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Once scoffed at as something best re-
served for generation Y, text messaging 
has, for some time, been considered an 
acceptable, and perhaps even a preferred, 
form of communication. It is certainly 
not hard to understand why. Text mes-
sages quickly transmit information with 
minimal disruption, thereby allowing 
one to communicate while attending to 
other tasks. For many, texting also offers a 
comfortable and anonymous platform for 
information exchange. Thoughts or feel-
ings that one might hesitate to verbalize 
may easily be expressed via text.

While fast, convenient, and discrete, 
text messaging has limitations. Ram-
pant abbreviations, excessive acronyms, 
and haphazard use of punctuation leave 
texted information open to interpreta-
tion, or rather, misinterpretation. Users 
of text messaging may find it challeng-
ing to both convey and decipher tone and 
emotion.

However, given its overwhelming popu-
larity and many positive attributes, it is 
not surprising that the general medical 
community has utilized text messaging 
to bridge many of the existing gaps in 
patient care and to improve patient com-
pliance. Eighty-two percent of diabetic 

Editorial

Is Text Messaging an Acceptable Treatment Modality for 
Patients With Psychiatric Disorders?

Monifa S. Seawell, M.D.
Associate Editor

juveniles who received text messages re-
lated to diabetic care, including dietary 
and medication reminders, were found 
to have an enhanced self-perception of 
their ability to successfully manage their 
illness (1). Text messaging has also been 
used to augment the care delivered to 
patients with psychiatric disorders. Pa-
tients who use text messaging to track 
their daily mood may have markedly im-
proved compliance with mood charting, 
compared with patients using traditional 
paper mood charts (2). In one study, some 
young adults with hazardous drinking 
patterns who received texted interven-
tions had fewer days of heavy drinking 
(3).

The Residents’ Journal is seeking manu-
scripts that explore the utilization of text 
messaging, as well as e-mailing, in the 
care of patients with psychiatric disor-
ders. Points to consider are as follows:

•	 In medically underserved regions, 
is text messaging an efficacious 
substitute for face-to-face clinical 
interactions?

•	 What ethical and legal issues may 
trainees need to navigate if commu-
nicating with patients electronically?

•	 In what patient populations would 
text messaging be an acceptable or 
unacceptable treatment component?

Texting has not only become a preferred 
form of casual communication but has 
also influenced the way in which patients 
are managed. It is important for train-
ees to be aware of both the benefits and 
potential drawbacks related to this treat-
ment modality.
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Interventions Targeting Frequent Users of Emergency 
Departments

Victoria Pham, D.O.
Department of Psychiatry 

New York Presbyterian Hospital, the University Hospital of Columbia and Cornell, New York

People come to psychiatric emergency 
departments seeking urgent care. How-
ever, a subgroup of psychiatric patients 
frequently visits these facilities in order 
to be connected with resources (1). Such 
individuals are desperate to turn their 
lives around and may not need inpatient 
hospitalization, even with an initial chief 
complaint of severe mood symptoms or 
suicidal ideation. Those who frequently 
visit these facilities represent a relatively 
small group of patients accounting for 
a disproportionally high number of vis-
its to hospital emergency departments 
(2). A clinician may recognize a patient’s 
needs to be connected with services, and 
a referral to overnight psychiatric ob-
servation or outpatient services may be 
warranted. Appropriate identification of 
the underlying needs of the patient not 
only facilitates an oriented recovery but 
also represents responsible use of health 
care dollars.

Overnight psychiatric observation centers 
are facilities or areas that observe patients 
with psychiatric disorders overnight, from 
1 to 3 days. They may function indepen-
dently as crisis centers or may be areas 
inside of psychiatric emergency depart-
ments. Observation centers often provide 
case management, a multidisciplinary 
team composed of nurses, social workers, 
and physicians to help coordinate patient 
care from the emergency department to 
outpatient status. While patients are ob-
served at these centers, a disposition plan 
may be made for inpatient hospitalization 
or outpatient care, depending on the pa-
tient’s needs after further assessment.

One study conducted at a Veteran Affairs 
Medical Center reported that patients 
with substance use disorders, psychiatric 
comorbidities, and a history of frequent 
emergency room visits had a reduction 
in psychiatric inpatient days after receiv-

ing proper intervention at an observation 
center (3). In the 6 months before ad-
mission to the observation program, the 
mean number of inpatient psychiatric 
days was 9.8, compared with 2.7 days in 
the 6-month period after discharge from 
the program. This success was achieved 
by referring observed patients to resi-
dential treatment programs, homeless 
shelters, and community resources. No 
increase in suicidal gestures or attempts 
was observed among these patients (3). 
Another study reported a reduction in in-
patient admissions by 16% after patients 
remained at an observation center (4). 
Additionally, in two cost-analysis stud-
ies (5, 6), the use of case management in 
emergency departments and psychiatric 
observation centers was more cost effec-
tive because it resulted in improvement in 
clinical and social outcomes without ad-
ditional costs overall. According to these 
studies, the reduction in hospital costs 
was larger than the cost of the case man-
agement team. Okin et al. (6) reported a 
median reduction of $2,406 per patient 
after intervention. Alcohol and drug use 
12 months after intervention at such fa-
cilities were also reduced (6). By using 
psychiatric observation centers with case 
management services, good patient care 
will be achieved while health care cost is 
reduced.

Cost is one of few factors that drive 
health care delivery, and inpatient psy-
chiatric care is the costliest of all services 
(7). Increasing availability and access to 
overnight psychiatric observation centers 
with case management may represent an 
effective use of limited health resources. 
These observation centers not only pro-
vide a safe environment for recovery while 
helping to control costs, but they also em-
power motivated patients with resources 
to assertively jump-start their lives.

Dr. Pham is a first-year child and adolescent 
psychiatry fellow in the Department of Psy-
chiatry, New York Presbyterian Hospital, 
the University Hospital of Columbia and 
Cornell, New York.

References
1.	 Byrne M, Murphy AW, Plunkett PK: 

Frequent attenders to an emergency 
department: a study of primary health 
care use, medical profile, and psychosocial 
characteristics. Ann Emerg Med 2003; 
4:309–318

2.	 Mandelberg JH, Kuhn RE, Kohn MA: 
Epidemiologic analysis of an urban, public 
emergency department’s frequent users. 
Acad Emerg Med 2000; 7:637–646

3.	 Francis E, Marchand W, Hart M, Carter 
A, Schinka J, Feldman A, Ordorica P: 
Utilization and outcome in an overnight 
psychiatric observation program at 
a Veteran Affairs Medical Center. 
Psychiatric Serv 2000; 51:92–95

4.	 Gillig PM, Hillard JR, Bell J: The 
psychiatric emergency service holding 
area: effect on utilization of inpatient 
resources. Am J Psychiatry 1989; 
146:369–372

5.	 Shumway M, Boccellari A, O’Brien 
K: Cost-effectiveness of clinical case 
management for ED frequent users: 
results of a randomized trial. Am J Emerg 
Med 2008; 26:155–164

6.	 Okin RL, Boccellari A, Azocar F, 
Shumway M, O’Brien K, Gelb A, Kohn 
M, Harding P, Wachsmuth C: The effects 
of clinical case management on hospital 
service use among ED frequent users. Am 
J Emerg Med 2000; 18:603–608

7.	 Addington DE, Jones B, Bloom D, 
Chouinard G, Remington G, Albright 
P: Reduction of hospital days in chronic 
schizophrenic patients treated with 
risperidone: a retrospective study. Clin 
Ther1993; 15:917–926



The Residents’ Journal	 4
continued on page 5

PTSD: A Recent Name for an Ancient Syndrome
Fernando Espi Forcen, M.D.

Arlenne Shapov, M.D.
Department of Psychiatry, Metrohealth Medical Center, Cleveland

Known as “irritable heart” during the 
Civil War, “shell shock” during World 
War I, and “combat fatigue” during 
World War II, posttraumatic stress dis-
order (PTSD) has been a relatively new 
term for an old concept. Despite its as-
sociation with contemporary American 
warfare, the symptoms of PTSD have 
been described since ancient times in di-
verse circumstances.

Combat-Related Mental 
Trauma in Ancient Literature
In ancient Mesopotamian literature 
(about 3000 BC), the Epic of Gilgamesh 
depicts the story of the title character 
who, after witnessing the death of his 
friend Enkidu, encounters profound de-
spair and continuously re-experiences 
intrusive recollections of the death of his 
friend. He aimlessly roams and ponders 
over Enkidu’s misfortune, feeling helpless 
and fearing his own death (1).

Sophocles’ play, Ajax, is nowadays used to 
help Iraq veterans in their recovery from 
PTSD. This ancient story is presented to 
contemporary veterans of war in an effort 
to minimize the stigma of PTSD and to 
help them realize that this syndrome was 
also seen in ancient times (2) The plot ac-
counts the story of Ajax, a war hero of the 
siege of Troy, who fails to reintegrate into 
society after returning from war. Ajax felt 
disgraced by the Greek generals’ deci-
sion to reward his opponent, Odysseus, 
instead of himself. Later, Ajax is tricked 
by the Goddess Athena. She makes him 
believe that sheep and cattle in the area 
are actually the Greek generals. In his 
rage, Ajax slaughters some of the animals 
and takes others home and tortures them. 
Covered in blood, after realizing what he 
had done, he decides to kill himself rather 
than live with the shame of having killed 
what he thought were the Greek gener-
als (3).

In ancient Greek literature, Herodotus 
relates the story of an Athenian soldier 

who became permanently blind after 
fighting in the battle of Marathon (4). 
This soldier may have suffered a conver-
sional syndrome.

After the explosion of the volcano Vesu-
vius in Pompeii (79 A.D.), Younger Pliny 
wrote a letter explaining the death of his 
uncle, Older Pliny. He wrote: “I don´t 
know whether I should call this courage 
or folly on my part but I called for a vol-
ume of Livy and went on reading as if I 
had nothing else to do (1)” According to 
Birmes et al., this statement represents 
a clear sense of dissociation and detach-
ment on the part of the writer (1). These 
symptoms are consistent with current di-
agnostic criteria for acute stress disorder.

The Middle Ages
Despite the lack of literature describing 
PTSD symptoms in the Middle Ages, we 
suspect that the prevalence of this syn-
drome was rather high. Possible causative 
events could have been the multiple wars, 
such as the Crusades, natural epidemics 
of infectious diseases, such as the bubonic 
plagues, tortures inflicted upon religious 
minority groups by the Inquisition, and 
high infant mortality (5).

The Enlightenment
After surviving the London fire in 1643, 
Samuel Pepys, fellow of the Royal Soci-
ety, expressed endorsing extreme anger 
and irritability in his famous diary. These 
symptoms have been related to a stress 
reaction associated with experiencing the 
traumatic event (1).

Victorian Era

“Railway spine” was a term used in the 
middle 19th-century to describe somatic 
sequelae in passengers who had survived 
railroad accidents. After 1890, some phy-
sicians began to also associate railway 
spine with adverse psychological symp-
toms (6). This is an important step on 
the road to the contemporary concept of 

PTSD. Now, the medical community has 
linked trauma to physical as well as psy-
chological distress and symptoms.

The American Civil War
In 1871, J.M. Da Costa published On 
Irritable Heart, in which he described 
postwar physical and psychosomatic 
symptoms in as many as 300 Civil War 
veterans. Patients suffered from palpita-
tions, cardiac pain, shortness of breath, 
diarrhea, and nervous disease. In these 
patients, he observed abnormal heart 
sounds and murmurs, which could lead to 
cardiac hyperthrophy (7). Many patients 
with irritable heart were institutionalized 
in state hospitals, such as the Lunatic 
Asylum for the Insane in Athens, Ohio 
(8). The symptoms of irritable heart, as 
described by DaCosta, resemble those 
of takotsubo cardiomyopathy or broken 
heart syndrome. (9)

World War I
After World War I and trench warfare, 
a “new” epidemic of poststress combat, 
coined shell shock, was described. Ini-
tially, this was believed to be caused by 
concussive cerebral micro hemorrhages, 
but when the symptoms were described 
in patients with no exposure to physi-
cal trauma, the psychological stress of 
battle was proposed as a possible etiol-
ogy of this condition. The term shell 
shock was widely accepted by the general 
population. However, in the medical and 
military literature, the terms neurasthenia 
(usually given to higher ranks), male hys-
teria (usually given to lower ranks), and 
nervous disease were mostly used (10).

After an epidemic of shell shock in 1914, 
it was thought that some soldiers were 
intentionally associating their symptoms 
with war trauma as a means to claim a 
pension. This behavior was known as 
profit neurosis (10). To prevent an in-
creasing number of individuals from 
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soliciting benefits, the military authori-
ties intended to avoid any psychiatric 
diagnosis caused by war trauma. For ex-
ample, after 1916 in Germany, psychiatric 
professionals constantly denied trauma as 
a causal element of mental disorder. After 
1939, soldiers were said to suffer from 
exhaustion or battle fatigue. These terms 
were chosen to imply that their condition 
had a natural recovery (10, 11, 12).

War neurosis was also a term used for 
patients who suffered from poststress 
combat symptoms. An incidence rate of 
0.43% was reported in Madrid during the 
Spanish Civil War (13).

World War II and the 
Holocaust
In 1945, at the end of World War II, 
Robert McElroy published Psychoneu-

rosis, Combat Anxiety Type. (14) In 
this article, McElroy explained that psy-
chological stress reactions to war were 
the most common cause for fighting 
men to receive disability and to be dis-
charged from the Army. Among these 
psychoneuroses, soldiers were diagnosed 
with neurasthenia, conversion hyste-
ria, mixed types, hypochondriasis, or 
anxiety states. According to McElroy, 
patients with combat anxiety were char-
acterized as having significant anxiety, 
irritability, and tension. They were un-
able to relax and enjoy the activities in 
the ward. Their symptoms would sig-
nificantly worsen after any stimulus (e.g., 
a picture of gunfire) that would remind 
them of battle. They were sensitive to all 
noises and smoked more cigarettes. They 
were constantly alert and would interrupt 
a conversation after hearing minimum 
noises. These patients often dreamed that 
they were still in combat and recalled 

their war experience by stating that “ev-
eryone was killed.” They usually referred 
to having been shell shocked (14).

During the post-World War II era, 
Holocaust survivors commonly felt sig-
nificant guilt that they had survived 
while others had not. After 1960, several 
therapists described this as survivor syn-
drome, concentration camp syndrome, 
or KZ syndrome. Feelings of guilt, first 
described as a posttraumatic symptom 
in Holocaust survivors, now forms part 
of the core symptoms of PTSD. Studies 
have shown that these survivors suffered 
from PTSD symptoms 40 years after 
their release from concentration camps 
(15). 

DSM
With the publication of DSM-I in 1952, 
posttraumatic stress was referred to as 
gross stress reaction and was described 
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as a behavioral response to exceptional 
stressors. In 1968, during the Vietnam 
War, the concept transient cultural dis-
turbance was introduced in DSM-II. 
This included psychotic and neurotic re-
sponses to stress. In 1980, post-Vietnam 
syndrome or delayed stress syndrome was 
included in DSM-II Robert Lifton, a 
Vietnam veteran, advocated for the defi-
nition of what is known today as PTSD, 
with the help of Nancy Andreasen, M.D. 
(11).

After 1990, several modifications to the 
term PTSD were suggested. Gulf War 
syndrome, a milder form of PTSD, was 
proposed as a response to the experi-
ence of British soldiers during the Gulf 
War. These soldiers stated that they 
did not identify with the severity of the 
symptoms of PTSD. They attributed 
the nature of their milder symptoms to 
their pre-combat knowledge of their du-
ties and possible combat settings (16). 
Complex PTSD refers to patients who 
suffer repetitive and prolonged sexual or 
physical trauma. The course and progno-
sis in this clinical syndrome is different. 
Since results from DSM-IV field trials 
indicated that 92% of individuals with 
complex PTSD also met criteria for 
PTSD, complex PTSD was not added as 
a separate diagnosis (17). However, pro-
posed changes to the definition of PTSD 
in DSM-5 include criteria for complex 
PTSD. New criteria for diagnostic cluster 
D disorders mention negative alterations 
in cognition and mood, which are char-
acteristics of complex PTSD. Recently, 
the term Iraq syndrome, has been used 
to identify symptoms in soldiers return-
ing from a war that is not as legitimated 
by society. As a result, these soldiers have 
to struggle with the additional burden of 
having less support than expected (18). 

As evidenced throughout history, the 
psychological distress resultant from 

traumatic experience has been part of 
humanity since ancient times. Despite 
its early descriptions, PTSD and its as-
sociated syndromes continue to challenge 
contemporary medicine and psychiatry. 
Psychiatry has evolved to entail a bio-
logical approach. Recent studies have 
provided insight into the potential 
neurobiological basis of PTSD. This 
condition is often characterized by aber-
rant amygdala activation and functional 
abnormalities in corticolimbic circuitry 
(19). Despite these advances, it is im-
perative to expand what is known of this 
ancient condition and implement further 
research on this topic.

Dr. Forcen is a third-year resident and 
Dr. Shapov is a second-year resident in the 
Department of Psychiatry, Metrohealth 
Medical Center, Cleveland.
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Case Report

Management of Depressive Sequelae Following Mild 
Traumatic Brain Injury in Athletes

Brandon J. Cornejo, M.D., Ph.D.
Department of Psychiatry, University of Wisconsin Hospitals and Clinics, Madison, Wisc.

Case
“Billy” was a 17-year-old young man 
who presented for an outpatient psychi-
atric evaluation. He complained of low 
mood, irritability, anger, poor grades and 
concentration, and difficulty with word 
finding. He reported feeling poorly for 
the last 3 months. His family mentioned 
that he had experienced loss of con-
sciousness during a football game about 4 
months before. At that time, he presented 
to a local emergency department follow-
ing a concussive tackle. His acute loss 
of consciousness lasted approximately 
1–2 minutes. His family reported that 
he remained confused, with acute mem-
ory loss, for 1 day. The patient was able 
to recall events leading up to the injury 
but not the injury itself nor, specifically, 
events surrounding and following loss of 
consciousness. He was dismayed that he 
could not remember being taken to the 
emergency department, where he was 
evaluated medically (undergoing head 
computerized tomography), monitored, 
and sent home. Aside from the loss of 
consciousness and some bruising, no 
other physical injuries were noted. The 
patient was instructed not to return to the 
sport for at least 4 weeks.

In the interval between the loss of 
consciousness and presentation to a 
psychiatrist, Billy’s grades plummeted. 
Before the loss of consciousness, he had 
little academic difficulty and was widely 
liked by others. However, following the 
injury, he became increasingly isolative, 
but attributed his low mood to “being 
a teenager.” He complained of weekly 
headaches and insomnia. He reported ex-
periencing isolated episodes of road rage, 
which he considered out of character. De-
spite these challenges, he did not report 
symptoms of other psychiatric illnesses 
and had no psychiatric history. He came 
from an intact family, but his mother had 

a history of depression, and his father had 
a history of combat posttraumatic stress 
disorder He denied use of alcohol or il-
licit substances.

The patient in the present case report 
likely suffered from postconcussive syn-
drome, with symptoms of depression. 
While the majority of individuals who 
experience loss of consciousness do not 
also experience postconcussive syndrome 
resulting in psychiatric illness, a signifi-
cant proportion of those with traumatic 
brain injury (TBI) have axis I disorders 
(1). The rate of affective dysregulation 
and substance dependency post-TBI may 
be as high as 36% (1). Since many chil-
dren and teenagers engage in sports in 
which the risk of a TBI is present, it is 
important to consider screening this pop-
ulation for loss of consciousness, which 
may help clarify the etiology of any dis-
ordered mood or thoughts. The objective 
of this case discussion is to define mild 
TBI, touch on the common psychiatric 
sequelae seen in TBI, and address how to 
best manage post-TBI depression.

Definition and Classification 
of TBI
A TBI can be defined as a brain injury 
that is the direct result of external me-
chanical force. Blast waves, impacts, and 
rapid acceleration, deceleration, or pen-
etration by a projectile all may result in 
TBI (2). As noted in the present case, 
a defining characteristic is that global 
brain functioning is temporarily or per-
manently impaired (2, 3). TBI is usually 
classified based on severity, mechanism of 
the injury, and anatomical location of the 
injury (1, 4). In the present discussion, 
the focus will be on closed-head injury 
rather than penetrating head injury.

TBI can be classified as mild, moder-
ate, or severe (1, 4). The Glasgow Coma 

Scale measures a person’s consciousness 
on a scale of 3–15, based on verbal, motor, 
and eye-opening reactions to stimuli (1, 
4, 5). Thirty minutes following TBI, a 
score of 13 or above indicates mild TBI. 
A score less than 12 is an indication of 
either moderate or severe TBI. It is likely 
that the patient in the present case would 
be classified as having mild TBI based on 
the limited description of symptoms that 
the family was able to provide. Another 
complicating factor that affects classifica-
tion is the underlying pathophysiology of 
the injury. The underlying pathophysiol-
ogy may be driven by changes in cerebral 
blood flow, ionic disequilibrium, and 
metabolic changes (6).

Mild TBI in the Context of 
Sports
Between the years 2001–2009, the 
number of emergency room visits for 
sports-related TBIs in individuals <19 
years old increased by 62% (7). Not only 
does the type of sport play a significant 
role with regard to the risk of TBI, but so 
does the age of the athlete. Professional 
American football carries a high inci-
dence rate of TBI (8). Recent evidence 
from the Centers for Disease Control 
and Prevention suggests that the most 
common activities associated with child-
hood TBI are football, soccer, playground 
activities, and basketball (7). Regardless 
of age, injuries from bicycling and foot-
ball accounted for the highest number of 
emergency room visits for head injuries 
in the United States in 2009 (9). Among 
organized competitive sports, football 
has the highest frequency and incidence 
rate for both pediatric and adult head 
injuries (9). Each season, TBI occurs in 
5%–20% of all football players (10). In 
2010, there were five football-related fa-
talities secondary to direct head trauma. 

continued on page 8
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Two of these fatalities were in pediatric 
populations, one was of an individual of 
unspecified age, and two were in the col-
legiate population (10).

Postconcussive Syndrome 
and Common Psychiatric 
Sequelae
Approximately 40% of individuals suffer-
ing from mild TBI will experience some 
psychiatric illness (11–13). The preva-
lence of depressive symptoms following 
TBI appears to be approximately 30% 
(13). Pre-TBI psychiatric diagnosis may 
be associated with an increase in psychi-
atric symptoms post-TBI (13). One study 
that examined individuals 5 years away 
from an initial mild TBI observed symp-
toms of persistent depression and anxiety 
(11). Additionally, symptoms of aggres-
sion and disinhibition may be seen in up 
to 28% of individuals suffering from TBI 
(12). There is an increased prevalence 
of verbal aggression following TBI, and 
this aggression is associated with social 

difficulty, symptoms of depression, and 
difficulties with daily activities (14). In 
a study of children and adolescents with 
brain injury, about 13% of individuals 
remained symptomatic 3 months after 
their injury (15). In addition to depres-
sion in postconcussive syndrome, other 
psychiatric disorders, including mania, 
anxiety, and psychosis, have been ob-
served, although at lower rates (11–13, 
15). Greater risk for the development of 
psychiatric illness exists after TBI in cases 
in which a pre-existing mood, thought, or 
substance abuse disorder is present (13, 
14). We must also carefully consider the 
psychological effect of TBI on a patient’s 
self-concept. Loss of cognitive ability 
following TBI can have a long-lasting 
impact on self-worth and subsequent 
mood and affect.

Managing Depression 
Following mild TBI
Depression is a significant psychiatric 
complication of TBI and is the major 
complication in this clinical scenario. 
Treatment of depression following TBI 
results in improved psychomotor speed, 

improved recent verbal and visual memory, 
general cognitive efficiency, and self-
perception of cognitive symptoms (16). 
Serotonin reuptake inhibitors (SSRIs) 
are generally regarded as the first-line 
agents for treatment of depression in the 
pediatric population (16). The efficacy of 
SSRIs has been studied more extensively 
in adults and may be particularly helpful 
for treating depressive symptoms and im-
proving attention and working memory 
(16). Alternative treatments, such as tri-
cyclic antidepressants, are also effective in 
treating post-TBI depression (16). How-
ever, clinicians should consider the black 
box warning with regard to the increased 
risk of suicidal ideation as a result of 
treatment with SSRIs in the general pe-
diatric population.

Conclusions
There has been increasing awareness of 
the symptoms of post-TBI sequelae in re-
cent years. Consequently, many parents, 
coaches, and athletes are now aware that 
no concussed individual should be al-
lowed to return to the sport on the same 
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day the concussion occurred (17), since 
there is risk of a second head injury re-
sulting in catastrophic brain swelling if 
the athlete returns to play too early (17). 
Physical and cognitive rest is important 
to allow for the resolution of concussion 
symptoms.

In addition to the risk of a second head 
injury, the symptoms of postconcussive 
syndrome are varied, with a significant 
proportion of patients presenting with 
depressive illness. As already noted, sub-
sequent morbidity can be avoided from a 
pharmacologic perspective, and appropri-
ate treatment is imperative for symptom 
relief. By pursuing optimal treatment of 
depression following TBI, we may be able 
to minimize the long-term psychological 
effect of academic difficulty, impaired 
memory, and dysfunctional social inter-
actions that may result from depression 
induced by TBI.

Dr. Cornejo is a fourth-year resident in the 
Department of Psychiatry, University of 
Wisconsin Hospitals and Clinics, Madison, 
Wisc.
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CALL FOR PAPERS
Have You Ordered a Lab Today?
The Residents’ Journal is soliciting manuscripts about the use of laboratory studies in clinical care.

Suggested topics are:

•	 The measurement of serum antipsychotic levels

•	 The role of laboratory studies in managing substance use disorders

•	 Laboratory studies for specific populations (e.g., children, pregnant women)

•	 The laboratory monitoring of clozapine’s systemic effects

Please note that we will consider manuscripts outside of the suggested topics.
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Case Report

Mental Health in the Digital Age
Kairav Shah, M.D., M.P.H.

Department of Psychiatry, Harlem Hospital Center, New York

Information technology plays a major role 
in our day-to-day lives. In the last few de-
cades, it has been used more frequently in 
our health care system. According to a re-
port from the Institute of Medicine titled 
“Crossing the Quality Chasm: A New 
Health System for the 21st Century,” this 
form of technology has enormous poten-
tial, and it will play a fundamental role 
in transforming our health care delivery 
system in the future (1). Most medical 
specialists are integrating information 
technology applications into their cur-
rent medical practices. Whether it is the 
use of a tablet personal computer during 
major surgery (2) or use of a smart phone 
in electrocardiogram recordings (3) or in 
diagnosing a stroke (4), each day we see 
innovative uses of technology. Although 
its use is more common among medical 
and surgical specialists, relative to its use 
among psychiatrists (5), there are con-
cerns that the field of psychiatry may lag 
too far behind other medical specialties in 
using this form of technology in practice. 
The present report is of a case in which 
technology helped in saving a patient’s 
life.

Case
”Ms. X” called our emergency depart-
ment crying and said that she wanted to 
die. She said that she felt overwhelmed 
and did not know what to do with her 
life. Her only thought was to jump in 
front of a car. Our attending psychiatrist 
talked with her empathetically and gently 
extracted her name and present location, 
which we gave to the 911 dispatcher. Ms. 
X understood only a little English, and 
her emotional state interfered with her 
ability to process information. She was 
not in a stable state of mind, as evidenced 
by her giving us her home address rather 
than her current location. As a result, the 
address we gave to the 911 operator was 
incorrect. The attending physician was 
15 minutes into the conversation before 

the woman gradually started following 
his instructions, providing him with an 
approximation of where she was actually 
located. We then thought of utilizing a 
global positioning system. We were able 
to locate a store near the estimated loca-
tion, and we asked her to go to this store. 
While the attending physician continued 
to talk with her, we called 911 again and 
provided them with the exact location. 
The police arrived at the location within 
5 minutes of our call, located the woman, 
and brought her to the comprehensive 
psychiatric emergency program.

Discussion
As the technology revolution gathers 
speed, many physicians are attempting 
to incorporate information technology 
into the administration of patient care. 
While global positioning applications 
are usually used for casual purposes, they 
have also been used in other instances to 
improve health care research (6). In the 
present case report, it also proved to be 
a life-saving tool. The use of global posi-
tioning system maps with satellite views 
was spontaneous and helped us to pro-
vide Ms. X with care that could have 
potentially saved her life. Other compel-
ling technologies are also available, such 
as smartphones, e-prescriptions, tablet 
personal computers, and virtual reality. It 
will be even more fascinating to discover 
the different ways in which they could be 
used to support our clinical practices.

Smartphones are already popular in psy-
chiatric practice; they are changing the 
face of psychiatry. Many new applications 
allow individuals to screen for depression, 
eating disorders, panic disorders, anxi-
ety disorders, Asperger’s syndrome, and 
attention deficit hyperactivity disorder, 
among other conditions. For example, 
using a “mood chart,” which is down-
loadable through certain applications via 
a smartphone, patients can identify and 
monitor stressors and mood patterns in 

their daily lives, record their depressive 
symptoms, and identify signs of deterio-
ration. Patients’ self-monitoring of their 
mood symptoms as well as collecting 
accurate records of progress can be help-
ful to psychiatrists in providing the best 
level of care. On the other hand, wide-
spread use of these applications without 
an appropriate knowledge base could 
potentially lead to unwanted results. For 
example, poor adherence to medications 
could occur if a patient makes a self-diag-
nosis and misinterprets the mood chart. 
Moreover, these applications are still in 
their infancy stage, and their scientific 
validity has not yet been established. 
Therefore, such tools need to be used 
with caution, and patient education in the 
use of these tools is critical.

More hospitals are adopting programs 
to provide physicians with access to 
electronic medical records via smart-
phones (7). Availability of pertinent data 
via cell phone, including for laboratory 
and imaging results as well as medica-
tions, would increase both convenience 
and decision making capability. Many 
of these electronic medical record sys-
tems now provide e-prescription services 
in which the software automatically 
checks for appropriate dose, drug-drug 
interactions, duplicate prescriptions, 
formulary/nonformulary status, and ac-
ceptable alternatives based on a patient’s 
insurance coverage and copayment. These 
e-prescription services can be accessed via 
computers and mobile devices.

With the rising popularity of tablet per-
sonal computers, applications for autism 
spectrum disorders are enriching the lives 
of children with these disorders. Chil-
dren with autism prefer interacting with 
electronic screen media, such as tablet 
personal computers (8). These new tab-
lets can be helpful in learning social, fine 
motor, and language and communication 
skills via new applications specifically 

continued on page 11
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designed for children with autism spec-
trum disorders. Many autism centers 
across different countries have started 
using these tablet personal computers as 
a learning tool for such children.

Although information technology has 
had an unprecedented effect on all areas 
of medicine, certain ethical and legal is-
sues are unavoidable. Ethical issues in 
psychiatry are particularly complex be-
cause of the stigma associated with having 
a mental illness and concerns regarding 
the vulnerability of patients. Given the 
sensitive nature of psychiatric informa-
tion, many challenges relate to privacy 
and security in the mental health field, 
falling under the Health Insurance Por-
tability and Accountability Act laws and 
regulations. Moreover, increased use of 
information technology will have a huge 
influence on the traditionally humanistic 
nature of our practice.

In this world of cutting-edge technol-
ogy, we will continue to see many new 

and beneficial changes in the field of psy-
chiatry. Certain disadvantages are also 
inevitable. However, once psychiatrists 
identify the advantages and disadvan-
tages of new information technologies 
and learn to maximize the positives, these 
technologies will enrich our practice in 
delivering excellent and efficient care.

Dr. Shah is a third-year resident in the De-
partment of Psychiatry, Harlem Hospital 
Center, New York.
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Coming Soon 
from the American Psychiatric Association

APA Job Central
The Career Hub for 
Psychiatry 

Stay tuned for details.
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In preparation for the PRITE and ABPN Board 
examinations, test your knowledge with the 

following questions. 
(answers will appear in the next issue) 

We are currently seeking residents who are interested in submitting Board-style questions to appear in the Test Your Knowledge feature. Selected 
residents will receive acknowledgment in the issue in which their questions are featured.
Submissions should include the following:
1. Two to three Board review-style questions with four to five answer choices.
2. Answers should be complete and include detailed explanations with references from pertinent peer-reviewed journals, textbooks, or reference manuals.
*Please direct all inquiries and submissions to Dr. Seawell; mseawell@med.wayne.edu.

Question #1

Answer: D Intramuscular chlorpromazine

All dopamine receptor antagonists can decrease seizure threshold 
(1). Low-potency drugs are thought to be more epileptogenic than 
high-potency drugs (1). Of the antipsychotics listed, intramuscular 
chlorpromazine has the strongest potential to decrease the seizure 
threshold (1).

Reference
1. 	 Sadock BJ, Sadock VA: Kaplan and Sadock’s Synopsis of Psychiatry: 

Behavioral Sciences/Clinical Psychiatry, 10th ed. Philadelphia, Lippincott 
Williams & Wilkins, 2007, p. 1047

In preparation for the PRITE and ABPN Board examinations, test your knowledge 
with the following questions (answers will appear in the next issue).

This month’s questions are courtesy of Brandon J. Cornejo, M.D., Ph.D., 
Department of Psychiatry, University of Wisconsin Hospitals and Clinics, 
Madison, Wisc. Please also see the accompanying case report in this issue.

Question #1
Which of the following is the least frequent psychiatric complication 
following a traumatic brain injury?

A.	 Depression
B.	 Anxiety
C.	 Substance Abuse
D.	 Personality Disorders
E.	 Psychosis

Question #2
What is the second impact syndrome associated with traumatic brain injury?

A.	 Any head injury combined with spinal cord injuries
B.	 A second head injury resulting in severe brain swelling
C.	 Contrecoup injury
D.	 Any injury resulting in secondary bleed

Question #2

Answer: C Thought broadcasting, delusions of control, and auditory 
hallucinations commenting on the patient’s behavior

Some of the symptoms listed are consistent with symptoms described as 
first-rank symptoms by Kurt Schneider (1887–1967) (1). First-rank symptoms 
are those that were once considered to be potentially distinctive of 
schizophrenia and helpful in differentiating schizophrenia from other types 
of psychosis (1). Such symptoms include audible thoughts, voices arguing 
or discussing or both, voices commenting, thought withdrawal insertion or 
other experiences of influenced thoughts, thought broadcasting, delusional 
perception, other experiences involving volition, and made affect and made 
impulses (1).

Reference
1.	 Sadock BJ, Sadock VA: Kaplan and Sadock’s Synopsis of Psychiatry: Behavioral 

Sciences/Clinical Psychiatry, 10th ed. Philadelphia, Lippincott Williams & Wilkins, 
2007, pp. 467–468
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Author Information for The Residents’ Journal Submissions

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

2. 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. 

3. Clinical Case Conference: A presentation and discussion of an unusual clinical 
event. Limited to 1,250 words, 10 references, and one figure. 

4. Original Research: Reports of novel observations and research. Limited to 1,250 
words, 10 references, and two figures. 

5. Review Article: A clinically relevant review focused on educating the resident 
physician. Limited to 1,500 words, 20 references, and one figure.

6. 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. 

7. Book Review: Limited to 500 words and 3 references.

Abstracts: Articles should not include an abstract.

Please note that we will consider articles outside of the theme.

The Residents’ Journal accepts manuscripts authored by medical students, resident 
physicians, and fellows; manuscripts authored by members of faculty cannot be accepted.

Upcoming Issue Themes

March 2012
Section Theme: Memory Disorders

Guest Section Editor: Sarah Jane De Asis, M.D.
Sarah.deasis@yale.edu

April 2012
Section Theme: Family Psychiatry

Guest Section Editor: Michael Ascher, M.D.
michaelaschermd@gmail.com

May 2012
Section Theme: Sexual Disorders

Guest Section Editors: Almari Ginory, D.O., Laura 
Mayol-Sabatier, M.D., and Nicole Edmond, M.D.

ginory@ufl.edu

June 2012
Section Theme: Advocacy in Psychiatry
Guest Section Editor: John Lusins, M.D.

drjlusins@gmail.com
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