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Anxiety in children during  
a new administration
Since the current administration took 
office, many children continue to 
grapple with the initial shock of the 
election results and the uncertainty 
of what the next 4 years will bring. 
In the days after the election, several 
patients sat in my office and spoke 
of intense feelings of sadness, anger, 
and worry. Their stress levels were 
elevated, and they searched desper-
ately for refuge from the unknown. 
On the other side of the hospital, 
patients expressing suicidal ideation 
filed into the emergency room. A 
similar scene played out nationally 
when suicide prevention hotlines 
experienced a sharp increase in calls. 

During this emotional time, it 
is critical to support our children. 

Some will be more affected than 
others. Children from immigrant 
backgrounds might be particularly 
fearful of what this means for them 
and their families. In the days after 
the election, a video surfaced from a 
middle school in Michigan featuring 
kids at lunch chanting, “Build the 
wall!”

Bullying also is a concern. Despite 
being a third-generation American, 
an 8-year-old boy woke up the day 
after the election confused and 
scared. One mother told me that a 
student confronted her 11-year-old 
son at school, yelling that the elec-
tion outcome was a “good thing” 
and he should “go back to his coun-
try.” Like his mother, the 11-year-old 
was born in the United States. 

Kids get their cues from the adults 
in their lives. Parents and teachers 
play an important role in modeling 
behavior and providing comfort. 
Adults need to support children and 
to do that properly they need make 
sure they have processed their own 
feelings. They do not need to be 
unrealistic or overly positive, but 
should offer hope and trust in our 
democratic system. With discussion, 
children should have ample oppor-
tunity to express how they feel. 
Psychiatrists can evaluate a child’s 
symptoms and presentation. Are 
current medications helping enough 
with the recent changes? Does a 
child need a medication adjustment 
or to be seen more often? Does he 
(she) need to be admitted to the hos-
pital for evaluation of suicidal ide-
ation? As a psychiatrist, do you need 
to revisit the list of resources in the 
community and give children a crisis 
hotline number? Also consider refer-
ring a child to a psychotherapist if 

needed. Some schools offered coun-
seling after the election. It is worth-
while to contact school officials if a 
student is struggling or could benefit 
from additional support. 

Although many unknowns remain, 
1 thing is certain: children will have 
more questions and we must be ready 
to answer. 

Balkozar S. Adam, MD 
Associate Professor of Clinical Psychiatry 

Child and Adolescent Psychiatry
University of Missouri 

Columbia, Missouri
Co-Editor 

Missouri Psychiatry Newsletter 
Jefferson City, Missouri

Two additional adjunctive 
therapies for mental health
I was excited to read Dr. Nasrallah’s 
editorial about adjunctive therapies 
for mental health disorders (Are 
you neuroprotecting your patients? 
10 Adjunctive therapies to consider, 
Current Psychiatry. December 
2016, p. 12-14). I am a psychiatric 
physician assistant and have incor-
porated the principles of integrative 
medicine into my practice over the 
past year. I was thrilled to see the 
editorial outline many of the holistic 
treatments I use with clients.

The article missed 2 important 
vitamins that play a crucial role in 
positive mental health treatment 
outcomes: folic acid and vitamin B12. 
In my practice, I have found up to 
50% of my patients with depression 
have a vitamin B12 deficiency. After 
supplementation, these patients’ 
symptoms improve to the point that 
we often can reduce or eliminate 
medication. Folic acid deficiency 
has been found among individu-
als with depression and linked to 
poor response to treatment.1 Higher 
serum levels of homocysteine— 
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a consequence of low folic acid  
levels—are linked to increased risk 
of developing depression later in  
life, as well as higher risk of cardio-
vascular disease.2,3 Folate also can be 
used for treatment response to anti-
depressants by increasing produc-
tion of neurotransmitters.2

Another factor to consider is 
methylenetetrahydrofolate reductase 
(MTHFR) variants. Approximately 
20% of the population cannot meth-
ylate B vitamins because of a varia-
tion on the MTHFR gene.4,5 These 
patients are at increased risk for 
depression because they are unable 
to use B vitamins, which are essen-
tial in the synthesis of serotonin 
and dopamine. These patients do 
not respond to B12 and folate sup-
plements. For these individuals, I 
recommend methylated products, 
which can be purchased online.

I have found these practices, as 
well as many of those listed in the edi-
torial, are effective in treating depres-
sion and anxiety.

Lara Kain, PA-C, MPAS 
Psychiatric Physician Assistant

Tidewater Psychotherapy Services
Virginia Beach, Virginia
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An honest perspective on 
Cannabis in therapy
I enjoyed Dr. Nasrallah’s editorial 
“Maddening therapies: How hal-
lucinogens morphed into novel  
treatments” (From the Editor, 
Current Psychiatry. January 2017, 
p. 19-21).  In this world, physicians 
still regard “street” drugs as issues 
of morality and criminality rather 
than a health issue, so it is refresh-
ing when respected physicians take 
fearless, evidence-based approaches 
to potential therapeutic use of such 
drugs. Dr. Nasrallah did not glorify 
or condemn their effects; he simply 
described them.

As a psychiatrist specializing in 
bipolar and psychotic disorders—
as well as the founder and Board 
President of Doctors for Cannabis 
Regulation—I appreciate his res-
ervations about the potential of 
Cannabis to trigger psychosis in 
vulnerable individuals.  My read-
ing of the literature is there is good 
evidence for marijuana as a trig-
ger—not as a cause—of the disease. 
However, what is the evidence for 
hallucinogens?

Cannabis can have adverse effects 
on brain development, but it is  
not clear whether those effects are 
worse than those caused by alco-
hol. In the absence of any head-to- 
head studies, how can we proceed?

David L. Nathan, MD, DFAPA
Clinical Associate Professor 

Rutgers Robert Wood Johnson  
Medical School

Director of Continuing Medical Education
Princeton HealthCare System

Princeton, New Jersey

 Dr. Nasrallah responds 

LSD can cause psychosis, paranoid delu-
sions, and altered thinking in addition to 
vivid visual hallucinations in some indi-

viduals but not all, because vulnerability 
occurs on a spectrum. I postulate that the 
recently discovered inverse agonist of the 
serotonin 5-HT2A receptor, pimavanserin 
(FDA-approved for visual hallucinations and 
delusions of Parkinson’s disease psychosis), 
might be effective for LSD psychosis because 
this hallucinogen has a strong binding affin-
ity to the serotonin 5-HT2A receptors.

Studies show that marijuana can 
induce apoptosis, which would adversely 
affect brain development. Patients with 
schizophrenia who abuse marijuana have 
a lower gray matter volume than those 
who do not abuse the drug, and both 
groups have lower gray matter volume 
than matched healthy controls. I strongly 
advise a pregnant woman against smok-
ing marijuana because it could impair the 
fetus’s brain development.

Henry A. Nasrallah, MD
Professor and Chair

Department of Psychiatry and  
Behavioral Neuroscience

Saint Louis University School of Medicine
St. Louis, Missouri

Self-administering LSD: 
Solution or abuse
Dr. Nasrallah’s editorial (From 
the Editor, Current Psychiatry.  
January 2017, p. 19-21) gave an inter-
esting update about the potential 
therapeutic uses of LSD. However, 
he did not mention the growing self- 
prescribed usage of microdoses of LSD, 
which is said to reduce anxiety and 
depression with less risk than usual 
dosages.

H. Steven Moffic, MD
Retired Tenured Professor of Psychiatry

Medical College of Wisconsin
Milwaukee, Wisconsin

 Dr. Nasrallah responds 

I am not aware of any systematic data about 
self-prescribed use of microdoses of LSD 
to reduce anxiety and depression. Among 
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persons with anxiety and depression who 
have not had access to psychiatric care, self-
medicating with agents such as alcohol, 
stimulants, ketamine, or LSD is regarded 
as substance abuse. It also is question-
able whether people can determine which 
microdose of LSD to use. Finally, most drugs 
of abuse are not “pure,” and many are laced 
with potentially harmful contaminants.

Henry A. Nasrallah, MD
Professor and Chair

Department of Psychiatry and  
Behavioral Neuroscience

Saint Louis University School of Medicine
St. Louis, Missouri

Why medical psychiatry is 
vital for my patients 
Dr. Paul Summergrad’s guest edito-
rial “Medical psychiatry: The skill 
of integrating medical and psychi-
atric care” (Current Psychiatry. 
February 2017, p. 11-13) was enor-

mously helpful and validating for 
those of us who treat the full array 
of biomedical causes of psychi-
atric symptoms. My specialty is 
treating persons with intellectual 
and developmental disabilities 
who do not communicate through 
speech, display serious symptoms 
such as severe aggression toward 
themselves or others, or have life-
threatening failure to thrive. For 
my patients, the key is to accurately 
diagnose and treat the vast array of 
co-occurring biomedical conditions. 
This requires me to perform physi-
cal examinations that my colleagues 
have skipped in the 5-minute pri-
mary care visits they are allowed, 
make a lot of home visits, and order 
more blood tests and imaging stud-
ies than my fellow psychiatrists in 
other specialties do. Only in these 

ways, I am able to offer effective 
treatment options that improve the 
quality of life of these suffering indi-
viduals. I suspect there are many 
more psychiatrists who work the 
same way. 

For me, the most inspiring sen-
tence in Dr. Summergrad’s editorial 
was, “It is incumbent on us to pursue 
the medical differential of patients 
when we think it is needed, even if 
other physicians disagree.” I believe 
this describes our job as physicians 
who specialize in psychiatry. To see 
a clinician of Dr. Summergrad’s stat-
ure write this was inspiring because 
it goes to the core of what more of us 
should do.

Ruth Myers, MD
Psychiatrist

The Community Circle PLLC
Burnsville, Minnesota


