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PREFACE 

Psychiatric practice often follows well-established diagnostic 
frameworks and treatment algorithms; however, clinicians are 
occasionally confronted with rare presentations or atypical clinical 
courses that challenge routine assumptions. Such cases are valuable 
not merely because they are unusual, but because they sharpen 
differential diagnostic thinking, illuminate real-world decision-
making, and encourage a careful reconsideration of evidence within 
the complexity of everyday clinical care. 

This book brings together three case reports with the aim of 
enhancing clinical awareness and offering practical insights for 
contemporary psychiatric practice. Across the chapters, themes that 
are directly relevant to daily clinical work are highlighted, 
including the importance of treatment continuity in psychotic 
disorders with recurrent courses, the assessment of prolonged and 
atypical dissociative phenomena, and the recognition and 
management of unexpected endocrine adverse effects emerging 
during psychopharmacological treatment. Each case serves as a 
focused reminder of the need for a comprehensive approach to the 
patient, systematic exclusion of medical etiologies when indicated, 
and close monitoring with thoughtful risk–benefit appraisal. 

The purpose of case reporting is not to generalize from single 
experiences, but to share clinical reasoning, provide a structured 
perspective for colleagues who may encounter similar situations, 
and contribute modest yet meaningful observations to the literature. 
Accordingly, the chapters are organized to emphasize educational 
value by outlining clinical challenges, diagnostic uncertainty, and 
management considerations in a clear and practice-oriented 
manner. 

We hope that this volume will be a useful resource for mental 
health professionals—particularly psychiatry trainees—by 
promoting systematic clinical assessment when faced with rare or 



atypical presentations, bridging clinical intuition with evidence, 
and maintaining patient safety as the central priority. 
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1. Introduction 

Antidepressants and Galactorrhea 

Galactorrhea is defined as milk-like nipple discharge 
occurring outside of pregnancy and lactation, and it is frequently 
associated with hyperprolactinemia. In psychiatric practice, 
galactorrhea is most commonly observed as an adverse effect of 
antipsychotic medications; however, cases associated with 
antidepressants have been increasingly reported in the literature.¹ 

Among antidepressants, agents with prominent serotonergic 
activity have been proposed to indirectly increase prolactin levels 
through dopaminergic inhibition.² Although galactorrhea cases 
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related to selective serotonin reuptake inhibitors (SSRIs) and 
serotonin–norepinephrine reuptake inhibitors (SNRIs) have been 
reported, galactorrhea associated with trazodone use is a rarely 
documented adverse effect.³ 

Trazodone is an antidepressant that is often utilized at low 
doses primarily for its sedative and anxiolytic effects and exerts its 
action through 5-HT₂A antagonism and inhibition of serotonin 
reuptake. Although it has been suggested that trazodone may affect 
prolactin levels via indirect effects on the dopaminergic system, the 
underlying mechanism has not been clearly established.⁴ 

In this case report, we present a woman followed for 
depression and somatization disorder who developed galactorrhea 
after initiation of low-dose trazodone; differential diagnosis, 
possible mechanisms, and clinical management are discussed. 

2. Case 

This case report describes the clinical course of a 56-year-old 
woman who had been followed in an outpatient psychiatric clinic for 
longstanding depression and somatization disorder and developed 
galactorrhea following trazodone use during pharmacological 
treatment. 

Patient Information 

F.Ç. is a 56-year-old postmenopausal woman, married, 
primary school graduate, living with her family. She is not actively 
employed. According to the history obtained, she has been followed 
in the psychiatry outpatient clinic for approximately 6 years due to 
depressive symptoms and somatic complaints. 

Psychiatric History and Treatment Course 
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The patient had been followed with diagnoses of Major 
Depressive Disorder and Somatization Disorder and had been using 
duloxetine 60 mg/day for a long period. Due to insomnia 
accompanying depressive symptoms, trazodone 50 mg/day was 
added to her treatment regimen. 

Approximately 3 weeks after the initiation of trazodone, the 
patient noticed spontaneous, milk-like discharge from both breasts 
and therefore presented to the outpatient clinic. 

Apart from galactorrhea, the patient did not report breast 
pain, visual field defects, headache, or menstrual irregularity. 

Past Medical and Family History 

No prior use of antipsychotic medication 

No alcohol or substance use 

Smokes (20 pack-years) 

No known endocrine disease 

Laboratory Findings 

Laboratory evaluation revealed: 

Serum prolactin level: 64 µg/L 

TSH and fT4: within normal limits 

Renal and liver function tests: within normal limits 

Mental Status Examination 

General appearance: consistent with stated age, establishes 
eye contact, self-care preserved 

Mood: depressed 
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Affect: anxious 

Thought content: somatically focused thoughts 

Hallucinations: not reported 

Insight: present 

Clinical Assessment and Follow-up 

The clinical presentation was considered to represent a 
trazodone-related adverse drug effect given that: 

galactorrhea emerged after trazodone initiation, 

there was no prior history of a similar adverse effect, and 

no other organic cause was identified. 

Accordingly: 

trazodone was discontinued, 

duloxetine was continued. 

Within 2 weeks after discontinuation of trazodone, 
galactorrhea regressed and prolactin levels returned to normal. 

3. Conclusion 

This case is noteworthy in demonstrating galactorrhea, a rare 
adverse effect associated with trazodone use. Although trazodone is 
often considered a relatively safe agent at low doses, it should be 
kept in mind that it may influence prolactin regulation via its 
serotonergic effects. 

In chronic conditions such as depression and somatization 
disorder, it is important to closely monitor adverse effects of 
adjunctive treatments and not to attribute somatic complaints solely 
to psychogenic causes. This case emphasizes that medications 
should always be considered in the differential diagnosis of 
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endocrine adverse effects occurring during antidepressant therapy. 
Current clinical practice guidelines of the Endocrine Society clearly 
emphasize that after excluding an underlying endocrine pathology, 
the first and most effective approach in cases of drug-induced 
hyperprolactinemia and galactorrhea is discontinuation or switching 
of the responsible agent.⁵ 
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A Schizophrenia Case Stabilized with Typical and 
Atypical Long-Acting Injectable Antipsychotics 
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Esat SABUNCU2, 

1. Introduction 

A substantial proportion of relapses in schizophrenia 
spectrum disorders is associated with nonadherence and 
interruptions in treatment continuity. Therefore, long-acting 
injectable (LAI) antipsychotics have gained prominence—
particularly in clinical contexts where regular oral medication intake 
cannot be maintained—due to their potential to reduce relapse risk 
and prevent hospitalization. The American Psychiatric Association 
(APA) guideline recommends considering LAI antipsychotic 
treatment when the patient prefers LAIs or when adherence is poor 
or uncertain.¹ 
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Meta-analytic evidence indicates that LAI antipsychotics 
may confer advantages over oral antipsychotics in outcomes such as 
relapse and hospitalization.² 

However, antipsychotic polypharmacy (especially the 
concomitant use of two LAIs) is not considered a routine guideline-
based strategy; rather, it may be contemplated in selected cases based 
on prior treatment response and careful risk–benefit assessment, 
with close monitoring for adverse effects.³ 

2. Case 

A 31-year-old Syrian woman, married with one child, was 
referred to our clinic from an external center due to approximately 
one year of persecutory, referential, and jealousy delusions; 
disorganized speech and behavior; marked suspiciousness; and 
deterioration in functioning and self-care. 

Psychiatric History and Presentation 

According to collateral history obtained from a relative, the 
patient had previously achieved significant clinical improvement 
with aripiprazole LAI 400 mg/month plus zuclopenthixol decanoate 
200 mg/month. However, she had been unable to access her injection 
treatment and had therefore discontinued medications for the past 
three months. Following discontinuation, a gradual increase in 
positive psychotic symptoms, decline in social and occupational 
functioning, and marked reduction in self-care were reported. 

Clinical Assessment and Inpatient Course 

The patient was admitted to our inpatient unit, and the prior 
effective regimen—aripiprazole LAI 400 mg/month and 
zuclopenthixol decanoate 200 mg/month—was re-initiated. During 
initiation/re-initiation of aripiprazole LAI, short-term oral 
aripiprazole supplementation is recommended in accordance with 
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product information; therefore, oral aripiprazole 20 mg/day was 
added for 15 days. 

Chlorpromazine 100 mg/day was started for comorbid insomnia. 

During hospitalization, a partial reduction in psychotic symptoms 
was observed, including decreased suspiciousness and agitation and 
partial attenuation of delusional preoccupation. However, the 
patient’s relatives requested discharge against medical advice 
(“treatment refusal”), and discharge procedures were completed 
accordingly. 

Follow-up 

In post-discharge follow-up, the patient remained clinically 
stable on aripiprazole LAI 400 mg/month plus zuclopenthixol 
decanoate 200 mg/month. No extrapyramidal side effects (akathisia, 
dystonia, rigidity) were detected. Her functioning was noted to 
improve substantially with ongoing treatment. 

3. Discussion 

This case is noteworthy in illustrating that, in a patient 
previously stabilized on LAI antipsychotic treatment, interruption of 
medication access (for three months) may be followed by 
exacerbation of psychotic symptoms, and that returning to the same 
LAI regimen may lead to partial and subsequently marked clinical 
improvement. The APA guideline emphasizes LAI antipsychotics as 
a strong option when preference is present or adherence is 
poor/uncertain.¹ Moreover, recent reviews and meta-analyses 
support that LAI antipsychotics may be advantageous compared 
with oral treatments regarding relapse and hospitalization 
outcomes.²˒⁴ In this context, the relapse in our case was considered 
more likely attributable to disruption in treatment continuity rather 
than insufficient treatment efficacy. 
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One distinctive aspect of this case is prior stabilization with 
a combination of two different LAI antipsychotics (aripiprazole LAI 
and zuclopenthixol decanoate). Although antipsychotic 
polypharmacy can occur in clinical practice, its evidence base 
remains limited; therefore, it generally requires careful justification 
(e.g., prior response patterns, failure of monotherapies, adverse-
effect profile considerations) and close monitoring.³ 

In addition, the patient’s refugee/migrant status provides a 
critical context in which language barriers and systemic access 
limitations may adversely affect treatment continuity. The World 
Health Organization (WHO) has noted that language barriers and 
difficulties accessing services can restrict access to mental health 
care.⁵ Accordingly, when planning LAI treatment, ensuring 
“continuity of access and administration” (e.g., appointment 
logistics, injection sites, social support, interpreter needs, health 
coverage/transportation) should be considered an integral 
component of clinical decision-making. 

In conclusion, this case highlights that: (i) LAI antipsychotics 
may be an important tool for relapse prevention, particularly when 
adherence is fragile; (ii) interruptions in access to treatment may lead 
to marked clinical deterioration within a short period; and (iii) a dual-
LAI strategy should be considered only in selected cases, with 
recognition of limited evidence and under close monitoring. 
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Dissociative Identity Disorder Presenting with 
Prolonged Dissociative Amnesia and Identity 

Alteration: A Case Report 

Mehmet ASOĞLU 1 
Esat SABUNCU2, 

1. Introduction 

Dissociative disorders are psychiatric conditions 
characterized by disruptions in the integration of consciousness, 
memory, identity, and perception, and are frequently associated with 
trauma.¹ Dissociative Identity Disorder (DID) is defined by the 
presence of two or more distinct identity states and recurrent 
episodes of amnesia associated with transitions between these 
identity states.² In clinical practice, dissociative symptoms often 
remit within hours or days; however, dissociative presentations 
lasting for weeks have been reported only rarely.³ 

Excluding organic etiologies is critical in the diagnosis of 
dissociative disorders.⁴ In particular, metabolic disorders such as 
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Wilson’s disease—which may involve the central nervous system—
necessitate careful differential diagnosis of psychiatric symptoms.⁵ 
In this case report, we present a patient with Wilson’s disease who 
exhibited approximately 50 days of dissociative amnesia and identity 
alteration despite the absence of detectable organic pathology. 

2. Case Presentation 

A 30-year-old woman with a known diagnosis of Wilson’s 
disease followed by gastroenterology had been under follow-up at 
an external center with a diagnosis of depression. She presented to 
our outpatient psychiatry clinic with complaints of memory loss 
persisting for the past 25 days, inability to recognize family 
members, claiming to be someone else, marked personality change, 
and recurrent suicide attempts. 

Following the initial psychiatric evaluation, a neurology 
consultation was obtained. Detailed neurological examination, brain 
imaging, and laboratory investigations revealed no acute or 
progressive organic pathology. The patient was subsequently 
admitted to the psychiatry ward for inpatient observation and 
treatment. 

On comprehensive mental status examination, she 
demonstrated impaired orientation to time and person, failure to 
recognize family members, insistence that she had a different 
identity, extensive amnesia regarding her personal history, and labile 
affect. No persistent delusional structure suggestive of a primary 
psychotic disorder was identified. The overall clinical picture was 
considered consistent with Dissociative Identity Disorder. 

Treatment was initiated with venlafaxine 75 mg/day, 
mirtazapine 30 mg/day, and lorazepam 2.5 mg/day. In addition to 
pharmacotherapy, hypnosis sessions were conducted, and—based on 
clinical necessity—six sessions of electroconvulsive therapy (ECT) 
were administered. During this period, the patient was closely 
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monitored by gastroenterology for Wilson’s disease, and her 
ongoing medical treatment was adjusted as needed. 

Although dissociative amnesia and identity alteration 
persisted for approximately 50 days, gradual improvement in 
memory functions, restoration of identity integration, and reduction 
in suicidal ideation were observed during the later phases of 
treatment. After achieving full clinical remission, the patient was 
discharged, and a post-discharge follow-up plan was established. 

3. Discussion 

This case is notable for an unusually prolonged dissociative 
presentation within the clinical spectrum of dissociative disorders. 
The literature indicates that dissociative amnesia and identity 
alterations are typically short-lived, whereas cases persisting for 
weeks have been reported only in limited numbers.³,⁶ 

The presence of a metabolic disorder such as Wilson’s 
disease—known to manifest with neurological and psychiatric 
symptoms—further complicates the differential diagnosis.⁵ 
However, the absence of pathological findings in neurological 
assessments in this case supported a primary psychiatric origin of the 
dissociative presentation.⁴ 

The combined use of pharmacotherapy, hypnotherapy, and 
ECT appears to have contributed to clinical improvement. The 
literature includes limited reports suggesting that ECT may be 
beneficial in severe and treatment-resistant dissociative cases.⁷ 

This case is clinically important in demonstrating that DID 
may present with dissociative periods of an atypically long duration. 
Particularly in patients with comorbid medical conditions, a 
comprehensive approach should be adopted in the diagnosis and 
treatment of dissociative disorders after organic causes have been 
carefully excluded. 
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Early recognition of prolonged dissociative states, timely 
initiation of appropriate pharmacological and psychotherapeutic 
interventions, and—when indicated—consideration of advanced 
treatment options such as ECT may substantially improve prognosis. 
This case underscores that dissociative disorders can follow courses 
that differ from expectations in both duration and severity, thereby 
providing clinically meaningful awareness for practitioners. 
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