
lurasidone treatment study. Efficacy over 104 weeks of
OL treatment with lurasidone was evaluated for 2 patient
groups based on treatment status prior to entering the
initial DB study (treatment-naïve [TN] vs. treated previ-
ously [TP]). Treatment-naïve was defined as never having
received antipsychotic treatment prior to randomization.
Efficacymeasures included the PANSS total score and the
Clinical Global Impressions-Severity (CGI-S) score.
Treatment response was defined as≥20% reduction from
baseline in PANSS total score.

RESULTS: A total of 50 TN and 221 TP patients completed
the 6-week DB study and entered the extension study; and
30 (60.0%) TN and 126 (57.0%) TP patients completed
104 weeks. In the ITT population of the initial DB study,
treatment with lurasidone (vs. placebo) yielded larger
effects at DB endpoint on the PANSS total score in the
TN group (-25.0 vs. -14.4; P<0.02; effect size [ES]=0.75)
compared to the TP group (-17.3 vs. -10.0; P<0.001;
ES=0.45); and in the CGI-S score in the TN group (-1.07
vs. -0.28; P=0.002; ES=0.97) compared to the TP group
(-0.91 vs. -0.55; P=0.005; ES=0.38). DuringOL treatment
with lurasidone, the magnitude of improvement from DB
baseline continued to be somewhat larger in the PANSS
total score for TN patients (n=38) vs. TP patients (151) at
week 52 (-32.6 vs. -28.1) and week 104 (-33.6 vs. -29.2);
and in the CGI-S score for TN vs. TP patients at week
52 (-2.1 vs. -1.5) and week 104 (-2.1 vs. -1.6). Responder
rates during treatment with lurasidone were 72.0%
(TNgroup) and61.1%(TPgroup) atOLbaseline (number-
needed-to-treat [NNT]=10), 100% and 90.1% at week
52 [NNT=11], and 100% and 88.9% at week
104 [NNT=11]. During OL treatment, the most common
adverse events for TN vs. TP patients were headache
(26.0% vs. 23.5%), nasopharyngitis (24.0% vs. 5.4%),
nausea (16.0% vs. 11.8%), and dizziness (16.0% vs. 4.1%).

CONCLUSION: In this post-hoc analysis of a 2-year OL
extension study, antipsychotic-naïve adolescentswith schizo-
phrenia respondedwell to treatmentwith lurasidone at doses
of 40 mg/day or 80 mg/day. TN patients achieved greater
improvement than TP patients during acute treatment; and
these greater treatment effects were largely maintained dur-
ing 2 years of continued treatment with lurasidone.
Funding Acknowledgements: Supported by funding
from Sunovion Pharmaceuticals Inc
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ABSTRACT: Study Objective: Tardive dyskinesia (TD) is a
persistent and potentially disabling movement disorder
associated with prolonged antipsychotic use. REKINECT,
a real-world screening study of antipsychotic-treated out-
patients, included patients with movements that were
clinician-confirmedaspossibleTD(Cohort2) andpatients
with no involuntary movements (Cohort 1). Baseline data
from the patient rated EuroQoL 5-Dimension 5-Level
questionnaire (EQ-5D-5L) and Sheehan Disability Scale
(SDS) were analyzed to evaluate health related quality of
life (Cohort 2 vs. Cohort 1) and the effects of possible TD
on quality of life (Cohort 2).

METHODS: Assessments included EQ-5D-5L utility score
(0=equivalent to death to 1=perfect health); SDS total score
(0=no impact to30=highest impact); patient- and clinician-
rated severity of possible TD in 4 body regions (0=none,
1=some, and 2=a lot; summary score, 0 to 8); and patient-
rated impact of possible TD in 7 daily activities (0=none,
1=some, and 2=a lot; summary score, 0 to 14). Populations
included Cohort 1 (N=450); full Cohort 2 (N=204); and
limited Cohort 2 (N=111, patients who self-reported
“some” or “a lot” of TD severity in ≥1 body region). Mean
differences between Cohort 2 and Cohort 1 in EQ-5D-5L
utility and SDS total scores were analyzed using a general-
ized linear regression model that was adjusted for poten-
tially confounding factors (e.g., age, sex, psychiatric
diagnosis). Associations between TD summary scores
(severity, impact) and quality of life (EQ-5D-5L utility,
SDS total) were analyzed using a regression model.

RESULTS: The mean score difference between full Cohort
2 (N=204) and Cohort 1 (N=450) was significant for
EQ-5D-5L utility (-0.037; P<0.05 [adjusted analysis])
but not SDS total (0.267; P>0.05). However, when lim-
ited to Cohort 2 patients who self-reported “a lot” of TD
severity (n=53) or impact (n=33), both EQ 5D 5L utility
and SDS total scores were significantly worse than in
Cohort 1 (P<0.05). Regression coefficients indicated sig-
nificant associations between patient-rated impact and
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EQ 5D-5L utility in the full Cohort 2 (-0.021, P<0.001)
and limited Cohort 2 (-0.024, P<0.001). A significant
association was also found with patient rated severity in
limited Cohort 2 (P<0.05), but not with clinician-rated
severity. Similar results were found for SDS total score.

CONCLUSIONS: RE-KINECT patients were consistent in
evaluating the severity and impact of TD, whether based
on subjective assessments or standardized patient-
reported instruments (EQ-5D-5L, SDS). Clinician-rated
severity of TD may not always correlate with patient
perceptions of the significance of TD. Patient self-
assessments (focused on symptom impact) can be clini-
cally relevant; incorporating suchmeasures into everyday
practice may provide a more comprehensive approach to
TD assessment and management.
Previously presented at APA Annual Meeting, May 2019,
San Francisco, CA.
Funding Acknowledgements: Supported by Neurocrine
Biosciences, Inc.
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“Random Twitching” - A Case Presentation
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ABSTRACT: Purpose of the study: To present a case about a
12 year old with a movement disorder to educate the
community about an uncommon side effect of a com-
monly utilized class of psychiatric medications. Simple
statement ofmethods: Patient was seen in the context of a
consultation-liaison psychiatry capacity during the first
author’s general psychiatry residency. Information was
obtained from an electronic medical record and inter-
views with other physicians that treated the patient.
Research about the patient’s supposed diagnosis was
conducted using a PubMed + OneSearch searches and
articles were obtained under the guidance of a certified
hospital librarian.

RESULTS/DISCUSSION: Withdrawal Emergent Dyskinesia is
an uncommon, but debilitating condition that can occur
after a rapid discontinuation/dosage change of a neuro-
leptic. This condition has beendocumented sparsely in the
literature; more literature exists regarding its presence in
children than in adults. The condition lasts for 2-3months
and resolves spontaneously in ~90% of cases. The litera-
ture that is available suggests (1) avoiding neuroleptic use
in children if possible, (2) tapering off antipsychotics
slowly, (3) using benzodiazepines and/or beta-blockers
to treat symptoms of this condition, and (4) restarting
the neuroleptic if symptoms do not improve.

CONCLUSION: Withdrawal Emergent Dyskinesia is an
uncommon, poorly studied, debilitating condition that
can occur after a rapid discontinuation/dosage change of
a neuroleptic. Future research efforts could be focused on
(a) the prevalence of neuroleptic withdrawal symptoms in
both adults and children, (b) the complete neurochemical
and neurobiological pathogenesis of WED, and (c) the
differences in terms of diagnosis and treatment between
dyskinesias associated with both neuroleptic use and/or
withdrawal. In addition, the existence of such a condition
is yet another reason to reconsider off-label use of neuro-
leptics to treat behavioral symptoms in the absence of
clear psychiatric indications for their use.
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ABSTRACT: Study Objectives: The INSYTE study provides
an understanding of the management of Parkinson dis-
ease psychosis (PDP) in actual practice settings, includ-
ing use of antipsychotic (APs) and their impact on
clinical, economic, and humanistic outcomes. Treatment
paradigms or the benefits/consequences of various “real
world” PDP treatment strategies have not been evalu-
ated. Thus, providers may be using a wide range of AP
treatment strategies that contrast with consensus recom-
mendations.

METHOD:The INSYTE study is enrolling up to 750 patients
from up to 100 sites in the US. Data are compiled at the
baseline (BL) visit and from standard-of-care follow up
visits over 3 years. PDP treatment pathways are defined

ABSTRACTS 269

https://doi.org/10.1017/S1092852920000231 Published online by Cambridge University Press

https://doi.org/10.1017/S1092852920000231

