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EDITORIAL

Addiction and Mental Health: The New Norm

Cornel N. Stanciu, M.D.

As a current addiction psychiatry fellow 
and editorial board member for several 
addiction-focused journals, I am thrilled 
to have the opportunity to serve as this 
month’s Guest Editor for the American 
Journal of Psychiatry Resident’s Journal. 
The aim of this special issue is to shine 
light on the impact of substance abuse 
on our health care system. As we have 
seen throughout training, substance use 
disorders are highly prevalent and mor-
bid conditions that result in significant 
social, financial, and human costs. Their 
prevalence is highest in clinical popula-
tions, especially among those with men-
tal illnesses. It is estimated that 25% of 
the U.S. hospital beds are occupied by 
individuals with active substance use 
disorders (1). Ongoing use of substances 
and lack of properly addressing behav-
iors that lead to substance abuse impede 
upon our ability to treat substance use 
disorders from psychiatric and medical 
standpoints.

By 2020, substance use disorders are 
expected to surpass all physical diseases 
as the major cause of disability (2). To-
bacco use is the current number-one 
worldwide cause of preventable death 
(3), with many of our patients with men-
tal health conditions being tobacco users. 
To make matters worse, we as physicians 
tend to avoid implementing pharmaco-
therapies for tobacco use and alcohol use 
disorder, despite strong supportive evi-
dence of the efficacy of such therapies. 
Looking at the broader picture, for the 
first time in history the average life ex-
pectancy in the United States is decreas-
ing (4, 5), and the conditions responsible 
for this epidemic of earlier deaths are di-
rectly or indirectly related to addiction 
(for example, chronic obstructive pul-
monary disease, lung cancer, hepatitis C, 

cirrhosis, and fatal overdoses) (4, 5). It 
is imperative for us and our health care 
system to start addressing addiction as 
a top priority. Early intervention follow-
ing first identification of substance use 
targets such disorders at a less advanced 
phase and hence prevents progression. A 
report published in 2009 showed a sig-
nificant cost-benefit ratio for early de-
tection and treatment interventions (6). 
These reduced costs relate to health care, 
the adult and juvenile criminal justice 
systems, education, and work productiv-
ity (6).

To date, significant emphasis has 
been placed on the need for more physi-
cians trained in substance abuse to alle-
viate the treatment gap and increase sys-
tem capacity (7). There is also an effort 
to increase the capacity of general men-
tal health care providers to identify and 
treat high-risk individuals earlier, before 
referring them for specialty health care 
(7). This would reduce patients’ health 
risks associated with substance use 
much sooner while at the same time re-
ducing the burden placed on more costly 
health care specialties (7). It is in this lat-
ter role that trainees and general mental 
health providers can best have an impact 
on the care of patients with substance 
use disorders.

Dr. Stanciu is an Addiction Psychiatry 
Fellow in the Department of Psychiat-
ric Medicine, Geisel School of Medicine, 
Dartmouth-Hitchcock Medical Center, 
Lebanon, N.H. He is also the Guest Editor 
for this issue of the Residents’ Journal.
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ARTICLE

Addiction and Suicide: An Unmet Public Health Crisis

Saeed Ahmed, M.D., Cornel N. Stanciu M.D.

Suicide is the tenth leading cause of 
death in the United States, with 44,193 
suicides occurring each year, or 121 com-
pleted suicides per day. Approximately 
494,169 individuals present to hospitals 
each year because of self-harm (1). Glob-
ally, it is estimated that about one million 
people die annually from suicide, equiv-
alent to one death every 40 seconds. Sui-
cide is a complex phenomenon caused 
by neurobiological, sociocultural, and 
genetic factors. This complexity is linked 
to risk factors such as chronic substance 
abuse, concomitant mental illness, per-
sonal stressors, family breakdown, pre-
vious suicide attempts, access to fire-
arms, and history of lifetime physical or 
sexual abuse. These risk factors can in-
terrelate with each other, be a product of 
each other, or operate independently.

There is a strong association between 
suicide and psychiatric disorders, and 
it has been estimated that up to 90% of 
people who commit suicide have one or 
more psychiatric comorbidities. Among 
these, affective disorders and posttrau-
matic stress disorder (PTSD) are asso-
ciated with the strongest risk. Risk in-
creases further among individuals who 
use alcohol. It is estimated that alcohol 
dependence alone carries a 7%-lifetime 
risk of suicide, compared with a 6% risk 
for affective disorders (2). Vulnerability 
is significantly increased and risk dou-
bles with concomitant mental illness and 
substance use disorders, compared with 
affective disorders or alcohol misuse 
alone (3). Relative to the general popu-
lation, individuals with substance use 
disorders are 10–14 times more likely to 
commit suicide (4).

SUBSTANCE USE DISORDERS AND 
SUICIDE

There is an established association be-
tween substance use disorders and sui-

cide, but little is known about the un-
derlying psychological mechanisms. The 
dysregulation of the neurotransmitter 
serotonin has been linked to depression, 
suicidal behavior, and substance abuse 
(5). Particularly, lower levels of 5-hy-
droxyindoleactic acid, a principal me-
tabolite of serotonin, have been associ-
ated with increased suicide and suicidal 
behavior (6). Although researchers are 
examining many other potential neuro-
biological and genetic mechanisms of 
suicide, such discussion is beyond the 
focus of this article. Drug use increases 
the risk of suicidal behavior through 
both acute and chronic effects. Acutely, 
drug use distorts judgment, weakens im-
pulse control, and interrupts neurotrans-
mitter pathways (5). With longer periods 
of use, cognitive and behavioral control 
is impaired, subsequently leading to an 
increase in impulsive and aggressive 
behaviors. Physiological and metabolic 
stress resulting from use of substances 
can also lead to neurotoxic damage and 
severe medical consequences, especially 
among elderly individuals (7). Addition-
ally, addiction induces negative emo-
tional states, since it causes financial 
strain, social stigma, isolation, and diffi-
culties at school.

ALCOHOL USE DISORDER AND 
SUICIDE

A recent national survey showed that 
139.7 million individuals aged 12 and 
older consumed alcohol in the past 
month or longer, with 23% classified as 
binge drinkers and 6.2% as heavy drink-
ers (8). Lifetime prevalence of suicide at-
tempts among individuals with alcohol 
use disorder is high, with heavy drink-
ers having a five-fold greater risk than 
social drinkers (9). About 40% of those 
seeking treatment for alcohol use disor-
der report at least one suicide attempt 

during their lifetime (10). Associations 
between alcohol use disorder and sui-
cidality are further supported by an ana-
lytic review of retrospective and autopsy 
studies, which reported cases of com-
pleted suicide (10%–69%) and suicide 
attempts (10%–73%) that involved a pos-
itive toxicology screen for alcohol (11). 
Acute intoxication increases the risk for 
suicidal behavior through disinhibition, 
increased impulsivity, aggression, psy-
chological distress, and impaired cogni-
tion (12). Chronic use may lead to neuro-
plastic brain changes, which may cause 
persistently negative mood states and 
deterioration of social relationships (13).

Although there are medications ap-
proved by the Food and Drug Adminis-
tration for relapse prevention (disulfi-
ram, acamprosate, and naltrexone), they 
are greatly underutilized, with only 3% 
of individuals with alcohol use disorder 
being prescribed any of these medica-
tions (14). Despite small-to-medium ef-
fect sizes, these medications have proven 
efficacy in improving relapse rates and 
have utility in reducing alcohol use dis-
order-related suicide risk.

OPIOID USE DISORDER AND 
SUICIDE

The number of opioid prescriptions cur-
rently active in pharmacies equals our 
adult population. The correlation be-
tween opioid use and suicide has dou-
bled in strength over the past decade. 
This is highlighted by a massive increase 
in overdose deaths, particularly those 
involving prescription opioids. Postmor-
tem reports show that prescription pain-
killers are involved in 97.7% of opioid-
related suicides (15). Despite a smaller 
percentage being attributed to opioid 
use, when involved, the risk of suicide 
increases 13.5 times (4). The literature 
supports that individuals with chronic 
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pain are at higher risk for long-term opi-
oid regimens, suicide, and development 
of psychiatric illnesses.

Individuals with histories of depres-
sion, PTSD, substance use disorders, and 
borderline personality disorder are more 
likely to be prescribed opioids for longer 
durations, which significantly increases 
the vulnerability of this population for 
unintentional opioid overdose deaths (16). 
The more lethal co-prescribing of opioids 
and benzodiazepine sedatives is also more 
common in these populations. One study 
found that after emergency department 
presentations for overdoses, subsequently 
filled prescriptions for opioids decreased 
by only 3.5%, while the rate of individuals 
engaging in postdischarge treatment in-
creased by only 3.6% (17).

The crisis of opioid overdoses and 
deaths has been declared a public health 

crisis. Several approaches to address this 
crisis are underway. Emphasis is on pub-
lic education, deployment of naloxone-
overdose rescue kits, and improved ac-
cess to medication-assisted treatment 
(methadone, buprenorphine, and nal-
trexone). Increased access to opioid ag-
onist treatment is associated with a re-
duction in overdose deaths (18). The role 
buprenorphine plays in improving over-
all mood through the endogenous opi-
oid system is well validated (19). Opioid 
users often receive medical attention in 
emergency departments, and this pres-
ents a golden opportunity to perform 
brief interventions, initiate medications, 
and facilitate outpatient treatment refer-
ral (20). An emergency department-initi-
ated buprenorphine treatment regimen 
significantly increases engagement in 
long-term addiction treatment, decreases 

self-reported use of illicit substances, and 
decreases the burden on inpatient addic-
tion treatment services (20).

OTHER SUBSTANCES AND 
SUICIDAL BEHAVIOR

Cocaine use has been linked to increased 
risk of suicide. This risk is higher if indi-
viduals who use cocaine are prescribed 
antidepressants, use alcohol, or have a 
history of childhood psychological abuse 
(21).

Tobacco use is one of the main pre-
ventable causes of death and contributes 
to an increased suicide risk proportional 
to the number of cigarettes smoked per 
day. Cessation has a positive impact, al-
though former smokers will always carry 
a suicide risk higher than that of non-
smokers (22). There has been great re-

TABLE 1. Suicide Risk Assessment and Risk and Protective Factors

Risk Factors Deterrent (Protective) Factors

Dynamic Dynamic

Preoccupation with death/suicide
Hopelessness or despair
Isolation, rejection by spouse and/or partner, or feelings of shame
Access to weapons
Family disruptions/conflict or stress
Alcohol, tobacco, opioid, or cocaine use
Barriers to accessing mental health
Unwillingness to seek help due to stigma associated with mental health
Aggression, impulsiveness, agitation
Unemployment or decline in socioeconomic status
Insomnia
Widowed, divorced, or single (especially among males)
Living alone
Rural population

Absence of weapons from the household
Strongly held religious and cultural beliefs
Realistic life goals and future plans
Academic achievement
Does not blame self for stress
Community engagement
Family connection/support and sense of responsibility 

to family
Positive problem-solving skills
Positive coping skills
Fear of actual act of killing
Fear of the unknown
Good rapport with treatment team

Static Static

Chronic physical illness
History of physical, emotional, or sexual abuse
Stressful life event or loss
Family history of suicidal behavior, psychiatric conditions, or substance abuse
Previous suicide attempt
Psychiatric diagnosis
Local cluster of suicides with contagious influence
Severe pain
Anniversary of important losses
Freedom from responsibility for children <18 years old
Male
Caucasian
Adolescents and young adults (aged 10–24) or elderly individuals (aged >65)
Native American Indian/Alaskan Native
Closed mindedness/thought polarization
History of panic attacks or anxiety
One week after hospital admission; 1 month after discharge, or during early stages 

of recovery from mental illness
Knowledge of and/or exposure to another person’s suicide
Active duty or retired military

African American
Children in the home aged <18
Expectant mother



The American Journal of Psychiatry Residents’ Journal  |  December 2017	 5

luctance on the part of physicians to treat 
tobacco use aggressively (e.g., with bu-
propion or varenicline), despite strong 
support for medication efficacy and pa-
tient motivation (23–25). In an effort to 
evaluate potential neuropsychiatric risks 
of varenicline, bupropion, and nicotine 
patches, the recent EAGLES [Evaluat-
ing Adverse Events in a Global Smoking 
Cessation Study] trial provided reassur-
ance with regard to lack of moderate-to-
severe neuropsychiatric adverse events, 
even in psychiatrically ill populations 
(26).

RISK ASSESSMENT AND 
MANAGEMENT

A suicide assessment identifies static 
(unchangeable) and dynamic (modifi-
able or treatable) risk and protective fac-
tors that facilitate diagnosis, treatment, 
and safety management. To our knowl-
edge, no single assessment method has 
been tested for reliability and valid-
ity; thus, emphasis should be placed on 
identifying and modifying dynamic risks 
(Table 1) (27, 28).

Common modifiable risk factors are 
medical illness, psychiatric symptoms, 
active substance abuse, current life cri-
ses, unemployment, lack of social sup-
port, and access to firearms. Static risk 
factors help stratify the level of risk but 
are typically of little use in treatment. A 
provider should competently review dy-
namic and static factors for risk assess-
ment before establishing a comprehen-
sive management plan that includes an 
accurate diagnosis (29). Dual diagnoses 
are often overlooked but should be iden-
tified due to an association with poor 
prognosis. Patients with dual diagnoses 
are at greater risk for a suicide attempt 
than those with a single diagnosis. There-
fore, a comprehensive plan of preventive 
interventions and appropriate screening 
for substance use should be performed to 
confirm dual-diagnoses status.

In facilitating diagnosis, screening 
is the mainstay in today’s preventive 
health care practices, allowing for early 
identification of those at risk for devel-
oping substance use disorders. Research 
has demonstrated that screening and 
brief intervention can promote signifi-
cant reductions in alcohol and tobacco 

use. Screening not only assesses whether 
an individual has substance use disorder 
but also whether he or she is engaging 
in risky patterns of use. Early screen-
ing tools for alcohol use disorder, such 
as the Michigan Alcoholism Screening 
Test and the CAGE [cut-annoyed-guilty-
eye] Questionnaire, were developed to 
detect alcohol dependence. Over time, 
instruments, such as the Alcohol Use 
Disorders Identification Test, were in-
troduced to assist with identification of 
risky and hazardous use.

CONCLUSIONS

Comorbid substance use increases the 
risk of suicide, especially in clinical pop-
ulations already at increased risk. As cli-
nicians, we should implement screen-
ing tools to better identify individuals 
at greater risk. Additionally, we should 
implement pharmacotherapies with 
evidence for efficacy in addressing sub-
stance use and provide quality relapse-
prevention strategies for our patients. 
All individuals who abuse substances 
should receive a thorough suicide risk 
assessment in order to determine the 
level of care that is needed.

Dr. Ahmed is a third-year resident at Nassau 
University Medical Center, New York. Dr. 
Stanciu is an Addiction Psychiatry Fellow 
in the Department of Psychiatric Medicine, 
Geisel School of Medicine, Dartmouth-
Hitchcock Medical Center, Lebanon, N.H. 
He is also the Guest Editor for this issue of 
the Residents’ Journal.
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ing modifiable risk factors and strengthening protective factors is needed.
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ARTICLE

Strange Routes of Administration for Substances  
of Abuse

Jessica Rivers Allen, M.D., William Bridge, M.D.

Nearly 20% of patients with psychiatric 
disorders have a comorbid substance use 
disorder (1). Stereotyped beliefs of only 
oral, intravenous, and intranasal use of 
substances are antiquated. Creativity and 
innovation abound in the techniques and 
routes chosen to abuse substances. Most 
substances of abuse can be consumed 
via two or more routes of administra-
tion (2). The acute and chronic physi-
ological effects of substance abuse vary 
based on the type of substance abused 
and the route of administration utilized. 
Each of the various routes of administra-
tion carries unique and acute medical 
risks (3). Clinicians should be prepared 
to educate patients about the acute and 
long-term risks associated with routes of 
administration.

The objective of the present study 
was to assess practitioner attitudes and 
practices with regard to collecting data 
on the routes of administration of sub-
stances of abuse, as well as to provide 
information on current APA guidelines 
regarding practitioner evaluation of pa-
tients’ use of illicit substances.

METHOD

A survey was distributed via Qualtrics 
Survey Software (https://qualtrics.
com) to 63 members of the faculty and 
academic residency program in the De-
partment of Psychiatry and Behavioral 
Medicine at East Carolina University, 
Greenville, N.C. The survey was also sent 
to 13 third-year medical students rotat-
ing with the department. The design of 
the survey was aimed to characterize 
practices in substance abuse history tak-
ing in the clinical setting, specifically re-
lating to inquiry about the routes of ad-
ministration of substances of abuse. The 
study was exempt from institutional re-
view board inspection.

In addition to medical students, the 
targeted participants included thera-
pists, psychologists, residents, fellows, 
and attending physicians treating both 
adults and adolescents in both inpatient 
and outpatient settings. Various demo-
graphic characteristics with respect to 
age and level of expertise were included 
in the survey. Initial distribution of the 
survey took place on May 9, 2017, and was 
available for 1 month, with three weekly 
reminders. Responses were completely 
anonymous, with no Internet protocol 
addresses or identifiers collected. Data 
were gathered and further analyzed with 
Qualtrics. The response rate was 54%. 
All participants answered the same num-
ber of questions. Complete confidential-
ity was maintained in the survey, and the 
surveyors remained blinded.

Rectal Administration
Literature on substance abuse involving 
the rectum as a route of administration 
is sparse. Slang terms for this practice 
include “boofing” (4) and, if alcohol is 
involved, “butt chugging” (5). Dissolved 
substances are inserted into the rectum, 
and fabric or tampons are inserted to 
prevent leakage (6). The rich vascula-
ture in the rectum leads to rapid onset 
of euphoria. There are several acute risk 
factors associated with “boofing.” The 
substances most commonly used dur-
ing “boofing” (stimulants and psycho-
active synthetic drugs) can be potent 
vasoconstrictors of rectal and colonic 
vasculature. Vasoconstriction can trig-
ger mesenteric ischemia. Nontreatment 
of mesenteric ischemia can lead to tissue 
necrosis, necessitation of colostomy, or 
death. Possible mucosal damage caused 
by “boofing” can increase the risk of con-
tracting sexually transmitted infections. 
Because the bioavailability of illicit sub-

stances in the rectal vasculature is un-
known, there is no well-defined dosage 
to recommend to avoid overdosing (7). 
Nontherapeutic placement of substances 
in the rectum may also cause hematoche-
zia, tenesmus, colonic perforation, and 
fecal incontinence (8). For survey results 
pertaining to practitioner knowledge of 
substances abused rectally, see Figure 1.

Skin Popping
Another method used is “skin popping,” 
which involves the user pulling the skin 
upward then injecting the drug subcu-
taneously or intradermally, usually in 
the arms or legs (9). Water-soluble sub-
stances can be injected through skin 
popping. Common drugs abused using 
this method are opiates, cocaine, and 
barbiturates. Individuals who use drugs 
intravenously often choose this alter-
native method of administration after 
their veins become damaged from re-
peated intravenous drug use (10). Psy-
chiatrists should caution patients that 
skin abscesses are a common compli-
cation of skin popping. Skin abscesses 
can result from any combination of fac-
tors, including needle-induced local 
trauma, infectious contaminants, or lack 
of sterile technique. Abscesses usually 
contain Staphylococcus, Streptococcus, 
Clostridium botulinum, or tetanus (11). 
Early-stage treatment for skin abscesses 
involves antibiotics. Treatment escala-
tion requires surgical incision and drain-
age. Untreated abscesses evolve to bacte-
remia or osteomyelitis (12).

Insufflation
Prescription-stimulant medication abuse 
is not limited to the oral route. Insuffla-
tion as a route of administration is ris-
ing in popularity. Insufflation, colloqui-
ally referred to as “snorting,” is the act 

https://qualtrics.com
https://qualtrics.com
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of inhaling either a gas, powder, or vapor 
into the nostrils (13). When stimulants 
are snorted, the vascular-rich areas of 
the intranasal cavity and pulmonary net-
work become dilated, thus increasing 

the absorptive surface area and allow-
ing for more rapid entry of the drug into 
the bloodstream. Potential acute medical 
complications after insufflating stimu-
lants include local tissue damage to the 

nostrils, acute hypertensive crisis, myo-
cardial infarction, and ischemic or hem-
orrhagic cerebrovascular accidents (14).

RESULTS

Conducting an assessment of the routes 
of administration of drugs of abuse al-
lows for practitioners to apply a more ef-
fectively tailored treatment plan and bet-
ter patient education. The interpretation 
of our results suggests that current sub-
stance abuse education within medical 
training is highly variable and, as it ap-
plies to routes of administration, largely 
insufficient. Stimulants (50%), opioids 
(75%), and benzodiazepines (37.5%) 
were the only substance of abuse catego-
ries for which more than 25% of respon-
dents reported receiving education (Fig-
ure 2). Respondents inquired more about 
routes of administration for substances 
they had received education about dur-
ing some point in their training. Par-
ticipants frequently or always inquired 
about the route of administration for two 
substance classes: stimulants (57%) and 
opiates (71%) (Figure 3). For survey re-
sults on practitioner beliefs regarding the 
importance of screening for the routes of 
administration of substances of abuse, 
see Figure 4.

These results suggest that there 
would be a potential benefit for a con-
sistent and comprehensive medical cur-
riculum that includes education on the 
importance of inquiring about the routes 
of administration of substances of abuse. 
An established curriculum would enable 
practitioners to be better equipped to 
meet the health needs of patients with 
substance use disorders.

APA GUIDELINES

Current APA guidelines recommend that 
the initial psychiatric evaluation include 
a review of the patient’s use of illicit sub-
stances, tobacco, and alcohol and misuse 
of prescription medications. The APA 
does not delineate which substances for 
which a route of administration should 
be investigated but does make clear that 
the route of administration should be 
determined for a category of drugs (15). 
Treatment planning can be influenced 
by medical conditions that frequently 

FIGURE 1. Provider Self-Reported Knowledge of Substances Abused Rectallya
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a	 MDMA=3,4-Methylenedioxymethamphetamine.

FIGURE 2. Provider Self-Reported Education on Routes of Administration of Drugs of Abusea
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a	 MDMA=3,4-Methylenedioxymethamphetamine.
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FIGURE 3. Provider Self-Reported Inquiry About Routes of Administrationa

Never

Stimulants (Cocaine, Methamphetamine)

Rarely

Occasionally

Frequently

Always

Not applicable,
I’ve never cared for a patient

who used this substance

Never

Rarely

Occasionally

Frequently

Always

Not applicable,
I’ve never cared for a patient

who used this substance

Never

Rarely

Occasionally

Frequently

Always

Not applicable,
I’ve never cared for a patient

who used this substance

Never

Rarely

Occasionally

Frequently

Always

Not applicable,
I’ve never cared for a patient

who used this substance

Opioids (Heroin, Synthetic Heroin, and Prescription Pain Pills)

Alcohol Cannabis or synthetic cannabis (Marijuana, K2/Spice)

MDMA (Ecstasy/”Molly”/LSD) Cathinones (Bath Salts, Flakka, Khat)

Benzodiazepines (Alprazolam, Clonazepam)Phencyclidine

Percentage

Percentage

Percentage Percentage

Percentage

PercentagePercentage

Percentage

0 10 20 30 40

0 5 10 20 3015 25

0 5 10 20 3015 25

0 5 10 20 3015 25

0 5 10 20 30 3515 25

35 40

0 5 10 20 3015 25 35 40 45 50

0 5 10 20 3015 25 35 40

50 60

0 5 10 20 3015 25 35 40 45 50

a	 MDMA=3,4-Methylenedioxymethamphetamine.



The American Journal of Psychiatry Residents’ Journal  |  December 2017	 10

FIGURE 4. Provider Self-Reported Beliefs on the Importance of Screening for Routes of Administration of Drugs of Abusea
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coincide with substance use. The bene-
fits of conducting a thorough substance-
abuse evaluation include lessening the 
morbidity and mortality associated with 
drug use (16).

DISCUSSION

Practitioners should be aware of all 
routes used for administration of sub-
stances of abuse, have a system to gauge 
which routes of administration patients 
use, and know the health consequences 
associated with each route. Stimulants, 
opiates, synthetic drugs, prescription 
drugs, 3,4-methylenedioxymethamphet-
amine, and phencyclidine are all sub-
stances that can be abused by using more 
than three routes of administration. Al-
though APA guidelines do not delineate 
which drugs are most important with re-
gard to investigation of routes of admin-
istration, we suggest routinely inquiring 
about the route of administration for pa-
tients who abuse any of the aforemen-
tioned drugs.

CONCLUSIONS

Presently, there is no standardized for-
mulation for conducting the substance 
abuse portion of a psychiatric evalua-

tion. Furthermore, there is no recom-
mendation for categorizing the sever-
ity of abuse using factors that include 
the route of administration. Future APA 
guidelines should consider screening 
questions pertaining to the route of ad-
ministration of specific illicit substances, 
as this could potentially affect follow-up 
and recommended treatment.

Drs. Rivers Allen and Bridge are both 
fourth-year residents in the Department 
of Psychiatry and Behavioral Medicine, 
Brody School of Medicine, Vidant Medical 
School, Greenville, N.C.
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KEY POINTS/CLINICAL PEARLS

•	 Most substances of abuse are abused by two or more routes of administration.

•	 The rectal abuse of drugs has the potential to lead to vasoconstriction of the 
colonic vasculature, “skin popping” can lead to abscess formation, and insuffla-
tion can lead to local tissue damage of the nostrils and systemic vasodilation.

•	 Practitioners should develop appropriate methods of implementing health 
education when substance abuse is associated with specific routes of admin-
istration.
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CASE REPORT

Amphetamine-Induced Delusional Infestation

Alec H. Fisher, B.A., Cornel N. Stanciu, M.D.

Delusional parasitosis is a rare syndrome 
characterized by a fixed, false belief that 
one is infested with parasites. Individu-
als with the disorder are preoccupied 
with this idea and sometimes interpret 
skin markings, such as veins, old scars, 
skin pigmentation, or hairs, as evidence 
(1). The perception of tactile hallucina-
tions experienced as “insects crawling 
on the skin,” referred to as formication, 
may be endorsed. Individuals with the 
disorder often cause skin damage in at-
tempts to extract the perceived organ-
isms. In many cases, individuals will 
compulsively bring “evidence” and dis-
play it to medical professionals. This is 
referred to as the “baggie sign” (1). Pa-
tients tend to avoid contact with mental 
health professionals and prefer to bring 
themselves to primary care, dermatol-
ogy, or the emergency department for 
medical treatment of the perceived para-
sites (1). The underlying ideology for this 
condition can be primary, seen in some 
cases of schizophrenia and neurocogni-
tive disorders, or secondary to medical 
conditions and substance use (2). Some 
medical conditions in which this may be 
seen include endocrine, renal, hepatic, 
malignant, rheumatoid, and neurological 
disorders (2). Substances documented to 
cause delusional parasitosis include co-
caine, amphetamines, cannabinoids, and 
any medication that enhances dopamine 
signaling, such as pribedil, ropinidrol, 
carbegoline, and paramipexol (2).

We present a case (below) of delu-
sional infestation following initiation of 
methamphetamine use in a patient with 
a distant history of chronic cocaine use 
in sustained remission. The delusional 
belief of infestation remitted rapidly and 
completely after withdrawal of metham-
phetamine and administration of an an-
tipsychotic agent.

Methamphetamine (also known as 
“meth,” “speed,” “crank,” and “ice”) is a 

strong CNS stimulant that has become 
an increasingly popular illicit substance 
of abuse. It can be smoked, snorted, or 
injected. Use of the drug leads to expe-
riences of prolonged euphoria, increased 
alertness and energy, and decreased food 
intake and sleep. The effects are long-
lasting, especially when compared with 
other stimulants such as cocaine. Al-
though the prevalence of amphetamine 
use has recently decreased, the most 
current reports reveal that 6.7% of 12th 
graders have used an amphetamine in 
the past year, with 0.8% endorsing crys-
tal methamphetamine (3). The use of 
methamphetamine has also been shown 
to lead to psychiatric sequelae, such as 
anxiety, aggression, psychosis, insomnia, 
and hyperactivity (4).

CASE

“Mr. L” is a 55-year old man with a past 
medical history of hypertension. He 
has a psychiatric history of posttrau-
matic stress disorder and an extensive 
substance use history, going back to his 
late 20s, of cocaine. He presented to the 
emergency department with the com-
plaint of having worms under his skin. 
He was agitated, and his hands were 
covered in multiple excoriations. The 
patient’s vital signs were unremarkable 
except for his blood pressure, which 
was 182 mmHg/121 mmHg, and pulse, 
which was 110 beats per minute. He was 
breathing at a rate of 22 breaths per min-
ute, with an oxygen saturation of 97% 
on room air. His urine drug screen was 
positive for cocaine and amphetamines.

The patient carried a plastic bag con-
taining blood, which he claimed was full 
of worms he picked out with a scalpel. 
He also brought the scalpel, two knives, 
and a methamphetamine pipe in his per-
sonal bag. Medical staff was unable to 
visualize worms in the plastic bag or on 

the patient’s body. His physical examina-
tion was unremarkable except for exco-
riations on the dorsum of his hands. The 
patient was alert and oriented to person, 
place, and time, and he denied auditory, 
visual, and tactile hallucinations. Review 
of his medical record revealed that he had 
a presentation for a similar complaint 3 
weeks prior and was prescribed pyrantal 
pamoate for a possible hookworm infes-
tation. At that time, he related a history 
of having washed his dog in an inflatable 
pool, and the worms crawled from the 
dog and inside of him through his toe-
nails, which were recently trimmed and 
bleeding. A psychiatric consult was or-
dered due to the ongoing questionable 
complaint, not validated by others, as 
well as his history of mental illness, his 
high level of distress and agitation, and 
his drug screen results. The patient was 
ultimately admitted to an involuntary in-
patient unit.

On initial encounter with the team, 
the patient attempted to point out 
worms under his skin. He picked off 
pieces of skin and scabs and screamed, 
“See these are the worms, this isn’t skin, 
I know skin!” He angrily denied all psy-
chiatric review of system questions, was 
not prescribed any home medications, 
and remained focused on his dermato-
logical complaint.

On further interview, the patient re-
vealed an extensive substance use history, 
particularly cocaine (smoked) and, most 
recently, methamphetamine (smoked). 
He reported that his first cocaine use 
was 26 years ago, with intermittent epi-
sodes of use, in much smaller amounts, 
throughout the years. A month prior to 
admission, he started smoking metham-
phetamine, an illicit substance he had not 
used in several years. He reported smok-
ing, on average, 2 grams of methamphet-
amine every other day, with his most re-
cent use on the day of his admission.
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The patient was initially very dis-
tressed and would not cooperate with 
treatment until his dermatological condi-
tion was addressed. He was amenable to 
taking one dose of albendazole (400 mg) 
and initiating treatment with risperidone 
(2 mg twice daily). The following day, he 
was irritable and drowsy but maintained 
compliance with risperidone. The morn-
ing of the second day, he displayed com-
plete resolution of his worm preoccupa-
tion. He was discharged on risperidone, 
with a plan to taper off while being moni-
tored for recurrence of symptoms. At 
discharge, the patient was calm, cooper-
ative, and free of obsessional preoccupa-
tions. He was diagnosed with stimulant-
induced perceptual disorder, with onset 
during intoxication.

DISCUSSION

Delusions of infestation involve preoc-
cupations with the existence of organ-
isms under the skin, which can result in 
self-inflected excoriations, distress, and 
potential infection. Pathogenesis of de-
lusional parasitosis involves dysregula-
tion of striatal dopamine systems, which 
normally regulate attention, reward, and 
motor coordination (5). Amphetamine 
compounds increase levels of dopamine 
in these circuits and thus have the poten-
tial to precipitate symptoms. Psychotic 
symptoms in general are common with 
repeated use of amphetamines, as well 
as cocaine. With repeated use of cocaine, 
sensitization to amphetamine can occur, 
making the psychotic symptoms more 
likely, as in the above case. Most re-
ported cases of delusional parasitosis are 
primary, in which the delusions present 
without an associated medical or sub-
stance use disorder (6). However, there 
is some literature supporting the exis-
tence of secondary causes (such as in the 
above case) induced by stimulants (7).

Historically, pimozide was a first-line 
treatment for delusional parasitosis. Due 
to concerns about QTc prolongation and 
extrapyramidal side effects, second-gen-
eration antipsychotics, such as olanzap-
ine, quetiapine, and risperidone, have 
replaced pimozide, with good side-effect 
profile and efficacy (8, 9). Among these 
second-generation antipsychotics, the 
greatest body of support lies with risper-

idone (8, 10). Beyond the use of antipsy-
chotic medications, building a therapeu-
tic alliance with the patient and avoiding 
confrontation about the existence of or-
ganisms are two techniques proven to be 
beneficial in the treatment of delusional 
parasitosis (9). In our discussion with the 
patient in the above case, we began with 
the following statement, “Although we 
cannot see the worms, we are willing to 
try an antiworm medication.” Following 
that discussion, the patient was amenable 
to taking risperidone, along with alben-
dazole. Albendazole is a relatively safe 
medication with a low side-effect pro-
file in patients without cirrhosis. It was 
a medication critical to building a thera-
peutic alliance with our patient in order 
to promote medication compliance.

CONCLUSIONS

This case demonstrates delusional para-
sitosis following psychostimulant use. 
Similar to a recent case report describing 
mixed amphetamine-induced delusional 
parasitosis, our patient had a rapid disso-
lution of perceived infection and distress 
(10). A short-term course of risperidone 
was effective in complete remission of 
his delusions. Given that methamphet-
amine continues to be a widely abused 
drug, clinicians should be mindful that 
there is potential for the drug to induce 
delusions of infestation in some users. 
Individuals with previous exposure to 
stimulant compounds are especially 
predisposed. In our patient, discontinu-
ation of use and a low-dose, short-term 
antipsychotic led to rapid and complete 
remission.

Alec H. Fisher is a third-year medical stu-
dent at the Geisel School of Medicine, 
Dartmouth-Hitchcock Medical Center, 
Lebanon, N.H. Dr. Stanciu is an Addic-
tion Psychiatry Fellow in the Department 
of Psychiatric Medicine, Geisel School of 

Medicine, Dartmouth-Hitchcock Medical 
Center. He is also the Guest Editor for this 
issue of the Residents’ Journal.
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KEY POINTS/CLINICAL PEARLS

•	 Delusional parasitosis can occur as a consequence of psychostimulant use.

•	 A previous history of cocaine use can predispose individuals to delusional par-
asitosis due to dopamine receptor desensitization.

•	 Low-dose, short-term antipsychotics can lead to rapid resolution of symptoms.

•	 Conjunctive use of low-risk antihelmitic agents can help establish a therapeu-
tic alliance.
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BOOK FORUM

Beautiful Boy: A Father’s Journey Through  
His Son’s Addiction

Reviewed by Anna Kim, M.D.

You did not cause it, you can’t control 
it, you cannot cure it.

—David Sheff

In his memoir Beautiful Boy, author 
David Sheff poignantly describes the in-
sidious development of his son’s addic-
tion, from alcohol and marijuana to, later, 
methamphetamines, cocaine, and heroin. 
The book starts with loving vignettes 
about Nic as a child—sensitive, artistic, 
smart—and events that Sheff shared with 
the younger Nic, such as attending the 
Nirvana concert. These scenes are no-
tably happy and light. As Nic begins to 
experiment with drugs, Sheff explores 
another range of feelings many parents 
of children with addiction disorders ex-
perience: guilt, shame, and anger. Read-
ers of Beautiful Boy will likely become 
keenly aware of “the litany” of thoughts 
of parents of individuals with addiction 
disorders. Multiple times throughout the 
book Sheff expresses wondering whether 
he could have prevented his son’s addic-
tion, perhaps by avoiding divorce, or not 
telling Nic of his own past substance 
use, or not smoking a joint with Nic, or, 
more generally, not acting as an enabler. 
His mind becomes preoccupied, and, as 
he states, he becomes “addicted to [his] 
son’s addiction.”

Beautiful Boy narrates how addiction 
affects entire families and, ultimately, 
society. The constant and consuming 
unpredictability of relapse, the accom-
panying emotional rollercoaster, the 
loss of control, the feelings of helpless-
ness, the tiring tides of hopes with suc-

cesses and devastation with relapse—all 
of these are struggles of family members 
and society. Sheff also speaks of his own 
personal experience: constant anxiety 
and sleepless nights, hypervigilance that 
his son will break into his home again, 
worry and intrusive thoughts of his son 
out on the streets, being kidnapped, or 
dead. Love and vigilance, he concludes, 
are not enough.

What worked was attending support 
groups and understanding the neurobi-
ology of addiction. Social support pro-
vided connection, as well as realization 
that addiction is a societal concern, not 

a personal or moralistic one. Sheff re-
lates stories of a surgeon operating while 
high and another doctor getting into an 
automobile accident while under the in-
fluence. Shared responsibility encour-
ages compassion and empathy, as well 
as discussion and change. Additionally, 
diagnosing addiction and understand-
ing its mechanisms provided Sheff with 
a different understanding of his son. He 
writes: “My sense is that the psycholo-
gist and psychiatrists who saw Nic over 
the years gave me useful advice and sup-
port, and possibly helped him, too, but 
in spite of their impeccable credentials 
and obvious devotion to their work, al-
most every professional we consulted 
was inexperienced with drug addiction 
and failed to diagnose it” (p. 131). It was 
not until Dr. Edythe London, a psychia-
trist at the University of California, Los 
Angeles, pointed out parts of the brain, 
via imaging, affected by methamphet-
amine addiction that Sheff saw addiction 
as a “brain disease.” Rather than the ad-
dicted individual being “unwilling” to 
abstain, he or she is “unable” and has a 
predisposition toward addiction. This 
externalization, as well as increased 
understanding, Sheff notes, alleviated 
some of his distress. Through his nar-
ration, we are reminded of the powerful 
impact support, education, and explana-
tion can have on societal understanding 
of addiction.

Dr. Kim is a third-year psychiatry resident 
at Mount Sinai Hospital, New York, and 
Deputy Editor of the Residents’ Journal.

By David Sheff. Boston, Houghton Mifflin, 

2009, pp. 352, $15.99 (paper).
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Call for Applications to Join the 2018 Editorial Board
The American Journal of Psychiatry—Residents’ Journal is now accepting applications to join the 2018–2019 Editorial Board for the following 
positions:

SENIOR DEPUTY EDITOR (SDE) POSITION

Job Description/Responsibilities
•	 Frequent correspondence with AJP-Residents’ 

Journal Editorial Board and AJP editorial staff, 
including conference calls.

•	 Frequent correspondence with authors.
•	 Peer review manuscripts on a weekly basis.
•	 Make decisions regarding manuscript 

acceptance.
•	 Work with AJP editorial staff to prepare ac-

cepted manuscripts for publication to ensure 
clarity, conciseness, and conformity with AJP 
style guidelines.

•	 Coordinate selection of book review authors 
and distribution of books with AJP editorial 
staff.

•	 Recruit authors and guest editors for the 
journal.

•	 Manage the Test Your Knowledge questions on 
the Residents’ Journal Facebook and Twitter 
pages and work closely with authors in devel-
oping Board-style review questions for the Test 
Your Knowledge section.

•	 Fulfill the responsibilities of the Editor-in-
Chief when called upon, including forming 
issue lineup.

•	 Collaborate with the Editor-in-Chief in select-
ing the 2019 SDE, Deputy Editor, and Associ-
ate Editors.

•	 Attend and present at the APA Annual Meeting.
•	 Commitment averages 10–15 hours per week.

Requirements
•	 Must be an APA resident-fellow member.
•	 Must be starting as a PGY-3 in July 2018, or a 

PGY-4 in July 2018 with plans to enter an 
ACGME fellowship in July 2019.

•	 Must be in a U.S. residency program.

Selected candidate will be considered for a 2-year 
position, including advancement to Editor-in-
Chief in 2019.

DEPUTY EDITOR (DE) POSITION

Job Description/Responsibilities
•	 Frequent correspondence with Residents’ 

Journal Editorial Board and AJP editorial staff, 
including conference calls.

•	 Frequent correspondence with authors.
•	 Peer review manuscripts on a weekly basis.
•	 Make decisions regarding manuscript 

acceptance.
•	 Work with AJP editorial staff to prepare ac-

cepted manuscripts for publication to ensure 

clarity, conciseness, and conformity with AJP 
style guidelines.

•	 Prepare a monthly Residents’ Resources section 
for the journal that highlights upcoming na-
tional opportunities for medical students and 
trainees.

•	 Recruit authors and guest editors for the 
journal.

•	 Collaborate with the Editor-in-Chief in select-
ing the 2019–2020 Editorial Board.

•	 Attend and present at the APA Annual Meeting.
•	 Commitment averages 10 hours per week.

Requirements
•	 Must be an APA resident-fellow member.
•	 Must be a PGY-2, PGY-3, or PGY-4 resident 

starting in July 2018, or a fellow in an ACGME 
fellowship in July 2018.

•	 Must be in a U.S. residency program or 
fellowship.

This is a 1-year position only, with no automatic 
advancement to the SDE position in 2019. If the 
selected candidate is interested in serving as SDE 
in 2019, he or she would need to formally apply 
for the position at that time.

ASSOCIATE EDITOR (AE) POSITIONS  
(two positions available)

Job Description/Responsibilities
•	 Peer review manuscripts on a weekly basis.
•	 Make decisions regarding manuscript 

acceptance.
•	 Recruit authors and guest editors for the 

journal.
•	 Collaborate with the SDE, DE, and Editor-in-

Chief to develop innovative ideas for the 
journal.

•	 Attend and present at the APA Annual Meeting.
•	 Commitment averages 5 hours per week.

Requirements
•	 Must be an APA resident-fellow member
•	 Must be a PGY-2, PGY-3, or PGY-4 resident in 

July 2018, or a fellow in an ACGME fellowship 
in July 2018.

•	 Must be in a U.S. residency program or 
fellowship

This is a 1-year position only, with no automatic 
advancement to the DE or SDE position in 2019. If 
the selected candidate is interested in serving as 
DE or SDE in 2019, he or she would need to for-
mally apply for the position at that time.

MEDIA EDITOR (ME) POSITION

Job Description/Responsibilities
•	 Manage the Residents’ Journal Twitter and 

Facebook accounts.
•	 Oversee podcasts.
•	 Collaborate with the AEs to decide on content
•	 Collaborate with SDE, DE, and Editor-in-

Chief to develop innovative ideas for the 
journal.

•	 Attend and present at the APA Annual Meeting.
•	 Commitment averages 5 hours per week.

Requirements
•	 Must be an APA resident-fellow member.
•	 Must be an upcoming PGY-2, PGY-3, or PGY-4 

resident in July 2018, or a fellow in an ACGME 
fellowship in July 2018.

•	 Must be in a U.S. residency program or 
fellowship.

This is a 1-year position only, with no automatic ad-
vancement to the Deputy Editor or Senior Deputy 
Editor position in 2019. If the selected candidate is 
interested in serving as Deputy Editor or Senior 
Deputy Editor in 2019, he or she would need to for-
mally apply for the position at that time.

CULTURE EDITOR (CE) POSITION

•	 Collaborate with SDE, DE, and Editor-in-
Chief to develop innovative ideas for the 
journal.

•	 Attend and present at the APA Annual Meeting.
•	 Commitment averages 5 hours per week.

Requirements
•	 Must be an APA resident-fellow member.
•	 Must be an upcoming PGY-2, PGY-3, or PGY-4 

resident in July 2018, or a fellow in an ACGME 
fellowship in July 2018.

•	 Must be in a U.S. residency program or 
fellowship.

This is a 1-year position only, with no automatic 
advancement to the DE or SDE position in 2019. If 
the selected candidate is interested in serving as 
DE or SDE in 2019, he or she would need to for-
mally apply for the position at that time.

* * *

For all positions, applicants should e-mail a CV 
and personal statement of up to 750 words de-
scribing themselves, their reasons for applying, 
and any ideas for journal development to oliver.
glass@emory.edu. The deadline for applications 
is March 2, 2018.

mailto:oliver.glass@emory.edu
mailto:oliver.glass@emory.edu
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Residents’ Resources
Here we highlight upcoming national opportunities for medical students and trainees to be recognized for their hard work, dedi-
cation, and scholarship.

To contribute to the Residents’ Resources feature, contact Anna Kim, M.D., Deputy Editor (anna.kim@mountsinai.org).

JANUARY DEADLINES

All deadlines are January 31, 2018, and the sponsoring organization is APA, unless otherwise noted.

Fellowship/Award Jeanne Spurlock Congressional Fellowship

Brief Description The aim of the fellowship is to provide an opportunity for a psychiatry resident or early-career psychiatrist with significant interest in 
child and/or minority mental health advocacy to work in a congressional office. The recipient will serve a 10-month fellowship in 
Washington, DC, during which he or she will be introduced to the structure and development of federal and congressional health 
policy focused on mental health issues affecting minorities and underserved populations, including children.

Eligibility Must be an APA member, U.S. citizen or permanent resident, and psychiatry resident, fellow, or early-career psychiatrist.

Contact and Website E-mail: congressional@psych.org  •  Web: https://www.psychiatry.org/residents-medical-students/residents/fellowships

Fellowship/Award APA Psychiatric Research Fellowship

Brief Description The fellowship provides funding for a post-graduate psychiatry trainee, under the supervision and guidance of his or her mentor, to 
design and conduct a research study on a major research topic.

Eligibility Must be an M.D. or D.O. and APA member who completed residency training prior to the time the fellowship commences.

Contact and Website E-mail: kbarber@psych.org  •  Web: https://www.psychiatry.org/residents-medical-students/residents/fellowships

Fellowship/Award APA/American Psychiatric Association Foundation (APAF) Leadership Fellowship

Organization APA Foundation

Brief Description This fellowship provides opportunities for a psychiatry trainee to engage, interact, and participate at a national level and further 
develop his or her professional leadership skills, networks, and psychiatric experience. The program creates opportunities to expand 
relationships with peers and national thought-leaders in the field of psychiatry.

Eligibility Must be an APA-resident member and enrolled as a PGY-2 at an accredited psychiatric residency training program.

Contact and Website E-mail: psychleadership@psych.org  •  Web: https://www.psychiatry.org/residents-medical-students/residents/fellowships

Fellowship/Award APA Child and Adolescent Psychiatry Fellowship

Brief Description This 2-year fellowship is designed to promote interest and a career in child and adolescent psychiatry; offers travel support for two APA 
Annual Meetings and two APA September Components Meetings.

Eligibility Must be an APA-resident member and enrolled as a PGY-2 at an accredited psychiatric residency training program.

Contact and Website Email: tclaridad@psych.org  •  Web: http://www.americanpsychiatricfoundation.org/get-involved/fellowships/child-and-adolescent-
psychiatry-fellowship

Fellowship/Award APA Public Psychiatry Fellowship

Brief Description This is a 2-year fellowship that provides experiences that will contribute to the professional development of residents who will play 
future leadership roles within the public-sector psychiatry and heighten awareness of the public psychiatry activities and career 
opportunities. Offers funding to attend two APA Institute on Psychiatric Services (IPS) meetings and two September Components 
Meetings.

Eligibility Must be an APA member and enrolled as a PGY-1 or PGY-2 in an accredited U.S. or Canadian psychiatry residency program with 2 
remaining years of training.

Contact and Website Email: publicpsych@psych.org  •  Web: https://www.psychiatry.org/residents-medical-students/residents/fellowships

Fellowship/Award Substance Abuse and Mental Health Services Administration (SAMHSA)

Organization SAMHSA Minority Fellowship

Brief Description To enhance the knowledge and capabilities of racial and ethnic minority psychiatry residents to teach, administer, conduct services 
research, and provide culturally competent, evidence-based mental health services to minority and or underserved populations.

Eligibility Must be an APA-resident member and enrolled as a PGY-2 at an accredited psychiatric residency training program.

Contact and Website Email: mfp@psych.org  •  Web: https://www.samhsa.gov/minority-fellowship-program

Fellowship/Award APA Diversity Leadership Fellowship

Brief Description To develop leadership to improve the quality of mental health care for the following (not limited to) minority groups at risk and 
underrepresented in psychiatry: American Indians/Native Alaskans, Asian Americans/Native Hawaiians/Native Pacific Islanders, Blacks/
African Americans, Hispanics/Latinos, and the LGBTQ community.

Eligibility Must be an APA-resident member and enrolled as a PGY-2 at an accredited psychiatric residency training program.

Contact and Website Email: mfp@psych.org  •  Web: https://www.psychiatry.org/residents-medical-students/residents/fellowships

mailto:anna.kim%40mountsinai.org?subject=Residents%27%20Journal%20Resources
mailto:congressional%40psych.org?subject=Jeanne%20Spurlock%20Congressional%20Fellowship
https://www.psychiatry.org/residents-medical-students/residents/fellowships
mailto:kbarber%40psych.org?subject=APA%20Psychiatric%20Research%20Fellowship
https://www.psychiatry.org/residents-medical-students/residents/fellowships
mailto:psychleadership%40psych.org?subject=APAF%20Leadership%20Fellowship
https://www.psychiatry.org/residents-medical-students/residents/fellowships
mailto:tclaridad@psych.org
mailto:publicpsych@psych.org
mailto:mfp@psych.org
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Author Information for The Residents’ Journal Submissions

Upcoming Themes
If you have a submission related to the themes shown, 
contact the Section Editor listed below the topic. Please 
note that we will consider articles outside of the theme.

If you are interested in serving as a Guest Section Editor 
for the Residents’ Journal, please send your CV, and 
include your ideas for topics, to Rachel Katz, M.D., Editor-
in-Chief (rachel.katz@yale.edu).

Forensic Psychiatry

Willa Xiong, M.D.
w.xiong@wustl.edu

Editor-in-Chief

Rachel Katz, M.D.
(Yale University)

Senior Deputy Editor

Oliver Glass, M.D.
(Emory University)

Deputy Editor

Anna Kim, M.D.
(Mount Sinai)

The Residents’ Journal accepts manu-
scripts authored by medical students, resi-
dent physicians, and fellows; attending 
physicians and other members of faculty 
cannot be included as authors. 

To submit a manuscript, please visit 
http://ajp.psychiatryonline.org/ajp_ 
authors_reviewers, and select a manu-
script type for AJP Residents’ Journal.

1.	 Commentary: Generally includes 
descriptions of recent events, 
opinion pieces, or narratives. Limited 
to 500 words and five references.

2.	 History of Psychiatry: Provides 
a historical perspective on a topic 
relevant to psychiatry. Limited to 
500 words and five references.

3.	 Treatment in Psychiatry: This 
article type begins with a brief, 
common clinical vignette and 
involves a description of the 
evaluation and management of a 
clinical scenario that house officers 
frequently encounter. This article 
type should also include 2–4 
multiple-choice questions based on 
the article’s content. Limited to 1,500 
words, 15 references, and one figure. 
This article type should also include 
a table of Key Points/Clinical Pearls 
with 3–4 teaching points.

4.	 Clinical Case Conference: A 
presentation and discussion of an 
unusual clinical event. Limited to 
1,250 words, 10 references, and one 
figure. This article type should also 
include a table of Key Points/Clinical 
Pearls with 3–4 teaching points.

5.	 Original Research: Reports of novel 
observations and research. Limited 
to 1,250 words, 10 references, and 
two figures. This article type should 
also include a table of Key Points/
Clinical Pearls with 3–4 teaching 
points.

6.	 Review Article: A clinically relevant 
review focused on educating the 
resident physician. Limited to 1,500 
words, 20 references, and one figure. 
This article type should also include 
a table of Key Points/Clinical Pearls 
with 3–4 teaching points.

7.	 Drug Review: A review of a 
pharmacological agent that 
highlights mechanism of action, 
efficacy, side-effects and drug-
interactions. Limited to 1,500 words, 
20 references, and one figure. This 
article type should also include a 
table of Key Points/Clinical Pearls 
with 3–4 teaching points.

8.	 Perspectives in Global Mental 
Health: This article type should 
begin with a representative case or 
study on psychiatric health delivery 
internationally, rooted in scholarly 
projects that involve travel outside 
of the United States; a discussion of 
clinical issues and future directions 
for research or scholarly work 
should follow. Limited to 1,500 
words and 20 references.

9.	 Arts and Culture: Creative, nonfic
tion pieces that represent the 
introspections of authors generally 
informed by a patient encounter, 
an unexpected cause of personal 
reflection and/or growth, or 
elements of personal experience 
in relation to one’s culture that are 
relevant to the field of psychiatry. 
Limited to 500 words. 

10.	Letters to the Editor: Limited to 
250 words (including 3 references) 
and three authors. Comments on 
articles published in the Residents’ 
Journal will be considered for 
publication if received within 1 month 
of publication of the original article. 

11.	Book and Movie Forum: Book 
and movie reviews with a focus 
on their relevance to the field of 
psychiatry. Limited to 500 words and 
3 references.

mailto:rachel.katz%40yale.edu?subject=RJ%20Guest%20Section%20Editor
mailto:w.xiong%40wustl.edu?subject=RJ%20Forensic%20Psychiatry%20theme
http://ajp.psychiatryonline.org/ajp_authors_reviewers
http://ajp.psychiatryonline.org/ajp_authors_reviewers
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