills to deal with difficult people

 Increased communication skills

 Learning from experiences

 Reaching out, feeling connected

 Feeling hopeful
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With Resilience….Recovery

 Fisher (1994): “Empowerment, hope, 
personhood, achievement of self-
defined goals, choices, an end to 
discrimination, self control of 
symptoms, well-being, worth, 
freedom, healing from within.”

 Imagine minimizing social 
determinants and maximizing 
resilience…..

Adding Recovery to the Equation

 DHHS (2019): “the process of change 
through which an individual improves 
health and wellness, lives a self‐
directed life and strives to achieve 
their full potential.”

Recovery

 Person‐centered Recovery goals:

– Know what’s needed to prevent symptoms from 
occurring

– Know how to keep symptoms from disturbing the 
overall sense of well‐being

– Ability to get on with one’s life
– Recognizing warning signs, exacerbation signs, crisis 

signs, and knowing what to do about each

– Having the confidence and responsibility to make the 
necessary decisions and take action

Mark Ragins
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Recovery in Evolution

Symptom remission/reduction                         Skills expansion

Deficit focus                                                          Strength‐based
isolation                                                                 Social skills
Out of control                                                       Episodic
Non‐compliant                                                     Non‐adherent

Hopeless                                                                Hopeful

MD control                                                            Consumer  empowered

Professional support Natural supports

Manage symptoms    Managing life  

Paternalistic                                                          Consumer centered

Recovery does not equal Remission

 Remission:  “a state in which patients have 
experienced improvements in core signs and 
symptoms to the extent that any remaining 
symptoms are of such low intensity that they no 
longer interfere significantly with behavior and 
are below the threshold typically utilized in 
justifying an initial diagnosis of schizophrenia.” 

Andreasen et al. (2005)

Evolving Concepts 
of Recovery

 2 year period with functioning in domains of reduced (not 
necessarily absent) symptomatology, participating in school 
or work, living independently and maintaining social 
relationships. (Shanks & Williams, 2013)

 Includes “hope, optimism, de‐stigmatization, empowerment, 
self‐acceptance, insight, awareness, collaboration with 
professionals, connection, sense of autonomy and self‐
control”  (Shanks & Williams, 2013)

 Successfully cope with life’s challenges, and  build resilience
(NIH, 2021)
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Evolving
Concepts of Recovery

 Opportunity for a fulfilling life that includes a job, a home, 
and meaningful relationships with family and friends 
(SAMHSA)

 Choice:  shared decision making (Torrey, )

 “Recovery means regaining a purpose in life in order to 
return and resume control over one’s lives” (Deegan, 
1988)

 Able to maintain wellness and responsibility for self‐care
(NIMH)

What’s “Broken”?

 It isn’t just neurotransmitters

 The concept of self and the concept of the 
disease process

 Survival skills

 Social skills (ADLS, engagement)

 Cognitive crispness (illness, substances)

 Vocational skills

 Our philosophy and our systems of care and 
policies that create social determinants

What Complicates Recovery?

 Related to the illness:

– Limited acceptance of illness/insight

– Co‐occurring illness (substance use)

– Overwhelming side effects

– Health professionals who don’t embrace recovery

 Social determinants (set by public policies and social norms)

– Stigma

– Delayed access to adequate care

– Uncaring/ignorant bureaucracies which put in place barriers 
to care 

– Insufficient social supports

– Systems of care that sabotage resilience
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We (Psychiatrists) Complicate 
Resilience AND Recovery

 Perpetrate social determinants

 Limited outpatient care (brief med checks) 
focused on symptom reduction with medication

 Response with non‐adherence, co‐morbidities, 
relapses, re‐hospitalization focusing on patient‐
hood instead of person‐hood

 Provide few linkages to other resources

 Constraints of stigma

 By these behavior we communicate our lack of 
hope for resilience and recovery

What Enhances Recovery?

 Continuity of care

 Enhanced, welcoming access that meets patients where they are

 Enhanced treatment: Includes multi‐disciplinary team, patient‐
centered, strengths‐based recovery‐oriented service 

– Psychotherapy

– Illness/wellness management; Coping skills

– Low‐dose medication

– Family education

– Supported employment and education

– Case management

– Assistance with social determinants (housing, employment, 
primary care access, education)

Solutions:  
Transforming Ourselves 
and Our Systems of Care

 Believe in your patient’s potential for recovery; transmit 
hope, and approach care from a person‐centered, 
strengths‐based, shared‐decision making orientation

 Support resilience and recovery by offering welcoming 
services that respond more fully to both clinical and 
social determinants needs 

 Adopt public health considerations; advocate for 
changing social norms (racism), resource and 
opportunity distribution, and public policies that impact 
on social determinants
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EQUITY
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Contact Info
Note on Sources/References
◦ tim.stone@wexfordhealth.co

m
◦ Office: 205 605-7444
◦ Cell: 205 579-4612

◦ I have used multiple sources in the 
preparation of this presentation 
presentation. I will be happy to provid
an detailed list of references upon 
request

The Plague

Albert Camus
“I have no idea what’s 
awaiting me or what will 
happen when this all 
ends. For the moment I 
know this: there are sick 
people and they need 
curing.”
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Mental Illness and Health Equity
◦ Principles of Health and Healthcare Equity

◦ Health Disparities and Underserved Populations
◦ Social Determinants of Health
◦ Institutional and Systemic Roots of Health and Health-Care Disparities

◦ Health-Care Disparities Affecting Individuals with Serious Mental Illness (SMI)

◦ Disproportionate Impact the COVID-19 Pandemic on the SMI Population

◦ The Role of Psychiatrists in Addressing Health Disparities and Promoting Health Equity During the COVID-
19 Pandemic

Definitions
◦ Serious Mental Illness (SMI) (SAMHSA) - Serious mental illness is defined by someone over 18 having (within the 

past year) a diagnosable mental, behavior, or emotional disorder that causes serious functional impairment that 
substantially interferes with or limits one or more major life activities

◦ Health Disparity (inequity) – avoidable differences in health between different groups of people that are the result 
of inequities in systems and that negatively affect people’s living conditions, access to healthcare, and overall 
health status

Social Determinants of Health
◦ Healthcare

◦ Economic Stability

◦ Education

◦ Social and Community Health

◦ Neighborhood
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Roots of Health Inequity
◦ Racism

◦ Sexism

◦ Classism

◦ Xenophobia

◦ Heterosexism

◦ Ableism

Mental Illness and Health Inequity 
◦ Social/Institutional Structures

◦ Stigmatization
◦ Marginalization
◦ Ableism – De-valuation

◦ Social Determinants
◦ Economic Instability/Poverty
◦ Homelessness/Substandard/Crowded Housing
◦ Transportation
◦ Preventive Healthcare
◦ Substance/Tobacco Addiction
◦ Chronic Serious Health Conditions

Disproportionate Effect of COVID-19 
Pandemic on Individuals with SMI
◦ Higher risk of morbidity, mortality

◦ Less likely to receive first/second dose of vaccine

◦ Lack of understanding of need for COVID Precautions in preventing spread of the virus

◦ Inaccurate, confusing, false information regarding COVID vaccine

◦ Public Health Interventions
◦ Reduced access to mental health services due to restrictions on face-to-face contact with mental health providers

◦ Telehealth?
◦ Limitation of case management/outreach services
◦ Treatment Disengagement
◦ Relapse

◦ Loss of employment/income – “non-essential workers”
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Psychiatrists and Health Equity
◦ Psychiatrists frequently serve as the single, trusted point of contact for the healthcare system

◦ Medical training allows clearer understanding of the “science” of COVID-19, prevention, treatment

◦ Psychiatrists have the opportunity to actively engage patients in discussing individualized strategies for 
COVID prevention, providing vaccine education, addressing vaccine-related concerns

◦ Serve as a resource for up-to-date information on COVID testing and vaccination sites

◦ Assist primary care and public health in determining decisional capability to provide informed consent 
for vaccination/treatment

◦ Serve as “vaccine ambassadors, promoting and modeling vaccine uptake

The Plague

Albert Camus
“What’s true of all the evils 
in the world is true of the 
plague as well. It helps 
men to rise above 
themselves.
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Disclosures

Ms. M is a 38-year-old female who presents with a primary 
complaint of worsening insomnia. She describes insomnia 
problems for many years that have been worsening over 
the last six weeks. She also describes both anxious and 
depressed mood, irritability, racing thoughts, poor 
concentration, reduced appetite, and anxiety attacks that 
have worsened over the same period. She says, 
“sometimes I feel like I just want to die.”

What is the diagnosis?
What treatment will you choose?



Differential diagnoses:
Major depressive disorder
Bipolar disorder
Panic disorder
Generalized anxiety disorder

Prevalence of major depressive disorder
Lifetime: 16.2%
12-month: 6.6%

5.9% moderate – very severe
Prevalence in primary care: 10%
Medical inpatients: 12-14%

Prevalence of bipolar disorder
Lifetime and 12-month: 2.6%

Prevalence of any anxiety disorder: 11.6%

Prevalence of Mood Disorders

How many patients 
do you see on a 
busy day?

Kessler RC, et al. JAMA 2003;289:3095-3105
Kessler RC, et al. Arch Gen Psychiatry. 2005;62:617-627

One in 40 patients
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Alabama: Access to 
Mental Health Care

Source: United Way NCA

Meaning: Most initial treatment 
for mental disorders in Alabama 
is in the primary care setting Alabama: 51/51

Bipolar Disorders

Major Depressive 
Disorder Anxiety Disorders

Shared features
Often co-morbid

Anxiety Disorders

Specific Phobia

Social Anxiety Disorder

Generalized Anxiety
Disorder

Separation Anxiety
Disorder

Selective Mutism

Panic Disorder

DSM-5
Trauma-related disorders
Obsessive compulsive
and related disorders



Anxiety Disorders

Social Anxiety Disorder

Generalized Anxiety
Disorder

Panic Disorder

Anxiety Disorders

Generalized Anxiety
Disorder

Spectrum



Temperaments

What is a temperament? 
Heritable and relatively stable response patterns in 
thoughts, moods, and behaviors.

Important temperamental constructs
“Inhibited temperament” (“Introversion”)

A predisposition to interpret novelty--new people, places 
and things--as potentially threatening
Related constructs: Introversion, pathological shyness

“Neuroticism”
A pattern of excessive reaction to real or potential threats
Characterized by worry, irritability, and withdrawal

Adapted from Jennifer Blackford, Ph.D.

Social
Anxiety
Disorder

Generalized
Anxiety
Disorder

Trait Neuroticism and Vulnerability to MDD

Neuroticism is one of the “Big Five” 
personality traits

Neuroticism, openness to experience, 
extraversion, conscientiousness, 
agreeableness

Involves heightened emotional reaction to 
perceived or anticipated stress
Increased vulnerability to: anxiety, worry, 
fear, anger, frustration, envy, jealousy, 
guilt, depressed mood, and loneliness 
Increases risk for GAD and MDD

tooooooooooooooooooooo  

y, 

Spectrum

Neuroticism, GAD, and MDD

Trait
Neuroticism

GAD

Stress Stress Stress

MDD MDD MDD



DSM-5 Generalized Anxiety Disorder

Excessive anxiety and worry about a variety of topics, events, or activities 
most days for at least 6 months.
The worry is difficult to control. 

The worry in both adults and children may easily shift from one topic to another.
At least 3 of the following (one in children):

Edginess or restlessness
Easily fatigued
Difficulty concentrating or mind going blank
Irritability
Increased muscle tension
Sleep disturbance

Questions:
“Do you tend to worry a lot?”
If yes, “Do you tend to worry 
about a lot of different things 
at the same time?
Do you recall being a worrier 
as a child?

SSRI’s

Generalized anxiety disorder

Social anxiety disorder

Panic disorder

Obsessive-Compulsive Disorder

Post-Traumatic Stress Disorder

SSRI’s

Generalized anxiety disorder

Social anxiety disorder

Panic disorder

Obsessive-Compulsive Disorder

Post-Traumatic Stress Disorder

Generalized Anxiety Disorder: Buspirone

Serotonin 1A receptor partial agonist
Approved for GAD in 1986
Half-life = 2.5 hours
Dosing:

7.5 mg. bid for two weeks
10 mg. tid (or 15 mg bid)
Maximum dose = 60 mg./day

Common side effects
Activation (early)
Dizziness



Diagnosing MDD: SIGECAPS

Depressed mood +
Sleep disorder (either increased or decreased sleep)
Interest deficit (anhedonia)
Guilt (worthlessness, hopelessness, regret)
Energy reduced
Concentration reduced
Appetite disorder (either decreased or increased)*
Psychomotor retardation or agitation
Suicidality 

Depressed mood or 
loss of interest
Total of 5 symptoms

Ms. S is depressed and has been taking 
duloxetine (Cymbalta) 60 mg. per day for six 
weeks without effect. She is experiencing no side 
effects. What would you do next?

A. Add aripiprazole (Abilify) 5 mg.
B. Add bupropion (Wellbutrin) XL 150 mg.
C. Increase duloxetine (Cymbalta) to 90 mg. per 
day
D. Switch to a medication of a different class

50 100            150 200
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Umene-Nakano W et 
al. J Psychopharmacol
2010 24: 1764-1771
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Duloxetine Binding Affinity

Concentration (dose)
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transporter   90%
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60 mg.

Differential responsiveness to drug
Variation in blood levels
Volume of distribution
Age (reduced clearance)
Drug-drug interactions

Factors Influencing Drug Dose-Response
2
3

Antidepressant Optimization

Torrellas C, et al. Curr Genomics 2017; 18:442-449

Initiate treatment
Re-evaluate treatment every 3-4 weeks
Increase dose if:

Not recovered
Acceptable side effects
Not at maximum dose

Titrate to maximum if possible before changing medications

Not at maximium dose = Up
At maximum dose = Out
Side effect = Wait



PHQ-9

SCHOOL OF MEDICINE - Departments of Family and Community Medicine and Psychiatry 

Interpretation of Scores: 
1 – 4 Minimal depression
5 – 9 Mild depression
10 – 14 Moderate depression
15 – 19 Moderately-severe depression
20 – 27 Severe depression 

Recommended Dosing Ranges

CPY2D6

© UAB. All Rights Reserved.© UAB. All Rights Reserved.
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Initial trial

Dose optimization

Monotherapy switch
(alternative class)

Augmentation/
Combination

Monotherapy switch
(alternative class)

Augmentation/
Combination

Limited 
response

Partial 
response



2
8

Escitalopram 20 mg./day (6 weeks)

Raise dose Add
aripiprazole

(Abilify)

Add
quetiapine
(Seroquel)

Switch
medication

Add
psycho-
therapy

Add
bupropion
(Wellbutrin)







Mr. P is a 48-year-old man who presents with a 
primary complaint of depression. He also has 
degenerative disc disease with chronic, disabling 
pain. What medication would you prescribe?

A. Duloxetine (Cymbalta)
B. Bupropion (Wellbutrin XL)
C. Psychotherapy
D. Escitalopram (Lexapro)

Mr. W. is a 54-year-old white male with a history 
of diabetes with associated severe neuropathic 
pain. He has had trials of an NSAID, 
gabapentin, pregabalin, topiramate, and has 
had 6 months of physical therapy with only 
partial benefit. He is not currently depressed. 

How would you treat him and why?

© UAB. All Rights Reserved.© UAB. All Rights Reserved.
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SCHOOL OF MEDICINE - Departments of Family and Community Medicine and Psychiatry 

RVM=Rostroventral medulla (5-HT)
DLPT=Dorsolateral pontine tegmentum (NE)

Dorsal
horn



© UAB. All Rights Reserved.© UAB. All Rights Reserved.

40

SCHOOL OF MEDICINE - Departments of Family and Community Medicine and Psychiatry Wernicke JF, et al. Neurology 2006;67:1411–1420

The Effects of Duloxetine 60 and 120 mg./day on 
Diabetic Neuropathic Pain

Weeks

Depressed
patients were 

excluded

Change in 
Pain 

Severity

Mr. M is depressed and has been taking 
fluoxetine (Prozac) 40 mg. per day for six weeks. 
He reports significant improvement in his mood. 
However, he says that he continues to have low 
energy and motivation to do things. What would 
you do next?

A. Add aripiprazole (Abilify) 5 mg.
B. Add bupropion (Wellbutrin) XL 150 mg.
C. Switch to escitalopram (Lexapro)
D. Switch to a medication of a different class

© UAB. All Rights Reserved.© UAB. All Rights Reserved.

“Average” patient – SSRI (escitalopram [Lexapro], sertraline [Zoloft])
“Anxious” patient – sertraline (Zoloft) – start low, go slow
Comorbid pain – SNRI (duloxetine [Cymbalta], levomilnacipran [Fetzima])
Low energy/motivation – bupropion XL (Wellbutrin)

Residual low energy/motivation – add bupropion XL

Sexual side effects – switch to bupropion XL
Add then taper
Alternative: Vortioxetine (Trintellix) 5-10 mg./day

Two medication class failure – atypical antipsychotic augmentation
Aripiprazole: 2 mg. > 5 mg. > 7.5 mg. > 10 mg. > 15 mg.

How to Choose 4
2

SCHOOL OF MEDICINE - Departments of Family and Community Medicine and Psychiatry 



DSM-5 Mania:
Inflated self-esteem or grandiosity
Decreased need for sleep
Increased talkativeness
Racing thoughts
Distracted easily
Increase in goal-directed activity or psychomotor agitation
Engaging in activities that hold the potential for painful 
consequences, e.g., unrestrained buying sprees

Bipolar Disorder

Three 
or more

Remember: About 1 out of every 8 
depressed people has bipolar disorder

“Have you ever had a time when your mood was so up 
or high or that you were so full of energy that it caused 
problems for you or that other people thought you were 
not your regular self?”

“Not times when you were using drugs or alcohol.”
“Have you had a time when you needed very little sleep 
for several days and yet were full of energy during the 
day?”

Bipolar Disorder Screening Questions

Mood Disorder 
Questionnaire

Hirschfeld RMA. Prim Care Companion 
J Clin Psychiatry. 2002; 4:9-11  

Elevated mood and 
increased goal-directed 
activity or energy, lasting at 
least one week  + 3 
additional symptoms



Ms. M is a 38-year-old female who presents with a primary 
complaint of worsening insomnia. She describes insomnia
problems for many years that have been worsening over 
the last six weeks. She also describes both anxious and 
depressed mood, irritability, racing thoughts, poor 
concentration, reduced appetite, and anxiety attacks that 
have worsened over the same period. She says, 
“sometimes I feel like I just want to die.”

What is the diagnosis?
What treatment will you choose?

Back to Ms. M…
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Questions?
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https://uab.co1.qualtrics.com/jfe/form/SV_ehAlqJ8v5qODj9j
rcshelton@uabmc.edu



Sylvia Atdjian, MD, DFAPA, is an associate professor in the Department 
of Psychiatry at Johns Hopkins University School of Medicine. She 
completed residency training in psychiatry at Temple University and a 
fellowship in addiction psychiatry and research fellowship at The 
University of Pennsylvania. She previously served for five years as a senior 
consultant for SAMHSA’s National Center for Trauma-Informed Care.

Sylvia Atdjian, MD, DFAPA



Ari Morgenstern, MD, is a second-year resident at Mount Sinai Health 
System in New York, NY. He received his medical degree from Albert 
Einstein College of Medicine in Bronx, NY. While in medical school, he 
volunteered with Bronx Oncology Living Daily (BOLD), a free program that 
provides social support and wellness sessions to help meet the needs of 
Bronx community members with cancer and peer mentoring for their 
children.

Dr. Morgenstern’s professional interests include child & adolescent 
psychiatry, climate psychiatry, and psychoanalysis. His research interests 
include examining the role of English proficiency in mediating ethnic/
racial disparities in access to mental health care.

Ari Morgenstern, MD



10/4/2021

1

The Impact of Bariatric Surgery 
on Psychiatric Disorders: A 
National Cohort Study

Presenter: Ari Morgenstern MD

Authors:

Adan Z. Becerra, PhD,1 Syed I. Khalid, MD,1 Ari S. Morgenstern, MD,2 Emilie A. Rembert, BS,3 Madeline M. Carroll, BA,3 Philip A. Omotosho, 
MD, FACS,1 Alfonso Torquati, MD MSCI FACS1

Department of Surgery, Rush University Medical Center, Chicago, IL

2Department of Psychiatry, Mount Sinai Morningside and Mount Sinai West, New York City, NY

3Rush Medical College, Chicago, IL

• I have no conflicts of interest or any financial disclosures.

• The authors have no conflicts of interest or any financial disclosures.

Learning Objectives

• To gain a stronger understanding of the association of psychiatric 
disorders and bariatric surgery

• To better understand the need for mental health assessments and 
interventions for bariatric surgery patients



10/4/2021

2

Background

• Previous studies have shown that bariatric surgery reduces the risk of 
cardiovascular morbidity and mortality. However, less is known about 
the effects of bariatric surgery on mental disorders. 

• This is surprising given the threats that obesity and mental disorders 
pose to individual patients, as well as public health and healthcare 
systems.

• It has been reported that the rate of mental disorders among bariatric 
surgery patients is higher in the postoperative vs. preoperative 
period, thus illuminating concerns that bariatric surgery may cause 
increases in the risk of mental disorders. 

Background

• Previous studies have not been able to confirm such an association 
because they did not include a nonsurgery control group.

• This provided the impetus for our study.

Centers for Medicare & Medicaid Services 

• Eligibility for Bariatric Surgery
• 1) BMI > 40

• or

• 2) BMI > 35 and at least one or more obesity‐related comorbidities

https://www.cms.gov/medicare‐coverage‐database/view/ncd.aspx?NCDId=57&ncdver=5&bc=AAAAIAAAAAAA&
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Methodology

• This was a retrospective cohort study that used de‐identified data 
from the PearlDiver Mariner Database (PearlDiver Technologies, 
Colorado Springs, CO, USA). 

• The PearlDiver Mariner is a Health Insurance Portability and 
Accountability Act administrative database that contains all 
healthcare encounters for 30 million patients in all US states and 
territories. 

Methodology 

• We identified all individuals with obesity between 2011‐2018 who 
were eligible for bariatric surgery using the Centers for Medicare and 
Medicaid Services criteria and identified those who did and did not 
undergo Roux‐en‐Y gastric bypass or vertical sleeve gastrectomy.

• Exposure: Bariatric surgery

• Outcomes: Depression and affective disorders, organic disorders and 
dementias, alcohol‐related disorders, drug disorders not alcohol 
related, schizophrenic disorders, other psychoses, anxiety and 
personality disorders, other mental disorders (not psychoses)

• Difference in differences (DiD) study design (1/3 yr pre/post)
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• Matched analyses identified 56,661 patients in each group (matched on demographics, 
insurance, region, and comorbidities).

One‐year Before and After Bariatric Surgery

Pre Post

N % N %

‐‐ ‐‐ ‐‐ ‐‐
1Year Overall Mental Disorders

Bariatric Surgery (N= 56,661) 10,269 18% 39,728 70%

Obese Controls (N= 56,661) 11,734 21% 26,300 46%

1 Year Inpatient Mental Disorders
Bariatric Surgery (N= 56,661) 148 0% 13,746 24%

Obese Controls (N= 56,661) 299 1% 1,812 3%

1 Year Overall Primary Mental Disorders
Bariatric Surgery (N= 56,661) 5,600 10% 30,568 54%

Obese Controls (N= 56,661) 5,777 10% 11,242 20%

1 Year Inpatient Primary Mental Disorders
Bariatric Surgery (N= 56,661) 20 0% 10,755 19%

Obese Controls (N= 56,661) 49 0% 254 0%
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Conclusions

• Bariatric surgery was associated with a 27‐percentage point 
differential increase in the risk of overall mental disorders across all 
patients, for a relative increase of 135%.

• These trends were driven by depressive and affective disorders, 
anxiety and personality disorders, and other disorders not involving 
psychoses.

Limitations

• Administrative billing codes may not truly capture diagnosis of mental 
disorders and should be supplemented with prospective psychological 
batteries.

• Bariatric surgery programs may require patients to receive psychiatric 
follow‐up care, further adding to the potential of 
upcoding/misdiagnosis.

• Residual and unobserved confounding (e.g., the database does not 
have physician/hospital characteristics).

• Selection bias.
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Thank you

• Patients

• Southern Psychiatric Association

• Alabama Psychiatric Physicians Association



Sandra Adamson Fryhofer, MD, is an adjunct clinical associate professor 
of medicine at Emory University School of Medicine. She also maintains a 
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Sandra Adamson Fryhofer, MD
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COVID 19 Vaccines in US under FDA

VE:  95%
Two doses (0,21)

12 & older*(BLA:>16/ EUA:12-15)
(EUA:  additional dose
for immunocompromised)

- 9/22/21)

VE:  94%
Two doses (0,28)

EUA:18 & older*
(EUA:  additional dose 
for Immunocompromised)

VE (overall): 66.3% 
One dose 
EUA: 18 & older**

**TTS warning: females <50 / GBS* reports of myocarditis

mRNA 1273 Ad26-COV 2 S viral vectormRNA BNT 162 b2

12/11/2020 12/18/2020 2/27/2021

Pfizer Moderna Janssen



mRNA COVID 19 vaccines
December 11, 2020: 

Pfizer / BioNTech BNT 162 B2 (mRNA)
December 18, 2020:

Moderna 1273 (mRNA)

2/27/2021

1. 2.

3.



BLA: 8/23/2021
Full approval for > 16

EUA: age 12-15

EUA: Additional dose 
for immunocompromised

Pfizer / BioNTech mRNA vaccine

EUA = Emergency Use Authorization ----- BLA = Biologics license application

Warnings!
Viral vector vaccine Janssen:  

-TTS:  Thrombosis with Thrombocytopoenia Syndrome (rare)
(more common in women < 50)

-GBS:  Guillain-Barre Syndrome (rare)

mRNA vaccines- Pfizer & Moderna
-Myocarditis (heart inflammation)



Prescribing information
Pfizer BioNTech 

Excerpt from Prescribing Information for Pfizer mRNA vaccine (Comirnaty):

Myocarditis Risk
There is risk of myocarditis after COVID mRNA vaccination. 
There is also risk of myocarditis with COVID infection.

higher rates
than after mRNA vaccination!

Why COVID vaccination 
is important 

for children and adolescents

COVID infections can cause:
MIS-C  (Multisystem inflammatory disorder in children, 

Post COVID condition --long haul COVID, Hospitalization , Death



Delta Is the dominant circulating SARS-CoV-2 variant

Delta represents 99% of
recently sequenced lineages

Delta is more than 2x as
contagious than previous
variants

Delta, B.1.617.2

Alpha, B.1.1.7

https://covid.cdc.gov/covid-data-tracker/#variant-proportions; https://www.cdc.gov/coronavirus/2019-ncov/variants/delta-variant.html 8

Additional vaccine dose 
for 

Immunocompromised

New Recommendation:

Honor System: (no Rx or doctor note needed)



BOOSTERS?   What?  When?

September 22, 2021
EUA for single Pfizer booster dose



- > 65 

- Health 
condition

-High exposure            
job or conditions

Some vaccination hesitancy 
may be 

vaccine inconvenience



September 9, 2021



https://www.cdc.gov/vaccines/covid-19/clinical-considerations/covid-19-vaccines-us.html

-Oct 14
Moderna
boosters

-Oct 15
J & J 
booster

-
match
boosters



??Questions??
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He is a nationally recognized expert on gun violence, intimate partner 
violence, health disparities in minority populations, and forensic 
psychiatry. 

Rahn Kennedy Bailey, MD, DFAPA, ACP
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Racism in the COVID-19 Era
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Tech and the Board: The 
Art of Engagement. 
(2019, April 17). 
Retrieved from 
https://deloitte.wsj.com/art
icles/tech-and-the-board-
the-art-of-engagement-
01555462931
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Engage:

Bailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 
Ps ychiatric Society News letter. Southern California Ps ychiatric 
Society News letter, J une 2020. Retrieved September 30, 2021, 
from https ://www.s ocalps ych.org/2020/06/june-2020/.

An impediment to the progress of equality 
and justice is unwillingness to openly discuss 
past racial transgressions.

If we remain quiet these violent acts will 
continue, as it did recently in Atlanta, Ga 
shortly after Mr. Floyd’s murder. 

A precedent of this was the time Nelson 
Mandela started the Truth and Reconciliation 
Commission after he got released for being 
wrongfully imprisoned for 27 years. 4

Engage:
The Truth and Reconciliation Commission still 
exists today and allows a platform for these 
discussions to be had. 

South Africa was marred with racial problems. 
This period was defined by violence and 
disregard for human rights. 

This type of body was created to usher in an era 
of greater fairness and humanity.

In an official court setting it gave people a 
chance to air their grievances. 

Bailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 
Psychiatric Society Newsletter. Southern California Psychiatric 
Society Newsletter, June 2020. Retrieved September 30, 2021, 
from https://www.socalpsych.org/2020/06/june -2020/.
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Engage:
It demonstrated the people’s commitment to 
reconciliation. 

This same type of reconciliation should be 
practiced in the era we are in now. 

Race relations might improve if we engage in 
dialogue with those of different backgrounds.

Understanding the processes of how they 
think and allowing an outlet to these 
emotions. 

Bailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 
Psychiatric Society Newsletter. Southern California Psychiatric 
Society Newsletter, June 2020. Retrieved September 30, 2021, 
from https://www.socalpsych.org/2020/06/june -2020/.
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Redbubble. (2019, April 03). Empower Creativity. Retrieved 
from https://blog.redbubble.com/2019/02/empower-creativity/
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Empower:
We should move towards a model of 
interpersonal engagement, antithetic from public 
discourse like “all lives matter”.

“All lives matter is counterproductive and 
diminishes discourse of critical conversations.” 

The statement implies a failure to comprehend 
that African Americans are still mistreated. 

Which undermines open dialogue, blocks 
progress towards free thought, and hampers 
iterative processes. 

Bailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 
Psychiatric Society Newsletter. Southern California Psychiatric 
Society Newsletter, June 2020. Retrieved September 30, 2021, 
from https://www.socalpsych.org/2020/06/june -2020/.
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Empower:
Can be harmful to African Americans by not 
acknowledging that African Americans are 
being hurt now. 

Giving examples of other people who have 
suffered the same can give hope and create 
encouragement. 

Give the patient resources (eg: YMCA 
programs, support groups, literature). 

Especially the elderly who usually have 
historically experienced open racism. Suggest 
to not isolate, start new hobbies. 

Bailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 
Psychiatric Society Newsletter. Southern California Psychiatric 
Society Newsletter, June 2020. Retrieved September 30, 2021, 
from https://www.socalpsych.org/2020/06/june -2020/.

9



Explorer Stock Illustrations – 37,957 
Explorer Stock Illustrations, Vectors & 
Clipart. (n.d.). Retrieved from 
https://www.dreamstime.com/illustration
/explorer.html
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Explore:
Allowing the patient to express traumatic events 
can be therapeutic.

Attempt to try to get the individuals to talk about 
these issues. 

We may be one of the few the individual is able 
to express these issues with. 

Allow for the exchange of information. Multiple 
attempts may be necessary, it can be difficult 
for a person to express past traumatic 
experiences.

Bailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 
Psychiatric Society Newsletter. Southern California Psychiatric 
Society Newsletter, June 2020. Retrieved September 30, 2021, 
from https://www.socalpsych.org/2020/06/june -2020/.
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Explore:
Ask how that made them feel and how they 
coped with these feelings until now. 

Having these types of conversations is a 
healthy practice.

Importantly discussions can include how to 
function out of that going forwards. 

Racial conversations in this country have been 
blocked for years, exploring these topics is 
necessary.

Bailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 
Psychiatric Society Newsletter. Southern California Psychiatric 
Society Newsletter, June 2020. Retrieved September 30, 2021, 
from https://www.socalpsych.org/2020/06/june -2020/.
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The Art and Science of Empathy. (2016, April 05). Retrieved from 
http://blog.pencol.edu/the-art-and-science-of-empathy-its-role-in-the-classroom-
and-in-our-lives/
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Empathize:
Relating to the individual if you have similar 
experiences can be powerful.

Can allow for a bond that makes the person 
feel they are not alone in this. 

The primary objective is compassionate and 
attentive listening but by sharing your own 
vulnerabilities can enable the person to do 
the same.

Bailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 
Psychiatric Society Newsletter. Southern California Psychiatric 
Society Newsletter, June 2020. Retrieved September 30, 2021, 
from https://www.socalpsych.org/2020/06/june -2020/.
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Empathize:
Try to put yourself in their position.

What it like to be marginalized? To be 
empathic is to feel what it’s like to be in your 
shoes. 

This can be a dialogue on what it like to be 
marginalized.

This can include your ethnicity, gender, 
immigrant status, sexuality, age, etc.

Bailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 
Psychiatric Society Newsletter. Southern California Psychiatric 
Society Newsletter, June 2020. Retrieved September 30, 2021, 
from https://www.socalpsych.org/2020/06/june -2020/.
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4 tips for successful brand evolution. (n.d.). 
Retrieved from 
https://philarmstrong.com/brand/four-tips-for-
successful-brand-evolution/

16

Evolve:
We cannot allow to remain stagnant in life due 
to mistreatment or being marginalized. 

It is the age-old story of Power in humanity. 
Racism affects a person emotionally and 
psychologically in many ways. 

These can act as barriers to progress but 
despite this a person cannot quit or give up. 

Evolving means one must improve in their 
abilities. This can be done by studying or 
practicing harder to perfect your craft. 

Bailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 
Psychiatric Society Newsletter. Southern California Psychiatric 
Society Newsletter, June 2020. Retrieved September 30, 2021, 
from https://www.socalpsych.org/2020/06/june -2020/.
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Evolve:
An individual cannot stay the same they 
either progress or regress. Break through 
whatever ceiling that might be placed on you. 

The world moves extremely fast and you 
must be even faster. Suggesting positive 
guidelines to deal with issues as they come 
up. 

It might be beneficial to discuss the 
individual’s personal dreams/goals, and how 
to attain them.

Bailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 
Psychiatric Society Newsletter. Southern California Psychiatric 
Society Newsletter, June 2020. Retrieved September 30, 2021, 
from https://www.socalpsych.org/2020/06/june -2020/.
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Evolve:
Encouraging the individual towards these 
goals can build self-confidence and self-
esteem.  

Teaching coping mechanism can allow ways 
for an individual to deal with racism in their 
daily lives. 

This in turn can reduce the negative affects 
racism can have on a personBailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 

Psychiatric Society Newsletter. Southern California Psychiatric 
Society Newsletter, June 2020. Retrieved September 30, 2021, 
from https://www.socalpsych.org/2020/06/june -2020/.
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Standing In An Embrace. (2021, January 
20). Retrieved from 
https://www.freepik.com/premium-
vector/multi-ethnic-group-women-
standing-embrace_12205897.htm

20

Embrace:
Embrace the challenges ahead. As striving 
towards racial justice can be an arduous task.

Many battles will still have to be fought as racist 
individuals will continue to exist. 

Expecting difficulties and but still trying to keep a 
positive attitude. Identifying actions that can lead 
to change. 

Embracing social responsibilities, whether it be 
protests, volunteering/ forming organizations which 
can fight against racism.

Bailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 
Psychiatric Society Newsletter. Southern California Psychiatric 
Society Newsletter, June 2020. Retrieved September 30, 2021, 
from https://www.socalpsych.org/2020/06/june -2020/.
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Embrace:
Getting actively involved in areas where racism 
exists such as: healthcare, education, law 
enforcement. 

Even participating in dialogue with racist individuals, 
as it can lead to learning why an individual is racist 
and if there is anything that can be done about it.  

Finally, embrace you are, we can’t stop being what 
we are. Accept, embrace, and Love yourself. 

Understand that others that practice these racist acts 
are wrong. Believe you can do anything anybody 
else can.

Bailey, R. K., MD, & Bonds, C., MD. (2020). Southern California 
Psychiatric Society Newsletter. Southern California Psychiatric 
Society Newsletter, June 2020. Retrieved September 30, 2021, 
from https://www.socalpsych.org/2020/06/june -2020/.
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Ayesha Khan, PhD, is a fellow in Clinical Microbiology at Mayo Clinic in 
Rochester, Minn.

She completed her PhD in microbiology and infectious diseases at the 
University of Texas Health Science Center at Houston, followed by a 
postdoctoral fellowship in infectious diseases and clinical microbiology.

As a clinician, Dr. Khan specializes in the diagnosis of infectious diseases 
and takes a personalized medicine approach to patient care. She is 
developing innovative and rapid phenotypic, molecular and genomics-
based diagnostics for optimal detection and treatment of infections 
caused by multidrug-resistant organisms. 

Ayesha Khan, PhD
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Decolonizing psychiatry

Ayesha Khan, Ph.D.
Fellow in Infectious Diseases and Clinical 
Microbiology
Bridging Science and Social Justice: 
@wokescientist on Instagram

Black and Indigenous Americans have highest death tolls from CoVID-19

APM Research Lab

Geographic distribution of CoVID-19 cases/deaths

https://coronavirus.jhu.edu/us-map; accessed 4/8/2021

CASES

https://www.brookings.edu/research/americas-racial-diversity-in-six-
maps/

DEATHS
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Diabetes (diagnosed) rates

Heart disease death rates

Higher risk (pre-existing conditions) for COVID-19

Infant mortality, maternal health- same geographical pattern

Infant mortality

CDC

Rates of 
Depression 

among Adults

CDC
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”X race is at higher risk for Y disease”
How does the biomedical field use concepts of race and 
ethnicity? 

EthnicityRace 
perception

”X race is at higher risk for Y disease”
How does the biomedical field perceive, construct and explain health 
disparities?
• Race vs. ethnicity

• This is the “gold standard”

• Is it ok to even have social 
constructs vs base human 
anatomy/ chemistry/ physiology 
that is quantifiable ? 

(Wang MK, JACC, 2018)
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Biomedical use of “race” and “ethnicity” as genetic/ 
biological variables – counters all evidence 

- Only 23% of medical research defined race/ 
ethnicity, no standard definition, accounting of bias/ 
confounding factors

- 75-80% of papers find “race/ ethnicity” to be a risk 
factor but no further explanation- no socioeconomic, 
behavioral, environmental, genetic, biological context 
provided

Public health, epidemiology, genomics

- 77% of research used race or ethnicity as a 
variable. No standard definition or method 
of data collection

- . Most research treats race/ ethnicity as 
the same, no context/ methods, 
explanation of any ”significant” results 
on race or ethnicity. 

Vague, inaccurate, false use of “race”= abuse = unethical= leads to loose 
biological conclusions lacking evidence = create race to be a innate  biological/ 

genetic concept (fallacy) = causes oppression & disparities

Is being “non-white” truly a risk factor for any disease or bad health?

Infectious Diseases emerge in previous Colonized Nations due to Social Inequity
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America = Colonization & Indigenous genocide + Slavery

EXPANSION OF SLAVERY INVASION OF INDIGENOUS LANDS

Unlike other nations who are “free” of colonization, America is still a settler 
colonial, hierarchal nation with foreign settlers ruling over non-native land

Poverty & 
children

Uninsured

% without HS diploma

Upward 
mobility

Prison 
admission rate

Incarceration rate per 100,000 ICE detention centers
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Segregation like all other injustice never “ended” 
THE SOUTH IS STILL “THE SOUTH”

DEATHS

Neoslavery & neosegregation exist, social 
inequities are getting worse- geography is 

the same

Poverty & children

Uninsured

% without HS diploma

Prison admission rate

Incarceration rate per 100,000

ICE detention centers

State sanctioned 
violence
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Inaccessibility to basic resources  bad 
health

Income 
(education, 
healthcare, 

employment)

Food 
insecurity

Segregation and inequitable income, education, healthcare & 
access-- THE SOUTH IS STILL “THE SOUTH”

COVID-19 cases

Mental health trauma due to racial capitalism

Depression Access to mental 
health care

Prevalence of 
disabled adults 
who could not 

afford medical care
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Current framework of psychiatry and 
psychology are colonial systems
• There is no “racism in psychiatry”, the current model of psychiatry 

is racist and built on a foundation of slavery and genocide

• Diversity & inclusion, in the context of a hierarchal power structure 
that for generations has been built with oppression in mind, is 
meaningless

• Changing figureheads without dismantling the system that 
enables inequity itself is just a way to placate people rather than 
address the problem

• What is are practices that make psychiatry colonial?

Psychiatry today is a carceral punitive 
system rooted in incarceration
• Both police and prisons in the U.S. 

were created by colonial capitalists 200 
years ago and they were constructed to 
hunt down and incarcerate Black 
people 

• The institutionalization framework of 
Psych is the same– it targeted Black 
people who refused to comply with 
their torture and abuse

We are not “external” to the problem. 
We are the problem. 

Oppressive power structures must be in 
every facet of society— the common 
thread is that they are all created BY white 
supremacists and exist largely in their 
same form today.
- Police 
- Prisons
- Academia 
- Medicine
- Criminal justice system
- K-12 Education 
- Residential segregation and taxation 
- Electoral college … etc etc etc etc
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Psychiatry was created as a 
discipline that uses scientific 
fallacies to justify dehumanization

Power dyamics of 
colonialism and racial 
capitalism exploited 
Black, Indigenous & 
eventually all people 

of color on a 
domestic + global 

scale 

Capitalists can gain 
popular support by 
the masses through 

“Divide & Conquer” if 
they can convince 
people of a innate 

class system

Fabrication of flawed 
research to justify 
labeling one group 
based on a social 

construct like race or 
gender or ethnicity as 
“inferior” and others 
as superior‐ breaks 
class solidarity

Ultimately a big backbone of the justification for slave 
patrols to find ”escaped slaves” who were characterized as 
mentally ill and demonized as a risk to society which then 

also justified their incarceration in prisons

Science and medicine aren’t unbiased 
objective systems of care

The current global systems were put in place by 
European colonial regimes & the foundational 

framework of HOW we treat people has not 
change even if medicine has evolved

Science and medical fields provided the 
false “evidence” needed to justify systemic 
oppression. They created these systems.
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Systemic oppression 
makes people sick, not 
the other way around

Healthcare focused on 
generating profits and 

monetizing on sickness 
is not built to save lives, 

its built for profit.

Capitalism deprives 
people of the human 

right to life- it has to be 
“earned”

Treating the root cause of bad health = good individual 
and community health outcomes

Treatment needs to be a multi-faceted 
collective approach to target each level of 

inequity that impacts health outcomes

Psychiatry 
pathologizes the 
individual if they 
diverge from the 

status quo

What is “normal”? 
How does treating 

people without fixing 
systems work?
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What does it mean to decolonize treatment?

• Push for full decolonization of this land and a return to Indigenous sovereignty + 
leadership of Indigenous healing practices & one health approach for healthcare

• NO power dynamics – provider vs patient
• Think of treating the root causes or conditions in which bad health emerge
• Emphasis on prevention and foresight rather than reactionary treatment – shift away 

from any capitalistic models to collectivist, socialist models of universal healthcare 
• Diagnosis does not pathologize individuals or communities  requires deep roots 

in social determinants of health, historical understanding of intergenerational 
oppression and existing inequities 

• Does not solely focus on individual – community and public health is equally 
important to include into the treatment plan for an individual 

• Healthcare = medicine as we look at it now. Healthcare = ensuring we create, and 
uphold systems of communal care to provide everyone with access to basic 
resources (food, water, shelter, support systems etc) since all of those are essential 
for good health 

• To question and dismantle or reform every system  in the biomedical field that was 
constructed with the same power dynamics (primed for racism and classism)
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Indigenous model of healthcare

Indigenous model of research
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Charlotte Morrision, JD, is a senior attorney with Equal Justice Initiative 
(EJI) in Montgomery, Ala. EJI is committed to ending mass incarceration 
and excessive punishment in the United States, challenging racial and 
economic injustice, and protecting basic human rights for the most 
vulnerable people in American society.

Morrison clerked for Judge Rosemary Barkett on the U.S. Court of 
Appeals for the Eleventh Circuit, is a former Rhodes Scholar with degrees 
in philosophy from Oxford University and the University of Montana. She 
graduated from New York University School of Law in 2000.

Charlotte Morrison, JD



Roger D. Smalligan, MD, is regional dean at the University of Alabama at 
Birmingham Huntsville Regional Medical Campus. He received his 
medical degree, and master’s degree in public health from Johns 
Hopkins University School of Medicine. He then completed a med-peds 
residency at Vanderbilt University. After training, Dr. Smalligan and his 
family worked at a rural mission hospital in the Amazon jungle region of 
Ecuador for nine years where he actively taught medical students and 
residents as well as cared for the poor of rural Ecuador.

On returning to the United States in 2004, Dr. Smalligan joined the faculty 
at East Tennessee State University where he became the chief of the 
Division of General Internal Medicine.

Roger D. Smalligan, MD, MPH, FACP
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Alabama Demographics by Race 2

General Population Physicians

Asian

White68.09%
Black or African American26.4%
Two or more races1.89%
Other race1.45%

Asian1.36%

Native American0.52%

White

Black

Asian

© UAB. All Rights Reserved.

• CDC Report from October 2019

• Many African Americans and Hispanics 
prefer their physician understand their 
culture and background 

• Previous studies showed patient 
satisfaction is higher if physician is of 
similar race or background

• This is observed on rounds and reported by 
students and residents daily

Alabama Has a Diverse Population – We Need a 
Diverse Physician Workforce

3

“Black patients sometimes get less 
effective treatment than similar 
white patients, and sometimes 
that’s because they don’t trust 

doctors of a different race as much 
as they do doctors who look like 

them.”

Nick Patterson
“Health Care Disparities: Black Doctors Have Been Rare, but a Local 

Physician’s Experience May Point the Way Toward Building Numbers” 
Birmingham Watch, July 15, 2020

HEERSINK SCHOOL OF MEDICINE HUNTSVILLE REGIONAL MEDICAL CAMPUS
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• According to AAMC, only 7% of medical students are black nationally

• Black children are not exposed regularly role models for them to 
consider

• Cost of medical school (plus living) totals $240k on average

• African Americans have more limited family finances on average

• Time required to train and limited pay until finished deter students

Why So Few African American Physicians? 4

SCHOOL OF MEDICINE

© UAB. All Rights Reserved.

• Dr. Selwyn Vickers was born & raised in 
Alabama, trained at Johns Hopkins

• Became the first full-time African American 
faculty member in UAB Department of Surgery 
in 1994

• Became the first African American Dean of the 
UAB School of Medicine in 2013

• Championed research on health disparities & 
diversity, both as a physician and as dean

• Attracted talent and leadership
• Developed the Office of Diversity and Inclusion

How is UAB addressing this disparity? 5

HEERSINK SCHOOL OF MEDICINE HUNTSVILLE REGIONAL MEDICAL CAMPUS

Selwyn M. Vickers, MD, FACS
SENIOR VICE PRESIDENT FOR MEDICINE & DEAN

UAB HEERSINK SCHOOL OF MEDICINE

© UAB. All Rights Reserved.

Multi -faceted Efforts to Improve Diversity 6

Carlton Young, MD
ASSISTANT DEAN

MEDICALSTUDENT DIVERSITY & 
INCLUSION

Latesha Elopre, MD, MSPH
ASSISTANT DEAN

MEDICAL EDUCATION DIVERSITY & 
INCLUSION

Christina Grabowski, PhD
ASSOCIATE DEAN

ADMISSIONS & ENROLLMENT 
MANAGMENT

Mona Fouad, MD, MPH
SENIOR ASSOCIATE DEAN
DIVERSITY & INCLUSION

HEERSINK SCHOOL OF MEDICINE HUNTSVILLE REGIONAL MEDICAL CAMPUS

Leadership in Key Areas



© UAB. All Rights Reserved.

• Area Health 

Education Centers

UAB now provides

Physician Leadership in AL

Classroom talks re 

Health Fields

Projects Start in Middle and High School - AHEC 7

SCHOOL OF MEDICINEOF MEDICINE

© UAB. All Rights Reserved.

• Camp LEAP – 1 week for high school students held on UAH campus

AHEC Efforts (continued) 8

SCHOOL OF MEDICINE

12 of 31 from
URiM

© UAB. All Rights Reserved.

Summer Health Professions Education Program 9

• Students from underrepresented 
group – racial, rural or economic

• GPA 2.5

• Freshman or sophomore in college

• Interested in issues affecting 
underserved

• 5 wk program - food & lodging, 
$1700 stipend/travel

• Health lectures / writing skills / 
critical thinking / Simulation lab / 
study skills

• Clinical shadowing

• Leadership development skills

HEERSINK SCHOOL OF MEDICINE HUNTSVILLE REGIONAL MEDICAL CAMPUS
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• Students from underrepresented 
background

• Completing freshman year in college
• Interested in medical research
• GPA 3.0
• 2 summer program – 8 weeks each 

summer - $4,000 stipend each year
• Paired with a physician scientist to study 

aging or health disparities
• Collaborate with students & faculty from 

HBCUs

RAMP-UP 10

HEERSINK SCHOOL OF MEDICINE HUNTSVILLE REGIONAL MEDICAL CAMPUS

© UAB. All Rights Reserved.

• Biomedical research experience for under-
represented undergraduate students

• GPA 3.0  in a 2-year or 4-year college

• Interested in a health-related career

• $5,500 stipend

• 10-week, on-site research experience at UAB

• Trip to present findings at the NIH in Bethesda

• Ongoing mentoring afterwards

Step-UP Summer Research 11

HEERSINK SCHOOL OF MEDICINE HUNTSVILLE REGIONAL MEDICAL CAMPUS

© UAB. All Rights Reserved.

VIPMed – Virtual Clinical Experience for Premeds 12

HEERSINK SCHOOL OF MEDICINE HUNTSVILLE REGIONAL MEDICAL CAMPUS

• For underrepresented in medicine
• Preference given to Alabama 

residents
• Program provides

• Virtual sessions medical 
education leaders

• Virtual patient simulation and 
standardized patient settings

• Work with physicians using 
telehealth

• Mentoring from current medical 
students and Diversity 
Ambassadors

• Mock interviews



© UAB. All Rights Reserved.SCHOOL OF MEDICINE HUNTSVILLE REGIONAL MEDICAL CAMPUS

Huntsville Pre -Medical Internship 13

HPMI Applicants:
• Have completed at least 4 semesters of college 

coursework
• Have an overall GPA of 3.2 or higher
• Have an ACT of 22 or higher; or an MCAT of 492 or higher; 

or SAT scores higher than 1200
• Be residents of Alabama. Strong preference given to 

students from rural communities; rural Alabama residents 
attending out-of-state schools are welcome

An in-depth experience for rural students 
interested in medicine – most likely to return 
to rural Alabama

week program7 hours primary 
care shadowing120

AAdmissions & Student Affairs

HEERSINK SCHOOL OF MEDICINE HUNTSVILLE REGIONAL MEDICAL CAMPUS

© UAB. All Rights Reserved.

• 2017-2020 Dr. Grabowski and her team instituted the following:
• Acknowledged diversity as a priority 
• Moved to eliminate barriers to admission of URiM students

• Broadened definition of medical exposure
• Removed aspects of process that included bias re marginalized groups

• Added “distance travelled” or barriers overcome criteria
• Broadened academic metrics to include levels that predict success
• Unconscious bias training for all interviewers
• Added diversity and inclusion session during interview day for students
• Dinner with URM students night before interview

UAB SOM Diversity Efforts in Admissions Process 15

SCHOOL OF MEDICINE



UUAB SOM UURiM Matriculation Data  2007 - 2021

15
16 16

15

10 10

19
18

19
17

29
30

39

27

35

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

Matriculated

2012 2013 2014 2015 2016 2017 2018 2019 2020 21

New URM 
students 
enrolled by year 10 19 18 19 17 29 30 39 27 35

Total over 5 
years 83 160

• Increased URM incoming enrollment by 93% in the last five years 
(2017-2021) compared to the previous five years (2012-2016).

URM Matriculation Data
2007 - 2021

© UAB. All Rights Reserved.

Capturing Local Talent 18

SCHOOL OF MEDICINE

Robert Blake, MD
Department of Pediatrics
UAB Huntsville



EEarly Assurance Admission to Medical School Programs
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EEarly Assurance Programs 20

• Created in 2021
• Partnerships with Alabama HBCUs

• Oakwood University in Huntsville
• Alabama A&M University in Huntsville
• Tuskegee University in Tuskegee

• Students who complete the program and meet the 
selection criteria for the School of Medicine earn 
early acceptance

• TTo apply, students must: 
• Complete their sophomore year
• Earn a 3.5 undergraduate GPA and minimum 

3.5 GPA in science coursework
• Preference given to Alabama residents

200202020

© UAB. All Rights Reserved.

Once in Medical School – The Office of Diversity & Inclusion 21

HEERSINK SCHOOL OF MEDICINE HUNTSVILLE REGIONAL MEDICAL CAMPUS

Carlton Young, MD
ASSISTANT DEAN

MEDICALSTUDENT DIVERSITY & 
INCLUSION

• UAB Connect Mentorship Portal pairs students with 
faculty 

• Student Advisory Board engages student leaders 
across the school for two-way communication 
between students and leadership

• PRIMe Mentoring Dinners - network and build 
community with URiMfaculty and house staff

• Prayer & Meditation Room housed in a dedicated 
space in Volker Hall for quiet prayer and reflection. 
Created by the Student Senate



RResident & Faculty Efforts

HEERSINK SCHOOL OF MEDICINE HUNTSVILLE REGIONAL MEDICAL CAMPUS

© UAB. All Rights Reserved.

• UAB Connect Mentorship Portal pairs house staff with faculty from similar 
backgrounds

• URIM Housestaff Committee promotes the recruitment of qualified URIM 
resident candidates

• Away Rotation Program gives URiMstudents from other medical schools 
chances to complete a four-week rotation at UAB 

• Second Look Weekend includes a reception, followed by on-site visits, Diversity 
Grand rounds, and a much-anticipated School of Medicine Diversity Fair.

Resident Recruitment and Support ( URiM) 23

SCHOOL OF MEDICINE

© UAB. All Rights Reserved.

• Racial Justice Priorities – foster a collaborative environment that welcomes and 
celebrates all people

• Visiting Scholars Program supports efforts to bring visiting professors and 
prospective faculty members of URiMbackground

• Dean's Excellence Award in Diversity Enhancement annually recognizes 
outstanding contributions made by junior and senior faculty members

• UAB Medicine Diversity Fair highlights the cultures, backgrounds, and 
experiences present at UAB Medicine with multicultural food booths designed 
and presented by the departments across the institution

Faculty Initiatives & Events 24

HEERINK SCHOOL OF MEDICINE  HUNTSVILLE REGIONAL MEDICAL CAMPUS
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• Efforts to increase diversity at UAB School of Medicine are multi-faceted

• We are serious about this issue

• Great strides have been made in the correct direction

• There is still a long way to go

• We applaud the efforts of universities and organizations working towards a more 
diverse medical workforce in the USA

Summary: 26

SCHOOL OF MEDICINE

TThank you!

Feel free to reach out:
rogersmalligan@uabmc.edu

© UAB. All Rights Reserved.SCHOOL OF MEDICINE HUNTSVILLE REGIONAL MEDICAL CAMPUS

Questions?

28



www.sopsych.org

Save the Date
 Southern Psychiatric Association & 

Maryland Psychiatric Society
September 7 – 11, 2022

Royal Sonesta Hotel, Inner Harbor 
550 Light Street

Baltimore, MD 21202
www. https://www.sonesta.com/us/maryland/baltimore/royal-sonesta-harbor-court-baltimore

For more information, contact Janet Bryan, Executive Director,  
jbryan@sheppardpratt.org, (410) 938-3452. 



www.alabamapsych.com

Save the Date for APPA’s Spring Conference  
April 1-3, 2022

The Lodge at Gulf State Park 
21196 East Beach Blvd 
Gulf Shores, AL 36542

lodgeatgulfstatepark.com

The APPA room rate is $195 per night plus taxes.  
The cutoff for reservations is March 10, 2022.  

To reserve a room, call 800-618-4350 and ask for the Alabama Psychiatric 
Physicians Association room block.
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