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Huntington’s disease (HD) is an autosomal dominant 
neurodegenerative condition with psychiatric, cognitive, and 
movement abnormalities. It can be difficult to distinguish 
the onset of the psychiatric and behavioral components of 
HD from a patient’s baseline psychiatric illness. Here we present 
a patient with a history of borderline personality disorder which 
was apparent at least 2 years prior to her diagnosis with HD. This 
case posed a challenge in finding the most appropriate 
psychopharmacology to target her agitation and behavioral issues 
in conjunction with treating the choreatic movements that were a 
barrier to her independence and worsened her agitation. A 
multimodal approach to pharmacological treatment is necessary 
to adequately address the issues faced by psychiatric patients with 
comorbid Huntington’s disease.

Ms. B is a 49 year old female with a past psychiatric history of borderline 
personality disorder, unspecified depression, unspecified Anxiety, PTSD, 
and a significant history of abuse. 3 years ago, genetic testing confirmed 
her diagnosis of HD with 43 CAG repeats. Prior to her admission to our 
service, she had had two psychiatric admissions and no prior suicide 
attempts. She was brought to our hospital emergency department by EMS 
from the shelter at which she was residing for "disruptive behavior" and 
psychiatry was consulted. She reported having an altercation with another 
resident at the shelter and noted that she has difficulty when interacting 
with others. Staff at the shelter reported she was banging her head against 
the wall. On admission she admitted to long-standing depression. She 
denied suicidal and homicidal ideation and denied auditory and visual 
hallucinations. She presented with unsteadiness and severe choreatic 
movements of her arms and legs. She was admitted with diagnosis of 
borderline personality disorder. She was given a wheelchair to use while 
on the unit and provided a one-to-one sitter to monitor for falls. Her main 
goal during her admission was to establish housing for herself. She had 
previously been enrolled in DBT for her BPD diagnosis but had failed to 
follow up outpatient. Early in her admission she had multiple outbursts 
and disagreements with the nursing staff. She was restarted on her home 
medications for mood: quetiapine 50 mg nightly and paroxetine 30 mg 
daily. Neurology was consulted for recommendations to treat her 
choreiform movements. To better target her behavioral symptoms and aid 
in reducing the severity of her movements, quetiapine was slowly 
increased to 300 mg qhs. Per recommendations by neurology, she was 
started on amantadine 100 mg twice daily. To target some behavioral 
symptoms that were worsened by anxiety, she was also started on 
clonazepam which was slowly tapered down prior to discharge. She was 
discharged to a nursing home for a higher level of care.

Clinical features of Huntington’s Disease are separated into 3 
categories: movement disorders, cognitive impairment, and 
neuropsychiatric features (1). Neuropsychiatric features 
include irritability, apathy, depression, suicidal ideation, 
aggression, psychosis, and obsessive-compulsive behaviors. 
The main movement abnormality in HD is chorea. The 
etiology of chorea in HD is thought to be related to 
preferential loss of D2 projection neurons. This loss inhibits 
the suppression of involuntary movements. Neuroleptic 
medications with D2 antagonism have been effective in 
reducing involuntary movements, however there is a risk of 
extrapyramidal symptoms (EPS). This risk of EPS can be a 
barrier to treating behavioral disturbances and/or psychotic 
symptoms in HD. To minimize the risk of EPS, patients with 
psychotic symptoms can be prescribed an 
atypical antipsychotic which results in less D2 antagonism 
than typical antipsychotics, to potentially avoid any motor 
symptoms and worsening of their neurological disease. 
Quetiapine carries one of the lowest EPS risks of all 
neuroleptics, and has been used to treat psychosis in HD. We 
found multiple case reports of successful use, one of which 
described using doses of up to 600 mg daily (2). Ms. B’s 
clinical picture posed a challenge in treating neuropsychiatric 
symptoms while also trying to alleviate, and not exacerbate 
motor abnormalities. Quetiapine was a successful treatment 
due to dopamine antagonism with minimal risk of EPS, 
contributing to promising evidence for atypical antipsychotic 
use in HD.

Admitted with established Borderline Personality Disorder, HD, 
behavioral issues, aggression, irritability

Restarted home quetiapine 50 mg nightly and paroxetine 30 mg daily,
1:1 sitter, wheelchair, neurology consult 

Continued affect lability and aggression towards nursing 
staff, moderate common choreiform movements noted

Up-titration of quetiapine to 50 mg daily and 300 mg nightly

Clonazepam 0.5 mg TID added for anxiety

Notable improvement in both behavioral issues and
choreiform movements noted by staff and patient.

The most significant motor  improvements were in oral functions, 
chorea, and gate, as measured by the Unified Huntington’s Disease 

Rating Scale (depicted in the figures section).

Amantadine 100 mg twice daily started per neurology recommendations


