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clarifying whether our case was incidental or because of a ter-
atogenic effect of olanzapine, and the limitations of a single
case report need to be taken into consideration.
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Complicated Grief: A Case Series Using 
Escitalopram

TO THE EDITOR: The syndrome of complicated grief is not
formally recognized in DSM-IV, but it is associated with sig-
nificant functional impairment and distress (1). A grief-fo-
cused psychotherapy, complicated grief therapy, recently
demonstrated efficacy for complicated grief in a randomized
controlled trial (1). To our knowledge, there are no random-
ized controlled trials of pharmacotherapy for complicated
grief. An open-label study of paroxetine in combination with
a version of complicated grief therapy did not allow determi-
nation of medication efficacy beyond that of psychotherapy
on grief symptoms (2). Open-label bupropion showed mod-
est effects for grief (3), but nortriptyline demonstrated no sig-
nificant effect on grief in open-label (4) and randomized con-
trolled trial (5) studies of bereavement-related depression.

We prospectively examined four individuals with a primary
diagnosis of complicated grief (defined as a score of ≥25 on
the Inventory of Complicated Grief ≥6 months after the death
of a loved one) in a 10-week pilot study of open-label escitalo-
pram. The institutional review board of Massachusetts Gen-
eral Hospital approved the study. Participants gave written in-
formed consent and received escitalopram flexibly in doses of
10 to 20 mg daily.

Participants were all female, with a mean age of 41.75
years (SD=14.4). The primary loss was 2.94 years (SD=1.4)
prior. Posttraumatic stress disorder (PTSD) (allowing loss as
A1 criteria only) was present among 75% of subjects, 75%
had at least one other lifetime anxiety disorder, and all
had a lifetime major depressive episode (50% current,
50% past). Each patient tolerated titration to 20 mg/day
and completed the 10-week study “very much improved”
(Clinical Global Impression-Improvement=1). There was a
statistically significant mean reduction in Inventory of
Complicated Grief (34.5 [SD=6.0] to 8.25 [SD=3.0]; paired
t=8.97, df=3, p=0.001), 25-item Hamilton Depression Rat-
ing Scale (16.25 [SD=5.6] to 4.00 [SD=2.9]; paired t=7.4,
df=3, p=0.005), and Clinical Global Impression-Severity
(5.0 [SD=0] to 1.75 [SD=0.5]; paired t=13.00, df=3, p=
0.001) scores.

Given the limitations of a small cohort size and open-label
assessments, these preliminary results suggest that selective
serotonin reuptake inhibitor (specifically escitalopram) phar-
macotherapy alone may result in significant improvement
without concomitant psychotherapy in individuals with com-
plicated grief and that randomized controlled trials examin-
ing pharmacotherapy for complicated grief are needed.
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Psychotic Episode Associated With Bikram 
Yoga

TO THE EDITOR: Yoga is a widely practiced activity thought to
benefit various conditions, including psychiatric disorders
(1). However, intensive yoga and meditation have been re-
ported in association with altered perceptions and full-blown
psychotic episodes (2–4). Bikram yoga, also known as “hot
yoga,” is a form of yoga copyrighted in 1979 that is based on
26 postures performed in a room heated to 105° F. We report a
case of psychosis precipitated by Bikram yoga.

“Mr. B” was a 33-year-old man with a history of brief
hallucinogen-induced psychosis, with full interval remis-
sion, 10 years before he became psychotic while partici-
pating in a Bikram yoga instructors’ training seminar last-
ing several days. In the days leading up to the episode, he
felt dehydrated, ate poorly, and slept only 2–3 hours per
night. He then developed auditory and visual hallucina-
tions (he reported seeing owls speaking to him, “cat-like
slits” in people’s eyes, and a cross on his own forehead),
paranoia, and a disturbing sense that there was “a battle
for control of [his] mind” and that he had “betrayed God.”
He endorsed racing thoughts, and after feeling increas-
ingly agitated one day, he recited the Lord’s Prayer loudly
in class and became physically aggressive when con-
fronted, which necessitated involuntary hospital admis-
sion. On examination, the patient displayed a flat affect,
endorsed ideas of reference and delusional thinking, and
was uncharacteristically preoccupied with religious ide-
ation, but he was not manic. Laboratory testing revealed
no electrolyte abnormalities, urine toxicology screening
was negative, and an electroencephalogram and brain
magnetic resonance imaging were normal. The patient
was treated with aripiprazole 15 mg/day, with robust im-
provement in psychosis after 1 week and full resolution by
1 month. Aripiprazole was discontinued, and the patient

continued to report feeling “normal” at the 4-month fol-
low-up.

This case demonstrates that while yoga may have physical
and psychological health benefits, it is not devoid of side ef-
fects. Intensive forms of yoga such as Bikram may in particu-
lar have a liability for psychotic decompensation among
those individuals who are more psychosis-prone because of
stress, sleep and sensory deprivation, and dissociative experi-
ences that can arise from meditation. Castillo (5) reported
that the meditative trance experiences among Indian yogis
are often characterized by dissociation, hallucinations, and
beliefs in possessing supernatural powers. While such experi-
ences are typically labeled pathological by Western clinicians,
they can be identified as part of spiritual awakening in East-
ern meditative traditions (2, 5). Distinguishing between
pathological and culturally sanctioned experiences can there-
fore be a clinical challenge requiring open-mindedness and
sensitivity. In our patient, his experiences were recognized as
pathological within the cultural framework in which he prac-
ticed yoga, and psychiatric hospitalization and antipsychotic
treatment resulted in symptomatic improvement. Clinicians
should screen patients for alternative therapies, including
yoga, caution patients who are prone to either mania or psy-
chosis against stress and sleep deprivation, and consider the
cultural contexts of yoga-induced psychosis in order to fully
help their patients in healing.
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