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Abstract
Anti-N-methyl-D-aspartate receptor encephalitis is a rare autoimmune disorder that involves N-methyl-D-
aspartate (NMDA) receptors. It is the most common autoimmune encephalitis, and early detection and
treatment are crucial for morbidity-free recovery. Distinguishing this disorder from a primary psychiatric
illness is quite challenging as this disorder classically presents with psychiatric manifestations that often
resemble schizophrenic psychosis. Therefore, this review intended to scope the psychiatric manifestations
this disorder could present with and dissect how they differ from primary psychiatric disorders. A PubMed
database search was done. The results yielded were analyzed; eventually, 50 papers were used to review the
different signs and symptoms the disease can present with, including common and rare disease
presentations. Diagnostic challenges and helpful clinical clues to recognize the disorder were reviewed as
well.
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Introduction And Background
“Like daffodils in the early days of spring, my neurons were resprouting receptors as the winter of the illness
ebbed.”

- Susannah Cahalan, Brain on Fire: My Month of Madness [1].

That’s how Susannah Cahalan finally took off slowly on the road to recovery from an illness that set off her
mental and bodily faculties in a downward spiral until she lost touch with reality and her own body, only to
be saved later by a late but spot-on diagnosis, anti-N-methyl-D-aspartate receptor (NMDAR) encephalitis.

First described in 2007, anti-NMDAR encephalitis is a relatively modern diagnosis [2]. In anti-NMDAR
encephalitis, autoantibodies are formed against NMDA glutamate receptors [2]. NMDA receptors are a subset
of excitatory receptors that bind L-glutamate or structurally similar compounds. They are distributed
densely in the hippocampus, other brain regions, including the cerebral cortex, the basal ganglia, and the
thalamus in moderate amounts, as well as the brainstem and spinal cord [3]. It has been hypothesized, due
to the clinical resemblance seen in schizophrenia and anti-NMDAR symptomatology, that the antibody-
mediated downregulation of anti-NMDAR results in reduced gamma-aminobutyric acid (GABA) release in
presynaptic GABAnergeic neurons, and thus the loss of inhibition on the postsynaptic glutamatergic release,
leading to excess glutamate in the prefrontal and subcortical brain regions, as well as disruption in the levels
of both glutamate and dopamine neurotransmitters [4]. This correlates with the fact that the hippocampus
has the highest density of NMDA receptors in the brain, and thus NMDA receptor dysfunction is associated
with severe amnesia [3].

This disease affects about one out of one and a half million people yearly, and it is the most common
autoimmune encephalitis. The condition is more common in women, and about 37% of presenting cases are
younger than 18 years old [5]. Diagnosis is based on recognizing the clinical picture and verifying the
presence of NMDA antibodies in the serum or cerebrospinal fluid (CSF) [2].

Most cases are paraneoplastic and are associated with ovarian teratoma [2]. In a study that examined the
presence of NMDA receptor component epitopes in non-brain tissues, immunohistochemical examinations
of normal human ovaries demonstrated the presence of NR2B component of the receptor in the cytoplasm of
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the oocytes, which might act as a trigger to autoimmune reactions, especially in females in the reproductive
age range [6]. Herpes simplex encephalitis is also a known trigger [7], although the exact pathophysiology
behind the development of autoimmune encephalitis following herpes simplex virus infection has not been
completely understood. It is theorized that brain tissue destruction and exposure to some neuronal antigens
trigger an immune response against NMDA receptors [7]. Another possible course is brain inflammation
resulting in the activation of immune cells and generation of autoantibodies, as has been seen in illnesses
such as multiple sclerosis [7,8].

In about a decade, anti-NMDAR encephalitis has changed from a rare paraneoplastic syndrome to the most
common cause of non-viral encephalitis. The antibodies to the NMDA receptors bind to the extracellular
domain of the glutamate receptor N1 (GluN1) subunit, resulting in receptor internalization and
hypofunction [9].

The course of illness can be divided into three phases: first, the prodromal period of viral infection-like
symptoms, followed a couple of weeks later by psychiatric symptoms such as aggression, sleep, and
behavioral changes, and finally, neurological symptoms including convulsions, catatonia, aphasia, orofacial
dyskinesia, autonomic lability, and disturbed consciousness level. With early detection and treatment, most
cases recover without any neurological deficits [10].

The majority of patients have severe cognitive deficits and neuropsychiatric symptoms at the time of
presentation [11]. In a study that included 108 anti-NMDA encephalitis from the time of diagnosis to
recovery, it was found that 45% of the patients had residual deficits in memory and speech in addition to
psychiatric deficits [12]. Another study examined nine recovered patients with anti-NMDAR encephalitis
who experienced neuropsychiatric deficits during the period of illness and followed them up for a period
ranging from 23 to 69 months from disease onset to assess for any remnant neuropsychological deficits
following recovery. The results showed remnant cognitive deficits in eight of the patients, and the patients
who received treatment earlier performed better on their neuropsychological assessment, which further
emphasizes the importance of early diagnosis and treatment [13].

Because this disorder is a relatively new diagnosis, it has become mandatory to thoroughly assess
psychiatric manifestations in the emergency department and consider autoimmune encephalitis as a
differential diagnosis in young people presenting with acute psychotic episodes [14].

Psychiatric involvement in diagnosis and treatment is crucial; antipsychotic medications have an essential
role in managing agitation and aggression [15]. As most initial presentations of anti-NMDAR encephalitis
patients are psychiatric, psychiatrists, as first-line responders, should familiarize themselves with this
illness. One of the studies conducted a questionnaire study on how much psychiatrists are familiar with
anti-NMDAR encephalitis; 76 psychiatrists were enrolled, 48.7% of whom were not aware of the disorder,
30.3% were only familiar with the name of the disorder, and 21% knew the outline of the disorder. These
results showed a statistically significant low level of familiarity of psychiatrists regarding anti-NMDAR
encephalitis, thus necessitating the improvement of anti-NMDAR encephalitis awareness among practicing
clinicians, especially psychiatrists [16]. Because psychiatric complaints are the usual presentation of this
illness, it is mandatory for practicing clinicians, especially psychiatrists and neurologists, to become familiar
with the symptoms, diagnosis, and therapy, especially as the disease is reversible with early diagnosis and
treatment [10]. Hence, the purpose of this review was to address the different ways anti-NMDAR encephalitis
could present. The main focus was on the psychiatric presentations and identifying some key features to help
differentiate those from primary psychiatric diagnoses as anti-NMDAR encephalitis tends to manifest with
psychiatric symptoms first. This review was intended to help physicians familiarize themselves with this
diagnosis so that early identification, treatment, and better outcomes are achieved.

Review
The spectrum of psychiatric presentations in anti-N-methyl-D-
aspartate receptor encephalitis
The course of illness in anti-NMDAR encephalitis is classically described by a prodromal period of
psychiatric symptoms, speech abnormalities, and seizures. This period is then followed by neurological
complications involving movement disorders and autonomic lability, and then a prolonged period of
residual deficits [17].

In a study analyzing 515 patients with anti-NMDAR encephalitis, 77% of the patients presented initially with
psychiatric symptoms. The most common symptom described was agitation (59%), mainly in children.
Agitation was the most common presenting feature (66%), followed by psychotic symptoms (in 54%,
primarily psychotic behavior, hallucinations, and delusions mostly persecutory in nature). Catatonia was
also described in 42% of adult patients and 35% of children. Overall, 33% of the patients who were exposed
to antipsychotics experienced neuroleptic malignant syndrome. Affect disorders were found in 30% of cases
[18]. Another study was conducted to determine the frequency and temporal association between different
symptoms. In the study, out of 230 cases, the most common features were seizures (60.4%), confusion
(42.6%), orofacial dyskinesia (39.1%), and mutism (37.4%). Seizures, fever, and cognitive dysfunction were
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one of the earliest signs to emerge. The temporal sequencing of psychiatric symptoms varied vastly between
individuals [19].

Anti-N-Methyl-D-Aspartate Receptor Encephalitis and Schizophrenia

The evidence supporting NMDA receptor hypofunction in schizophrenia has already been investigated [20].
In a study that investigated the relevance of anti-NMDAR encephalitis to other psychiatric diagnoses, it was
found that out of a group of 51 patients who expressed symptoms on the schizoaffective spectrum, four were
antibody-positive. All antibody-positive patients were females, with mild neurological symptoms, two of
whom had convulsions and two had ovarian tumors [21]. Anti-NMDAR encephalitis commonly presents with
psychiatric symptoms, which can resemble those seen in schizophrenia, such as hallucinations, delusions,
and catatonia [22].

Catatonia as One of the Presenting Features in N-Methyl-D-Aspartate Receptor Encephalitis

Catatonia is an essential feature in anti-NMDAR encephalitis. Therefore, it has become mandatory to
recognize the signs and symptoms of catatonia and recognize catatonia in and of itself as one of the
hallmarks of anti-NMDAR encephalitis to initiate prompt treatment. A retrospective study estimated the
frequency of catatonia to be 32.7% in a sample of 633 anti-NMDAR encephalitis patients [23]. In another
study that included a sample of 58 anti-NMDAR encephalitis patients, 70.6% had catatonia, represented
mainly by mutism, staring, posturing, and immobility [24].

Catatonia is a state described by a combination of mental, motor, and behavioral signs. What follows is a
description of catatonic patients with anti-NMDAR encephalitis: the patients start developing decreased
levels of consciousness, ending in a catatonic-like state, alternating between akinesis and agitation, they
also develop a diminished response to stimuli, with some patients displaying echolalia and poor eye contact
[17]. In a longitudinal prospective study, a group of patients with symptoms suggestive of anti-NMDAR
encephalitis was analyzed in two groups: positive and negative anti-NMDAR antibodies. Results showed that
the presence of excited-type catatonia and delirium predicted definitive anti-NMDAR encephalitis catatonia
[25].

Treatment of catatonia in these patients was directed to keep the patients safe enough to get through the
immunotherapy rather than treating the catatonia itself, which is why the safest psychotropic choices were
used. It is important to pay attention to this point as a significant proportion of catatonic patients had
received antipsychotics before being diagnosed and admitted for anti-NMDAR encephalitis [24]. These
patients tend to be sensitive to antipsychotics and are more likely to develop neuroleptic malignant
syndrome [26,27]; thus, early recognition of the disorder, in addition to elevating the threshold of using
antipsychotics and using from the low potency category, is necessary to minimize the risk of intolerance to
the psychotropic drugs [24].

Movement Disorders in Anti-N-Methyl-D-Aspartate Receptor Encephalitis

The most common phenotypes of movement disorders in anti-NMDA encephalitis can be categorized as
stereotypies, motor perseveration, and orofacial dyskinesia [28,29]. Choreoathetoid movements are more
commonly seen in those younger than 10 years old than those older than 18 years old [30].

Presentation With Affective Symptoms

There have been case reports of first presentations with mania [31]. One characteristic feature to look for
when considering anti-NMDA encephalitis is delirious mania. In one study including 79 patients, delirious
mania was seen in 20 (25.3%) patients. A significant association was observed between delirious mania and
catatonia, psychomotor agitation, disinhibition and impulsivity, and delusions of grandiosity. The incidence
of electroencephalogram (EEG) abnormalities was lower in cases of delirious mania, there was an absence of
the classic extreme delta brush, and shorter hospital stays in cases of delirious mania [32].

Narcolepsy and Hypersomnia in Anti-N-Methyl-D-Aspartate Receptor Encephalitis

In a systematic review that described a group of anti-NMDAR encephalitis cases, a group of patients
experienced narcolepsy with severe psychosis. One of the cases was a 60-year-old Parkinson’s patient with
narcolepsy presenting with a severe psychotic episode that eventually required electroconvulsive therapy
(ECT); anti-NMDAR antibodies were detected in retrospect. The other two cases presented with narcolepsy
and severe psychosis (hallucinations and delusions), for which antipsychotics and ECT were required.
Interestingly enough, another group of 10 narcoleptic patients tested for antibodies, two of whom turned
out positive (one of the patients did not show psychotic features) [21].

Anti-N-Methyl-D-Aspartate Encephalitis as a Reversible Cause of Cognitive Decline
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Only a small proportion of patients presenting with progressive cognitive decline suffer from reversible
causes; however, all cases should be considered treatable until proven otherwise. Some of the clinical
evidence to support the diagnosis of immune-mediated dementias is the triad of either catatonia or seizures
plus panic and sleepiness. If found, antibody assessment is recommended before initiating a management
plan. Clinical evaluation using this triad has shown that NMDA patients show panic, sleepiness, and
catatonia, with or without seizures. The triad was statistically significant in differentiating degenerative and
autoimmune dementias. If this triad is present, the antibodies should be evaluated first to shorten the delay
in diagnosis, which is an easy bedside clue to suspect reversible dementias [33].

Anti-N-Methyl-D-Aspartate Receptor Encephalitis and Alcohol Abuse

There have been case reports of patients whose alcohol abuse problems led to an anti-NMDAR encephalitis
diagnosis. A case report described a 36-year-old male alcoholic patient who presented with acute psychiatric
symptoms with no abnormalities on neuroimaging and no response to stopping alcohol and symptomatic
treatment. The disease progressed into developing seizures and unconsciousness, which necessitated
further investigations. CSF analysis revealed anti-NMDAR antibodies, and thus the diagnosis of autoimmune
encephalitis was made, and immunoglobulin therapy was initiated, after which symptoms dramatically
improved. This case report suggests that autoimmune encephalitis should be considered in cases of chronic
alcohol abuse when presenting with acute psychiatric symptoms. Hence, although the diagnosis is stirred in
the direction of alcoholism, one should also keep anti-NMDAR encephalitis in mind [34].

Although anti-NMDAR encephalitis in cases with substance use disorder is rare, there has been a case report
of a teenage girl abusing cannabis who was diagnosed with anti-NMDAR encephalitis [35].

Clinical diagnostic pearls and red flags to look for in anti-N-methyl-D-
aspartate receptor encephalitis
In a systematic review of anti-NMDAR encephalitis cases, some psychiatric features were noted to be
atypical to a primary psychiatric illness, such as severe agitation, speech defects, and catatonia. These are
indicative of an organic rather than a primary psychiatric pathology [23]. Anti-NMDAR encephalitis patients
tend to be more sensitive to antipsychotics. This was confirmed in a cohort study of 45 anti-NMDAR
encephalitis patients, in which 21 (47%) patients were diagnosed with antipsychotic intolerance [26].

In cases with psychosis as a first presentation, anti-NMDAR encephalitis should be considered even in the
absence of additional neurological manifestations. One of the case reports described an adolescent female
with first-episode isolated psychosis as the only manifestation to be diagnosed later with anti-NMDAR
encephalitis as a paraneoplastic disorder due to an ovarian teratoma [36].

Some of the things to look for when considering functional versus organic causes of psychosis are cognitive
impairment that is severe relative to other domains, and patients with anti-NMDAR encephalitis tend to be
more disturbed by their thought and behavioral disorders as opposed to full-blown delusions and
hallucinations in their psychiatric counterparts [37,38]. A case report described a young 34-year-old female
patient with a history of relapsing psychosis who presented with behavioral changes and cognitive
impairment over 15 months, and finally, a psychotic episode that caused her most recent admission. Initial
investigations and CSF analysis were normal, and the patient was treated with antipsychotics alone. Later,
investigations revealed NMDA receptor antibodies. The patient’s psychotic episode resolved, and the
associated cognitive and mood impairment improved after immunotherapy. The takeaway message from this
case is that it is crucial to consider anti-NMDAR encephalitis in the list of differentials in cases where
psychosis is associated with cognitive impairment, even in the light of a previous psychiatric diagnosis
[39]. Approximately one in eight adults with anti-NMDAR encephalitis who have been inappropriately
admitted to the psychiatric unit turns out to have had prior psychiatric episodes that were most likely caused
by anti-NMDAR encephalitis [26].

As most anti-NMDAR encephalitis cases typically present with psychiatric symptoms preceding the
development of the full-blown illness, it has become increasingly important to recognize the atypical
variants of this illness in which psychotic symptoms predominate and are sometimes confused with
schizophrenia. There is a good response to early immunotherapy, and about two-thirds of cases recover
completely [40]. Spontaneous remission is a possible scenario in those with anti-NMDAR encephalitis [41].
Thus, it is important to keep this in mind as a differential diagnosis when assessing patients with a history
of previous psychosis who now have features suggestive of systemic or limbic involvement. The true
prevalence of anti-NMDAR encephalitis may be underestimated because of how cases can sometimes go
unrecognized [39].

Although rare, anti-NMDAR encephalitis course of illness can include psychiatric features only. A study that
investigated this possibility found three NMDAR antibody-positive cases out of 46 who presented with
psychiatric manifestations only and fulfilled the diagnostic criteria of schizophrenia. There was also one
case of an anti-NMDAR antibody patient with psychiatric symptoms only who responded well to
immunotherapy [42]. In contrast to patients with schizophrenia who lose insight into their illness, patients
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with anti-NMDAR encephalitis tend to retain some insight into their illness despite the psychosis [43].

In addition to the positive psychotic and classic encephalitis symptoms seen in anti-NMDAR encephalitis,
marked negative symptoms such as flat affect, decreased rapport, emotional withdrawal, and motor
retardation have been described in some cases, same as those described in cases of functional psychoses
such as schizophrenia. Hence, despite the fact that these symptoms are not as common in organic
encephalitis, their presence should not distract from the possibility of such a diagnosis, especially in cases
where negative symptoms such as alogia and distractibility are evident, as these are much less common in
primary psychiatric illnesses and should alert toward an organic cause [37,38].

Some of the features to look for when trying to differentiate anti-NMDAR encephalitis from primary
psychiatric disorders include the temporal course of illness as autoimmune encephalitis emerges over a
relatively short period (days to weeks) compared to months and years in mental illnesses [17]. However, in
atypical variants of the disease, the progression of neuropsychiatric symptoms can take longer than usual
and should raise the index of suspicion for something other than a primary psychiatric disorder; as has been
described in a case report of a 32-year-old female who presented with a depressive episode lasting for four
months initially, followed by a subacute course of neurological manifestations which were to be attributed
later to anti-NMDAR encephalitis [44].

New onset of seizures on the background of behavioral symptoms should alert toward anti-NMDA
encephalitis. EEG findings include the characteristic “extreme delta brush” in up to one-third of adult cases
[45]. Clinicians should consider anti-NMDAR encephalitis when new psychiatric symptoms are preceded by a
period of viral illness, seizures, or fever, or when the presenting psychiatric features are unusual such as
non-verbal auditory hallucinations [19]. Patients with anti-NMDAR encephalitis may have a positive
psychiatric family history, making the diagnosis even more challenging [46].

It is important to keep in mind anti-NMDAR encephalitis when seeing young patients in the emergency
department with acute-onset psychotic features, especially when most anti-NMDAR encephalitis patients
get admitted to psychiatric wards and get started on treatment before being diagnosed. Hence, in young
patients who present with features of plausible anti-NMDAR encephalitis with a negative initial
autoimmune screen, the next set of orders should be either CSF testing for pleocytosis, oligoclonal bands, or
an EEG. If either of these tests comes back with abnormal findings, anti-NMDAR encephalitis diagnosis
could be established, and treatment can be commenced without any further delay [14,47].

Figure 1 demonstrates the contrast seen clinically in anti-NMDAR encephalitis as opposed to schizophrenia
and other primary psychiatric disorders.
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FIGURE 1: Contrast in the signs and symptoms of anti-NMDAR
encephalitis, schizophrenia, and other primary psychiatric disorders.
EEG: electroencephalogram; NMDA: N-methyl-D-aspartate

Potential Problems With Making The Diagnosis of Anti-N-Methyl-D-Aspartate Receptor Encephalitis

Antibody testing only in cases of atypical psychotic features or waiting for disease progression to manifest
neurologically runs the risk of late diagnosis and worse prognosis; therefore, antibody testing is
recommended in any patient with an acute onset of psychosis or agitation, especially when it is
accompanied by catatonia, disturbed consciousness level, or preceded by a flu-like illness. In cases where
antibody testing is negative in the context of a compelling clinical history (for example, sensitivity to
antipsychotics or the development of other suggestive symptoms), retesting in four weeks is recommended.
Positive antibody testing in cases that are not suggestive of the diagnosis clinically needs further
investigations with EEG, magnetic resonance imaging, and CSF analysis to guide treatment decisions [18,47].
Another important point to mention is that the absence of antibodies in CSF does not definitively exclude
anti-NMDAR encephalitis; this is supported by the finding that the brain might act as a site for antibody
immune complex precipitation that they cannot be detected [48].

The acute onset of psychiatric illness with no past psychiatric history is attributed to organic causes, such as
anti-NMDAR encephalitis rather than a primary psychiatric illness, especially in light of a disturbed and
changing level of consciousness, along with the neurological features such as seizures, dyskinesias, and
other movement disorders. However, although rare, the presence of a history of psychiatric illness does not
exclude the diagnosis of anti-NMDAR encephalitis. A case report described the case of a 25-year-old woman
diagnosed with schizophrenia at the age of 18 and now presenting with an acute psychotic episode. The fact
that there was a greater response of immunotherapy over antipsychotics, in addition to the identification of
anti-NMDAR antibodies, confirmed the diagnosis of anti-NMDA encephalitis. This emphasizes the
importance of considering this diagnosis even in cases with a long previous psychiatric history; hence,
testing for specific immunoglobulin antibodies had become mandatory in patients who present with
suggestive signs and symptoms such as a disturbed level of consciousness, confusion, cognitive deficit,
dyskinesia, and autonomic instability, even in light of previous psychiatric diagnosis and negative findings
on initial neuroimaging and antibody testing during the early stages of illness [49].

What seems to be purely psychiatric in nature could indeed be reversible, as has been described in a case
report in which a patient’s signs and symptoms were attributed to a long-standing primary psychiatric
disorder rather than an organic illness; in such cases, the question of whether it is anti-NMDAR encephalitis
all along is still subject of further research [50].

Conclusions
This review aimed to discuss the different ways anti-NMDAR encephalitis could present and manifest on the
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psychological, mainly, and the neurological spectrum of signs and symptoms. The signs and symptoms
expressed by anti-NMDAR encephalitis patients can be categorized into psychosis (represented by delusions
and hallucinations), catatonia, seizures, speech and movement abnormalities, and autonomic instability, in
addition to cognitive dysfunction.

The temporal association between those signs and symptoms varied among cases; first presentations tend to
overlap with psychiatric diagnoses, especially on the schizophrenic spectrum. Catatonia is one of the disease
hallmarks as well. Movement disorders are commonly seen among the anti-NMDAR encephalitis pediatric
population. The autoimmune link between anti-NMDAR encephalitis and schizophrenia has been described
before; antibody-positive patients go on to develop neurological manifestations later on. Anti-NMDAR
encephalitis can also present with affective manifestations. Narcolepsy and hypersomnia as manifestations
of anti-NMDAR encephalitis have been described, as well as the association between alcohol or drug abuse
and NMDAR encephalitis. There are some clinical red flags that could be of use to make the diagnosis.

Hence, for physicians trying to familiarize themselves with this diagnosis, this is a good place to start. The
review included a general scheme that covers almost all aspects of the psychiatric presentation, similarities,
and differences in contrast to other differential diagnoses, in addition to clinical pearls that aid diagnosis.
However, this paper did not discuss the different ways this disorder presents in pediatrics; hence, this
remains an area future reviews might be more inclusive of.

Additional Information
Disclosures
Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

References
1. Cahalan S: Brain on Fire: My Month of Madness . Simon and Schuster, New York; 2013.
2. Dalmau J, Tüzün E, Wu HY, et al.: Paraneoplastic anti-N-methyl-D-aspartate receptor encephalitis

associated with ovarian teratoma. Ann Neurol. 2007, 61:25-36. 10.1002/ana.21050
3. Monaghan DT, Cotman CW: Distribution of N-methyl-D-aspartate-sensitive L-[3H]glutamate-binding sites

in rat brain. J Neurosci. 1985, 5:2909-19. 10.1523/JNEUROSCI.05-11-02909.1985
4. Cohen SM, Tsien RW, Goff DC, Halassa MM: The impact of NMDA receptor hypofunction on GABAergic

neurons in the pathophysiology of schizophrenia. Schizophr Res. 2015, 167:98-107.
10.1016/j.schres.2014.12.026

5. Dalmau J, Armangué T, Planagumà J, et al.: An update on anti-NMDA receptor encephalitis for neurologists
and psychiatrists: mechanisms and models. Lancet Neurol. 2019, 18:1045-57. 10.1016/S1474-
4422(19)30244-3

6. Tachibana N, Kinoshita M, Saito Y, Ikeda S: Identification of the N-methyl-D-aspartate receptor (NMDAR)-
related epitope, NR2B, in the normal human ovary: implication for the pathogenesis of anti-NMDAR
encephalitis. Tohoku J Exp Med. 2013, 230:13-6. 10.1620/tjem.230.13

7. Prüss H, Finke C, Höltje M, et al.: N-methyl-D-aspartate receptor antibodies in herpes simplex encephalitis .
Ann Neurol. 2012, 72:902-11. 10.1002/ana.23689

8. Reiber H, Ungefehr S, Jacobi C: The intrathecal, polyspecific and oligoclonal immune response in multiple
sclerosis. Mult Scler. 1998, 4:111-7. 10.1177/135245859800400304

9. Lynch DR, Rattelle A, Dong YN, Roslin K, Gleichman AJ, Panzer JA: Anti-NMDA receptor encephalitis:
clinical features and basic mechanisms. Adv Pharmacol. 2018, 82:235-60. 10.1016/bs.apha.2017.08.005

10. Hau L, Csábi G, Tényi T: [Anti-N-methyl-D aspartate receptor encephalitis - guideline to the challenges of
diagnosis and therapy]. Psychiatr Hung. 2015, 30:402-8.

11. Liu X, Zhang L, Chen C, et al.: Long-term cognitive and neuropsychiatric outcomes in patients with anti-
NMDAR encephalitis. Acta Neurol Scand. 2019, 140:414-21. 10.1111/ane.13160

12. Wang W, Zhang L, Chi XS, He L, Zhou D, Li JM: Psychiatric symptoms of patients with anti-NMDA receptor
encephalitis. Front Neurol. 2019, 10:1330. 10.3389/fneur.2019.01330

13. Finke C, Kopp UA, Prüss H, Dalmau J, Wandinger KP, Ploner CJ: Cognitive deficits following anti-NMDA
receptor encephalitis. J Neurol Neurosurg Psychiatry. 2012, 83:195-8. 10.1136/jnnp-2011-300411

14. Amugoda C, Chini Foroush N, Akhlaghi H: Anti-NMDAR encephalitis: higher suspicious needed for earlier
Diagnosis (case report, literature review and diagnostic criteria). Case Rep Neurol Med. 2019, 2019:7476254.
10.1155/2019/7476254

15. Warren N, O'Gorman C, McKeon G, Swayne A, Blum S, Siskind D: Psychiatric management of anti-NMDAR
encephalitis: a cohort analysis. Psychol Med. 2021, 51:435-40. 10.1017/S0033291719003283

16. Taguchi Y, Takashima S, Suzuki M, Tanaka K: [A survey of psychiatrists to determine their level of
familiarity with anti-N-methyl-D-aspartate receptor encephalitis]. Brain Nerve. 2012, 64:1341-5.

17. Dalmau J, Gleichman AJ, Hughes EG, et al.: Anti-NMDA-receptor encephalitis: case series and analysis of
the effects of antibodies. Lancet Neurol. 2008, 7:1091-8. 10.1016/S1474-4422(08)70224-2

18. Sarkis RA, Coffey MJ, Cooper JJ, Hassan I, Lennox B: Anti-N-methyl-D-aspartate receptor encephalitis: a
review of psychiatric phenotypes and management considerations: a report of the American

2021 Subeh et al. Cureus 13(5): e15188. DOI 10.7759/cureus.15188 7 of 9

https://www.simonandschuster.com/books/Brain-on-Fire/Susannah-Cahalan/9781982109486?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/ana.21050?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/ana.21050?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1523/JNEUROSCI.05-11-02909.1985?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1523/JNEUROSCI.05-11-02909.1985?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.schres.2014.12.026?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.schres.2014.12.026?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/S1474-4422(19)30244-3?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/S1474-4422(19)30244-3?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1620/tjem.230.13?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1620/tjem.230.13?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/ana.23689?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/ana.23689?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/135245859800400304?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/135245859800400304?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/bs.apha.2017.08.005?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/bs.apha.2017.08.005?utm_medium=email&utm_source=transaction
https://pubmed.ncbi.nlm.nih.gov/26771699/?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/ane.13160?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/ane.13160?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3389/fneur.2019.01330?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3389/fneur.2019.01330?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/jnnp-2011-300411?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/jnnp-2011-300411?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1155/2019/7476254?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1155/2019/7476254?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1017/S0033291719003283?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1017/S0033291719003283?utm_medium=email&utm_source=transaction
https://pubmed.ncbi.nlm.nih.gov/23131746/?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/S1474-4422(08)70224-2?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/S1474-4422(08)70224-2?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1176/appi.neuropsych.18010005?utm_medium=email&utm_source=transaction


Neuropsychiatric Association Committee on Research. J Neuropsychiatry Clin Neurosci. 2019, 31:137-42.
10.1176/appi.neuropsych.18010005

19. Gurrera RJ: Frequency and temporal sequence of clinical features in adults with anti-NMDA receptor
encephalitis presenting with psychiatric symptoms. Psychol Med. 2019, 49:2709-16.
10.1017/S0033291718003665

20. Stephan KE, Friston KJ, Frith CD: Dysconnection in schizophrenia: from abnormal synaptic plasticity to
failures of self-monitoring. Schizophr Bull. 2009, 35:509-27. 10.1093/schbul/sbn176

21. Tsutsui K, Kanbayashi T, Tanaka K, et al.: Anti-NMDA-receptor antibody detected in encephalitis,
schizophrenia, and narcolepsy with psychotic features. BMC Psychiatry. 2012, 12:37. 10.1186/1471-244X-
12-37

22. Irani SR, Bera K, Waters P, et al.: N-methyl-D-aspartate antibody encephalitis: temporal progression of
clinical and paraclinical observations in a predominantly non-paraneoplastic disorder of both sexes. Brain.
2010, 133:1655-67. 10.1093/brain/awq113

23. Warren N, Siskind D, O'Gorman C: Refining the psychiatric syndrome of anti-N-methyl-d-aspartate
receptor encephalitis. Acta Psychiatr Scand. 2018, 138:401-8. 10.1111/acps.12941

24. Espinola-Nadurille M, Flores-Rivera J, Rivas-Alonso V, et al.: Catatonia in patients with anti-NMDA
receptor encephalitis. Psychiatry Clin Neurosci. 2019, 73:574-80. 10.1111/pcn.12867

25. Restrepo-Martinez M, Ramirez-Bermudez J, Bayliss L, Espinola-Nadurille M: Characterisation and outcome
of neuropsychiatric symptoms in patients with anti-NMDAR encephalitis. Acta Neuropsychiatr. 2020, 32:92-
8. 10.1017/neu.2019.46

26. Lejuste F, Thomas L, Picard G, et al.: Neuroleptic intolerance in patients with anti-NMDAR encephalitis .
Neurol Neuroimmunol Neuroinflamm. 2016, 3:e280. 10.1212/NXI.0000000000000280

27. Fricchione GL: Neuroleptic catatonia and its relationship to psychogenic catatonia . Biol Psychiatry. 1985,
20:304-13. 10.1016/0006-3223(85)90060-5

28. Florance NR, Davis RL, Lam C, et al.: Anti-N-methyl-D-aspartate receptor (NMDAR) encephalitis in children
and adolescents. Ann Neurol. 2009, 66:11-8. 10.1002/ana.21756

29. Mohammad SS, Fung VS, Grattan-Smith P, et al.: Movement disorders in children with anti-NMDAR
encephalitis and other autoimmune encephalopathies. Mov Disord. 2014, 29:1539-42. 10.1002/mds.25999

30. Duan BC, Weng WC, Lin KL, et al.: Variations of movement disorders in anti-N-methyl-D-aspartate
receptor encephalitis: a nationwide study in Taiwan. Medicine (Baltimore). 2016, 95:e4365.
10.1097/MD.0000000000004365

31. Kuo YL, Tsai HF, Lai MC, Lin CH, Yang YK: Anti-NMDA receptor encephalitis with the initial presentation
of psychotic mania. J Clin Neurosci. 2012, 19:896-8. 10.1016/j.jocn.2011.10.006

32. Restrepo-Martinez M, Ramirez-Bermudez J, Bayliss L, Espinola-Nadurille M: Delirious mania as a frequent
and recognizable neuropsychiatric syndrome in patients with anti-NMDAR encephalitis. Gen Hosp
Psychiatry. 2020, 64:50-5. 10.1016/j.genhosppsych.2020.03.003

33. Chandra SR, Ray S, Isaac T, R Pai A, Krishnareddy H, Dhar D, Philip M: A clinical TRIAD for early suspicion
of autoimmune encephalitis as a possibility in patients presenting with progressive cognitive decline. Asian
J Psychiatr. 2019, 41:5-12. 10.1016/j.ajp.2019.02.013

34. Li Y, Wang Q, Liu C, Wu Y: Anti-N-methyl-d-aspartate receptor encephalitis in a patient with alcoholism: a
rare case report. Front Psychiatry. 2017, 8:141. 10.3389/fpsyt.2017.00141

35. Hau L, Csabi G, Rozsai B, Stankovics J, Tenyi T, Hollody K: Anti-N-methyl-D-aspartate receptor encephalitis
and drug abuse - the probable role of molecular mimicry or the overstimulation of CB receptors in a 17-
year-old adolescent - case report. Neuropsychopharmacol Hung. 2016, 18:162-4.

36. Curnow SR, Chow S, Yiu EM, Kornberg AJ: Anti-N-methyl-d-aspartate receptor encephalitis presenting as
isolated psychosis in an adolescent female. Pediatr Neurol. 2019, 97:76-7.
10.1016/j.pediatrneurol.2019.03.016

37. Gibson LL, Pollak TA, Blackman G, Thornton M, Moran N, David AS: The psychiatric phenotype of anti-
NMDA receptor encephalitis. J Neuropsychiatry Clin Neurosci. 2019, 31:70-9.
10.1176/appi.neuropsych.17120343

38. Shtasel DL, Gur RE, Gallacher F, Heimberg C, Cannon T, Gur RC: Phenomenology and functioning in first-
episode schizophrenia. Schizophr Bull. 1992, 18:449-62. 10.1093/schbul/18.3.449

39. Hopkins SA, Moodley KK, Chan D: Autoimmune limbic encephalitis presenting as relapsing psychosis . BMJ
Case Rep. 2013, 2013:bcr2013010461. 10.1136/bcr-2013-010461

40. Titulaer MJ, McCracken L, Gabilondo I, et al.: Treatment and prognostic factors for long-term outcome in
patients with anti-NMDA receptor encephalitis: an observational cohort study. Lancet Neurol. 2013, 12:157-
65. 10.1016/S1474-4422(12)70310-1

41. Evoli A, Spinelli P, Frisullo G, Alboini PE, Servidei S, Marra C: Spontaneous recovery from anti-NMDAR
encephalitis. J Neurol. 2012, 259:1964-6. 10.1007/s00415-012-6457-y

42. Zandi MS, Irani SR, Lang B, et al.: Disease-relevant autoantibodies in first episode schizophrenia . J Neurol.
2011, 258:686-8. 10.1007/s00415-010-5788-9

43. Ford B, McDonald A, Srinivasan S: Anti-NMDA receptor encephalitis: a case study and illness overview .
Drugs Context. 2019, 8:212589. 10.7573/dic.212589

44. Mariotto S, Tamburin S, Salviati A, et al.: Anti-N-methyl-d-aspartate receptor encephalitis causing a
prolonged depressive disorder evolving to inflammatory brain disease. Case Rep Neurol. 2014, 6:38-43.
10.1159/000358820

45. Schmitt SE, Pargeon K, Frechette ES, Hirsch LJ, Dalmau J, Friedman D: Extreme delta brush: a unique EEG
pattern in adults with anti-NMDA receptor encephalitis. Neurology. 2012, 79:1094-100.
10.1212/WNL.0b013e3182698cd8

46. Cleland N, Lieblich S, Schalling M, Rahm C: A 16-year-old girl with anti-NMDA-receptor encephalitis and
family history of psychotic disorders. Acta Neuropsychiatr. 2015, 27:375-9. 10.1017/neu.2015.32

47. Graus F, Titulaer MJ, Balu R, et al.: A clinical approach to diagnosis of autoimmune encephalitis . Lancet
Neurol. 2016, 15:391-404. 10.1016/S1474-4422(15)00401-9

48. Castillo-Gomez E, Kästner A, Steiner J, et al.: The brain as immunoprecipitator of serum autoantibodies

2021 Subeh et al. Cureus 13(5): e15188. DOI 10.7759/cureus.15188 8 of 9

https://dx.doi.org/10.1176/appi.neuropsych.18010005?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1017/S0033291718003665?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1017/S0033291718003665?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/schbul/sbn176?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/schbul/sbn176?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/1471-244X-12-37?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/1471-244X-12-37?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/brain/awq113?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/brain/awq113?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/acps.12941?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/acps.12941?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/pcn.12867?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/pcn.12867?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1017/neu.2019.46?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1017/neu.2019.46?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1212/NXI.0000000000000280?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1212/NXI.0000000000000280?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/0006-3223(85)90060-5?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/0006-3223(85)90060-5?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/ana.21756?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/ana.21756?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/mds.25999?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/mds.25999?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/MD.0000000000004365?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/MD.0000000000004365?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jocn.2011.10.006?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jocn.2011.10.006?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.genhosppsych.2020.03.003?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.genhosppsych.2020.03.003?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajp.2019.02.013?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajp.2019.02.013?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3389/fpsyt.2017.00141?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3389/fpsyt.2017.00141?utm_medium=email&utm_source=transaction
https://mppt.hu/magazin/pdf/xviii-evfolyam-3-szam/hau.pdf?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.pediatrneurol.2019.03.016?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.pediatrneurol.2019.03.016?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1176/appi.neuropsych.17120343?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1176/appi.neuropsych.17120343?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/schbul/18.3.449?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/schbul/18.3.449?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/bcr-2013-010461?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/bcr-2013-010461?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/S1474-4422(12)70310-1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/S1474-4422(12)70310-1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00415-012-6457-y?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00415-012-6457-y?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00415-010-5788-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00415-010-5788-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.7573/dic.212589?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.7573/dic.212589?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1159/000358820?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1159/000358820?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1212/WNL.0b013e3182698cd8?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1212/WNL.0b013e3182698cd8?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1017/neu.2015.32?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1017/neu.2015.32?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/S1474-4422(15)00401-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/S1474-4422(15)00401-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/ana.24545?utm_medium=email&utm_source=transaction


against N-methyl-D-aspartate receptor subunit NR1. Ann Neurol. 2016, 79:144-51. 10.1002/ana.24545
49. Huang C, Kang Y, Zhang B, et al.: Anti-N-methyl-d-aspartate receptor encephalitis in a patient with a 7-

year history of being diagnosed as schizophrenia: complexities in diagnosis and treatment. Neuropsychiatr
Dis Treat. 2015, 11:1437-42. 10.2147/NDT.S82930

50. Simabukuro MM, Freitas CHA, Castro LHM: A patient with a long history of relapsing psychosis and mania
presenting with anti-NMDA receptor encephalitis ten years after first episode. Dement Neuropsychol. 2015,
9:311-4. 10.1590/1980-57642015DN93000016

2021 Subeh et al. Cureus 13(5): e15188. DOI 10.7759/cureus.15188 9 of 9

https://dx.doi.org/10.1002/ana.24545?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2147/NDT.S82930?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2147/NDT.S82930?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1590/1980-57642015DN93000016?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1590/1980-57642015DN93000016?utm_medium=email&utm_source=transaction

	Anti-N-Methyl-D-Aspartate Receptor Encephalitis: A Detailed Review of the Different Psychiatric Presentations and Red Flags to Look for in Suspected Cases
	Abstract
	Introduction And Background
	Review
	The spectrum of psychiatric presentations in anti-N-methyl-D-aspartate receptor encephalitis
	Clinical diagnostic pearls and red flags to look for in anti-N-methyl-D-aspartate receptor encephalitis
	FIGURE 1: Contrast in the signs and symptoms of anti-NMDAR encephalitis, schizophrenia, and other primary psychiatric disorders.


	Conclusions
	Additional Information
	Disclosures

	References


