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consumption and poor sanitation co‑exist with high alcohol 
use, routine neuroimaging for atypical neuropsychiatric 
symptoms could uncover occult NCC.[7] This approach 
may enable early intervention with cytocidal therapy and 
secondary seizure prevention.

RECOMMENDATIONS FOR FUTURE RESEARCH

To build upon the insightful work by Alam et  al.,[1] we 
recommend the following research directions:
1.	 Prospective studies comparing seizure prevalence in 

NCC patients with and without alcohol dependence.
2.	 EEG monitoring to rule out subclinical epileptiform 

activity in similar clinical scenarios.
3.	 Immunological profiling to assess the role of 

alcohol‑induced modulation in NCC pathophysiology.
4.	 Longitudinal imaging studies to correlate cyst stage 

with clinical evolution and seizure onset in alcohol‑using 
vs. non‑using cohorts.

CONCLUSION

The authors should be commended for highlighting an 
atypical but clinically meaningful presentation of NCC in 
alcohol‑dependent individuals. This intersection of parasitic 
neuroinfection, substance use, and immunology presents a 
fertile ground for deeper inquiry, both to improve clinical 
recognition and to advance our understanding of host–
pathogen–substance interactions in neuropsychiatric disease.
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Restless abdomen syndrome – A case report

Restless Abdomen Syndrome (RAS) is considered a variant 
of Restless Leg Syndrome (RLS). The symptomatology is like 
RLS, except for the site of involvement. It is characterized 
by an unexplained unpleasant sensation in the abdomen, 
which is more pronounced at rest and relieved with 
movement.[1] Although RLS is a common sleep‑associated 
movement disorder, with a prevalence of 10% in the 
adult population,[2] the prevalence of RAS is unknown. 
Haghshenas et  al.[3] identified abdominal involvement as 
one of the four common variants of RLS. Pérez‑Díaz et al.[4] 

reported three cases of isolated abdominal involvement, 
and Wang et al.[1] reported 10 cases RAS, of which only two 
cases had isolated abdominal involvement. There is a two 
to threefold higher risk for patients with RLS to develop 
depression compared to healthy individuals.[5] Since RAS 
shares the same neurobiological basis, they might share the 
risk of developing psychiatric comorbidities.

A 23‑year‑old female reported an unpleasant sensation 
over the left upper abdomen. She described the sensation 
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Patients with RAS usually seek help for severe insomnia, 
which causes functional deficits during the day.[4] RLS was 
associated with iron deficiency, uricemia, spinal cord injury, 
pregnancy, overweight, and sedentary lifestyle.[2,11,12] The 
prevalence of comorbidities is higher among the variants 
of RLS.[1,13] The management of RAS includes dopaminergic 
agents, iron supplements, gabapentin, and benzodiazepines. 
Tramadol was found to be effective in one study.[1,13] 
Weight reduction and adequate control of comorbidities 
can be effective. Awareness of the atypical presentation 
of RAS prevents delayed diagnosis, facilitates appropriate 
management, and improves the quality of life.
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as deep “swirling,” intense, and annoying. She had a 
constant urge to turn around in bed, which caused sleep 
disturbance. There were no such sensations in any other 
region or associated gastrointestinal symptoms. She has a 
BMI of 28, due to a recent increase in weight. Neurological 
examination was normal. Normal blood investigations 
ruled out nutritional deficiencies, infections, and metabolic 
abnormalities, except for low Vitamin D3 levels. The CT scan 
of the brain and spine, and the ultrasound of the abdomen 
and pelvis, reported no abnormalities.

There was a similar episode about 18‑months‑ago, which 
lasted shorter and resolved spontaneously. But the site and 
intensity of the “swirling” sensation were like the current 
episode. There was no family history of RLS or its variants. 
She was advised nutritional supplements, along with 
lifestyle modification for weight loss, with which she had 
minimal improvement. However, when she was started on 
pramipexole 0.125 mg/day, she had complete resolution of 
symptoms.

RLS is a sleep‑related movement disorder diagnosed 
based on the “International restless legs syndrome group 
study” criteria which include, i) urge to move the legs, with 
accompanying unpleasant sensation in the leg; ii) urge to 
move the legs and uncomfortable sensation worsens during 
rest; iii) urge to move the legs and relief of uncomfortable 
feel with movement or activity; iv) urge to move the legs 
and any unpleasant occurs predominantly in the evening or 
night; v) the above symptoms not associated with another 
primary medical or behavioral conditions.[6] The restless 
abdomen should preferably satisfy all the criteria, except 
for abdominal involvement rather than the legs.

There are individual cases of RLS variants reported with atypical 
sites involved, like arms, head, and perineum, with or without 
associated involvement of the legs.[7,8] In a retrospective 
study on 460 patients with RLS, 18 cases had restless head 
syndrome, among which 15 patients had concurrent restless 
arm syndrome. They also found that the disease emerged at 
one site and spread to multiple sites in most patients.[9]

Wang et al.[1] reported that most patients with RAS had a 
chronic course, and concurrent limb involvement. There was 
a deficient family history, which reduced the likelihood of 
genetic involvement. The isolated abdominal, involvement 
is rare and, along with the lack of family history, poses a 
question of RAS being an entity different from RLS.[4]

RLS has a female preponderance, whereas gender 
predisposition in RAS is inconclusive.[1,2,4] The RAS 
tends to have a higher age of symptom onset,[10] and the 
prevalence tends to increase with age.[2] The younger age 
of onset indicates a probable primary disorder with genetic 
implications.
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psychotic disorder. Recent publications on CIP with onset 
during withdrawal further supports the idea that CIP exists 
on a spectrum and can have varying outcomes.[6,7]

To develop a more comprehensive and clinically relevant 
understanding of CIP, it is crucial to recognize its 
manifestation during both cannabis intoxication and 
withdrawal periods, acknowledge its treatment potential, 
and avoid promoting stigmatizing or overly pessimistic 
perspectives about the condition. Additional research 
is necessary to clarify the causal relationship between 
cannabis and psychosis as well as to establish the validity of 
CIP as a distinct clinical diagnostic category.
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Dear Editor,

We are writing in response to the recent discussion regarding 
the diagnostic stability of cannabis‑induced psychosis (CIP) 
in the article titled “Cannabis and psychopathology: 2024 
Snapshot of a meandering journey”.[1] Drawing from both 
existing studies and their extensive clinical experience, 
the authors questioned the diagnostic stability of the 
CIP category, recommending that it be maintained as a 
provisional diagnosis, particularly noting that a significant 
proportion of cases eventually transitioned to independent 
psychosis.[1] While the exploration of the transition from 
CIP to independent psychosis is valuable, we are concerned 
that the current discourse presents an incomplete picture of 
this complex condition. Specifically, it overlooks the critical 
concept of CIP as a spectrum disorder, encompassing both 
intoxication and withdrawal states.[2]

Emerging evidence, including two recent case series, 
highlights that psychosis can manifest not only during active 
cannabis use but also during periods of withdrawal.[3,4] This 
distinction is vital as the clinical presentation, underlying 
mechanisms, and optimal management strategies may vary 
significantly depending on whether the psychosis is related 
to intoxication or withdrawal. In their article ‘Cannabis and 
Psychosis Through the Lens of DSM‑5,’ Pearson and Berry[5] 
highlighted the complexities surrounding cannabis‑related 
psychotic disorder, emphasizing the significant gaps in 
scientific literature.

Furthermore, we wish to draw attention to the clinical 
observation that CIP, when promptly recognized and 
appropriately treated, often demonstrates a favorable 
response to low‑dose antipsychotics and a generally 
positive trajectory toward recovery. In contrast, the authors 
seem to imply that CIP generally progresses to a chronic 

Cannabis and psychopathology: A  2024 snapshot  –  Examining the 
complexities of diagnostic stability in cannabis‑induced psychosis
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