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= Preface =

When we were approached by American Psychiatric Publishing, Inc., about
writing DSM-IV-TR Casebook and Treatment Guide for Child Mental Health,
we were very excited. Given our shared passion for working with other clini-
cians to improve mental health care provided to children, we saw this book as
one tool that could help in that mission. In the United States, approximately
20% of children and adolescents have diagnosable mental health problems,
and 11% of the population is significantly impaired (U.S. Department of
Health and Human Services 1999). Of these children in need, 75%-80% do
not receive specialty services, with a majority failing to receive any services at
all. For example, young people who are in treatment for attention-deficit/
hyperactivity disorder (ADHD), one of the beststudied conditions, may have
received an inaccurate diagnosis (and likely are receiving inappropriate treat-
ment; Jensen 2000), and among children correctly diagnosed with ADHD,
most do not receive optimal treatment (“Moderators and Mediators of Treat-
ment Response” 1999; MTA Cooperative Group 1999). The Institute of Med-
icine has estimated that across all of medicine, a 17-year lag exists from the
time that researchers develop a new effective treatment to the point of its im-
plementation in the community (Committee on Quality of Health Care in
America 2001). In child mental health, these health care gaps appear to be
even greater and are getting worse: in the 2001 Surgeon General’s Conference
on Children’s Mental Health, David Satcher noted that unmet needs for child
mental health services remain as high as they were 20 years ago and that child
neuropsychiatric disorders will rise proportionately by half, to become one of
the five most common causes of childhood morbidity and mortality across the
world by 2020 (U.S. Department of Health and Human Services 2001).

We set out to write a book that would begin to address some of the chal-
lenges that clinicians face in diagnosing and treating children. In this book, we
present 30 cases written by experts in the field to provide readers with realistic
examples of the types of children and adolescents that may be encountered in
practice; each case is accompanied by, in most cases, three commentaries
from field-leading clinicians (including child and adolescent psychiatrists, psy-
chologists, social workers, and nurses) who draw from the combination of evi-
dence-based interventions, biopsychosocial approaches, a systems perspective,

XXXITT
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and commonsense thinking. In addition to providing a diagnostic formulation,
the commentaries purposely address different treatment approaches— psycho-
therapeutic, psychopharmacologic, and integrative—and how each of these
approaches may be “called for” in specific situations.

We have grouped the cases into four parts in the book. The cases in Part I,
“Classic Cases,” have fairly clear diagnoses. Various experts explain their con-
ceptualizations of a case and their recommendations for treatment. In Part I,
“Comorbid Complexity,” authors describe cases in which the youth have
several diagnoses or the actual diagnosis is unclear. Readers will have the op-
portunity to read how experts in the field conceptualize diagnoses and recom-
mend treatment for these complex situations. Part I1I, “Toughest Cases:
Diagnostic and Treatment Dilemmas,” includes examples in which the diag-
nosis is unclear, the patient has not responded to previous treatment, and/or
only limited evidence is available on the correct means of treatment. Part IV,
“Kids in Crisis,” concerns youth who have psychopathology in the context of
extreme psychosocial stressors.

The closing section, Part V, “Diagnostic and Treatment Decision Making,”
includes two chapters on clinical and research issues in the diagnosis and treat-
ment of child psychopathology. Chapter 31, “Diagnostic Decision Making,” fo-
cuses on diagnosis, including the importance of maintaining a developmental
perspective, weighing information from different informants and considering
culture, context, impairment, comorbidity, and subthreshold disorders. Chap-
ter 32, “Research and Clinical Perspectives on Diagnostic and Treatment De-
cision Making: Whence the Future?” considers how a better understanding of
the role of clinical decision making can lead to improvements in diagnosis,
treatment, and implementation of evidence-based approaches. In the appendix,
we have compiled an extensive table of screening tools and rating scales (i.e.,
“decision-making tools”); we provide information about how to acquire these
tools.

We hope that this book can serve as an invaluable tool for trainees, trainers,
and clinicians who work in child and adolescent psychiatry. Because it pro-
vides points of view from different disciplinary approaches, the book is appro-
priate for all clinicians of all disciplines—social workers, child and adolescent
psychiatrists, psychologists, nurse-clinicians, and others—who are involved in
treating children and adolescents with mental health problems.

The book can be used as a teaching tool for clinicians at all levels of train-
ing. For the preclinical student, it provides an opportunity to read about a case
that pops out of the page. More experienced students, interns, or residents have
an opportunity to read how experts in the field conceptualize diagnosis and
treatment. Reading each case and the associated commentaries will have the
value of meeting with three expert supervisors. For more experienced clini-
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cians, the cases and commentaries can serve as a proxy for a consultation, or
second opinion, with three experts in the field. The book may be useful for
child and adolescent psychiatrists studying for their board exams because it of-
fers concise, research-based, and clinically applicable perspectives on diagnos-
ing and treating childhood psychopathology. We trust that readers will find the
book to be an interesting and educational experience, much as we found in
preparing it.

Cathryn A. Galanter, M.D.
Peter S. Jensen, M.D.
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Introduction to Classic Cases

Peter S. Jensen, M.D.
Cathryn A. Galanter, M.D.

O\ur intention in Part I was to illustrate “classic” or “easy” cases, yet as we re-
viewed the experts’ commentaries, we realized that even these so-called easy
cases illustrate the complexity of patient presentations in typical real-world con-
ditions. Associated conditions are common with classic cases, whether they be at-
tention-deficit/hyperactivity disorder (ADHD), autism, bipolar disorder, or
schizophrenia. Even a vignette of our best-studied disorder, ADHD, may render
different opinions about diagnostic subtypes as well as different treatment recom-
mendations. As demonstrated in the first two cases— “Itouble Paying Attention:
Attention-Deficit/Hyperactivity Disorder” (Chapter 1) and “ITrouble With Tran-
sitions: Does My Child Have Autism?” (Chapter 2) —subtleties in the wording of
the clinical presentation and history may lead to differences in diagnosis. Al-
though among clinicians “in the know” about diagnosis, the distinctions be-
tween ADHD, inattentive type, and ADHD, combined type, may be subtle, as
may be the differences among autism, Asperger’s disorder, and pervasive devel-
opmental disorder, and we as clinicians and researchers may view such disorders
as “differences without a distinction,” possibly because we view some of these dis-
orders as a spectrum of disorders along several continua. However, our clinical
appreciation of these subtleties is often lost on parents and caregivers, and some-
times leads to confusion, anger, disappointment, and doctor shopping.

For example, whether one chooses to employ or not to employ the hierar-
chical exclusionary criteria of DSM-IV-TR (American Psychiatric Association
2000) in the diagnosis of an autism spectrum disorder (vis-a-vis the diagnosis of
ADHD) may not only confuse a parent but also lead to clinical differences in
whether one identifies and chooses to treat the attentional and hyperactive
symptoms in a child with an autism spectrum disorder. Yet, imagine how these
differences are perceived by the parent. Without careful education and guid-
ance of the parent of what the diagnoses “mean,” and whether one chooses to

3
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employ hierarchical criteria or not, and whether one chooses to treat or not to
treat inattention symptoms regardless of the primary diagnosis, these so-called
subtleties can be very confusing to parents looking for firm and fast answers,
even introducing them to perplexing treatment decisions (e.g., whether to treat
the inattentive symptoms) that they may find hard to fathom.

Thus, we feel it is incumbent upon the diagnostician, regardless of disci-
plinary roots— child psychiatry, pediatrics, psychology, neurology, or social
work—to educate the parent about the sometimes subtle differences among
categories and the manner in which the diagnoses are used and can be used by
other diagnosticians. This simple, often overlooked step is necessary to avoid
the confusion experienced by families when different labels are applied to the
same child by various diagnosticians over time. Families must also be helped to
understand what has been shown to work for the primary condition, as well as
evidence about effective interventions for associated problems, such as various
medications for inattention, hyperactivity, anxiety, or aggression that often ac-
companies many disorders.

In discussing the case of “Living in Her Parents” Shadow: Separation Anx-
iety Disorder” (Chapter 3), all of the commentators generally recommend the
same treatments, even though they demonstrate subtle differences in how eti-
ological factors are invoked. It is important to note that although behavioral
therapies tend to be recommended in all of the commentaries, the extent to
which child psychiatrists and even many psychologists and social workers have
actually been fully trained and supervised in using cognitive-behavioral ther-
apy and exposure therapies is unclear.

The case of “Chatterbox at Home: Selective Mutism” (Chapter 4) epito-
mizes the lack of treatment studies for some disorders and demonstrates that di-
agnosticians often must rely on inferred evidence from related fields. Thus,
because we know that anxiety disorders are treated with a combination of
methods, including psychotherapy and cognitive-behavioral therapies, the
commentators draw upon this research in discussing the optimal treatments
for the patient. Notice also that the patient had seen three therapists before ob-
taining appropriate treatment.

In the case of “Everything Bothers Her: Major Depressive Disorder” (Chap-
ter 5), the experts use a wide range of questionnaires in the evaluation of this
youth’s depression. The rating scales even span disruptive behaviors and obses-
sive-compulsive symptoms, and in one instance the commentator suggests a
questionnaire concerning the youth’s readiness for treatment based on the
stages of change model, an elegant and often neglected approach to under-
standing the patient’s readiness for treatment.

This case also nicely illustrates the overlap of inattentive symptoms com-
mon to both depression and ADHD, leaving commentators in some cases to



Part I: Introduction to Classic Cases 5

make the diagnosis of ADHD, predominantly inattentive type. Note also that
the commentators astutely speculate whether her ADHD symptoms predis-
posed the patient to depression, and if so, which should be treated first, the
ADHD or the depression. Available treatment algorithms, such as the Texas
medication algorithms for depression and ADHD, do offer guidance (Hughes
etal. 2007; Pliszka et al. 2000), yet the ultimate decision in most instances
comes down to the clinician’s determination of what he or she feels is the eti-
ology of the child’s depression. Is the ADHD etiological or incidental? Is the
depression severe and the most impairing problem that must be currently
treated, or is it the ADHD?

Also of interest in Chapter 5 is March’s commentary on the traditional nar-
rative approach to a case history versus his application of an evidence-based
medicine approach. Here we find much to agree with and a model that needs
to be taught and to permeate training programs.

“Excessively Silly: Bipolar Disorder” (Chapter 6) presents the case of a
9-year-old girl with bipolar disorder who, not surprisingly, presented with other
comorbid conditions. It is interesting to note that in this classic presentation of
bipolar disorder, the commentators have very similar diagnostic impressions
and treatment recommendations. Also of interest is that the use of rating scales
with well-established thresholds for mania may be of help in such cases.

Also worth noting in this case is the important role of psychoeducation and
family support over and above the formal treatments employed by the clini-
cian. Although it may be easy for us to take parental psychoeducation and sup-
port as a “given” and for granted, it is not clear that we always do this as
intensively or intelligently as we might. Systematic parent education and sup-
port programs, such as Pavuluri’s Rainbow Program (Pavuluri et al. 2004), are
important components and ought to be more systematically studied as well as
provided to parents as part of an overall intervention approach. Such programs
seem likely to lead also to better medication adherence and long-term family
adjustment and accommodation to a child’s chronic disabilities.

In “Life of the Party: Chronic Marijuana Use” (Chapter 7), the case of a
marijuana-abusing teen is presented. In their commentaries, the experts tend
to disagree on the question of marijuana abuse versus dependence, and subtle
distinctions are drawn between the psychological factors that might underpin
this discrimination. Also of note is the fact that although research evidence
tends to support the likelihood of a marijuana withdrawal syndrome, such a
syndrome is not present in DSM-IV-TR and represents another research area
in need of further study.

In “My Mind Is Breaking: Psychosis” (Chapter 8), the experts note that child-
hood-onset schizophrenia is difficult to study. It also is difficult to diagnose; a
lapse of 2 years between symptom onset and accurate diagnosis is common-
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place. Also of note is the range of determinations regarding the child’s level of
impairment, with Global Assessment of Functioning (GAF) scores ranging from
25 to 40. Although all commentators agree that the child is severely impaired,
readers should note that many putative symptoms of childhood and adolescent
schizophrenia, such as odd behaviors and even hallucinations, can occur on a
continuum with normality and as a function of cultural context, making such
symptoms difficult to identify as true “symptoms” without the use of multiple
informants and abundant contextual and developmental information. For this
case, we relied on only two commentaries because we could find no credible
expertin the field who was willing to discuss the use of psychosocial treatments
alone —a marked advance from 30 years ago, when the proposed psychological
approaches for schizophrenia invoked commonplace but misguided concepts
such as the double bind hypothesis.

In “She Just Won’t Eat a Thing: Anorexia Nervosa” (Chapter 9), the experts
demonstrate differences of opinion regarding the diagnostic subtype (anorexia
nervosa, restricting type, vs. anorexia nervosa, binge-eating/purging type). Al-
though the commentators operated on the assumption that anorexia has im-
portant biological determinants, their recommended treatments tended to be
therapeutically agnostic—that is, the use of behavioral approaches to restore
the child to a metabolically safe state. Notice also the lack of evidence for any
effective psychopharmacologic treatments. Also of interest is the range of GAF
scores from 40 to 70.

In considering treatment options, the commentators cite evidence from the
large multisite Treatment for Adolescents with Depression Study (TADS)
(March et al. 2004). Across the field of child and adolescent psychiatry, large
multisite clinical trials have become commonplace—not only TADS but also
the National Institute of Mental Health Multimodal Treatment Study of Chil-
dren With Attention Deficit Hyperactivity Disorder (MTA) study (“Moderators
and Mediators of Treatment Response” 1999; MTA Cooperative Group 1999)
and the Research Units on Pediatric Psychopharmacology studies of anxiety dis-
orders (Research Unit on Pediatric Psychopharmacology Anxiety Study Group
2001) and autism (Research Units on Pediatric Psychopharmacology [RUPP]
Autism Network 2005). Because many of these studies contrasted psychological
and psychopharmacologic treatments alone and in combination (MTA and
TADS, in particular), they appear to have narrowed the differences of opinion
between psychiatric versus psychological clinicians as well as pointed the way
for the benefits of treatments combining both psychopharmacologic and psy-
chotherapeutic approaches in treatment-resistant or difficult cases.

In “The Blinker: Tourette’s Disorder” (Chapter 10), the case presenters and
the commentators alike make clear that psychiatric syndromes sometimes are
misdiagnosed as medical conditions (in this case, blepharitis). When the dis-
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order is appropriately diagnosed, however, both psychopharmacologic and psy-
chotherapeutic (habit reversal training) interventions can be effective.

In “She Never Falls Asleep: Disordered Sleep in an Adolescent” (Chapter 11),
subtle diagnostic discriminations are made by the commentators. Sleep disor-
ders have been increasingly researched over the last decade. Their diagnosis
becomes increasingly important as effective approaches can be applied; in addi-
tion to environmental strategies, medications can now be employed with these
disorders. Of note also is the use of daily diaries as a means to track symptoms.
Such approaches increasingly have a role in better understanding a particular
symptom and in monitoring the onset, frequency, and determinants of and fac-
tors associated with these types of symptoms.

Other areas in which diaries may be especially helpful include tracking ag-
gressive symptoms and bipolar symptoms. The case commentators emphasize
the recommendation and need for motivational methods in working with pa-
tients and parents. Increasingly, intervention approaches must rely not only on
medications and formal psychotherapies but also on psychoeducational and mo-
tivational methods to ensure compliance and adherence. Patients” willingness
and readiness to change is an important area that clinicians must assess, particu-
larly when motivation is low or when interventions are complex and arduous.

In the last case in Part I, “T'he World Is a Very Dirty Place: Obsessive-Com-
pulsive Disorder” (Chapter 12), again findings from one of the major multisite
studies are considered regarding the use of medication, therapy, or both. Just
because “evidence-based treatments” exist does not mean that they are effec-
tively deployed. As the chapter’s contributors note, in the multisite Pediatric
OCD [obsessive-compulsive disorder| Treatment Study, therapists employing
cognitive-behavioral therapy at one site were three times more effective than at
another site (Pediatric OCD Treatment Study [POTS] Team 2004). This case
also illustrates— despite the editors’ expressed wish for “classic” (i.e., nonco-
morbid cases)—that “typical” cases are often complicated by comorbidity.
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B CHAPTER 1 =

Trouble Paying Attention

Attention-Deficit/
Hyperactivity Disorder

Stephen P. Hinshaw, Ph.D.

CASE PRESENTATION

IDENTIFYING INFORMATION

Alicia is an 8%2-year-old, second-generation Mexican American girl who lives
with her parents and 11-year-old brother. She attends her local public school
and is in third grade in a regular education classroom. Her father is a small
business owner, her mother works half-time in a day care center, and the family
lives in a middle-class neighborhood of a moderate-sized city.

CHIEr COMPLAINT

Alicia’s parents saw a newspaper advertisement for a study of children “who
may be having trouble paying attention.” This ad caught their eye because at
the most recent parent-teacher conference, Alicia’s teacher stated that Alicia
might have attention-deficit/hyperactivity disorder (ADHD) and recom-
mended that the parents get her evaluated.

HisTorY OF PRESENT ILLNESS

Alicia’s parents are drained from the nightly battles with Alicia over homework and
discouraged by her passivity, lack of focus, and “spaciness.” She seems not to care
about doing well academically. Her parents complain that the more they cajole,

Stephen P. Hinshaw, Ph.D., is Professor of Psychology and Chair of the Department
of Psychology at the University of California, Berkeley (for complete biographical
information, see “About the Contributors,” p. 613).
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beg, and threaten punishments, the less responsive Alicia seems to be. Now in third
grade, she is showing marked variability in her school performance, ranging from
grades of B down to D. Her performance in reading is noted to be particularly poor.

Since kindergarten, teachers have complained of a pattern of Alicia’s “not

” «

seeming to listen,” “poor concentration,” and “wandering about.” Her teachers
also have commented on Alicia’s undirected and unfocused activity in the
classroom, plus a style characterized as “daydreamy.” During second grade,
when expectations for homework increased substantially, Alicia’s parents be-
gan to get into nightly battles with her about completing such work; they con-
tinue to be exasperated by her struggles with attention, focus, and motivation.

Alicia has never had close friends. Other children do not openly dislike her
but rather seem to avoid her because she will not stay with a game or activity for
long. She tends to tune out when others are talking. In group activities, the
leaders must constantly prompt her to give eye contact and stay on task, which
bothers the other children in the group. On the girls’ soccer team, her team-
mates sometimes tease her for not following the coach’s directions and for oc-
casionally “spacing out” during matches.

PAsT PsycHiATRIC HisTORY

As noted earlier, since kindergarten, Alicia has had difficulty with daydreaming
and wandering about. She has persisted with typical preschool anxieties for
several years longer than most of her peers. For example, she still worries about
nightmares, storms, and whether she will be safe when her parents go out for
the evening and leave her with a babysitter.

MebicaL History

Alicia had several ear infections at age 2, some of which were quite protracted,
requiring several rounds of antibiotics. Tubes for her ears were considered but
never inserted.

DEeveLoPMENTAL HisTory

Alicia was born at 36 weeks through assisted vaginal delivery and weighed 6 1bs
1 oz. She reached nearly all major milestones within normal time frames, al-
though her speech was mildly delayed in that she was still using two- to three-
word phrases by almost age 2% years. By age 3%2, when she was evaluated for
preschool, her expressive language had improved and was considered to be
within normal limits. She also had difficulties with following multipart direc-
tions, although it was never clear whether this problem related to her not hav-
ing really heard the request or to an underlying language processing problem.
Her pediatrician and preschool teachers noted some awkwardness of gait; this
issue has shown improvement over time.
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SociAL HisTory

Alicia lives with both parents. Her father is age 38. His family immigrated to
the United States when he was age 4. He has an associate’s degree; his current
employment is runninga car repair shop. His family describes him as a “people
person.” Alicia’s mother, age 37, comes from a large extended family that em-
igrated from Mexico several generations ago. She received a high school di-
ploma and has obtained certification, through part-time attendance at a
community college, in preschool education.

FamiLy HisTory

Alicia’s father had difficulty learning to read as a child, but it was not clear
whether this problem was related to a learning disability or to the fact that En-
glish was not his native language. He has no evident psychiatric disorders at
present. The paternal grandmother was reported to have suffered from depres-
sion back in Mexico. Alicia’s mother has multiple phobias; for example, she
does not drive a car and is afraid of elevators. She appears mildly dysphoric but
does not meet criteria for dysthymia or major depression. Alicia’s maternal
aunt was recently diagnosed as having “adult ADHD),” following a long history
of school failure and multiple, transitory jobs throughout her adult life. Alicia’s
great-grandfather died of suicide after several mental hospitalizations.

MENTAL STATUS EXAMINATION

Alicia was reluctant to maintain eye contact or to discuss school or homework sit-
uations. No gross neurological signs were present. Her sensory, perceptual, and
cognitive functions were intact. She brightened when the examiner got her to dis-
cuss her pets at home and her eventual desire to be an animal trainer. Still, there
were often marked delays in her making verbal responses to the clinician’s ques-
tions; she seemed preoccupied with internal thoughts or anxieties, and she often
needed the question repeated several times before emerging with an answer.

The initial evaluation included the obtaining of parent and teacher rating
scales, a developmental history from the parents (which yielded the informa-
tion presented above), a structured interview with them, and an examination of
Alicia, which included a brief office neurological exam as well as cognitive and
attention testing.

RATING SCALES AND ADDITIONAL INFORMATION

Alicia’s parents and her second- and third-grade teachers completed the SNAP Rat-
ing Scale (Swanson 1992). Results were consistent across raters: Alicia was scored
as positive for either seven, eight, or nine symptoms (out of the nine listed in DSM-
IV-TR [American Psychiatric Association 2000]) of inattention-disorganization,
depending on the informant, but she was scored as positive for only zero, one, or
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two symptoms of hyperactivity/impulsivity (out of the nine from the DSM-IV-TR
list) across informants. The Child Behavior Checklist and Teacher Report Form
(Achenbach 1991a, 1991b) each revealed T-scores above 65 for the narrow-band
Attention Problems scale and at or above 70 for the Anxious-Depressed scale.

Alicia’s performance on the Conners’ Continuous Performance Test (Con-
ners 1995) showed clinically significant elevations on omission errors and
reaction time variability. Self-report on the Children’s Depression Inventory
(Kovacs 1992) showed a mild level of depressive symptomatology. The paren-
tal structured interview revealed evidence for several specific phobias (dogs,
dark), but Alicia did not meet criteria for any other anxiety disorders.

During a classroom observation, the clinician noted that Alicia was a loner in
the class: Alicia initially engaged in the assignments or group projects directed by
the teacher but quickly became disengaged when the teacher was reading instruc-
tions or giving directions, often staring out the window or occasionally talking with
peers. Finally, during a videotaped parent-child interaction in the clinic, the initial
free play portion was marked by positive interchange. Once, however, the instruc-
tions called for the parents to ask her to perform academic tasks; Alicia became sul-
len and resistant, and the parents began to cajole and beg her to perform, their
exasperation at her lack of responsiveness readily apparent.

COMMENTARIES

Psychotherapeutic Perspective

William E. Pelham, Jr., Ph.D., A.B.P.P.
James Waxmonsky, M.D.

DIAGNOSTIC FORMULATION

To diagnose ADHD, information should be gathered from parents and teach-
ers, and this is most efficiently done through the use of rating scales (Pelham et
al. 2005b). For Alicia, both parents and teachers reported seven or more symp-

William E. Pelham, Jr., Ph.D., A.B.P.P, is Distinguished Professor of Psychology, Pedi-
atrics, and Psychiatry and Director of the Center for Children and Families at the
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Hospital of Buffalo in Buffalo, New York.

For complete biographical information, see “About the Contributors,” p. 613.
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toms of inattention and two or fewer symptoms of hyperactivity/impulsivity.
Therefore, Alicia meets DSM-IV-TR Criterion A for the inattentive type of
ADHD. It is also important to obtain an estimate of the child’s function at home,
at school, and with peers, because functioning in these domains predicts im-
pairment better than symptom counts do (Pelham et al. 2005b). The Children’s
Impairment Rating Scale, an eight-item visual analogue scale on which parents
and teachers rate a child’s functioning in key domains, can be used to quickly
measure functional impairments (Fabiano et al. 2006). For Alicia, her teacher
and parents reported impairment related to inattention (finishing classwork,
completing homework, and attending during soccer). These problems date
back to kindergarten and are consistently impairing across domains, fulfilling
the DSM-IV-TR B, C, and D criteria for ADHD. The parent and teacher rat-
ing scales are the key to diagnosis. Neither neuropsychological tests (e.g., a
continuous performance test) nor child self-reports are necessary in cases like
Alicia’s in which ADHD-related impairment is clearly present in multiple do-
mains (Pelham et al. 2005b).

A briefscreen (e.g., Child Behavior Checklist) for anxiety and mood disor-
ders is useful when parents also report possible problems in this domain. Ali-
cia’s Child Behavior Checklist profile and the parental report suggest some
evidence of internalizing symptoms, but direct interview of the parents and
child did not confirm that Alicia’s worries impair her daily functioning. Al-
though Alicia’s worries may be contributing to her inattention or vice versa,
there is not sufficient evidence of anxiety-related impairment to make a sepa-
rate diagnosis of an anxiety disorder.

Whenever evidence (e.g., a parent or teacher report) indicates academic
struggles, the child should be evaluated for learning disabilities and/or other de-
velopmental delays. Given Alicia’s academic struggles and increased behavior
problems during academic tasks at school and home, standardized achievement
and intelligence tests should be given. Further, it is important to know whether
Alicia is receiving any classroom-based behavioral or academic interventions or
other special education services and what impact they have had, if any.

Because up to half of children with ADHD will meet criteria for opposi-
tional defiant disorder or conduct disorder (MTA Cooperative Group 1999),
any child with ADHD should be screened for these disorders. Alicia argues
with her parents during homework, likely due to the repeated prompts she
needs to stay on task. However, she does not demonstrate other symptoms of
oppositional defiant disorder or conduct disorder.

No clear evidence exists that comorbidities influence treatment develop-
ment or response in children with ADHD (Pelham and Fabiano 2008). The
emphasis of diagnosis and assessment, therefore, should be on functional im-
pairments and functional analyses.
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DSM-IV-TR DIAGNOSIS
Axis]  314.00 ADHD, predominantly inattentive type
Rule out a reading disorder
Axis II  History of recurrent ear infections
Axis II' None
Axis IV Moderate impairment with peers, primary supports, and education
Axis V Global Assessment of Functioning=55

Moderate impairment in multiple realms

TREATMENT RECOMMENDATIONS

Behavioral modification (BMOD) therapies are the only evidence-based psy-
chosocial approach for ADHD, as supported by more than 175 studies (Pelham
and Fabiano 2008). BMOD is as effective as medication for achieving functional
improvements (academic achievement, peer relations, aggression) (MTA Coop-
erative Group 1999, 2004), improves the chances of a successful treatment re-
sponse with medication (Pelham et al. 2005a), allows reduced medication
dosages (M'TA Cooperative Group 1999; Pelham et al. 2005a), and is preferred
by families over medication alone (Pelham and Fabiano 2008). After 36 months
in the Multimodal Treatment Study of Children With ADHD (MTA study),
children treated with BMOD improved as much as those treated with medica-
tion in all domains (Jensen et al. 2007). Because children with comorbid anxiety
symptoms exhibited an enhanced response to BMOD in the M'TA study (Pel-
ham and Fabiano 2008), Alicia is an excellent candidate for BMOD.

By focusing on functional impairments during the diagnostic assessment,
the clinician will have compiled a list of target behaviors to be used as treat-
ment goals. For Alicia, this list would include needing instructions repeated
during class and staying on task/completing assignments. The antecedent and
consequent conditions that influence these behaviors should be identified. For
example, does Alicia have greater difficulty attending when she sits close to the
window? The list of target behaviors can be converted into a daily report card
(DRC) to create a set of daily and weekly goals. For example, classroom DRC
goals might include “needs three or fewer reminders per day to complete seat-
work” and “completes assignments accurately within designated time.” Alicia’s
access to free-time classroom activities might be made contingent on comple-
tion of her daily goals, with extra rewards for exemplary behavior. The initial
DRC goals should be achievable so that Alicia can experience the benefits of
good behavior, with goals increased in difficulty as she improves. The DRC
provides parents with daily school feedback while simplifying the level of de-
tail that teachers provide to parents. Instead of discussing recurrent negative
feedback about school, her parents can now praise and reward Alicia when she
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achieves her DRC goals. A standardized packet for developing a DRC can be
downloaded (http://ccf.buffalo.edu/resources.php).

To address Alicia’s functional impairments at home (e.g., arguing during
homework), the clinician might recommend that Alicia’s parents participate
in a group parent training course using any one of the evidence-based pro-
grams (e.g., Barkley 1987; Cunningham et al. 1998; McMahon and Forehand
2003). These courses emphasize praising good behavior and developing struc-
tured behavioral plans for recurrent negative behaviors. Periodic group booster
sessions are necessary to facilitate maintenance.

Alicia’s problems with peers appear to be relatively minor and secondary to
her inattentiveness. Thus, the prescribed interventions at home and school
may be sufficient to improve her peer relationships.

After these initial interventions, the clinician can assess the need for additional
and/or more intensive treatments. If a learning disability is found, Alicia may need
specialized educational supports at school. If BMOD does not improve Alicia’s
anxieties, an evidence-based program for anxiety should be implemented. If peer
problems worsen, Alicia may need a more intensive social skills program, such as a
therapeutic summer camp (Pelham and Fabiano 2008). Concurrent stimulant
medication is another consideration. The choice between medication and more
intensive behavioral interventions and/or special education is the parent’s respon-
sibility and will depend on parental preferences and resources and the severity of
the child’s problems. The ideal sequencing of medication and behavioral treat-
ments has not been well studied and remains a point of debate (Pelham 2007).

Psychopharmacologic
Perspective

Laurence L. Greenhill, M.D.

DIAGNOSTIC FORMULATION

In summary, Alicia is an 8%2-year-old Mexican American girl with a 4-year his-
tory of lack of focus, variability in school performance, poor reading perfor-
mance, daydreaming in school, battles over homework, lack of friends, and

Laurence L. Greenhill, M.D., is Ruane Professor of Psychiatry and Pediatric Psycho-
pharmacology at Columbia University; Director of the New York State Research Unit
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bia Presbyterian Medical Center in New York, New York (for complete biographical
information, see “About the Contributors,” p. 613).
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spaciness during team sports. These behaviors are consistent with a diagnosis of
ADHD, inattentive type (ADHD-I). In addition, she has a history of persistent
preschool anxieties, including worries over storms, and difficulty separating
from parents. Other symptoms of concern include a history of delayed lan-
guage milestones, difficulties in following multipart directions, problems with
reading, poor social skills, and rejection by peers. She has a history of chronic
ear infections, requiring several rounds of antibiotics. The father had difficulty
learning to read as a child, and the mother is afflicted with multiple phobias, un-
willing to drive a car or to take elevators. Alicia’s maternal aunt has adult ADHD,
based on chronic school failure and multiple transitory jobs.

Alicia’s lengthy history meets the DSM-IV-TR duration criterion (more
than 6 months). She also meets the DSM-IV-TR criteria for impairment in
more than one setting (classroom, at home, and on the sports field), onset be-
fore age 7 (problems first appeared in kindergarten), required number of ADHD
symptoms endorsed by multiple observers, differential diagnosis, and a set of
problems not better explained by another Axis I disorder.

Rating scales completed by the parents and two teachers were confirmatory of
ADHD-I. All raters endorsed a minimum of seven inattention symptoms and two
or fewer symptoms of overactivity-impulsivity, consistent with a diagnosis of
ADHD-IL Confirmatory were the Child Behavior Checklist and Teacher Report
Form (Achenbach 1991a, 1991b), which revealed T-scores in the clinical range for
attention problems and for anxious-depressed behavior. Alicia demonstrated sig-
nificantly elevated omission error rates on the Conners” Continuous Performance
Test (Conners 1995) and clinically significant reaction time variability, also sup-
portive of a serious impairment in attention. Her classroom behavior, character-
ized by distractibility, staring out of the window, and daydreaming when the teacher
is reading instructions or giving directions, is also consistent with ADHD-L. Simi-
larly, Alicia was sullen and resistant toward her parents when they asked her to per-
form academic tasks during the videotaped parent-child interaction in the clinic.

DSM-IV-TR DIAGNOSIS

Axis]  314.00 ADHD, predominantly inattentive type
Rule out generalized anxiety disorder
Rule out adjustment disorder with depressed or mixed anxiety and de-
pressed mood
Rule out reading disorder
Axis I None present
Axis III  Chronic ear infections, past, in remission
Axis IV Level of psychosocial stressors: mild-moderate
Social issues (i.e., peer rejection)
Axis V  Global Assessment of Functioning=55
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SUGGESTED DIAGNOSTIC ASSESSMENT TOOLS

Instruments that can facilitate assessment of level of severity of the primary
symptoms:

1. ADHD: SNAP-1V is a rating scale for ADHD based on DSM-IV-TR symp-
toms rated by a parent or teacher (Swanson 1992).

2. Anxiety: the Multidimensional Anxiety Scale for Children (March et al.
1997) is a validated self-report on anxiety symptoms.

3. Depressed mood: the Children’s Depression Rating Scale —Revised (Poz-
nanski et al. 1985) is a clinician-rated scale used as a screening and diag-
nostic tool and a measure of severity of depression in children.

TREATMENT RECOMMENDATIONS

ADHD is a disorder that begins in childhood and shows a worldwide preva-
lence of 5.4% of the school-age population (Polanczyk and Rhode 2007). It
also causes disability and impairment in adults (Kessler et al. 2006). ADHD-I
and associated comorbid disorders are optimally treated with a multimodal
treatment approach that uses a combination of psychoeducation, parent guid-
ance and support, consultation to the teacher(s), and pharmacologic and psy-
chotherapeutic interventions (MTA Cooperative Group 1999).

Alicia and her parents will need psychoeducation regarding the nature,
phenomenology, comorbidity (particularly with ADHD-I and anxiety disor-
der), and expected course and outcome of ADHD-I. As for all newly diagnosed
children and families, Alicia’s family should be referred to an organization
such as Children and Adults with Attention Deficit Disorders (CHADD), a na-
tional advocacy and support group.

Because evidence indicates that Alicia may be suffering from a reading dis-
ability, she is a candidate for a neuropsychological screen to rule out a reading
disorder or other processing disorder (Pliszka 2007). Neuropsychological test-
ing could also provide information on whether there is evidence of impair-
ment in executive functioning, given her problems with following instructions,
daydreaming in class, and withdrawal when the teacher is giving directions.

Alicia’s teacher may be contacted about implementing an individualized
education program (IEP) tailored to improve Alicia’s classroom attentiveness
to directions. The teacher can move Alicia’s seat next to the teacher’s desk to be
able to refocus Alicia with a physical touch or gesture.

From the pharmacologic perspective, stimulant medications, such as
methylphenidate and mixed salts of amphetamine, have been approved to treat
the symptoms of ADHD in preschoolers (Greenhill et al. 2001), school-age
children (Pliszka 2007), and adolescents (Wilens et al. 2006). Although used
in the basic short-acting formulation in the MTA study (Greenhill et al. 2001),
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dopamine reuptake blocking agents are available in long-duration prepara-
tions, such as osmotic-release (OROS) methylphenidate (Concerta) or mixed
salts of amphetamine, extended release (Adderall XR). These preparations can
be given once daily, in the morning by the parent, so the child will not require
dosing at school. These medications have robust efficacy for extending atten-
tion span, increasing seatwork productivity, improving completion of aca-
demic tasks, and increasing cooperativeness during academic tasks. The
primary adverse effects are reduction of appetite, associated weight loss or lack
of weight gain, and delay in sleep onset if the medication is taken too late dur-
ing the day (Greenhill et al. 2006). If the stimulants are not effective or have
too many adverse events, another pharmacologic option to consider for treat-
ment of ADHD, inattentive type, is the noradrenergic reuptake blocker atom-
oxetine (Pliszka 2007).

Psychotherapeutic interventions to be considered include behavioral in-
tervention techniques found useful during the MTA study, such as the DRC,
whereby the teacher sends home a daily positive note, for parental reinforce-
ment, for each day that the child reaches a behavioral target (MTA Coopera-
tive Group 1999). Alicia’s parents should also be referred for parent training to
strengthen their understanding of behavioral treatment principles in establish-
ing a contingency management plan at home to reinforce homework behavior.

Integrative Perspective

Stephen P. Hinshaw, Ph.D.

DIAGNOSTIC FORMULATION

Alicia’s parents, along with her second- and third-grade teachers, completed
the SNAP (Swanson 1992). Results were consistent across raters: Alicia scored
as positive for seven to nine symptoms (of the nine listed in DSM-IV-TR) of in-
attention-disorganization, depending on informant, but she was positive for
only two or fewer symptoms of hyperactivity-impulsivity (out of the nine from
the DSM-IV-TR list) across informants. The Child Behavior Checklist and
Teacher Report Form (Achenbach 1991a, 1991b) each revealed T-scores>65
for the narrow-band Attention Problems scale and 270 for Anxious-Depressed
behavior.

On the basis of a structured interview held with the parents (Diagnostic In-
terview Schedule for Children; Shaffer et al. 2000), the clinician determined
that Alicia met full DSM-IV-TR criteria for ADHD-I. Specifically, she met cri-
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teria for eight of nine inattentive-disorganized symptoms but only one hyper-
active-impulsive symptom. The symptoms of inattention were exhibited in
school and at home; they were clearly yielding impairment, in the form of un-
derachievement at school, considerable friction at home, and impairments in
peer relationships.

Her performance on the Conners” Continuous Performance Test (Con-
ners 1995) showed clinically significant elevations on omission errors and re-
action time variability. Self-report on the Children’s Depression Inventory
(Kovacs 1992) showed a mild level of depressive symptomatology. The paren-
tal structured interview also revealed evidence that Alicia has several specific
phobias (dogs, dark), but Alicia did not meet criteria for any other anxiety dis-
orders.

During a classroom observation, the clinician noted that Alicia was a loner
in the class and that although she was initially engaged in the assignments or
group projects directed by the teacher, she quickly became disengaged when
the teacher was reading instructions or giving directions, often staring out the
window or occasionally talking with peers. Finally, during a videotaped parent-
child interaction in the clinic, the initial free play portion was marked by pos-
itive interchange. However, when the instructions called for the parents to ask
her to perform academic tasks, Alicia became sullen and resistant, and the par-
ents began to cajole and beg her to perform, their exasperation at her lack of re-
sponsiveness readily apparent.

Overall, the pattern of assessment data clearly reveals a diagnosis of
ADHD-I. This may well be the most common form of ADHD in the commu-
nity, although the bulk of clinical referrals are for the combined type (Ameri-
can Psychiatric Association 2000). As with other childhood-onset conditions,
boys with ADHD outnumber girls with the disorder at a ratio of approximately
3:1, yet there is some evidence that for the predominantly inattentive type, the
male-predominant sex ratio may be reduced (closer to 2:1; see Lahey et al.
1994).

Alicia’s clinical presentation suggests the presence of “sluggish cognitive
tempo,” which characterizes a subset of individuals with ADHD. Here, the
presenting problems pertain to a slow cognitive style, with the descriptors of
“spacy” and “daydreamy” commonly applied (McBurnett et al. 2001). Whether
this variant of ADHD-I comprises a distinct form of the condition—and, in-
deed, whether ADHD-I differs from the other types of ADHD in a qualitative
way —is the subject of active debate (Milich et al. 2001).

In terms of comorbid diagnoses, Alicia met criteria for specific phobias.
Despite the presence of symptoms of mild depression and signs of anxiety,
however, she did not cross the threshold for mood disorders or other anxiety dis-
orders. Importantly, additional evaluation will be needed to ascertain the pres-
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ence of formal learning disorders. Although ADHD is frequently associated
with academic impairment (Hinshaw 2002), in perhaps 25% of cases an inde-
pendent reading or mathematics disorder is also apparent. The recommenda-
tion was made for full IO testing as well as a series of achievement tests,
particularly in reading.

DSM-IV-TR DIAGNOSIS
Axis]  314.00 ADHD, predominantly inattentive type
300.29 Specific phobia
Rule out reading disorder
Rule out mathematics disorder
AxisII  None
Axis Il Chronic ear infections, past, in remission
Axis IV Educational problems
Axis V  Global Assessment of Functioning, highest in past year=>58

TREATMENT RECOMMENDATIONS

Alicia’s parents were referred to a psychologist who conducts behaviorally ori-
ented parent training. They were also provided a referral to a developmental-
behavioral pediatrician who specializes in evaluations of stimulant medication
for children and adolescents with ADHD. In addition, they were encouraged
to obtain a full workup of her educational and learning issues. Along this line,
the possibility of an IEP was raised with Alicia’s teacher.

Considerable evidence exists regarding the efficacy of stimulant medica-
tion for ADHD, combined type (MTA Cooperative Group 1999), but far less is
known about medication or psychosocial treatments for ADHD-I. Thus, whether
medication or behavioral intervention is the treatment of choice for this condi-
tion remains under active debate.

Alicia’s parents met with the psychologist and decided to join the parent
training group (for a model of such training, see Anastopoulos and Farley 2003).
The group, which included five other sets of caregivers, was quite active. The
leader provided education about ADHD, instructions in using a structured re-
ward program, role-plays and rehearsals of the kinds of situations that “push the
buttons” of the parents, and guided practice in de-escalating angry, emotion-
ally explosive discipline procedures and using time-out and other consequences
instead. Through the group, Alicia’s parents realized that they were not alone
in their situation. They also came to learn that although they could take the
blame off themselves for having caused their daughter's ADHD, they were still
clearly responsible for helping Alicia to realize her potential. Through engage-
ment in treatment, they received social support, practical strategies for home
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management and school consultation, and a sense that openly discussing their
daughter’s condition with professionals and other families—and with Alicia
herself—was far preferable to silence and denial.

Some of the initial work was quite frustrating. Alicia responded to initial
limit setting with anger and defiance. At other times, she was tearful, wonder-
ing why she was so different from other girls and why other kids in her class
teased her for being behind in her schoolwork. Essential to the process was
learning how to work with the school system more productively. The family did
obtain an IEP. Indeed, the school psychologist’s testing revealed the presence
of normal-range 10 but markedly depressed reading scores and uncovered
the presence of significant deficits in phonemic awareness and phonological
processing. The school and parents are currently working out accommoda-
tions, such as modifications of homework and some small-group supplements
for Alicia’s reading skills.

Through their efforts, the parents have noticed some improvements in
Alicia’s behavior, particularly the amount of time she can stay on task during
homework and school lessons. They are encouraged to have been able to man-
age her issues (and their own frustration) more consistently at home. The par-
ents are still wary of setbacks, however, as well as their own tendencies to stop
the rewards when Alicia shows some improvement.

At this point, they still want to try to manage without any medication for
their daughter, even though other families in the group have indicated that
medication has been useful in their situations. Although Alicia’s parents have
not accepted the referral to the developmental-behavioral pediatrician, they
are increasingly tempted to do so. If they do, one piece of guidance from the
extremely limited evidence regarding medication effectiveness for ADHD-I
is that efficacious dosages tend to be lower than those for ADHD, combined
type. It will therefore be crucial that the physician be aware to perform an ini-
tial titration, with the inclusion of several dosage levels.

In the future, if Alicia’s internalizing symptoms crystallize into more seri-
ous anxiety or mood disorders, cognitive-behavioral therapy could be a viable
treatment option (Kendall et al 2003).
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Trouble With Transitions
Does My Child Have Autism?

Susan Bacalman, M.S.W.
Robert L. Hendren, D.O.

CASE PRESENTATION

IDENTIFYING INFORMATION

Sebastian, who is 10 years old, lives with both parents and an older sister and
younger brother.

CHIEr COMPLAINT

Sebastian was referred by his parents, who were seeking a second opinion.
They think that his current diagnoses, attention-deficit/hyperactivity disorder
(ADHD) and obsessive-compulsive disorder (OCD), do not adequately ex-
plain his behavior problems. They recently read an article describing autism
spectrum disorders and feel that they finally know what is wrong with their son.

Susan Bacalman, M.SW., is with The M.LN.D. Institute (Medical Investigation of
Neurodevelopmental Disorders Institute) at the University of California, Davis Medical
Center in Sacramento, California.

Robert L. Hendren, D.O., is Professor of Psychiatry, Executive Director, and Tsako-
poulos-Vismara Chair of the M.LN.D. Institute, and Chief of Child and Adolescent
Psychiatry at the University of California, Davis. As of this writing, he is also President
of the American Academy of Child and Adolescent Psychiatry (2007-2009).

For complete biographical information, see “About the Contributors,” p. 613.

25



26 Trouble With Transitions: Does My Child Have Autism?

HistorY OF PRESENT ILLNESS

Many of the behaviors that concern Sebastian’s parents have been present
since he was much younger. Currently, he is easily distracted, fidgety, always
out of his seat, overly talkative, and unable to wait his turn. The compulsive
and rigid behaviors that he has exhibited since early childhood have become
more pronounced. For example, he becomes upset if his mother does not al-
ways drive the same route, and he is preoccupied with searching for railroad
crossing gates. Changes in routine are difficult for Sebastian. He flies into a
rage if his mother changes their afternoon schedule. He has difficulty follow-
ing directions, and although school staff view this behavior as oppositional, his
parents suspect he has difficulty processing their requests.

Sebastian’s parents feel that his play behavior has always been unusual. He
is more interested in taking things apart than engaging in pretend play. He
does not play with children in the neighborhood and is disinterested in other
children at the park or playground.

PAsT PsycHiATRIC HisTORY

Sebastian’s parents had vague concerns about Sebastian when, at 12 months
of age, he preferred to spin the wheels of his pull toy rather than pull itaround.
Their concerns intensified when Sebastian was age 4 as he became more irri-
table and argumentative. When he entered kindergarten at age 5, Sebastian
was aggressive with classmates when they invaded his physical space. He did
not understand how to engage with other children in conversation or in play.
He did not join in group games such as hide-and-seck and seemed unaware of
how to share or take turns. As Sebastian progressed through the early elemen-
tary grades, his behavior problems worsened. He was frequently suspended
from school because of his aggressive outbursts and refusal to comply with
teacher directions. He had difficulty in unstructured settings, particularly those
that were overstimulating, such as the playground at recess.

Over the years, his parents obtained several evaluations for Sebastian, in-
cluding psychoeducational testing and a comprehensive pediatric neurology
workup, but the diagnoses of ADHD and OCD remained unchanged.

In an effort to treat his problems with attention and difficulties making
transitions, doctors prescribed trials of several medications for Sebastian, in-
cluding clonidine, stimulants, and a selective serotonin reuptake inhibitor
(SSRI). Clonidine was discontinued because it was too sedating. Osmotic-
release (OROS) methylphenidate (Concerta) was modestly effective in treat-
ing Sebastian’s inattention and distractibility and was continued at a low dose.
The SSRI, paroxetine (Paxil), was stopped because Sebastian complained of a
dry mouth.
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MebicAL HisTory

A neurologist evaluated Sebastian at age 6 because he periodically “spaced
out.” The results of the electroencephalogram and hearing and vision tests
were normal. The neurologist noted motor clumsiness, difficulty holding a
pencil correctly, and poor handwriting.

DeveLoPMENTAL HisTORY

Sebastian was the product of a normal, full-term pregnancy and uncompli-
cated delivery. No problems were noted during his early infancy. He walked at
age 12 months and began using single words between 24 and 28 months. He
rapidly progressed from using single words to using complex sentences. Al-
though Sebastian used grammatically correct sentences, his parents felt that
they were always prompting him to communicate appropriately. For example,
he typically greeted other people by asking them what type of vacuum cleaner
they own.

It has been difficult to obtain adequate educational services for Sebastian.
On numerous psychoeducational assessments, his [Q has been in the average
range with superior to gifted abilities in information and block design. Despite
Sebastian’s high cognitive abilities, he was withdrawn from a regular classroom
due to his behavior problems and placed in an alternative program for children
with severe behavior disturbances. He was lost in this program and easily tar-
geted for teasing by his more socially competent classmates.

SoclAL History

Sebastian’s parents are both professionals who work outside the home. There are
no significant economic or health stressors and no history of abuse or neglect.

FAamiLy HisTory

A second-degree relative on the paternal side has ADHD. No other psychiatric
or learning problems are present in either parent or the extended family.

MENTAL STATUS EXAMINATION

Sebastian was an appropriately dressed, attractive 10-year-old boy. He ap-
peared restless, fidgeting in his seat. He was not interested in answering ques-
tions and instead asked the interviewer what type of car she drove. Once she
responded, he immediately listed all of her vehicle’s design features and com-
mended her on her choice. When Sebastian talked about the technicalities of
cars, his eye contact improved and his tone of voice became more expressive.
Otherwise, it was difficult to engage Sebastian in conversation. He could not
describe how he was feeling or elaborate on why he was experiencing problems
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at school. He acknowledged that he did not have many friends but could not
explain why this was so. Given his limited range of facial expressions and in-
ability to describe his feelings, it was difficult to assess the quality of Sebastian’s
mood. He denied ever wanting to hurt himself, and his mother never observed
him losing interest in favorite activities or becoming lethargic. Sleep and ap-
petite were normal. Sebastian denied hearing voices or seeing things that were
not present, and his mother never observed him responding to internal stimuli.

DiagNosTIC MEASURES

In addition to taking a comprehensive history and observing Sebastian, we ad-
ministered the Social Communication Questionnaire (SCQ; Rutter et al. 2003)
to his parents and conducted the Autism Diagnostic Observation Schedule —
Generic (ADOS-G; Lord et al. 1999) with Sebastian. These instruments were
developed in recent years and are widely used to facilitate the detection of autism
or pervasive developmental disorder (PDD) in children and adolescents.

The SCQ, a screening tool that can be completed by a parent or caregiver,
is used to examine behaviors associated with autism based on criteria from the
Diagnostic and Statistical Manual of Mental Disorders, 4th Edition (DSM-1V;
American Psychiatric Association 1994). Persons who receive a score of 15 or
higher on the SCQ are considered at increased risk for autism and should be
referred for further assessment (Eaves et al. 2006). Sebastian’s score on this
measure was 22. The ADOS-G is a semistructured play interaction (with chil-
dren) or interview (with adolescents) administered to elicit and observe the
quality of an individual’s social and communication behaviors. It has four mod-
ules, each geared to a different developmental level and verbal ability. Sebas-
tian received a total score of 12 on this measure, which was above the autism
cutoff of 10.

Children presenting with significant social and communication difficulties
should be screened for autism, because early identification and intervention
can positively affect their prognosis.
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COMMENTARIES

Psychotherapeutic Perspective

Laura Schreibman, Ph.D.

DIAGNOSTIC FORMULATION

Sebastian meets criteria for an autistic disorder, specifically Asperger’s disorder.
He meets criteria for an autistic disorder based on evidence of autistic behav-
iors prior to age 36 months. His parents became concerned and noted odd be-
havior when he was age 12 months. He subsequently exhibited behaviors
consistent with autism, including compulsive, ritualistic behaviors; lack of in-
terest in pretend play with toys; difficulties with transitions and changes in rou-
tine; lack of interest in other children; failure to participate in social group
games; absence of sharing or turn-taking; and insensitivity to or lack of aware-
ness of needs of social/communicative partners. In addition, both the SCQ and
the ADOS-G confirmed an autism diagnosis. The administration of the Au-
tism Diagnostic Interview —Revised (Lord et al. 1994), as an adjunct to the
ADOS-G, could be helpful in confirming the diagnosis by indicating specific
behaviors and deficits that have been present since a very early age.

Sebastian meets the diagnostic criteria for Asperger’s disorder because of
his failure to develop peer relationships appropriate to his developmental
level, lack of social or emotional reciprocity, an encompassing preoccupation
with one or more stereotyped and restricted patterns of interest that is abnor-
mal either in intensity or focus (his obsession with cars, burned-out city lights),
and an inflexible adherence to specific, nonfunctional routines or rituals (he
does not tolerate changes in schedule or his mother’s changes in driving
speed). In addition, the disturbance causes clinically significant impairment in
social functioning, as is evidenced by Sebastian’s difficulty in social interac-
tion, dislike of children standing too close, aggression, and inappropriate social
initiations. The description of his approaching an examiner by asking her the
make of car she drives and pursuing that topic with far more detail and persis-
tence than is socially appropriate is an excellent example of the egocentric, hy-
perverbose, and insensitive social interactions typical of individuals with

Laura Schreibman, Ph.D., is Distinguished Professor of Psychology at the University
of California, San Diego, in La Jolla, California (for complete biographical informa-
tion, see “About the Contributors,” p. 613).
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Asperger’s disorder. The fact that Sebastian is the subject of teasing by peers is
a common consequence of disordered social functioning in children with this
disorder. He also does not have a history of clinically significant delay in lan-
guage development, cognitive development, or acquisition of other (nonso-
cial) adaptive behaviors. Although his language is not delayed, he does show
deficits in the ability to describe his emotions. Motor clumsiness is also men-
tioned in Sebastian’s evaluation, and this characteristic is often noted in indi-
viduals with Asperger’s disorder.

Differential diagnosis from autistic disorder is possible primarily because
Sebastian was not significantly delayed in language acquisition or cognitive
development. He does show a pronounced difficulty with change (routine and
transitions) but lacks the motor mannerisms often apparent in individuals with
autistic disorder. Rett’s disorder and childhood disintegrative disorder can be
ruled out because Sebastian lacks the behavioral deterioration, mental retar-
dation, and language impairment characterizing these disorders. Schizophre-
nia in childhood is ruled out because of the absence of delusions, hallucina-
tions, and disorganized speech. Also, schizophrenia in childhood is preceded
by years of normal development, whereas Sebastian exhibited symptoms in
very early childhood.

The additional diagnosis of ADHD is made, although with the caveat that
according to the framework of DSM-IV-TR, ADHD cannot be applied in ad-
dition to an autistic spectrum disorder. However, given the significant clinical
impact of the ADHD symptoms on Sebastian’s functioning, it is included here.

DSM-IV-TR DIAGNOSIS
AxisT  299.80 Asperger’s disorder
314.01 ADHD, combined type
Axis I None
Axis [II' None
Axis IV Possible inappropriate classroom placement
Axis V Global Assessment of Functioning=55

TREATMENT RECOMMENDATIONS

Treatment should be preceded by a thorough evaluation of Sebastian’s current
needs to determine treatment targets. Several areas of his functioning need to
be addressed. Sebastian needs direct intervention for social deficits, inappro-
priate social initiations, behavioral control (outbursts, aggression, and opposi-
tional behavior), compulsive and ritualistic behaviors, and self-control.

One area of concern is the parents’ difficulty in dealing with their child’s
behavioral outbursts, behavioral rigidity, compulsiveness, and oppositional be-
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havior. Parent behavioral training would likely be beneficial in assisting the
parents to improve Sebastian’s behavior in the home and community settings.
Thus, instruction in behavioral management for the parents with the assis-
tance of an in-home behavior specialist is recommended.

Intervention in the classroom setting is also recommended. Ideally, Sebas-
tian would be transitioned from his current highly structured classroom to a
less structured classroom. A clear description of individualized education pro-
gram (IEP) goals, including social goals, should be obtained and addressed
first within a more highly structured and individual format; as Sebastian attains
these goals, the transition to a less structured classroom should be possible. A
shadow aide in the classroom should facilitate this transition, with the goal of
fading the aide as soon as possible. Programmed consistency with the behav-
ioral procedures being implemented by the parents in the home is very impor-
tant to help generalize behavioral improvements across the environments.

Perhaps the most critical need for individuals with Asperger’s disorder is
training in elements of social interaction. These individuals often need train-
ing in basic social discourse skills, such as the proper distance to stand from
someone, eye contact with a social partner when engaging in discourse, and of
course the discourse itself. Instruction is needed in avoiding persistence on a
specific (often compulsive) topic, changing topics, asking questions of the so-
cial partner, and attending to the answer. Instruction in how to read facial ex-
pressions of others is also important. Such instruction is highly recommended
for Sebastian both on an individual level and as part of a group experience. His
participation in a social group program would help him learn a variety of spe-
cific skills with a variety of social interaction partners. This program should fa-
cilitate acquisition and generalization of skills, reduce Sebastian’s stigmatizing
social eccentricities, and reduce teasing by peers.

Self-management techniques would likely help Sebastian with several be-
havioral issues. Self-management has been used effectively with a variety of
populations, including individuals with developmental disabilities and those
with ADHD (Apple et al. 2005; Gureasko-Moore et al. 2006; Hinshaw 2006;
Newman and Ten Eyck 2005; Schreibman and Koegel 2005). Generally, the
procedure involves choosing a target behavior (the choice is ideally that of the
client but can be made by a caregiver, as might be expected in cases of de-
velopmental disability) and then teaching the patient to identify an occurrence
of the behavior, record the behavior, evaluate performance, and then self-
reinforce. For a child such as Sebastian, self-management would likely prove
useful in addressing behaviors such as social approaches, initiations, and topic
shifts, as well as controlling excess motor activity, following directions, reduc-
ing rituals, and other behavioral targets.
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Psychopharmacologic
Perspective

Lawrence Scahill, M.S.N., Ph.D.

DIAGNOSTIC FORMULATION

Sebastian’s history and examination are consistent with a diagnosis of au-
tism. Sebastian exhibits behaviors in all three domains that define autism. In
clinical practice, many would use the term high-functioning autism. In the dif-
ferential diagnosis would be ADHD, OCD, Asperger’s disorder, and pervasive
developmental disorder, not otherwise specified (PDD-NOS).

The primary cues for the diagnosis of high-functioning autism are Sebas-
tian’s long-standing social delay and isolation, which are central to the diagno-
sis of all PDDs. Although not described in detail, the history suggests delayed
language development, which would argue against Asperger’s disorder. Fur-
ther support for the diagnosis of autism is provided by Sebastian’s rigid adher-
ence to routine, preoccupation with parts of objects (e.g., the wheels of his pull
toy), and restricted interest in cars (American Psychiatric Association 2000;
Scahill 2005).

Despite the historical diagnosis of OCD, the clinical picture is not consistent
with that diagnosis. In its classic presentation, OCD in children is characterized
by the intrusion of unwanted thoughts accompanied by anxiety and often punc-
tuated by repetitive behaviors that reduce the anxiety (Scahill et al. 2003),
although many children do not show this clear-cut presentation. However, Se-
bastian demonstrates rigid adherence to routines and restrictive interests. He en-
joys thinking and talking about cars—he is not struggling against intrusive
thoughts or unwanted repetitive behavior that he does not want to perform.

Given the history, the diagnosis of ADHD is not surprising. By convention,
DSM-IV-TR advises against a diagnosis of ADHD in children with autism, As-
perger’s disorder, or PDD-NOS. Although inattention, hyperactivity, and im-
pulsiveness are not core features of autism, these behaviors are relatively
common in children with autism. This DSM-IV-TR convention suggests that
a separate diagnosis of ADHD is not needed to explain these behaviors.

Lawrence Scahill, M.S.N., Ph.D., is Professor of Nursing and Child Psychiatry and
Director of the Research Unit on Pediatric Psychopharmacology at the Child Study
Center in the Yale University School of Nursing in New Haven, Connecticut (for com-
plete biographical information, see “About the Contributors,” p. 613).
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In the past, many clinicians might have been reluctant to apply the diag-
nosis of autism to a child with normal intelligence. Indeed, early epidemio-
logical studies indicated that a high percentage of children with autism were
functioning in the mentally retarded range. Better sampling of the general pop-
ulation and improved precision of the diagnosis of autism and related PDDs
suggest that children with autism and normal intelligence were systematically
undercounted in the earlier surveys (Fombonne 2005).

DSM-IV-TR DIAGNOSIS
AxisI  299.00 Autistic disorder
AxisII  None

Axis III None

Axis IV Problems related to the social environment
Educational problems

Axis V  Global Assessment of Functioning=50 (current)

TREATMENT RECOMMENDATIONS !

Currently, there are three primary approaches for the treatment of autism:
education, behavioral interventions, and medication. Education is in many
ways the place to begin with treatment planning. Sebastian has failed in school
for several years because of his medical condition. The history suggests that the
school has viewed him as a boy with ADHD and severe emotional disturbance.
Thus, when he did not succeed in the mainstream classroom, he was placed in
a special education environment for children with behavior problems. Federal
law specifies that children with a medical condition that interferes with aca-
demic progress are entitled to special education services in a least restrictive
and appropriate setting. Sebastian’s placement does not appear to be consistent
with this mandate. Sebastian’s parents need information and coaching on how
to call for a formal meeting with school personnel —often called the pupil
placement team (PPT)—to plan his educational program based on the diag-
nosis and clinical characteristics of autism, not ADHD or OCD. The formal
document that follows from the PPT is called an Individualized Education
Plan (IEP). In Sebastian’s case, the PPT should recognize his social disability,
which is central to the diagnosis of autism. His school placement should pro-
mote his social skills not simply for his enrichment but because his social dis-

IA wide range of complementary and alternative treatments for autism have been pro-
posed, such as megavitamin therapy, vitamin B, injections, oral vitamin Bg, special
diets, chelation, and hyperbaric oxygen, to name a few. Although there are anecdotal
reports describing the benefits of these treatments, they have not been well studied, and
the rationale for such treatments is often unclear.
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ability is fundamentally interfering with his academic success. Thus, place-
ment in a school where he is lost in the shuffle at best, but also is teased and
bullied, is not dealing with an essential component of his medical condition.
In some instances, the selection of placement may require visiting programs in
the home school district or neighboring districts. In other cases, the undisputed
diagnosis of autism prompts the school district to offer specific programs that
are available and more appropriate. Because Sebastian’s IQ is in the normal
range, the parents will need to be vigilant about placements that are primarily
for lower-functioning children.

Behavioral interventions are typically focused on specific maladaptive be-
havior (e.g., aggression) or specific skill building (e.g., everyday living skills). In
Sebastian’s case, the situations and circumstances that precede his aggression,
explosive outbursts, and noncompliance at school and at home need to be de-
termined. In addition, the frequency, duration, and intensity of these behaviors
need to be better understood. Finally, the impactand consequences of his mal-
adaptive behavior should be documented. For example, if his tantrums re-
sult in his escaping environmental demands, his tantrums are being inadvert-
ently reinforced. This type of functional analysis should be repeated following
Sebastian’s placement in a more appropriate educational environment. The
same approach may be useful at home.

Medication therapy for children with autism is an underdeveloped science.
Until recently, precious few medications had been evaluated in large-scale tri-
als. In the current state of the art, medications are directed at target behaviors
rather than the diagnosis of autism. Common targets include tantrums, ag-
gression and self-injury, hyperactivity, and repetitive behavior. In Sebastian’s
case, an important first step would be to have his parents and teacher com-
plete a behavioral rating scale such as the Aberrant Behavior Checklist (ABC)
to help identify the appropriate target symptoms. The ABC is a 58-item scale
consisting of five subscales: Irritability (aggression, tantrums, and self-injury),
Stereotypies, Social Withdrawal, Hyperactivity, and Inappropriate Speech
(Aman etal. 1985). The ABC provides normative data for populations with
developmental disabilities (Brown et al. 2002) and is sensitive to change
(Research Units on Pediatric Psychopharmacology [RUPP] Autism Network
2005).

If Sebastian’s PPT meeting resulted in a new and more appropriate place-
ment in a timely manner, a prudent decision would be to hold off on medica-
tion until the classroom change has been made. His behavior may appear quite
different in a more appropriate school setting. If the time lag for placement in
a new school program is likely to be prolonged, considering medication in his
current situation would make sense. The history suggests that hyperactivity was
a prominent problem in the past. If it is a current problem, as evidenced by a
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high score (>27 for boys in this age group) on the Hyperactivity subscale on the
ABC from a parent and his teacher, another stimulant trial may be worth con-
sidering. A large-scale study conducted by the federally funded RUPP Autism
Network (2005) showed that methylphenidate was indeed superior to placebo
for the target problem of hyperactivity in children with PDDs; however, the av-
erage improvement was only about 20% over placebo. This difference is con-
siderably lower in magnitude than the level of improvement associated with
methylphenidate in typically developing children with ADHD. Although less
well studied, the o, agonist drug guanfacine may also be useful for reducing
hyperactivity in children with PDD and is probably less sedating than cloni-
dine (Scahill et al. 20006).

The case vignette also mentions a past trial of paroxetine (Paxil). The SSRIs
are commonly used in children with PDD. To date, however, the SSRIs have
been poorly studied. The rationale for their use in PDD is their perceived
safety and their demonstrated efficacy for the treatment of OCD in adults and
children. As already noted, there are fundamental differences between the re-
petitive behaviors of children with autism and those of children with OCD. In
a study of 39 children and adolescents with PDD, Hollander et al. (2005)
showed only modest improvement in repetitive behavior, hardly a ringing en-
dorsement.

The frequency, duration, and intensity of Sebastian’s emotional outbursts
need to be understood better. In addition to the functional analysis mentioned
above, the ABC Irritability subscale provides an index of severity for these be-
haviors. A score over 20 on the 15-item Irritability subscale is the threshold for
considering a potent medication such as a risperidone (e.g., Risperdal). In a
study of 101 children with autism, the RUPP Autism Network (2002) showed
that risperidone was superior to placebo for reducing tantrums, aggression, and
self-injury. Seventy percent of the children randomly assigned to risperidone
improved, showing an average reduction of 50% in Irritability subscale score.
This medication is now approved by the U.S. Food and Drug Administration
for the treatment of tantrums, aggression, and self-injury in children with au-
tism (Scahill et al. 2007). However, risperidone is a potent medication and
should only be used for children with serious behavior problems.

In conclusion, several initial steps are needed to forge a treatment plan.
First, the clinical team, family, and school personnel need to resolve Sebas-
tian’s school placement. In the meantime, a functional analysis of his explosive
behaviors both at home and at school should be undertaken immediately. For
the team to gain better insight into the severity of Sebastian’s disruptive be-
havior and hyperactivity, a parent and a teacher should complete the ABC.
Children with autism with an ABC Irritability score>20 are candidates for ris-
peridone treatment (0.75-1.5 mg/day in two divided doses). Risperidone is also
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likely to reduce hyperactivity. However, if the ABC Hyperactivity subscale
score is high (>27) and the Irritability scale score is not (<20), a trial of guan-
facine or methylphenidate would be more appropriate. The results of the func-
tional analysis could also point to specific behavioral interventions that could
be implemented in combination with either medication. The impact of the
medication and behavioral intervention could be reconsidered in 3—4 weeks
via a review of target problems and readministration of the ABC.

Integrative Perspective

Susan Bacalman, M.S.W
Robert L. Hendren, D.O.

DIAGNOSTIC FORMULATION

Autism is the most common of the pervasive developmental disorders, a group of
disorders characterized by severe impairments in social interaction and commu-
nication. Autism and the related PDDs are not rare, with current prevalence rates
estimated to be 65 per 10,000 in the general population (Fombonne 2005).

According to DSM-IV-TR, an autism diagnosis is based on impairments in
three domains: communication; reciprocal social interactions; and restricted,
repetitive behaviors and interests. For an individual to meet diagnostic criteria,
a minimum of six symptoms must be present, at least two symptoms from the
social domain and at least one from each of the other two.

Many signs indicative of autism, which were apparent in Sebastian’s early
history, were missed. His language onset was slightly delayed; as his language
development progressed, Sebastian developed superficially sophisticated sen-
tences that had a scripted quality and that he did not use for social communi-
cation. He always had difficulty initiating and maintaining a conversation unless
it centered on his interests. Only when asked about his early development did
Sebastian’s parents belatedly recognize that he did not look at them when bab-
bling, did not point to share interests, and did not use language to communi-
cate socially.

Sebastian’s early social development was also consistent with autism. He
showed little interest in other children of the same age. Although he could tol-
erate limited parallel play, he preferred to play by himself. The quality of Se-
bastian’s play was also typical of children with autism. He disliked pretend play
with dolls or action figures, and he did not role-play by himself or with peers.
He was always drawn to the parts of toys or objects and would rather take toys
apart than play with them as they were intended to be used.
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Sebastian has always displayed restrictive interests, including an earlier pre-
occupation with vacuum cleaners and a more recent preoccupation with the
technical specifications of automobiles.

DSM-IV-TR DIAGNOSIS

AxisI  299.00 Autistic disorder

Axis II - 799.9 Diagnosis deferred

Axis III' None

Axis IV Educational problems

Axis V Global Assessment of Functioning=48

DISCUSSION

Why did other clinicians miss the autism diagnosis? There are several likely ex-
planations. First, Sebastian’s IQ is in the normal range. Second, his advanced
vocabulary and use of complex sentences masked his underlying communica-
tion deficits. Finally, his fidgetiness, inability to remain seated, and striking out
at classmates were more prominent and caused acute management problems
in school, leading to a diagnosis of ADHD and overshadowing his problems as-
sociated with autism.

A misdiagnosis of autism, particularly in high-functioning children, is not
uncommon. In a well-documented article, Perry (1998) described five boys
seen in his private practice, all initially diagnosed with ADHD and then sub-
sequently rediagnosed with PDD. He proposed several possible reasons for the
misdiagnoses. None of the boys presented with the more obvious signs of PDD
such as echolalia and self-stimulating behaviors, and none of them had cogni-
tive delay (mental retardation). Although the boys all struggled with friend-
ships, their difficulties were considered less severe than those typically seen in
children with autism (Perry 1998).

Restlessness, impulsivity, and difficulty in maintaining attention are com-
mon in children with autism (Ghaziuddin 2005); however, DSM-IV-TR
discourages a diagnosis of ADHD in children meeting autism criteria. Ghazi-
uddin (2005) proposed that it is not helpful to disregard a diagnosis of ADHD
in a child with autism, particularly if the child presents with unresolved symp-
toms of hyperactivity and impulsivity. To establish a co-occurring diagnosis of
ADHD, a clinician should perform a comprehensive evaluation to determine
whether other psychiatric or medical conditions may be contributing to the
child’s hyperactivity and impulsivity (Ghaziuddin 2005).

Another diagnostic dilemma in Sebastian’s case is whether his presentation
is more consistent with either high-functioning autism or Asperger’s disorder.
DSM-IV-TR distinguishes Asperger’s disorder from autism based on 1Q and
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the presence or absence of a language delay. To meet criteria for Asperger’s dis-
order, a child must have at least a normal 10Q and no history of language delay.
Technically, Sebastian would meet criteria for high-functioning autism be-
cause he had a slight delay in onset of language. Much debate has occurred
over whether these are distinct disorders or exist on a continuum of social and
communication impairment (Miller and Ozonoff 2000). Kasari and Rotheram-
Fuller (2005) reviewed a number of studies and found that the majority did not
find empirical support for different disorders. Often, autism and Asperger’s dis-
order are considered on a continuum or spectrum, thus the term autism spec-
trum disorder.

TREATMENT RECOMMENDATIONS

Our treatment plan for Sebastian included returning him to his regular ele-
mentary school with a one-to-one aide and providing additional interventions
to address his behavior problems, social skills deficits, and language problems.
We suggested that Sebastian have a comprehensive speech and language eval-
uation focusing on language pragmatics, processing, and comprehension.

Verbal children with autism often have problems with the pragmatics of
language (Prizant and Wetherby 2005). Pragmatics involves the “how to” of
language, the ability to master the socially relevant aspects of communication
(Westby 1999). Sebastian was having significant problems in this area. He did
not understand how to initiate a conversation or to build on another child’s
comments. He wanted to highjack the topic so that he could discuss his special
interest in cars, and he was clueless when other children quickly became bored
and disinterested.

We recommended that in addition to language pragmatics, the speech-
language pathologist look at Sebastian’s language processing abilities, includ-
ing his ability to rapidly process incoming speech, hold information in short-
term memory, and follow through with directions. Many autistic children tend
to be visual learners and understand instructions better when presented with
visual support (Prizant and Wetherby 2005). Pairing auditory information with
pictures or written text often helps them process information more effectively.

To address Sebastian’s outbursts and disruptions, we recommended that a
behavioral specialist perform a functional analysis of his behavior. The results
of this analysis would inform the treatment plan for teachers and other support
staff. The one-to-one aide would be fully versed in how to identify and avoid
triggers that would cause Sebastian to have an outburst or become unmanage-
able. The aide would also be given instruction on how to diffuse and redirect
Sebastian when necessary.

We felt Sebastian would benefit from participation in a social skills group
that would teach him prosocial behaviors. A well-run group can help children
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with autism learn social rules and better identify subtle social cues. Groups can
foster a child’s interactions with other members in a safe setting where the
child can practice social interactions without fear of being teased or excluded.

Finally, we recommended a medication trial to target Sebastian’s inatten-
tiveness and his compulsive and rigid behaviors. Because Concerta had been
mildly effective, we suggested increasing the dose to maximize its effect. Our
other recommendation was to begin a trial of a different SSRI to decrease his
compulsive behaviors and inflexibility.

Sebastian’s parents were relieved to have a diagnosis that more fully ex-
plained his behaviors. Our team worked collaboratively with Sebastian’s
parents, school personnel, and therapists; with school staff we emphasized
that Sebastian’s oppositional behavior likely stemmed from autism. Sensitizing
teachers and staff about Sebastian’s pragmatic language deficits, processing
problems, and poor adaptability to change enabled them to see him in a dif-
ferent light. We encouraged parents and school staff to cultivate Sebastian’s
many strengths, including his exquisite attention to detail, facility with facts,
and excellent memory.

The family and school implemented our recommendations and reported
improvement in Sebastian’s school adjustment and overall functioning.

Epitors’ NoTE

Subtle differences in clinical presentation and history may lead to differences
in diagnosis. Although those of us “in the know” about the subtleties of diag-
nosis recognize the likelihood that some diagnoses such as autism, Asperger’s
disorder, and PDD are best viewed as a spectrum of disorders along several
continua, these subtleties may be lost on parents and caregivers, and some-
times lead to confusion, anger, disappointment, and doctor shopping. Interest-
ingly, all of the commentators in this chapter noted Sebastian’s language delay,
but two interpreted it as significant and the third interpreted it as within the
normal range. The presence of a delay would indicate autism, whereas the ab-
sence would indicate Asperger’s disorder, thus highlighting a complex inter-
play of knowledge of symptom delay and placing them in a developmental
context. Similarly, whether or not one applies hierarchical criteria in deter-
mining whether the diagnosis of an autism spectrum disorder (ASD) preempts
the diagnosis of ADHD may not only confuse a parent but also lead to differ-
ences in whether one chooses to treat the attentional and hyperactive symp-
toms in a child with ASD. The current DSM framework precludes a diagnosis
of ADHD in a child with autism. This hierarchical distinction is under review
for DSM-V. These diagnostic distinctions may not make much of a difference
in terms of one’s recommended treatment approach but, when misunderstood
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by parents, may lead to dramatic differences in continued health care seeking
in hopes of finding a cure and possibly even exposure of the patient to ineffec-
tive or dangerous treatments. Such is the case in the history of purported cures
for autism.

Regardless of his or her disciplinary roots, such as psychiatry, pediatrics,
psychology, or social work, the diagnostician is responsible for educating the
parent about the differences across diagnostic categories. The goal is to avoid
uncertainty for families when different labels are applied over time to the same
child. Families must also be helped to understand what has been shown to work
for the primary condition (e.g., intensive behavioral interventions), as well as
effective interventions for any associated problems, such as various medica-
tions for inattention, hyperactivity, aggression, and irritability symptoms that
often accompany ASD.
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Living in Her Parents’ Shadow

Separation Anxiety Disorder

Andrea M. Victor, Ph.D.
Gail A. Bernstein, M.D.

CASE PRESENTATION

IDENTIFYING INFORMATION

Susan, who is 7 years old, was referred for an evaluation by her pediatrician due
to concerns regarding anxiety and school refusal.

CHIEr COMPLAINT

“Susan is afraid I will forget her at school,” mother stated.

HistorYy OF PRESENT ILLNESS

For the past 3 months, Susan has had fears about separating from her parents to
go to school, and these fears have become progressively worse. She has extreme
distress on Sunday nights when thinking about going to school the next day.
Susan has trouble falling asleep because she is plagued with worries about bad
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things happening to her parents while she is at school. Specifically, she worries
that her mother will get into a car accident or that a burglar will break into their
house and kill her mother. When it is time for school, Susan actively resists
going by hiding under the bed, locking herself in the bathroom, or clinging to
her mother as she begs to stay home because of a stomachache. Several times
on the way to school, Susan has threatened to jump out of the car if forced to at-
tend school and has tried to get out of the moving car on one occasion.

If Susan’s parents are successful in getting her to school, she usually settles
down within 30 minutes of arrival in the classroom. However, Susan intermit-
tently appears sad and tearful. At those times, she tells her teacher that she
needs to call home to make sure that her mother is safe. Susan frequently asks
to go to the nurse’s office because of stomach pain and feeling faint, in hopes
that she will be sent home from school.

Susan’s mother works in a retail store and cannot take Susan to work with
her on days that Susan refuses to attend school. Therefore, her father, a con-
struction worker, takes Susan with him to the construction site when she re-
fuses to go to school, and she sits in his truck for up to 8 hours while he works.
Her parents are considering the option of Susan’s mother quitting her job so
she can homeschool their daughter. Her parents have also stopped going out to
dinner or the movies on Saturday nights because Susan has severe tantrums
when a babysitter arrives.

While at home, Susan constantly shadows her parents. Sometimes she
agrees to stay in her bedroom alone if her dog is with her. Most evenings, Susan
starts out in her own bed. However, she invariably slips into the master bed-
room and climbs into her parents’ bed, stating that she is afraid she will fall
asleep and never wake up. Susan reports scary dreams of monsters capturing
her and locking her in a cave so she cannot escape and of her parents being swept
up by a tornado and never returning.

Susan also worries that she is not as smart as her classmates, that the girls at
school do not like her, and that her family does not have enough money to pay
their taxes. However, these worries are not as severe as those related to separa-
tion from her parents, and Susan is able to control these worries. These worries
do not interfere with Susan’s sleep and concentration and are not associated
with somatic complaints.

PAsT PsycHiATrRIC HisTORY

Susan has never participated in therapy or been given a prescription for psy-
chotropic medication.

MepicaL History

Susan was small for gestational age, weighing 5 Ibs at term. She was prone to
illnesses as an infant.
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DeveLoPMENTAL HisTORY

As an infant and toddler, Susan was slow to warm up to new people and ap-
proached novel or unfamiliar situations with distress or avoidance. She showed
prolonged separation reactions for up to 90 minutes when left at day care dur-
ing her preschool years.

SoclAL History

Susan lives with her biological parents, 3-year-old sister, and 17-year-old
brother. Her mother recently returned to work as a manager of a retail store, and
her father is employed as a construction worker. There is no history of abuse or
neglect. Susan is currently in second grade at a small parochial school that she
has attended since kindergarten. She gets along well with peers but has limited
contact with them outside of school.

FAamiLy HisTorY

Susan’s mother has a history of panic disorder. Her father has been diagnosed
with recurrent major depression and is being treated with antidepressant med-
ication. Susan’s older brother has social phobia and dropped out of high school
because of impairing fears and avoidance of social and performance situations.

MENTAL STATUS EXAMINATION

Susan was nicely dressed and well groomed, and appeared her stated age. She
sat on her mother’s lap during the evaluation and engaged in minimal eye con-
tact with the interviewer. When asked direct questions, Susan provided limited
responses and often looked to her mother to provide additional information.
She refused to separate from her mother and would not allow her mother to
leave the interview room without her. She expressed worries that her mother
would not return if her mother went to the waiting room and left Susan to
talk to the interviewer alone. Susan’s mood was described by her mother as
“nervous and irritable” at times of separation. Susan’s affect was anxious. Her
thinking was logical and coherent. There was no evidence of psychosis. Susan
stated that she would jump out of her mother’s moving car if required to go to
school.
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COMMENTARIES

Psychotherapeutic Perspective

Jami M. Furr, M.A.
Sarah A. Crawley, M.A.
Philip C. Kendall, Ph.D., A.B.P.P.

DIAGNOSTIC FORMULATION

Susan, a 7-year-old girl, presented with symptoms suggesting separation anxi-
ety disorder (SAD) and problems with school refusal. She experiences distress
upon separation from her parents, worries that harm will befall them, is afraid
that she will be forgotten at school, refuses to go to school in response to her
separation concerns, becomes distressed when she is home without her par-
ents, will not sleep alone during the night, has nightmares with a separation
theme, and reports stomach pain and faintness when away from her parents at
school. It appears that her separation concerns have been present since pre-
school. Importantly, Susan’s symptoms are reported to interfere meaningfully
with her academic and social functioning (e.g., she has not been able to attend
school and has limited contact with peers outside of school).

Susan is also experiencing generalized worrying and shyness, suggesting
possible diagnoses of generalized anxiety disorder (GAD) and/or social phobia.
Because anxiety disorders are highly comorbid with affective, conduct, and
other anxiety disorders (Verduin and Kendall 2003), Susan’s evaluation should
include related assessments. A semistructured diagnostic interview would be
appropriate. The Anxiety Disorders Interview Schedule for DSM-IV — Child
Version (Silverman and Albano 1996), assesses a range of disorders and would
rule out thought disorder or pervasive developmental disorder.

A multi-informant assessment would be helpful in this case, to obtain data
from Susan, her parents, and her school teacher. Specifically, in Susan’s case,
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the following assessments would be beneficial: self- and teacher-report mea-
sures of anxiety (see Furr et al. 2008) and related emotional concerns (e.g., de-
pression), parent- and teacher-report measures of Susan’s behavior, an index of
academic achievement, and a physical exam to rule out medical factors that
may contribute to her symptoms. Finally, given Susan’s family history of ma-
ternal panic disorder and paternal depression, assessment of parental psycho-
pathology may be beneficial. Child assessments should be administered before
and after treatment, with some measures of anxiety being administered weekly
to both Susan and her parents to track progress.

Both biological and psychosocial factors likely play a role in Susan’s behav-
ior. Susan may be predisposed to psychopathology given her family history of
depression, panic disorder, and social phobia, as well as her likely behavioral
inhibition as a young child. Susan may also have been exposed to her parents’
anxious and depressed affects, and they possibly have modeled avoidance of
anxiety-provoking situations as a result of their own psychopathology. Finally,
Susan’s parents behave in a manner that allows her to avoid school and other
anxious situations (e.g., they pick her up when the nurse calls; they let her sleep
in their bed; they allow her to go to work with Dad instead of working on class-
work). This pattern of parental accommodation to Susan’s avoidance contrib-
utes to and maintains her anxious avoidance, which may prevent her from
mastering age-appropriate developmental challenges.

DSM-IV-TR DIAGNOSIS

Axis ~ 309.21 Separation anxiety disorder, accompanied by school refusal
Rule out generalized anxiety disorder
Rule out social phobia

AxisII  None

Axis III  Low gestational weight

Axis IV Parents” psychopathology
Brother’s social phobia, brother’s school refusal

Axis V  Global Assessment of Functioning=47 (current)

TREATMENT RECOMMENDATIONS

PsycHoLoGIcAL TREATMENT

A first-choice treatment for Susan is cognitive-behavioral therapy (CBT), such
as the Coping Cat Program, a time-limited, manualized anxiety treatment with
an accompanying child workbook (Kendall and Hedtke 2006a, 2006b). Nu-
merous independent studies have supported the short-term (e.g., Kendall
1994; Kendall et al. 1997) and long-term (Kendall and Southam-Gerow 1996;
Kendall et al. 2004) efficacy of CBT treatments.
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The 16-session CB'T program would include having Susan identify her
somatic reactions to anxiety, identify and challenge her anxious thoughts,
develop a plan to cope with the anxiety-provoking situation(s), practice her cop-
ing plan, engage in exposure tasks, evaluate her efforts at managing anxiety, and
administer self-reward as appropriate. The therapist facilitates progress by “nor-
malizing” anxiety, providing imaginal and in vivo exposure tasks (for a practical
discussion of exposure tasks, see Kendall etal. 2005), orchestrating role-play op-
portunities, teaching relaxation skills, modeling coping behavior, and reward-
ing effort. Treatment gains are also facilitated by out-of-session activities, such
as practicing skills learned in session, completing workbook tasks, and engaging
in exposure tasks. Parents consult and collaborate with the therapist throughout
treatment, and two sessions are devoted entirely to parents. Susan’s parents would
be oriented to the treatment components, educated about avoidance and how it
can increase anxiety, and encouraged to model coping. Susan’s parents may
also be asked to participate in exposure tasks (e.g., appropriately responding to
Susan’s physical complaints and avoidance behavior). For example, the thera-
pist would use in vivo exposure tasks and reward systems to help Susan return to
school and would encourage her parents to set limits on Susan’s avoidance to
help her separate from them to go to school and other places.

TREATMENT GOALS

Several treatment goals should be established for Susan. Susan will demonstrate
improved coping skills by learning to use relaxation techniques, to identify
anxious thoughts, to use appropriate coping thoughts and problem-solving
strategies, and to self-reward for effort. As a result of applying these skills, Susan
will show a reduction in avoidance and anxious arousal. Additionally, Susan will
demonstrate a reduction in her avoidance of school, as evidenced by her return
to school for partial and full days and by a reduction in phone calls made to her
parents during the school day. Eventually, Susan’s parents will require her to re-
main in school for the entire school day. Susan will also show an increase in self-
confidence, as evidenced by a reduction in avoidance of and distress about sep-
arating from her parents. For example, Susan will be able to stay at home with a
babysitter and play in a separate room from her parents without disproportionate
distress. Lastly, Susan will have an increase in social and extracurricular activi-
ties. For instance, Susan will have a greater number of play dates with peers and
will join an afterschool activity (e.g., Girl Scouts). Susan will also demonstrate
an increased tolerance for interaction with unfamiliar children and adults.

ADDITIONAL INTERVENTIONS

If academic difficulties are found in Susan’s initial assessments, further neu-
ropsychological and psychoeducational testing may be needed, because limi-
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tations in cognitive functioning could detract from her treatment outcome.
Additionally, if Susan’s parents are experiencing distressing psychological
symptoms, they should be provided with appropriate referrals for focused eval-
uation and treatment. Susan’s therapist should monitor the parents” emotional
and behavioral responses throughout treatment. Similarly, appropriate refer-
rals for evaluation and treatment may need to be provided for Susan’s brother.

If the treatment is unsuccessful (partially or completely), the following
recommendations may be useful. The number of treatment sessions can be
extended, with a focus on furthering treatment gains beyond the accomplish-
ments made to date. Augmenting CBT' with medication, such as a selective se-
rotonin reuptake inhibitor (SSRI), should also be considered. Additional
treatment sessions for Susan’s parents might provide a more optimal environ-
ment for Susan to show and maintain progress; if parent psychopathology is se-
vere or interfering, the team can consider postponing Susan’s treatment until
after treatment for her mother or father. Similarly, if Susan’s comorbid diag-
noses (e.g., depression, learning difficulties) interfere, the team can consider
postponing her anxiety treatment until after these difficulties are addressed. Fi-
nally, the team can consider providing Susan’s parents with additional parent
training, helping them with setting limits, providing rewards, granting devel-
opmentally appropriate autonomy, and being supportive of Susan’s indepen-
dence. This slant would be akin to the greater focus on the parents’ role in
CBT treatment that is designed for younger children (ages 4-8; Choate et al.
2005).

Psychopharmacologic
Perspective

Rachel G. Klein, Ph.D.

DIAGNOSTIC FORMULATION

Anxiety about attending school, the main presenting problem in this case, can be
a manifestation of various concerns, such as performance anxiety, social anxiety,
or separation anxiety. In Susan’s case, severe separation anxiety is salient, as evi-

Rachel G. Klein, Ph.D., is Fascitelli Family Professor of Child and Adolescent Psychi-
atry and Director of the Institute for Anxiety and Mood Disorders at the Child Study
Center at the New York University Langone Medical Center in New York, New York
(for complete biographical information, see “About the Contributors,” p. 613).
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denced by morbid thoughts about her parents’ welfare, an overwhelming wish to
contact her mother whenever school attendance has been forced, and somatic
symptoms in school that have led to requests to return home. Unlike many chil-
dren her age, Susan is able to articulate specific negative events that might befall
her mother and that cause Susan anguish. School is not the only setting that has
provoked separation concerns in Susan, as attested by her strong negative reac-
tion when her parents have gone out in the evening, something which they have
stopped doing. Moreover, her parents have capitulated with regard to school, al-
lowing Susan to spend her days at the father’s job. These are good examples of
parents accommodating a child’s anxiety by protecting her from provocative sit-
uations. This parental behavior is often interpreted as reflecting the parents’ own
anxiety about separating from the child and as serving the parents’ needs for
closeness to the child. However, such parental behavior can also, and often does,
represent an expedient maneuver that relieves parents from making demands
that inflict pain on the child and that cause familial disruption.

In addition, as is typical of children with separation anxiety, Susan has dif-
ficulty sleeping in her own bed and wanders into the parents’ room, due to her
fear of dying when alone at night. Concerns about death and dying are not un-
usual in separation anxiety. Thus, there is clear documentation for a diagnosis
of SAD in this 7-year-old girl.

Many children with separation anxiety also have another anxiety disorder.
The rate of comorbidity across anxiety disorders has been found to vary de-
pending on the type of sample studied and assessments used (Pine and Klein
2008). In addition to having separation concerns, Susan is reported to worry
about her school performance, family finances, and peer acceptance. If these
worries reached clinical significance, one would consider a diagnosis of GAD.
More detailed information about the frequency of these concerns and their ex-
act impact on Susan’s well-being would be helpful. The impression from the
case description is that these worries do not affect her significantly. Conse-
quently, a diagnosis of generalized anxiety is not judged as applicable.

Scales of anxiety for children are not likely to contribute meaningfully to
Susan’s diagnosis or management. A clinical evaluation with parent and child
is the best tool for evaluating children’s anxiety symptoms. The only purpose
that scales might serve would be to indicate elevated anxiety not reported dur-
ing the clinical evaluation. If high ratings were obtained for various items, the
clinician would elicit further information to determine their clinical import.
However, the scales would not contribute to a judgment regarding diagnosis or
the severity of anxiety symptoms.

DIAGNOSIS

The only diagnosis that is appropriate for Susan is separation anxiety disorder.
Susan’s mother is reported to have suffered from panic disorder and her father
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from depression. Each disorder is significantly associated with SAD in off-
spring, and a history of both further increases liability for separation anxiety in
offspring (Pine et al. 2005).

DSM-IV-TR DIAGNOSIS

Axis ~ 309.21 Separation anxiety disorder

AxisIT  None

Axis [II None

Axis IV No psychosocial or environmental problems
Axis V  Global Assessment of Functioning=50

TREATMENT RECOMMENDATIONS

The treatment of childhood anxiety disorders is consistent with all other child
psychopharmacology in that agents effective in adults are subsequently used in
children. The well-documented efficacy of SSRIs in virtually all adult anxiety
disorders has led to their application in children with anxiety disorders. Five
placebo-controlled trials have been published describing the use of SSRIs in
children with anxiety disorders: two were done with children with either gen-
eralized anxiety, separation anxiety, or social anxiety disorder (Birmaher et al.
2003; Research Unit on Pediatric Psychopharmacology [RUPP] Anxiety Study
Group 2001); one with children with GAD (Rynn et al. 2001); and two with
children with social anxiety disorder (Beidel 2007; Wagner et al. 2004). Thus,
none informs on the psychopharmacology of SAD specifically; however, in the
Research Unit on Pediatric Psychopharmacology’s large 8-week study, fluvox-
amine efficacy was not restricted or specific to any single disorder (RUPP Anx-
iety Study Group 2001). Of clinical relevance is that patient improvement on
the SSRI, relative to placebo, was detectable after 3 weeks of treatment.
Because efficacy and side-effect differences across the SSRIs are not likely,
the clinician must rely on other considerations when making a choice of med-
ication. If cost is a major consideration, the generic form of fluoxetine might be
considered as a first choice. Fluoxetine is relatively long-acting. Although this
characteristic is advantageous when adherence to daily medication is unlikely,
it may present disadvantages if side effects emerge, because these are more
likely to linger after medication cessation than with short-acting preparations.
Behavioral disinhibition, which can be severe (outbursts, nastiness, rages, im-
pulsive behavior), is not rare in children treated with SSRIs. Therefore, initiating
treatment with a short-acting SSRI is sensible. If the family is unreliable in giving
the medication to the child, and the child has no significant side effects when tak-
ing the short-acting compound, a switch to a long-acting SSRI is reasonable. Dos-
age varies across children, however, and there is no standard to guide maximum
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doses. Some children respond to minimal doses; consequently, the initial dose
should be very low (e.g., daily doses of 2 mg of fluoxetine or 6.25 mg of sertraline).
Other children require relatively high doses. Gradual increments offer the oppor-
tunity to establish the lowest dose at which side effects emerge. Some benefit is typ-
ically apparent within 3—4 weeks, with further benefit with continued treatment.

Determining how long the child should continue taking medication is diffi-
cult. Because Susan has been plagued by anxiety for along time, a treatment goal
would be to have her experience an extended symptom-free period. If treatment
with an SSRI is helpful, treatment for at least 6 months seems indicated. Discon-
tinuation of medication should preferably occur during a nonstressful period,
such as during the summer when there is no school. Medication reduction
should be gradual, to allow for observation of symptom recurrence and reinsti-
tution if needed of the full effective dose prior to clinical relapse. After total dis-
continuation, the child should be followed, because a lag of several weeks or a
few months between drug cessation and relapse is not unusual.

Some clinicians wonder whether a SSRI should be recommended for a
child, in view of reports that SSRIs are associated with a twofold increase in risk
for suicidal ideation compared to placebo (approximately 4% vs. 2%). Impor-
tantly, however, no suicide occurred in the very large population treated. The
continuing controversy over interpretation of these observations (Klein 2006;
Vasa et al. 2006) has led to a black box warning. The message is that clinicians
need to be aware of the potential for suicidal thoughts occurring in an occa-
sional child and to monitor the child accordingly, but the findings should not
preclude treatment when it is indicated.

Clinical care of any one patient does not rely exclusively on published stud-
ies but is also determined by clinical experience. The children in studies of
SSRIs did not receive other interventions, except in one study with socially anx-
ious children (Beidel etal. 2007), and in only one study was there a few weeks’
delay to ensure the stability of the anxiety diagnosis before treatment imple-
mentation (RUPP Anxiety Study Group 2001). However, my recommenda-
tion is to attempt behavioral treatment before initiating medication for treating
SAD. Even a child with severe separation anxiety symptoms, such as Susan,
might experience great improvement from systematic behavioral treatment
that emphasizes exposure and focuses on both the parents and the child.

Furthermore, psychosocial treatment with the family usually optimizes the
benefits of medication in children with SAD. Details of such efforts are not of-
fered because this discussion is about psychopharmacology. My recommenda-
tion to use behavioral treatment prior to medication does not reflect a bias
against medication for children with psychiatric disorders. This recommen-
dation is specific to children with separation anxiety. For example, in the case
of attention-deficit/hyperactivity disorder, I do not hold this view at all.
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Integrative Perspective

Andrea M. Victor, Ph.D.
Gail A. Bernstein, M.D.

DIAGNOSTIC FORMULATION

Susan meets DSM-IV-TR criteria for separation anxiety disorder because of
her excessive distress regarding separating from parents, excessive worry that an
untoward event will lead to separation (e.g., fear that her mother will forget her
at school or be in an accident), refusal to go to school, fear of sleeping alone,
complaints of physical symptoms, and onset before age 18 years. A precipitant
for her anxiety symptoms may be her mother’s recent return to work. Susan is
exhibiting excessive anxiety during times of separation from her parents, as
well as in anticipation of separation. The focus of Susan’s worries revolves
around the fear of something bad happening to her (i.e., she will fall asleep and
never wake up) or her parents (i.e., they will be swept up in a tornado) that
would prevent her from seeing them again. These worries are interfering with
Susan’s ability to attend school. Approximately 75% of children with SAD ex-
hibit school refusal (Masi et al. 2001). Currently, Susan does not meet criteria
for a comorbid diagnosis. She is endorsing other worries (i.e., not being smart
enough, peer relationship issues, family finances), but they are not impairing
enough to meet criteria for GAD. These additional anxiety symptoms should
be closely monitored.

The clinician needs to differentiate SAD from other anxiety disorders,
which requires understanding what a child fears will occur when he or she is
separated from parents. Children with SAD specifically fear that something
bad will happen to them or their parents and will result in permanent separa-
tion. Children with other anxiety disorders may also fear being away from their
parents but for different reasons. For example, children with social phobia may
fear being away from their parents due to the difficulties the children have in
social situations. Children with GAD often worry about their own safety and
the safety of their family members, but this typically does not interfere with sep-
aration from family. The Anxiety Disorders Interview Schedule for DSM-IV,
Child Version (Silverman and Albano 1996), is a semistructured interview that
can be administered to the parent and/or child to aid in diagnostic clarification
among anxiety disorders.

Verduin and Kendall (2003) found that children (ages 8-13 years) with
SAD had a greater mean number of comorbid diagnoses than did children
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with GAD and/or social phobia. The most common comorbid diagnoses in
children with SAD were GAD in 74%, specific phobia in 58%, attention-defi-
cit/hyperactivity disorder in 22%, social phobia in 20%, and oppositional defi-
ant disorder in 12%. A comorbid mood disorder was significantly less likely in
children with SAD (2%) than in children with a primary diagnosis of GAD
(17%) or social phobia (15%).

DSM-IV-TR DIAGNOSIS

Axis  309.21 Separation anxiety disorder
Axis II  No diagnosis

Axis III' No medical difficulties

Axis IV Moderate psychosocial stressors: mother’s recent return to work;
school refusal

Axis V  Global Assessment of Functioning=49 (current)

TREATMENT RECOMMENDATIONS

Effective treatment of children with SAD often requires a multimodal ap-
proach that may include psychoeducation, school consultation, CB'T, and
pharmacotherapy (Connolly et al. 2007). Susan will likely require all compo-
nents listed above because of the severity of her symptoms and the impact of
her anxiety on her daily functioning at home and school. The initial treatment
plan suggests that Susan would benefit from a trial of CB'T. If Susan shows min-
imal progress after several weeks of CB'T alone, then pharmacotherapy could
be considered to decrease anxiety and thus facilitate the CBT process. Progress
during CBT is based on the child’s level of success in participating in the
planned exposure hierarchy.

CBT has been demonstrated to be efficacious for treating children with
SAD (Eisen and Schaefer 2005; Masi et al. 2001). CBT is typically time limited,
with a focus on present symptoms and psychoeducation. Parents need assis-
tance in understanding the nature of their child’s anxiety, and they benefit
when their concerns are validated and self-blame is minimized. During the ini-
tial sessions of CBT, time is spent educating the parent and child about the be-
haviors that maintain SAD over time (e.g., avoidance of anxiety-provoking
situations) and the treatment approaches (e.g., thought identification, cognitive
modification, behavioral exposures) that are effective in alleviating anxiety.

Children with SAD often report fearful thoughts related to anxiety-
provoking situations (e.g., attending school, being away from parents, going to
sleep). Commonly expressed anxious thoughts include “Mom will forget me
at school,” “Mom will get in a car accident and I will never see her again,” and
“I'will get kidnapped and never see my parents again.” These anxious thoughts



References 55

cause children to demonstrate behaviors (e.g., school refusal) in attempts to
prevent separation from their parents. Children with SAD believe that these
negative outcomes have a high likelihood of occurring; therefore, treatment
involves challenging these thoughts through behavioral exposure exercises.

During CBT, the therapist works with the child and parents to develop
plans for the child to confront the feared situations through exposures. The
treatment team needs to develop a hierarchy of exposures that is tailored to the
needs of an individual child. The hierarchy consists of a detailed list of feared
situations ordered from least anxiety provoking (e.g., being in a different room
than the mother) to most anxiety provoking (e.g., attending a full day of
school). The child then practices each exposure, beginning with the least anx-
iety-provoking situation. The goal of exposures is to decrease the child’s anxiety
by challenging the child’s current beliefs and helping the child develop new,
more accurate beliefs about the feared situations. The child’s anxious re-
sponses gradually dissipate as the feared situation is endured for longer periods
of time and the feared outcome does not occur. Praise and rewards are used to
help motivate the child to engage in exposures.

Pharmacotherapy is considered if the child shows minimal improvement
in symptoms with CB'T alone. Pharmacotherapy and CBT may be imple-
mented together when the child’s symptoms are significantly interfering with
his or her daily functioning and result in a crisis at home or school (e.g., child
refuses to attend school). SSRIs are the first choice of psychotropic medications
to treat children with SAD (AACAP Work Group on Quality Issues 2007). Two
randomized, controlled clinical trials have demonstrated that SSRIs are effica-
cious and safe in treating children and adolescents with anxiety disorders, in-
cluding SAD (Birmaher et al. 2003; RUPP Anxiety Study Group 2001). Other
possible medications to treat children with SAD are tricyclic antidepressants
and benzodiazepines. Tricyclic antidepressants are generally not tolerated as
well as SSRIs in children; the former may result in cardiovascular effects and
are dangerous in overdose. Benzodiazepines are recommended only for short-
term use due to the possibility of tolerance and dependence. Benzodiazepines
can be used in combination with an SSRI or tricyclic antidepressant until the
effects of the antidepressant are apparent.
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Chatterbox at Home

Selective Mutism

Bruce Black, M.D.

CASE PRESENTATION

IDENTIFYING INFORMATION

Emily, age 5 years 2 months, lives with her parents, her 7-year-old sister, and 2-
year-old brother.

CHIEr COMPLAINT

Emily was brought in by her parents, who reported that “Emily does not speak
in most social situations outside our home or with strangers in our home.”

HistorYy OF PRESENT ILLNESS

Emily’s parents report that Emily “has always been this way.” They became in-
creasingly concerned when she started her third year of preschool and still had
never spoken in school. She started preschool at age 3 years 2 months and did
not speak at school for the entire year. She was described as generally with-
drawn, isolated, and reluctant to participate in most activities. The following
year, she attended a different preschool and was placed in a prekindergarten
class. Initially, she was withdrawn and isolative, but after several months, she

Bruce Black, M.D., is Founder and Director of Comprehensive Psychiatric Associates
in Wellesley, Massachusetts, and Assistant Professor of Psychiatry at the Tufts Univer-
sity School of Medicine in Boston, Massachusetts (for complete biographical informa-
tion, see “About the Contributors,” p. 613).
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gradually began to join in play and participate in group activities, still not
speaking. She had one-on-one playdates at her house and spoke freely to her
classmates while at home, but continued not to speak to them in school. At
birthday parties, including her own, she did not speak to anyone. Several times
in the late fall, she whispered to two classmates and a young teaching assistant
on the playground. However, after returning from Christmas vacation, she did
not speak to anyone at school for the remainder of the year.

During the summer after that second year of preschool, in response to her
parents’ frequent pleas, Emily promised them that she would speak in pre-
school in the fall. Although she returned to the same prekindergarten with the
same teachers, most of her classmates had entered kindergarten in other schools.
After I month, she still had not spoken to anyone. Her parents and teachers felt
that she was becoming progressively more inhibited and withdrawn. The lead
teacher in the classroom reportedly “nagged” Emily to speak to her, asking her
direct questions and then saying, “I know you can tell me.” Her parents also fre-
quently encouraged her to speak. Both teachers and parents offered her re-
wards if she would speak in school, but with no impact.

Emily has never spoken to unfamiliar adults; is markedly reluctant to speak
to extended family members, even at home; and does not speak to her parents
in public places “if she [thinks] someone might hear her.” She is very reluctant
to participate in any activities in which she might draw attention to herself. For
example, she asked to join a friend’s T-ball team. As a parent reports, “Emily
did fine in the practice and warm-ups, where everyone was doing the same
thing and no one was paying attention to her, but at game time she refused to
go up to bat and did not respond in the outfield even when the ball hit her.”

Emily has seen three different child psychotherapists, without apparent
benefit. Her parents report that the psychotherapists “played with Emily and
tried to get her to speak to them” but did not offer the parents any advice on
what they could do to help Emily speak. One of the psychotherapists report-
edly told the parents that selective mutism is caused by trauma and that Emily
must have been traumatized, despite their lack of awareness of any traumatic
events, or, if not, that she could not be suffering from “true selective mutism.”

A speech therapist attempted to work with Emily in school, but Emily
would not speak to her. (She did speak to the speech therapist freely after the
therapist spent several hours playing with her in her home. The therapist char-
acterized her speech and language functioning in that setting as developmen-
tally appropriate and unremarkable.)

Emily has mild phobias (dogs, water) that do not meet the criteria for simple
phobia because of a lack of impairment. Her history does not suggest depression,
elimination disorders, or any other psychiatric or developmental difficulties.
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PAsT PsycHiATRIC HisTORY
As described above.

MebicAL HisTorY

Her medical history is unremarkable.

DeveLoPMENTAL HisTORY

Emily’s developmental history is otherwise unremarkable.

SociAL History

Emily is the middle of three children in an intact family. Both parents work as
professionals. Emily has no known history of traumatic events.

FAamiLy HisTory

Emily’s mother described herself as “very shy” as a child but said she “outgrew”
her shyness by adolescence. She was not mute. Emily’s maternal aunt was also
very shy as a child. Emily’s maternal grandfather was overanxious and alco-
holic, as were several maternal cousins. The family’s psychiatric history is oth-
erwise unremarkable.

MENTAL STATUS EXAMINATION

Emily was unobtrusively observed talking and playing with her mother and 7-
year-old sister in the clinic waiting room. Her speech and language function-
ing appeared to be grossly normal. Her affect and the form and content of her
speech and play were unremarkable. Her parents were then instructed to take
her into my office while I was out of the room and to sit on a couch and look
through I SPY, a children’s hidden-picture book. After they had been in my of-
fice for 5-10 minutes, [ entered the room but pretended to take no notice of
them and avoided looking at them. Emily continued to talk freely with her
family and was quite animated in her enjoyment of finding hidden pictures in
the book. I then began to gradually increase my attention toward her, first
glancing occasionally toward her, then moving my chair gradually in her di-
rection, then making comments on her activity (“Wow, Emily’s good at ‘I
Spy’”) without looking toward her, then making momentary eye contact, then
making comments directly to her (“You sure are good at that”) and asking sim-
ple questions (“I love I SPY books, don’t you?”). As my attention and attempts
to interact with Emily gradually increased, she appeared increasingly tense
and apprehensive, avoided my gaze, looked frequently to her mother, and
stopped speaking. She made no verbal reply to my comments or questions.
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STRUCTURED AsSESSMENT MEASURES

In addition to performing the clinical interview and examination, I obtained
further details of Emily’s clinical history through the use of standardized par-
ent and teacher questionnaires and symptom rating scales, supplemented with
specific selective mutism questionnaires (Black 2001a, 2001b).

COMMENTARIES

Psychotherapeutic Perspective

Anne Marie Albano, Ph.D., A.B.P.P.

DIAGNOSTIC FORMULATION

Emily’s case description is not atypical for young children with selective mut-
ism. As is evident in the case report, Emily’s development appears normal in all
respects except for her voluntary production of speech in situations involving
unfamiliar adults and children. No significant medical or learning issues have
been reported, and the parents deny any history of trauma. Indeed, early spec-
ulations on the etiology of “elective mutism,” the DSM precursor to selective
mutism, suggested that a history of trauma may precede the diagnosis. How-
ever, research on selective mutism does not support this theory. More likely,
Emily is experiencing an early and extreme form of social anxiety disorder
(Albano et al. 2003). Older children and adolescents who have social anxiety
disorder tend to actively avoid social situations in which they may be the focus
of attention and potential negative evaluation. Parents often encourage their
children or teenagers with social anxiety disorder to engage in social situations,
including attending school and social events, but older youths struggle against
these activities and may engage in active avoidance, arguments, and fleeing
(escape) from situations that they are forced to attend. For Emily, at her tender
age, the only recourse against being in a situation where she feels excessive anx-
iety and the discomfort of being the focus of attention is to stay mute. This be-
havior is akin to the “freeze” response in the “fight, flight, or freeze”

Anne Marie Albano, Ph.D, AB.P.P., is Associate Professor of Clinical Psychology in
the Division of Child and Adolescent Psychiatry, and Director of Columbia University
Clinic for Anxiety and Related Disorders at Columbia University in New York, New
York (for complete biographical information, see “About the Contributors,” p. 613).
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mechanisms that developed throughout evolution and are deeply rooted in
neurobiological mechanisms of survival. Hence, the assessment of selective
mutism warrants a thorough evaluation of anxiety and the child’s ability to
manage challenging situations.

A thorough assessment of a child with selective mutism involves a careful
review of the child’s developmental history, a clinical evaluation, and possibly
a speech and language evaluation (Albano and Hayward 2004). In Emily’s
case, the speech therapist reported developmentally appropriate and unre-
markable speech. Additionally, intelligence testing may be indicated, typically
in the form of a nonverbal evaluation (e.g., Peabody Picture Vocabulary Test—
Third Edition; Dunn and Dunn 1997), along with tests examining graphomo-
tor abilities, receptive language, and audition. These evaluative strategies are
recommended to screen for any potential speech, hearing, or learning issue
that may have an impact on the child’s speech production.

Many parents of children with selective mutism can provide a videotape or
audiotape of the child’s speech in the home setting so the therapist can see and
hear the child interacting with others. In lieu of a tape sample, observation of
the child in multiple settings and with familiar and unfamiliar people will like-
wise provide good information about the child’s response to others and the pro-
cess of shutting down and becoming mute. Suggested settings for observation
include the classroom or a school setting, the therapist’s waiting room, and a
play situation. Much like what was reported in the case description, the clinician
will observe Emily’s speech and interaction habits when Emily is comfortable
with her family, and then the pattern of shutting down when unfamiliar people
are introduced into the environment and eventually approach her to speak.
Also of importance is observation of the parental reactions to the introduction
of other people into the room, to see how they interact with Emily in these sit-
uations.

Because Emily is too young for a child-focused diagnostic evaluation, in
our clinic we would administer a semistructured interview to her parents to
evaluate the full range of Emily’s anxiety and related disorders of childhood.
The Anxiety Disorders Interview Schedule for DSM-1V, Parent Version (Sil-
verman and Albano 1996), could be administered to the parents and supple-
mented with a behavioral observation as described above. In addition, the
parent versions of the Fear Survey Schedule for Children —Revised (Shore
and Rapport 1998), the Multidimensional Anxiety Scale for Children (March
etal. 1997), and a rating scale such as the Child Behavior Checklist (including
the Teacher Report Form; Achenbach 1991) would allow the clinician a com-
prehensive view of the child’s functioning.
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DiAGNoOsTIC IMPRESSION

Emily presents with a family history of shyness and anxiety in her mother and
mother’s relatives. In addition, Emily evidences mild fears of dogs and water,
and demonstrates an inhibited temperament in her preschool settings. Inhib-
ited temperament, such as that evidenced by Emily, has been identified as a
risk factor for anxiety disorders (Hayward et al. 1998; Rosenbaum et al. 1991).
As noted in the case summary, Emily does speak to peers during playdates at
her house, and she did converse with her speech therapist during a home visit.
Hence, she presents with a vulnerability to anxiety, as indicated by family his-
tory and description of her temperament, and she evidences anxiety and avoid-
ance of performing (speaking) in settings outside of her home.

DSM-IV-TR DIAGNOSIS

AxisT  313.23 Selective mutism
300.23 Social phobia

Axis I None
Axis III' None apparent

Screen for verbal intelligence and evaluate for the presence of any
learning issue

Axis IV Repeating preschool and not being promoted to kindergarten with
same-age peers due to failure to speak in school

Axis V Global Assessment of Functioning=55
Currently experiencing moderate impairment at school and with
peers

TREATMENT RECOMMENDATIONS

One can only guess that Emily’s parents are somewhat skeptical about psycho-
therapy, because their three prior attempts in treatment for Emily were unsuc-
cessful. When children are very young, as in Emily’s case, the treatment plan
must involve a predominantly parent- or family-focused intervention. At pres-
ent, evidence-based psychosocial treatments for young children with selective
mutism or anxiety are still in development. However, given the large and con-
sistent evidence base for the treatment of anxiety disorders in school-age chil-
dren and adolescents (see Silverman et al. 2008) and the impressive research
support for parent-focused treatments for young children with disruptive be-
havior disorders, Emily’s best chances for success lie within a parent-focused,
operant-based approach to working with her anxiety and resistance to speaking
outside of her home.

One of the first steps in treatment is to conduct a functional analysis of
when and where Emily’s speaking occurs or desists. This analysis must also in-
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volve a careful assessment of what the people around Emily do in response to
her speaking or not speaking. As noted in the case description, her parents and
teachers have cajoled, bribed, and pleaded with Emily. Children with social
anxiety fear any attention, so the amount of attention given to begging and try-
ing to bribe Emily into speaking may overwhelm her. Furthermore, her in-
teractions with peers, especially how other children react to her in various
situations, should be examined. Treatment then should begin with psycho-
education for the parents and instruction in the application of reinforcement
principles, specifically in how to shape Emily’s speech production. When
working with young children, I often use the principles and procedures found
in Parent-Child Interaction Therapy (Hembree-Kigin and McNeil 1995) and
Parenting the Strong-Willed Child (Forehand and Long 2002). These parent-
focused programs provide straightforward, practical information and practice
in shaping desirable behavior and extinguishing undesirable behavior. Also,
rather than using rewards or bribes with children, parents can be taught the
proper use of naturally occurring reinforcers that already exist in the child’s
world. For example, a 4-year-old child with selective mutism was shaped to
speak in external situations using his favorite cereal. Each morning, this child
ate a certain cereal product in a special favorite cup. One day, the cereal and
cup were gone, and only plain cereal was available at home. However, when
he came to the clinic, both the cup and cereal were in the therapist’s office.
Throughout the sessions, when he spoke, he was given pieces of the cereal
dropped into his cup, and over time, the cereal also became available in his
classroom and other social settings. The judicious use of this reinforcer worked
very well to shape his speaking behavior.

It is recommended that in addition to working with the parents in shaping
the child’s behavior and using reinforcement in an appropriate and powerful
manner, the clinician provide psychoeducation for the teacher and school
personnel. The clinician may design the least burdensome and unobtrusive
method for the teacher to use in the classroom. When a child who has been
mute speaks in class, the immediate impulse is to give lots of praise to the child
in an attempt at reinforcement. However, the child typically experiences this
type of attention as overwhelming, so the focus with school personnel is to
teach them to be warm and subtle in their reinforcement, and to gradually
shape the child’s speaking behavior over time. The teacher can create a “speak-
ing card,” an index card that the teacher tapes on the young child’s desk and
marks with a check or smiley face whenever the child makes an utterance. Af-
ter receiving a certain number of checks, the child earns a reinforcer in the
classroom that day (e.g., gets to feed the class fish; is at the head of the line for
recess), and at the end of the day, the card goes home with the child for con-
tinuity and communication to the parents.
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If shaping and other operant procedures are not met with success within a
reasonable time period (4-5 weeks for speaking to be occurring on a regular
basis), [ recommend a careful examination to determine what factors are im-
peding the therapy process. Family factors must also be considered in treat-
ment-refractory cases, to find out whether the parents are unable for some
reason to follow through with the behavioral approach. More intensive family
approaches with a focus on the parents’ issues and resistances should be ex-
plored. Some parents report that they cannot “deprive” the child of desired re-
inforcers or otherwise cannot work through the initial phase of treatment when
the child is becoming familiar with the behavioral methods and may be upset
with the parents for sticking to the program (“If you ask the waiter for the ice
cream, then you can have it; if not, we can try again another time”).

Areferral to a child psychiatrist for a medication evaluation should be con-
sidered in refractory cases. Evidence supports the use of medications in chil-
dren with selective mutism and related anxiety disorders (Black and Uhde
1994). The combination of operant procedures and medication is indicated for
children who are resistant to psychosocial treatment for various reasons, such
as comorbidity, severity of the mutism, length of time that the child has not spo-
ken, and severity of the child’s anxiety.

Parents may also benefit from patient and family advocacy agencies that fo-
cus specifically on selective mutism and anxiety disorders in youth. Often, par-
ents who have struggled with and helped their children to overcome this
problem can offer their support and guidance. Three national organizations,
listed below, can often link families with family support services and treatment
providers in their local areas.

The Selective Mutism Group (http://www.selectivemutism.org), part of
the Childhood Anxiety Network, is a nonprofit organization dedicated
to providing information, resources, and support to those impacted by a
child with the anxiety disorder known as selective mutism.

The mission of the Selective Mutism Foundation (http://www.selective
mutismfoundation.org) is to promote further research, advocacy, social
acceptance, and the understanding of selective mutism as a debilitating
disorder.

The Anxiety Disorders Association of America (http://www.adaa.org/
GettingHelp/FocusOn/children&Adolescents/SM.asp) is “a national
nonprofit organization dedicated to the prevention, treatment, and
cure of anxiety disorders and to improving the lives of all people who
suffer from them.”


http://www.selectivemutism.org
http://www.selectivemutismfoundation.org
http://www.adaa.org/GettingHelp/FocusOn/children&Adolescents/SM.asp
http://www.adaa.org/GettingHelp/FocusOn/children&Adolescents/SM.asp
http://www.selectivemutismfoundation.org
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Psychopharmacologic
Perspective

Courtney Pierce Keeton, Ph.D.
John T. Walkup, M.D.

DIAGNOSTIC FORMULATION

Emily demonstrates the hallmark symptom of selective mutism: a persistent
failure to speak in new and public settings such as school and the playground
despite speaking normally in familiar settings such as her home. Emily’s mut-
ism in multiple settings reflects an overwhelming anxious response elicited by
unfamiliar social situations. That she has “always been this way” suggests an
early onset consistent with an inhibited temperament, which is a risk factor for
anxiety. The family history of shyness points to both a genetic vulnerability and
an environment that supports an anxious response to social stimuli that may in-
clude parental support for social inhibition or modeling of inhibited behavior.

DSM-IV-TR DIAGNOSIS

AxisT  313.23 Selective mutism
Rule out social phobia

Axis II  No diagnosis
Axis III' None

Axis IV Educational problems
Social problems

Axis V  Global Assessment of Functioning=>51

RATIONALE FOR DIAGNOSIS

Emily meets criteria for selective mutism and possibly social phobia. Addi-
tional questioning will determine the extent to which Emily is more globally
socially avoidant in social situations because of fear of embarrassment.

Courtney Pierce Keeton, Ph.D., is Instructor of Psychiatry and Behavioral Sciences in
the Division of Child and Adolescent Psychiatry at Johns Hopkins Medical Institu-
tions in Baltimore, Maryland.

John T. Walkup, M.D., is Associate Professor of Psychiatry and Behavioral Sciences
and Deputy Director of the Division of Child and Adolescent Psychiatry at Johns Hop-
kins Medical Institutions, Baltimore, Maryland; and Medical Director of the Research
Unit of Pediatric Psychopharmacology.

For complete biographical information, see “About the Contributors,” p. 613.
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Lack of speaking in social situations can sometimes be attributed to a per-
vasive developmental disorder or a communication disorder. Pervasive devel-
opmental disorder is unlikely in Emily’s case due to observations of normal
social interactions with parents, appropriate reciprocal interactions with sib-
lings and peers athome, and the absence of stereotyped interests and behavior.
Similarly, a communication disorder, such as a receptive or expressive lan-
guage deficit, is ruled out based on her normal communication in the home.
The lack of a history of trauma excludes the possibility that her mutism is a
symptom of posttraumatic stress disorder.

EpIDEMIOLOGY

Selective mutism affects less than 1% of school-age children (Bergman et al.
2002). The majority of children with selective mutism also meet criteria for so-
cial phobia. The clinical picture may be further complicated by the presence
of simple phobias, separation anxiety disorder, oppositional defiant disorder, or
speech and language problems (Sharp et al. 2007). Up to 70% of children with
selective mutism have an immediate family member with a history of social
phobia (Black and Uhde 1995). No evidence is available to suggest that selec-

tive mutism is caused by traumatic events.

CoMoRBIDITY

Like the majority of children with selective mutism, Emily exhibits symptoms
of social phobia. Social phobia is characterized by fear and avoidance associ-
ated with social and performance situations in which embarrassment may oc-
cur (e.g., playing in a 'T-ball game). Other conditions may also co-occur.

ScreeNING/DiaGgNosTIC Tools

The diagnosis of selective mutism requires a review of medical and psychiatric
symptoms, as well as cognitive, audiological, and speech and language func-
tion (Dow et al. 1995). Rating scales support diagnostic impressions and
monitor symptom change over time. Additionally, parents and teachers are en-
couraged to record a child’s behavioral changes, such as increasing nonverbal
behaviors (e.g., eye contact) and speech in all contexts.

TREATMENT RECOMMENDATIONS

Psychoeducation is recommended to teach Emily’s family about potential ge-
netic, biological, and psychosocial contributors to symptom severity; available
treatment options; and appropriate expectancies for improvement. Behavioral
therapy involving Emily, her parents, and schoolteachers should include a
functional analysis of behavior, gradual reinforcement of verbal and appropri-
ate social interaction, and ignoring avoidance behavior including mutism.
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Pharmacotherapy with a selective serotonin reuptake inhibitor (SSRI) is also
suggested for Emily.

RATIONALE FOR TREATMENT CHOICES

Before treatment is initiated, Emily’s family would benefit from education
about selective mutism and explanation about why previous assessments and
treatments failed. A behavioral or cognitive-behavioral intervention with a
knowledgeable and experienced clinician is recommended because these
treatments are useful for children with selective mutism and are considered
the first-line treatment (Cohen et al. 2006). Medication typically is not the
first-choice intervention for young children with selective mutism but is com-
monly used when psychosocial interventions prove inadequate or ineffective.
Medication may be a first-line treatment in early-onset and severe selective
mutism to facilitate engagement in psychosocial interventions.

Large-scale treatment studies of children with selective mutism have not
been conducted. Information regarding pharmacologic treatment comes from
asmall double-blind placebo-controlled trial (Black and Uhde 1994) and from
case studies or case series (see Kumpulainen 2002). The rationale for SSRI
treatment is based on the efficacy of these agents for childhood anxiety dis-
orders, including selective mutism (Reinblatt and Riddle 2007; Seidel and
Walkup 2006); the failure of nonmedication interventions to consistently dem-
onstrate significant benefits; and the fact that social and academic impairments
are associated with chronic mutism. Several case studies demonstrate clinical
benefits and minimal risks for patients taking SSRIs. Interestingly, some studies
have noted that early-onset selective mutism is more treatment responsive than
late-onset selective mutism (e.g., Dummit et al. 1996).

PsycHOPHARMACOLOGIC TREATMENT

For children as young as Emily, few data are available to guide medication
choice or a titration schedule for SSRIs. In general, the child should receive a
low dose of SSRI, often as low as 25%-50% of adult starting doses for anxiety
or depression. The dose of medication can be increased every 5-7 days over the
first month of treatment to maximize treatment response while minimizing
side effects. Although some children respond well to low doses, other children
will require higher doses. For example, in the absence of side effects and con-
tinued symptoms, upward adjustment after the first month of treatment to flu-
oxetine 20-30 mg/day, fluvoxamine 100-150 mg/day, sertraline 100-150 mg/
day, or citalopram 30-40 mg/day is warranted to achieve a high-quality re-
sponse. Further upward adjustment is possible for those children who remain
symptomatic but have demonstrated improvement with previous doses and
minimal side effects. Close monitoring for both benefit and side effects is re-
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quired in this age group. Common side effects include behavioral activation,
gastrointestinal problems, and headaches.

PLAN IF MEDICATION TREATMENT FAILs

If children do not respond as expected to medication and psychosocial treat-
ment, a review of the evaluation or a consultation may be useful. For children
whose diagnosis of selective mutism is confirmed after reevaluation, more ag-
gressive pharmacologic treatment may be indicated. A child who is unrespon-
sive or only partially responsive to low or medium adult doses of an SSRI may
be given higher doses if he or she has few or no side effects. If dose increases are
not possible because of side effects and treatment response is minimal, switch-
ing to another SSRI is a possible next step. Given the absence of a clear evi-
dence base, pharmacologic algorithms for refractory or partially responsive
depression or anxiety may serve as a guide to the treatment of youth with se-
lective mutism.

Integrative Perspective

Bruce Black, M.D.

DIAGNOSTIC FORMULATION

Emily’s history is quite typical of children with the diagnosis of selective mut-
ism (Black and Uhde 1992, 1995). Selective mutism generally has an early on-
set, either coincidental with or preceded by other signs of heightened anxiety
and behavioral inhibition in social settings (Black 1996; Black et al. 1997).
Parents often report that their child “has always been this way,” and onset is
nearly always apparent by kindergarten. Concurrent symptoms of social anxi-
ety and limitations in social interactions are usually present, and virtually all
children with selective mutism also meet diagnostic criteria for social anxiety
disorder. Approximately 30% of children with selective mutism will meet diag-
nostic criteria for another DSM-IV-TR anxiety disorder (other than social
anxiety disorder), although this was not true in Emily’s case. Elimination
disorders, particularly associated with marked anxiety about toileting, are not
uncommon.

DSM-IV-TR DIAGNOSIS

AxisT  313.23 Selective mutism
300.23 Social phobia
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Axis II  No diagnosis
Axis III None
Axis IV None

Axis V  Global Assessment of Functioning=55 (on admission)
Global Assessment of Functioning=95 (at discharge)

TREATMENT RECOMMENDATIONS

Parent behavioral counseling and treatment with fluoxetine were recom-
mended. Fluoxetine was started at a dosage of 2 mg/day (0.5 mL fluoxetine
oral solution). Within 10 days, the parents reported that Emily seemed “a little
happier about school, more positive in general.” After 4 weeks, her teacher re-
ported that she was participating more in school and had spoken to two peers.
Although Emily’s parents reported that she seemed somewhat more restless
and “hyper” since starting medication, they did not feel this was a problem, and
Emily was otherwise tolerating the medication well, without apparent adverse
effects. The dosage of fluoxetine was increased to 4 mg/day. Emily’s nonverbal
participation in school continued to progress steadily, and her parents noted
that she was markedly less inhibited and speaking to them more freely and
more loudly in public places.

Behavioral counseling focused on systematic desensitization through grad-
uated exposure, beginning with situations in which Emily was already able to
speak or seemed likely to be able to speak, and then very gradually introducing
stimuli to provoke anxiety (and mutism). Simultaneously, her teachers and par-
ents were instructed to stop asking, begging, or pressuring Emily to speak and,
in fact, to avoid discussing her lack of speech with her completely. At about the
same time the medication was started, Emily’s mother began going into the
preschool classroom with Emily after school was out, when no one else in the
classroom, and spending time playing with her and covertly encouraging ver-
bal interaction. The quantity and volume of Emily’s speech with her mother in
the classroom was initially very limited but began to increase steadily after
about 4 weeks.

After 6 weeks, the dosage of Emily’s fluoxetine was increased to 6 mg/day.
The restlessness that had been noted soon after Emily started the medication
was reported to increase noticeably after each increase in dosage, particularly
with the increase to 6 mg/day, but her parents continued to feel that this was
not a problem and was of minimal concern relative to what they perceived to
be very significant therapeutic benefits. After 8 weeks, Emily was observed talk-
ing to two classmates on the preschool playground. A young teaching assistant
from Emily’s classroom, with whom Emily had never spoken at school, visited
her at home, and Emily “talked her ear off.” Her preschool teacher began to
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walk in and out of the classroom while Emily was playing and talking with her
mother in their after-school sessions. The teacher was instructed to avoid in-
teracting or even looking toward Emily during these incursions. Emily initially
appeared apprehensive and stopped speaking to her mother while the teacher
was in the room; however, this reaction seemed to pass within a few days, and
Emily resumed speaking to her mother freely. The teacher gradually began to
increase her attention toward Emily during these sessions.

After 10 weeks of taking medication, Emily was talking to everyone at school
and had spoken in a loud voice in front of a group at circle time. Four weeks
later, she was described as “a little chatterbox” at school. Because of concerns
regarding her persistent restlessness and somewhat increased oppositional be-
haviors, the fluoxetine dose was decreased to 4 mg. She continued to do well,
and the restlessness and increased oppositional behaviors improved. She was
described as increasingly comfortable interacting with and speaking with un-
familiar adults at home and in public places. Her fears of dogs and water re-
solved. After about 11 months of taking medication, Emily began full-day
kindergarten without any difficulty. The summer after kindergarten, she at-
tended two different day camp programs and had no difficulty speaking freely
and interacting with peers and adults. She began first grade without difficulty.
After 2 months in first grade, the fluoxetine dose was decreased to 2 mg for
2 months, then to 1 mg for 2 months, and then discontinued. Her parents noted
mild increases in “moodiness” after each dose decrease and after discontinua-
tion, but these changes resolved within 1-2 weeks. At follow-up 3 months into
second grade, Emily continued to do well and was described as happy, socia-
ble, and not noticeably more shy or inhibited than her peers.

DISCUSSION

Fluoxetine has been shown to be effective in the treatment of selective mutism
in one small double-blind, placebo-controlled treatment study (Black and
Uhde 1994). In clinical practice, about one-third of children seem to show
marked improvement, about one-third show clear benefit but with continued
significant impairment and only slow improvement in inhibition and mutism,
and about one-third show little apparent benefit. Younger children may re-
spond better to medication than older children. Even in those children with a
marked decrease in inhibition, progression to full speech may not occur for 3—
5 months after starting medication. Behavioral “activation,” restlessness, and
increased oppositional behavior are common side effects of medication, occur-
ring in about 50%-70% of children taking fluoxetine. Usually, these changes
are not of significant concern. They may be more pronounced in children
with coexisting attention-deficit/hyperactivity disorder (ADHD), although
determining if such symptoms are medication effects or symptoms of comor-
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bid ADHD may sometimes be difficult. Occasionally, grossly excessive disin-
hibition (engaging in socially inappropriate behaviors, such as a kindergarten
girl “mooning” her class) or excessive risk-taking behaviors in previously overly
cautious children may occur. For children advanced enough in school that
sustained attention and focus may sometimes be expected (usually not before
second or third grade), treatment-related distractibility and difficulty focusing
on academic tasks may be severe enough to impact academic progress. All of
these side effects are generally dose related and very infrequently lead to med-
ication discontinuation. When distractibility or difficulty focusing is of signifi-
cant concern, yet continued antianxiety treatment seems necessary, switching
to clomipramine may be helpful.

An optimal therapeutic dose and length of treatment have not been estab-
lished for fluoxetine. A low starting dosage (2-4 mg/day) is recommended,
with gradual dose increases as tolerated. Many young children respond well at
dosages in the range of 4-6 mg/day, whereas older children may benefit from
increases in dosage up to 10 mg/day. Longer periods of treatment (1-2 years fol-
lowing symptom remission) and very gradual dose tapering (over 4-6 months)
may be associated with a better prognosis after medication discontinuation.
Nevertheless, many children who have responded well to medication do re-
lapse after the medication is reduced or eliminated, demonstrating increased
inhibition and decreased speech (although rarely does a child return to com-
plete mutism after speaking while taking medication), and often negative
mood changes such as irritability or dysphoria. Children with a more robust
treatment response seem to have a better course of tapering and discontinuing
medication than do children who have benefited from medication but remain
significantly inhibited.

Although behavioral treatment approaches for selective mutism have not
been well studied, they generally seem to be helpful, and the combination of
behavioral treatment and medication may be more effective than either treat-
ment alone. For milder cases of selective mutism or for children who may be
showing signs of progress without treatment, behavioral treatment alone should
be tried before instituting medication. Both systematic desensitization and be-
havioral modification with defined goals and reinforcements may be useful.
Systematic desensitization with graduated exposure, as used with Emily, was
described earlier in this commentary. This approach generally does not re-
quire the provision of extraneous rewards, because the increased social inter-
action, particularly social speech, is intrinsically quite rewarding. The graduated
exposure may often call for considerable creativity and perseverance on the
part of the clinician and parents in determining how to keep moving forward.
Although a more direct behavioral modification approach with specific goals
(e.g., talk to Mom in the classroom when no one else is present, or whisper
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“good morning” to the teacher) and rewards may be helpful for some children
with selective mutism, for many children, any discussion of their mutism or of
taking steps to decrease it is so anxiety provoking that it may be aversive and
produce increased anxiety and inhibition or a marked oppositional response or
both. Whatever approach is taken by the adults, “nagging” or pressuring a
child to speak generally increases inhibition, is counterproductive, and should
absolutely be avoided. Avoiding this behavior may be difficult for many parents
and teachers and may need to be strongly and frequently encouraged by the cli-
nician. Nonbehavioral treatment approaches such as play therapy or non-goal-
oriented parent or family counseling do not appear to be of any benefit in reduc-
ing symptoms of selective mutism.
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B CHAPTER 5 =

Everything Bothers Her

Major Depressive Disorder

John S. March, M.D., M.P.H.

CASE PRESENTATION

IDENTIFYING INFORMATION

Sally is a 13-year-old eighth grader referred for a psychiatric evaluation by her
pediatrician. She lives with her parents and her brother.

CHIEr COMPLAINT

Sally reports that she is “feeling really low due to trouble with my friends.”

HistorYy OF PRESENT ILLNESS

Sally reports that she has been feeling down since seventh grade, claiming, “It
all started when I had a big fight with my best friend, Karen. After that, all my
friends turned against me.” Eventually, she and Karen reconciled, but by that
time Sally felt much more insecure in her friendships. In spite of these prob-
lems, she finished the year with a B+ average. Over the summer, she spent most
of her time at home “just watching TV.” Her parents were concerned and
encouraged her to get in touch with friends, but she said, “T'hey’re probably all
away,” and did not contact them.

When school started this year, Sally was hopeful that things would be bet-
ter. She spent time with her friends but often worried whether they liked her.

John S. March, M.D., M.P.H., is Professor of Psychiatry and Chief of Child and Ado-
lescent Psychiatry at Duke University Medical Center in Durham, North Carolina
(for complete biographical information, see “About the Contributors,” p. 613).
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Her mother noticed a cycle in which Sally worried about whether her friends
still liked her and “pestered them,” and this behavior led to her friends backing
off a bit. Sally also began to struggle in school during the semester. She com-
plained of “spacing out” while in class or doing homework. Although she main-
tained her grades, she required significantly more time and effort than previ-
ously. Sally also began to have difficulty falling asleep at night. Before falling
asleep, she worried about her friends and how she was falling behind in school.
She had difficulty getting out of bed in the morning because she was so tired,
had stomachaches, and was worried about whom she would talk to at school.
During this same time, she had a bigger appetite and often craved sweets or junk
food.

In the late fall, because of their concern about Sally’s increased isolation,
sleep schedule, and falling grades, Sally’s parents took her to her primary care
doctor. After asking Sally several questions, the doctor explained that she had
depression and recommended that she start medication. He prescribed fluox-
etine. By the time she was taking 20 mg/day, her mood had brightened and her
worries had been decreasing. Her symptoms did not alleviate completely, how-
ever, and she continued to have trouble with her attention, so her primary care
doctor gradually increased the doseage to 50 mg/day. At this dosage, her anxi-
ety and depression improved a great deal, but Sally experienced minimal ben-
efits for her social problems, self-esteem, and attention. She had also gained 12
Ibs. Her primary care doctor recommended paroxetine and referred her to a lo-
cal therapist. Because Sally’s symptoms had not resolved after 3 months of
treatment with paroxetine and weekly supportive psychotherapy, her primary
care doctor referred her for this evaluation.

PAsT PsycHiATRIC HisTORY

In kindergarten and first grade, Sally had a tough time starting school. She wor-
ried about her parents getting hurt or forgetting to pick her up; she had antic-
ipatory distress, reluctance to go to school, and reluctance to be alone at home;
and she had associated physical symptoms, especially fear of vomiting. These
symptoms resolved midway through first grade and did not return. She has al-
ways been a bit shy with peers and adults but always socially appropriate.
Sally occasionally had difficulty with attention in school. Her mother ex-
plained that past report cards often had comments calling her “dreamy,” but
because she had always received very good grades, her parents had not been
particularly concerned. She had never been overactive, impulsive, or disobe-
dient. When Sally was asked about her attention, she laughed and said, “I al-
ways zone out! My friends have been calling me ‘space cadet” since we knew
what it meant.” She and her mother also have noticed that occasionally she
gets lost in conversations. She does not have a history of any other affective or
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anxiety disorders or further eating or sleep difficulties. Additionally, she and
her mother deny disruptive behavior or learning difficulties; elimination prob-
lems; psychiatric, personality, or substance abuse disorders; tics; or obsessive-
compulsive spectrum disorders.

MebicAL HisTorY

Sally has no contributory medical problems. She is not sexually active and has
a good understanding of the risk of sexually transmitted disease.

DeveLoPMENTAL HisTORY

Sally was delivered at 38 weeks by cesarean section, due to her mother’s pre-
eclampsia and fetal distress. Otherwise, her development was unremarkable.

SociAL History

The family has moved several times because of her father’s job. After the most
recent move 4 years ago, the family enrolled Sally at a small private school that
would be more “nurturing and provide Sally with individual attention.” The
family’s functioning is remarkable for mild family conflict over how best to
handle Sally’s social difficulties and her normative to elevated sibling conflict
with her younger brother, Adam.

FAamiLy HisTorY

A brief, two-generational family history of psychiatric illness reveals major de-
pressive disorder (MDD) in Sally’s father, mother, mother’s sibling, and ma-
ternal grandmother, and obsessive-compulsive disorder in Sally’s maternal
grandfather.

MENTAL STATUS EXAMINATION

Sally presented as a casually dressed, mildly overweight youngster who was co-
operative with the interview. Her speech was normal in rate, tone, and volume.
Her psychomotor status was marked by considerable fidgeting. Sally described
her mood as “good.” Sally’s affect was euthymic. Her thoughts were logical and
goal directed. There was no evidence of thought blocking, insertion, or dele-
tion, or ideas of reference. Sally’s thought content was remarkable for themes
noted above. No perceptual abnormalities were noted. Her sensorium was
clear, cognitive functions were grossly intact, and insight was preserved. Sally
denied current suicidality or homicidality.

SCREENING QUESTIONNAIRES

Sally and her parents filled out a set of rating scales in advance of their visit. On
the Children’s Depression Inventory (CDI; Kovacs 1985), Sally endorsed items
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indicating negative self-esteem and interpersonal conflicts; her total CDI score
of 30 indicates moderate to severe depression. On the Multidimensional Anx-
iety Scale for Children (MASC; March et al. 1997b), Sally endorsed items in-
dicating elevated social anxiety, again scoring in the moderate to severe range.
On the Conners Teacher Rating Scale —Revised (Conners et al. 1998b), Sally’s
teacher endorsed items indicating attention-deficit/hyperactivity disorder
(ADHD). On the Conners’ Parent Rating Scale —Revised (Conners etal. 1998a),
Sally’s parents endorsed items indicating social problems, psychosomatic con-
cerns, and ADHD. Sally did not endorse any items suggesting psychopathol-
ogy on the Child and Adolescent Trauma Survey (March et al. 1997a, 1998) or
the MASC Children Obsessive-Compulsive Screen (March 1997). On a fam-
ily measure administered to both Sally and her mother, the family scored high
in family affiliation, medium in family control and parent-child conflict, and
low in family conflict. The Stages of Change Index (McConnaughy et al.
1983) indicated that Sally had some motivation to change but reluctance as
well.

COMMENTARIES

Psychotherapeutic Perspective

Greg Clarke, Ph.D.

DIAGNOSTIC FORMULATION

Diagnoses to rule out for Sally are major depression or dysthymia, social anxi-
ety and/or generalized anxiety, and ADHD. The case presentation suggests the
following for the period before Sally started pharmacotherapy and psychother-

apy:

e Fairly clear symptoms of major depression —predominant depressive mood,
feeling down since seventh grade (despite euthymic affect at current as-
sessment); anhedonia; social withdrawal over the summer; a considerable
increase in appetite, particularly for sweets; difficulty falling asleep, partic-
ularly initial insomnia; and diminished ability to think and concentrate (she

Greg Clarke, Ph.D., is with Kaiser Permanente Center for Health Research in Portland,
Oregon (for complete biographical information, see “About the Contributors,” p. 613).
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had this difficulty prior to the episode but it appears to have worsened, as re-
flected by the comment that more effort was needed to complete home-
work)

e Unclear or partial major depression symptoms—feelings of fatigue or
diminished energy (this is mentioned only in context of an insomnia con-
sequence); thoughts of worthlessness as reflected in her social anxieties
about peer acceptance; and considerable fidgeting during the interview,
which might be evidence of psychomotor agitation (note: might also be
ADHD symptom)

e Fully absent symptoms of major depression—no mention of thoughts of
death or suicide

ASSESSMENT

Self-report depression scales, such as the Center for Epidemiologic Studies De-
pression Scale (Radloff 1991), the Beck Depression Inventory (Beck etal. 1986),
or the administered CDI, are useful for screening and for gauging therapy
progress, but have limited usefulness as diagnostic tools. Adult respondent instru-
ments, such as the Child Behavior Checklist (Achenbach and Edelbrock 1983)
or Conners Teacher/Parent Rating Scales (Conners et al. 1998a, 1998b), have
similar advantages and drawbacks. I would administer these scales for confirma-
tion and/or to illuminate other areas for review, as well as to set a baseline for eval-
uating treatment progress, but I would not rely on them for an initial diagnosis.
My primary diagnostic information would come from a clinical interview to
gauge the presence, severity, and duration of the symptoms of the provisional di-
agnoses listed above. I would model my interview on one of the semistructured
psychiatric interviews, such as the Children’s Schedule for Affective Disorders
and Schizophrenia— Present and Lifetime Version (K-SADS-PL; Kaufman et al.
1996), although I would not feel as compelled to adhere to the administration as
rigidly as required in clinical trials.

The limited information provided in this case presentation does not permit
a clear differential diagnosis. More in-depth interviewing would be necessary
to disentangle candidate diagnoses, clarify how persistent and impairing the
symptoms are, and so forth. However, my provisional diagnoses follow.

DSM-IV-TR DIAGNOSIS

AxisT  296.35 Major depressive disorder, in partial remission (Strong family
loading makes this diagnosis the most likely.)
300.02 Generalized anxiety disorder (GAD), current (GAD cannot
be diagnosed if present wholly within the context of a major depres-
sion episode, so the temporal and clinical overlap between GAD and
major depression must be clarified.)
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314.01 or 314.00 ADHD (It is unclear whether this is the combined

or inattentive type, current.)

309.21 Separation anxiety, past history
Axis Il No evident personality disorders
Axis Il No evident medical disorders

Axis IV Family is intact and fairly well functioning.
Peer relations are more troublesome. Her social skills are immature
and inadequate to initiate and maintain appropriate levels of peer re-
lations.

Axis V  Global Assessment of Functioning (or in this case, Children’s Global
Assessment Scale score)= 55-60

TREATMENT RECOMMENDATIONS

Sally has received an initial course of antidepressant medication at a therapeu-
tic dose, with a subsequent dose increase and the addition of nonspecific sup-
portive psychotherapy in response to residual symptoms and a failure to return
to premorbid functioning. This is a reasonable progression of stepped therapy
akin to that being tested in the Texas Children’s Medication Algorithm Project
(Hughes et al. 1999). The most important goal is to assist Sally to recover as
completely as possible, because quick recovery appears to provide the greatest
protection against future recurrences of depression (Pintor et al. 2003), which
will be a significant concern for Sally, given her first major depression onset in
adolescence, her significant psychiatric comorbidity, and her strong family his-
tory for mood disorder. The recent switch to another antidepressant may have
been an attempt to achieve more complete remission and/or to reduce phar-
macotherapy-induced weight gain. This medication switch should be moni-
tored carefully for evidence of major depression relapse.

One possible strategy for improving Sally’s major depression treatment reg-
imen would be the addition of an evidence-based psychotherapy, such as cog-
nitive-behavioral therapy (CBT; Brent et al. 1997) or interpersonal therapy for
adolescents (IPT-A; Mufson et al. 2004). The results of the Treatment for Ad-
olescents with Depression Study (March et al. 2004) suggest that CBT added
to pharmacotherapy yields significant additional improvement. Adding IPT-A
in particular might assist with psychosocial recovery.

Sally has an anxiety disorder in addition to depression. Fortunately, both
selective serotonin reuptake inhibitors (SSRIs) and CBT have a track record
with anxiety disorder as well as depression (Seidel and Walkup 2006). How-
ever, Sally might benefit from additional anxiety-focused CBT components,
such as exposure/response prevention, relaxation training, and systematic de-
sensitization (Cartwright-Hatton et al. 2004).
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Stimulant pharmacotherapy for ADHD also seems indicated. However, as
a nonprescribing psychologist specializing in mood disorders, I would seek the
input of a child psychiatrist specializing in this treatment modality. Particular
concerns would include the advisability of polypharmacy (stimulants and
SSRIs) and the possibility that adding ADHD-specific behavioral therapy
would be overwhelming at this time.

Psychopharmacologic
Perspective

Graham J. Emslie, M.D.

DIAGNOSTIC FORMULATION

From a psychopharmacologic perspective, the case described raises many im-
portant issues, including both diagnostic and treatment challenges. The pa-
tient is a 13-year-old female living with her parents and younger brother. She
has a prior history of anxiety (primarily separation and social anxiety) and at-
tention problems. Beginning in seventh grade, she had what appears to have
been a minor depression with partial remission. Clearly, this adolescent has
multiple characteristics that make her at risk for depression: family history of
depression (two first-degree and two second-degree relatives) and comorbid
conditions (anxiety and attention problems, as well as a minor depression) dur-
ing seventh grade. During eighth grade, she had a major depressive episode,
which was treated with two SSRIs (both of adequate duration and dosage) and
supportive therapy, which resulted in partial remission of her depression. Prob-
able sequelae from the depression include increased social difficulties, in-
creased school problems, decreased self-esteem, and sleep difficulties. At the
time of the referral she had moderate depression, increased social anxiety, and
attention difficulties.

This case illustrates the importance of accurate diagnosis, consideration of
interactions of comorbid conditions, causes and consequences of illness, and
the need for a rational, evidence-based approach to treatment.

Graham J. Emslie, M.D., is Professor and Charles E. and Sarah M. Seay Chair in
Child Psychiatry, and Chief of the Child and Adolescent Psychiatry Division at Uni-
versity of Texas Southwestern Medical Center at Dallas and Children’s Medical
Center of Dallas in Dallas, Texas (for complete biographical information, see “About
the Contributors,” p. 613).



84 Everything Bothers Her: Major Depressive Disorder

DIAGNOSIS

Sally’s case is described beautifully, includes all the elements of a complete
evaluation (e.g., present and past history of symptoms, developmental history,
social history, family psychiatric history, and mental status examination), and
utilizes well-validated scales. However, an exact diagnosis cannot be made
from the information provided. That said, the information provided is proba-
bly more than is usually obtained, and I suspect that the inferred diagnosis is
probably correct.

DSM-IV-TR provides specific diagnostic criteria for separation anxiety
disorder, ADHD, and major depressive disorder. For example, on the basis of
the information presented, | presume the patient does not meet criteria for
ADHD, combined type, although it is possible. According to DSM-IV-TR, to
be diagnosed with ADHD, inattentive type, Sally must have six to nine of the
criterion symptoms, with onset prior to age 7. To be diagnosed with MDD, she
must have at least five of the nine symptoms. If she does not meet these criteria,
does it matter if she is one symptom away from meeting full criteria for these
disorders? I think not, although no controlled treatment trials have been rec-
ommended for subsyndromal disorders, so discussion of treatment options
would have to take this factor into account. The scales mentioned in Sally’s
case are screening measures, not diagnostic measures. I recommend the fol-
lowing two clinician-administered scales to determine the presence of current
ADHD and MDD criterion symptoms: the ADHD Rating Scale (Zhang et al.
2005) and the Quick Inventory of Depressive Symptomatology (Rush et al.
2003), both of which include all criterion symptoms. Further assessment would
be needed to determine if Sally’s level of impairment meets criteria.

The presence of comorbid conditions raises several important concerns re-
quiring consideration in pharmacologic management. In clinical samples,
70%-80% of adolescents with MDD have at least one comorbid psychiatric
disorder, so this is a frequent clinical issue that has to be addressed. Failure to
identify comorbid conditions is a frequent cause of treatment failure. Identify-
ing comorbid conditions in acute situations may be difficult due to the acuity
of the primary disorder; therefore, comorbid conditions need to be continually
assessed as treatment progresses. The question is whether the two disorders are
separate (e.g., whether ADHD onset occurred 67 years prior to MDD). Even
if the disorders are separate, one needs to consider how they influence each
other (e.g., ADHD leading to discouragement in school and subsequent de-
pression, or MDD preceding substance use disorder). In some situations, the
issue is whether the patient has two disorders or simply overlapping symptoms
(e.g., severe ADHD and conduct disorder vs. bipolar disorder). At times, pro-
longed mood or thought disorders will result in neurocognitive deficits that can
be indistinguishable from ADHD. In these cases, however, the onset of the



Commentary: Psychopharmacologic Perspective 85

ADHD symptoms would follow the onset of the primary disorder (in this case,
MDD). The associations between anxiety and depression are even more com-
plex, because they appear to have a developmental progression, with anxiety
disorder occurring earlier and depression later in some individuals.

Finally, in the assessment prior to treatment, the clinician needs to con-
sider both precipitants and consequences of the disorder. Sally had some social
difficulties prior to the onset of depression, yet the depression worsened the
problem with social withdrawal. Even if her depression is treated, it is unrea-
sonable to assume that social relatedness would automatically return to pre-
morbid baseline. The same is true for the patient’s difficulties with self-esteem,
attention, and sleep.

DSM-IV-TR DIAGNOSIS

Axis]  296.22 Major depressive disorder
314.00 ADHD, predominantly inattentive type

Axis II  Deferred
Axis III' None

Axis IV Education problems
Social problems

Axis V  Global Assessment of Functioning=58

TREATMENT RECOMMENDATIONS

PrimARY DisorDER ( DEPRESSION)

Treatment recommendations for Sally are relatively straightforward if the as-
sessment provided above is accurate. Treatment guidelines and algorithms for
treatment of depression, ADHD, and anxiety are available (Birmaher et al.
2007; Cheung et al. 2007; Connolly et al. 2007; Hughes et al. 2007; Pliszka and
AACAP Work Group on Quality Issues 2007). Generally, the guidelines syn-
thesize the increasing evidence base, both what is known empirically and what
is lacking in adequate data, to allow clinicians choices.

The focus of this commentary is on psychopharmacologic management,
which is only one component of an intervention and is unlikely to be effective
without a well-established physician-patient-family relationship. Although the
therapeutic alliance is a well-known contributor to positive outcome, it is fre-
quently neglected.

Psychopharmacologic treatment focuses on strategic management of the
primary disorder, including assessment of side effects, management of comor-
bid conditions, and management of associated symptoms. Typically, precipi-
tants and consequences of the disorders do not require psychopharmacologic
management, although there may be some exceptions. In addition, rational
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medication management generally involves one intervention at a time (with
exceptions), with a preference for monotherapy. Finally, increasing evidence
indicates that measured care (i.e., care in which the clinician systematically
measures symptoms being treated, functioning, and adverse effects across
time) improves outcome (Trivedi et al. 2007).

If it is assumed that Sally has MDD (first episode) and has had two ade-
quate trials of an SSRI, and this current trial has not resulted in remission, then
the choices are to switch or to augment. A recent National Institute of Mental
Health—funded large adult treatment trial exemplifies this approach (Rush et
al. 2006; Trivedi et al. 2006) (for further discussion, see Hughes et al. 2007).
For adolescents, current recommendations are to switch to a non-SSRI or to
augment with lithium or bupropion. Other options would rely entirely on
adult data. Generally, switching is for minimal responders or nonresponders or
for patients experiencing side effects, and augmentation is for patients who feel
they have some response they wish to maintain but not quite full response or
remission. One caveat is that distinguishing side effects from continued or
worsening depression can be difficult. For example, antidepressants may cause
apathy, sleep disturbance, or appetite changes, but these symptoms are also
present in depression, making the distinction between ongoing or worsening
symptoms (due to insufficient treatment) versus side effects of medication dif-
ficult.

Cowmorsip Conpirion (ADHD)

In Sally’s case, the clinician would consider treatment of possible comorbid
ADHD, using the treatment guidelines for ADHD, with the most effective treat-
ment being a stimulant. If one initiates only one intervention at a time, as recom-
mended above, the initial question, then, would be which intervention to initiate
first: treating the comorbid ADHD or changing the depression treatment.

ASSOCIATED SYMPTOMS

Occasionally, pharmacologic management is used to treat associated symp-
toms that may require treatment until the primary disorder is treated. Often,
such symptoms are not direct criterion symptoms of the primary disorder (e.g.,
aggression in a patient with MDD), but even criterion symptoms sometimes
require additional treatment (e.g., severe sleep disturbance, severe irritability).
The general rule is to stop these treatments once the underlying disorder im-
proves. Thus, the first treatment is to treat the underlying disorder, but this
treatment may be insufficient, so another medication may be added for the spe-
cific concern. Some data from studies of adults with depression and insomnia
suggest that treatment with a hypnotic and an antidepressant is superior to an
antidepressant alone in reducing symptoms (Fava et al. 2006).
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CONTINUATION TREATMENT

Continuation treatment for 69 months following response is recommended
for treatment of depression. In addition, during continuation therapy, aggres-
sive treatment of residual symptoms is recommended because of an increased
chance of relapse. Treatment of residual symptoms can be with pharmacology
and/or with specific psychotherapies (e.g., CBT, IPT-A).

In summary, accurate diagnosis and assessment are essential; treatment
should be rational, systematic, and sequential; and different modalities of treat-
ment should be integrated as needed to achieve an optimal outcome.

Integrative Perspective

John S. March, M.D., M.P.H.

DIAGNOSTIC FORMULATION

Above, I presented Sally’s case in a traditional narrative format, beginning with
the history of her present illness that follows the chief complaint. The follow-
ing medical approach to psychodiagnosis is another way to present her history,
however, and demonstrates how I actually work.

A MEebicAL APPROACH TO PsYCHODIAGNOSIS

Careful, symptom-focused interviewing about Sally’s current difficul-
ties reveals that Sally meets DSM-IV-TR diagnostic criteria for major
depression, which has been present for approximately 6 months, as her
primary diagnosis. Prominent mood symptoms include depressed
mood most of the day, as well as irritable mood when stressed or pro-
voked. Prominent neurovegetative symptoms include weight gain (ex-
cess eating as a coping behavior), insomnia, diminished ability to think
or concentrate, and fatigue. Like most young persons with moderate to
severe MDD, Sally experiences these symptoms at home, with peers,
and at school. Although she has had normative transient suicideal ide-
ation, Sally has not been overtly suicidal or homicidal.

The diagnostic interview also establishes that Sally meets DSM-IV-
TR diagnostic criteria for anxiety disorder not otherwise specified
(NOS), with broadly based anxiety symptoms involving physical symp-
toms, social anxiety, and reliance on anxiety-driven approach/avoid-
ance coping strategies that nevertheless do not meet full diagnostic
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criteria for one of the more discrete anxiety syndromes. Sally shows
considerable discomfort in social situations, particularly with peers,
that is difficult to disentangle from MDD.

Depression and anxiety clearly interact, and this interaction needs
to be addressed in treatment. It appears that Sally is intolerant of being
alone and that when she feels anxious (or bored), her preferred activity
(not unusual in girls her age, but nonetheless clearly excessive in her
case) to relieve emotional distress is interacting socially with her friends.
When pursuing social contact, she often drives others away by “harass-
ing” them, thereby increasing social anxiety, which in turn prompts
anxiety-driven seeking of reassurance about “whether they like me”
from parents, teachers, and friends. Thus, Sally’s proximity seeking
drives social rejection, which in turn drives isolation, more desperate
social behaviors, and further alienation of friends, parents, and teach-
ers, keeping the overall process going around and around.

Lastly, Sally meets DSM-IV-TR diagnostic criteria for a previously
undiagnosed ADHD, inattentive type, as manifested by a context-
dependent mix of poor attention and concentration. Sally’s ADHD symp-
toms, which preceded her depression, are present primarily when she is
bored and are exacerbated when she is socially anxious. Importantly,
Sally’s ADHD symptoms cause problems with peers and in school.
Problematic attention and concentration symptoms include easy dis-
tractibility to auditory or visual cues; poor problem-solving skills, espe-
cially in social situations; and difficulties with sustained attention,
especially under low—stimulus salience conditions.

This alternative, medical symptom—focused evaluation more closely resem-
bles the history and physical (H and P) format that I have used as a family phy-
sician and pediatric psychiatrist. It is intended to illustrate a particular way of
using the medical model to drive clinical interviewing and decision making in
the practice of pediatric psychiatry (March and Ollendick 2004). My standard
medical model interview draws on two well-established approaches— evidence-
based medicine (March et al. 2005) and functional analysis of behavior as the
platform for implementing cognitive-behavioral psychotherapy (Silverman and
Kurtines 1996)—and places a third—the narrative approach to psychiatric ill-
ness—in the context of the illnesses that are driving the patient’s story.

Medical interviewing begins with a few identifying demographic character-
istics and a presenting complaint that lead to a heightened prior probability of a
particular primary diagnosis. For example, a 58-year-old man who presents in
the emergency room with acute-onset crushing chest pain would likely receive
a tentative diagnosis of unstable angina or acute myocardial infarction. The
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goal of a medical interview would be to review the signs and symptoms associ-
ated with occlusive coronary artery disease and look for common comorbidities
that would complicate the primary diagnosis. For example, the interviewer
would ask about known risk factors or features suggesting atherosclerotic vascu-
lar disease, hypertension, congestive heart failure, or an arrhythmia.

In Sally’s case, her age, gender, and presenting complaint are consistent with
a probable diagnosis of depression complicated by anxiety and disruptive behav-
ior. Drawing upon rating scale data completed prior to the visit, I confirm my ini-
tial impressions and refine the diagnostic evaluation with presumptive diagnoses
of MDD, social anxiety disorder, and possibly ADHD and oppositional defiant
disorder. From the medical interview, it is clear that Sally meets DSM-IV-TR cri-
teria for MDD (these are listed up front) and also for anxiety disorder NOS (a mix
of generalized and social anxiety disorder symptoms). From the perspective of
functional analysis of behavior (Silverman and Kurtines 1996), the interaction
between negative affectivity (depression and anxiety) and problematic peer and
family relationships is clearly specified as a target for intervention.

Once it has been established that Sally meets the diagnostic criteria for
inattentive-subtype ADHD, the rest of the differential diagnosis (analogous to
panic disorder, chest wall pain, or gallbladder disease, among others, in our
gentleman with chest pain) is dispensed with by exception.

Unlike the narrative approach, which puts relationship disturbances and other
risk factors up front, the medical approach assumes that the illness drives the pa-
tient’s story, and that risk and protective factors make it more or less likely that the
patient will improve with the appropriate interventions (Hamilton 2004, 2005).

DSM-IV-TR DIAGNOSIS

AxisT  296.22 Major depressive disorder, single episode, moderate
300.00 Anxiety disorder not otherwise specified
314.00 ADHD, predominantly inattentive type

Axis II  No diagnosis

Axis III' None

Axis IV Mild stressors

Axis V  Global Assessment of Functioning=60 (current month)
Global Assessment of Functioning=50 (this year)

TREATMENT RECOMMENDATIONS

Treatment recommendations are built around the need for additional as-
sessments, recommendations for psychosocial interventions, medication
management, and both pedagogic and behavioral interventions in school. Im-
portantly, the interventions of choice are explicitly evidence based (Kratochvil



90 Everything Bothers Her: Major Depressive Disorder

etal. 2002, 2006; Ollendick and March 2004; Weersing and Brent 2006) and
can easily be integrated (March and Wells 2003).

PsSYCHOTHERAPY

The empirical literature strongly suggests that Sally will do best if her symptom
picture is skillfully addressed using proven psychosocial interventions that are
tightly linked to their target symptoms (Hibbs and Jensen 2005). To a large extent,
the therapist in this model functions as a coach or mentor to implement a treat-
ment that operates both at the psychological level (learning new skills) and on the
somatic substrate of the disorder. In this sense, the recommended interventions
are usefully seen as analogous to diet and exercise in diabetes. In this context, |
would recommend CBT for depression and anxiety management training. A
number of books and treatment manuals are helpful references for clinicians us-
ing CB' treatments (e.g., Curry et al. 2005; Kendall 2000) or for patients them-
selves (Brantley 2005; Burns 1980, 1999; McQuaid and Carmona 2004).

The therapist using CBT will need to incorporate several themes emerging
from the literature on depression (behavioral activation, cognitive restructuring,
conflict reduction), anxiety (exposure, cognitive restructuring, positive self-rein-
forcement), and parent training for ADHD (management of oppositional behav-
ior) in a fashion that is developmentally sensitive and appropriate to the targets
identified in the functional behavioral analysis. In this context, CBT is some-
thing like physical therapy in that it uses overlearning strategies that are tightly
coupled to their targets to address the psychosocial and somatic targets of interest
and, in so doing, integrates easily with pharmacologic management.

Sally should be encouraged to participate in social activities away from
school, such as a drama club or sport, to help broaden her friendship networks.
Irrespective of setting, the spiral of using friends to dampen negative affectivity,
which in turn drives social isolation and more negative affectivity, needs to be
an early target of treatment.

As outlined particularly well by Rapee et al. (2000a, 2000b), elements of
parent management training will be useful to modify the negative reinforce-
ment cycles that perpetuate the oppositional behaviors that are a manifestation
of both ADHD and maladaptive coping with anxiety and depression. Addition-
ally, a book by Chansky (2004) can be very helpful for parents.

Diet and exercise consultation might help Sally shed excess weight. Exer-
cise may also benefit Sally by helping to reduce depression and maintain treat-
ment gains.

MEDICATIONS

Even with skillful CBT, Sally is unlikely to make significant progress without
pharmacotherapy, at least for the time being. When conducting medication
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trials, the therapy team needs to pay careful attention to the dose-response and
time-response characteristics of whatever compound is being tried across all
important domains of outcome. In this context, I recommend the following, in
the stated order: Sally should discontinue paroxetine, which has clearly been
associated with excessive weight gain and inadequate response. She should
then be given a trial of atomoxetine for ADHD (Biederman et al. 2002; Kra-
tochvil et al. 2005), inattentive type, with comorbid anxiety and depressive
symptoms. With withdrawal from paroxetine and initiation of atomoxetine,
Sally needs to be carefully monitored for increased suicidal ideation/behaviors
and other adverse events, including cardiovascular reactions.

Medication management covers both anxiety and depression and may fa-
cilitate the implementation of CBTT, as well as add to its effectiveness. In turn,
CBT may protect against relapse when medications are withdrawn. Of par-
ticular importance, medications alone may increase the suicidal event rate
(Hammad et al. 2006; Kratochvil et al. 2006), and receiving concomitant CBT
may reduce if not eliminate this risk while improving overall outcome (March
etal. 2006). When CBT is combined with medications for treatment, close
monitoring by a multidisciplinary team easily satisfies the monitoring require-
ments of good clinical practice. In Sally’s case, working with parents and co-
ordination with the school are important aspects of implementing the outlined
treatment strategy, which can be conducted entirely on an outpatient basis.

AcADEMIC PERFORMANCE

Sally is doing well in school, but work has been more challenging because of
her poor attention. With the permission of her family, her therapist should up-
date the school about Sally’s treatment so that teachers will be aware and so
they might help with the cognitive-behavioral interventions.

Copa

Sally’s case closely matches the most common presentation of chronic mixed
anxiety and depressive illness in youth, namely the chronic waxing and waning
symptoms with both homotypic and heterotypic continuity (Costello et al.
2004). By following the evaluation format and treatment approaches outlined
in this report, in our hands, Sally would have a 50% probability of remission
within 4 months of starting treatment and a 90% chance of making substantial
improvement.
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Excessively Silly
Bipolar Disorder

Mary Kay Gill, R.N., M.S.N., J.D.
Boris Birmaher, M.D.

CASE PRESENTATION

IDENTIFYING INFORMATION

Heather is a 9-year-old girl who lives with her biological mother, 11-year-old sis-
ter, and 81-year-old maternal grandfather in a suburban area. Her parents are
divorced, and Heather sees her biological father infrequently. She is enrolled in
the third grade at a local private school.

CHIEF COMPLAINT

According to Heather’s mother, over the past few months, Heather has been
very irritable and nervous, she has not been sleeping well, and teachers have
been complaining about Heather’s excessive silliness at school.

HistorYy OF PRESENT ILLNESS

Heather’s mother described Heather as a generally happy child, who gets along
well with her sister, grandfather, and mother. She is well liked at school and

Mary Kay Gill, RN., M.S.N., ].D., is Program Coordinator of Course and Outcome
for Bipolar Youth and Longitudinal Assessment of Manic Symptoms at Western Psy-
chiatric Institute and Clinic at the University of Pittsburgh Medical Center in Pitts-
burgh, Pennsylvania.

Boris Birmaher, M.D., is Endowed Chair in Early-Onset Bipolar Disease and Pro-
fessor of Psychiatry at the University of Pittsburgh School of Medicine in Pittsburgh,
Pennsylvania.

For complete biographical information, see “About the Contributors,” p. 613.
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has several friends in the neighborhood. However, for the past 3-4 months, ac-
cording to the mother, Heather’s mood has been mostly “up.” Heather fre-
quently laughs and giggles for no apparent reason. At school, she giggles so
much that she is unable to recite the morning prayer and Pledge of Allegiance.
Heather’s mother said that teachers have complained about Heather’s exces-
sive silliness and describe times when she talks so fast that she is difficult to un-
derstand. Her mother reported that Heather has so much energy that she
sometimes takes 2—3 hours to fall asleep, and when she awakens at 6 A.M., she
is energetic and does not appear to be tired despite sleeping 2-3 hours less than
usual. Her mother also reported that at times Heather talks so fast and jumps
from one subject to another so quickly that it is hard to follow what Heather is
saying. Heather tells her mother that her “thoughts are going around and
around in her head.” She has been learning Bible verses at school and some-
times walks around the house chanting Bible verses and is unable to stop.
Heather is focused on becoming a singer, actress, or model and keeps asking
her mother to find out how she can get on the television program Star Search.
Her mother described Heather as being quite insistent about appearing on
television and said that Heather really believes she will be a “star.” She is
slightly hypersexual and crawls onto adults’ laps in a flirtatious manner and has
begun kissing her mother on the mouth, which is very unusual for Heather.
Heather has been more irritable over the past few months with a low frustration
tolerance, at times “exploding” when she cannot have what she wants. She has
been more argumentative and at times aggressive with her older sister. Heather
and her mother denied that Heather has suicidal and homicidal ideations. Her
mother reported that the above-noted symptoms last from 3 to 7 days a week,
with minimal euthymic periods. Heather’s mother is unaware of any event that
may have precipitated this change in Heather’s mood and behavior.

Both Heather and her mother denied current depressive symptoms. How-
ever, Heather has experienced two episodes of major depression in the past
(see “Past Psychiatric History,” below).

In addition to the previously mentioned manic symptoms, Heather also has
anxiety symptoms. Over the past 7-8 months, Heather has experienced 10
panic attacks. She endorsed all associated symptoms, including shortness of
breath, palpitations, sweating, shaking, choking, chest pain, nausea, dizziness,
derealization/depersonalization, fear of losing control, fear of dying, numb-
ness/tingling, and chills and hot flushes. She stated that cach attack lasts for
about 20 minutes. Some of the panic attacks have been unexpected. Both
Heather and her mother denied that these symptoms are impairing or that
Heather has changed her behavior in response to the attacks.

Heather and her mother endorsed current symptoms of separation anxiety
disorder (SAD). Heather stated that “ever since I can remember,” she has not
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liked to be separated from her mother. Heather stated that when her mother is
away from home, Heather often worries that her mother will “have an acci-
dent, not come back, or run away.” Heather also stated that she worries every
day that she herself will be killed or kidnapped. She stated that she does not
have a tantrum or cry when her mother leaves the house but that she always
begs her mother to stay home. She admitted that during the last school year,
she pretended to be sick on several occasions to stay home with her mom.
Heather often follows her mother from room to room when they are at home
together. On most nights, Heather cannot sleep alone and sleeps with her
mother. Heather also reported having nightmares, almost every night, involv-
ing a separation theme.

Heather reported having had symptoms of generalized anxiety disorder
(GAD) for the past 4 years. Her mother indicated that Heather worries more
than other children her age and that Heather has multiple worries about things
happening at home and school most days of the week. The worries are about
future and past events. Heather stated that she cannot control her worries, and
her mother reported that Heather experiences many physical symptoms of
GAD on most days. Her mother stated that Heather is very self-conscious, wor-
ries a lot about competence, and needs much reassurance. Heather has re-
cently been especially worried about her school performance and has been
extremely anxious when taking tests, saying that her mind “goes blank” during
the test.

Both mother and daughter denied symptoms of other psychiatric disorders,
including psychotic disorders, disruptive behavior disorders, obsessive-compulsive
disorder, posttraumatic stress disorder, and substance abuse. Heather has no
history of physical or sexual abuse.

PAsT PsycHiaTrRIC HisTORY

Heather has had two past episodes of depression. One episode occurred when
she was age 5 and lasted for 8 months; the second and more serious occurred
when she was age 8 and lasted for 7 months. Both episodes met diagnostic cri-
teria for major depressive episode. During the second episode, Heather told
her mother thatshe felt “like she wanted to cut herself.” She had taken the scis-
sors and thought about cutting her throat. In addition to suicidal ideation,
Heather endorsed feeling sad most of the day, every day; not being interested in
her usual activities; having difficulty falling asleep and feeling tired during the
day; loss of appetite; inability to concentrate; and decreased self-esteem.
Heather denied ever having attempted suicide. The first episode of depression
subsided without treatment. For the second episode, Heather was treated with
cognitive-behavioral therapy (CBT) for 7-8 months. Heather was also treated
with paroxetine 10 mg/day for 4-6 weeks, but her mother discontinued this
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medication, stating that it made Heather “worse.” While taking paroxetine,
Heather began to experience panic attacks, which persisted after the medica-
tion was discontinued.

Heather’s mother also reported that prior to the onset of depressive symp-
toms, Heather exhibited symptoms of attention-deficit/hyperactivity disorder
(ADHD), inattentive type. These symptoms included having difficulty paying
attention to tasks, being easily distracted, being forgetful, frequently losing her
belongings, having difficulty following through with instructions, and fidget-
ing. Her mother reported that these symptoms are persistent but become much
worse when Heather’s mood becomes silly or “up.”

SuBsTANCE ABUSE HisTORY

Heather has no history of substance abuse.

MepicaL History

Heather has no significant medical problems.

DeveLopPMENTAL HisTORY

Heather’s mother reported that she used no medication, alcohol, cigarettes, or
illicit drugs during her pregnancy. She reported that the pregnancy, labor and
delivery, and postnatal period were within normal limits. She also stated that
Heather’s developmental milestones were reached early.

SoclAL History

Heather lives with her biological mother, 11-year-old sister, and 81-year-old
grandfather. Her biological mother has full custody, and her biological father
has limited involvement with Heather. He has weekly supervised visits with
Heather, although recently Heather has not wished to see her father. Her
mother described Heather’s father as alcoholic and added that he has been ver-
bally abusive to Heather in the past.

Heather is enrolled in the third grade at a local private school. Her mother re-
ported that Heather is a good student, although recently her grades have been af-
fected by her manic symptoms. According to her mother, although Heather is
usually “popular” with peers and has no problems with making friends, she
started a new school this year and has not yet established any close friendships.

FamiLy HisTory

Heather’s mother has been diagnosed with bipolar I disorder, social phobia,
posttraumatic stress disorder, panic disorder, and alcohol dependence. She
was treated for postpartum depression after Heather’s birth and has had multi-
ple psychiatric hospitalizations.
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Heather’s father has a history of major depressive disorder (MDD), as well
as alcohol and cocaine dependence.

Heather’s 11-year-old sister has been diagnosed with bipolar I disorder and
anxiety disorder not otherwise specified.

MENTAL STATUS EXAMINATION

Heather is a 9-year-old girl who appeared her stated age. She was dressed pro-
vocatively, wearing a sheer animal print blouse, which exposed part of her mid-
riff, and a bright scarf.

Heather was friendly, outgoing, and cooperative with the interview. She
was distractible but seemed to make an effort to pay attention to questions. She
was very talkative and at times drifted to an unrelated topic, but she responded
well to redirection. Heather was restless and fidgeted in her seat and had more
difficulty staying in her seat as the interview progressed. She described her
mood as “good” and “happy,” and her affect was congruent. Her speech was
rapid at times but not pressured. Heather denied auditory or visual hallu-
cinations. She denied current suicidal or homicidal ideation. Heather was
aware that she has been getting into trouble at school because she is “too silly”
and has “too much energy inside” but stated that she cannot control this
behavior.

COMMENTARIES

Psychotherapeutic Perspective

Mary A. Fristad, Ph.D., A.B.P.P.

DIAGNOSTIC FORMULATION

The assessment of bipolar disorder should include a detailed, longitudinal sum-
mation of the onset, offset, and duration of manic and depressive symptoms in
relation to stresstul life events, a medical history (including psychotropic and
other medication utilization), a developmental history, assessment of school ad-

Mary A. Fristad, Ph.D., A.B.P.P., is Professor of Psychiatry and Psychology and Direc-
tor of Research and Psychological Services in the Division of Child and Adolescent
Psychiatry at The Ohio State University in Columbus, Ohio (for complete biographi-
cal information, see “About the Contributors,” p. 613).
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justment, and a three-generational family history; information regarding symp-
toms should be elicited from both the child and the parent (Danner et al. 2009;
Kowatch et al. 2005a; Quinn and Fristad 2004). Heather’s case meets these cri-
teria. Self-report inventories, such as the Child Mania Rating Scale (Pavuluri et
al. 2006) and the General Behavior Inventory (Depue et al. 1989; Youngstrom
etal. 2001), are effective screening devices, and rating scales are useful to doc-
ument symptom severity, but neither can be used to make a diagnosis of bipolar
disorder (Danner et al. 2009). However, mood rating scales and self-report in-
ventories—clinician-rated forms completed during office visits and mood
charts that Heather and/or her mother complete at home —are useful to mon-
itor treatment response and to track changes in diagnosis.

Heather’s presentation illustrates several features common to childhood-on-
set bipolar spectrum disorders (bipolar I, bipolar II; cyclothymia, bipolar disorder
not otherwise specified). First, she has multiple symptoms of anxiety, including
panic, SAD, and GAD. Second, her symptoms manifested at an early age, with
her first depressive episode notable by age 5. Third, when treated with a selective
serotonin reuptake inhibitor (SSRI) for a depressive episode, Heather deterio-
rated. Fourth, Heather appears to have preexisting ADHD, inattentive type, the
symptoms of which appear worse when Heather is manic. Clear exacerbation of
the “overlap” symptoms of distractibility and increased goal-directed activity is
needed to count these as symptoms of both ADHD and bipolar disorder. Fifth,
Heather has a significant family history. Her father has a history of MDD, and her
mother and sister have been diagnosed with bipolar I disorder.

Heather has had two past episodes of depression. Currently, she is exhibit-
ing manic symptoms, including both euphoric and irritable mood, grandiosity,
decreased need for sleep, increased talkativeness, flight of ideas, distractibility,
psychomotor agitation, and hypersexuality.

DSM-IV-TR DIAGNOSIS

Axis I 296.42 Bipolar I disorder, most recent episode manic, moderate
314.00 ADHD, predominantly inattentive type
309.21 Separation anxiety disorder
300.02 Generalized anxiety disorder

Axis I None

Axis III' None

Axis IV Poor relationship with father, who has been verbally abusive in the
past and is diagnosed with alcohol and cocaine dependence
Mother has had multiple psychiatric hospitalizations and is diag-
nosed with alcohol dependence (although there is no indication of
current problems)



Commentary: Psychotherapeutic Perspective 103

Axis V  Global Assessment of Functioning=55
Currently experiencing moderate impairment at school and home,
questionable with peers

TREATMENT RECOMMENDATIONS

First, Heather should receive a medication evaluation (as discussed by Ko-
watch, in his commentary later in this chapter). Second, Heather and her fam-
ily should begin psychoeducational psychotherapy. Three formats have been
tested for children her age: individual family psychoeducation (Fristad 2006),
multifamily psychoeducation groups (Fristad et al. 2003), and the RAINBOW
program (Pavuluri etal. 2004). These three programs have common elements:
1) education about mood disorders and their management and 2) skill building
in emotion regulation, communication, and problem solving (Lofthouse and
Fristad 2004). Heather and her mother might first participate in a multi-family
group and then follow up in individual family therapy, or they might begin im-
mediately with the latter, depending on what services are available in their
community. Group and individual family interventions have different prag-
matic and clinical advantages and disadvantages (Fristad 2006). Heather and
her family should work with a therapist familiar with childhood-onset bipolar
disorder to avoid the many misattributions about symptoms that can occur when
a therapist does not have such knowledge (Mackinaw-Koons and Fristad 2004).
Heather has had suicidal ideation previously; this should be carefully moni-
tored throughout treatment.

The stability of Heather’s mother and sister needs to be considered. Be-
cause multiple family members with bipolar disorder can all be stressors for
one another (family mood charting can illustrate this), all family members in
the home should receive comprehensive care. Family sessions can address how
members can cope best with their own symptoms and the stressors inherent in
the home. As a part of this approach, Heather and her family should be assisted
in establishing family routines around meals and sleep.

Heather is currently estranged from her father, who may not be stable cur-
rently. Inviting him to a family therapy session might provide an opportunity to
assist him in resuming active treatment for his substance abuse and depression.

Heather’s psychotherapy should also address her anxiety symptoms. Co-
morbid anxiety disorders are a negative predictor of outcome (DelBello et al.
2007), so minimizing their impact will be critical to her overall success. CBT
is reccommended to treat both SAD and GAD. If CBT successfully reduces
Heather’s anxiety, medications (SSRIs) to target anxiety can be avoided, which
is desirable because SSRIs can trigger manic symptoms. Also, her ADHD, in-
attentive type, should be targeted. Medication management of her inattentive
symptoms may be required after her mood is stabilized. Heather and her family
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will also need to understand how these symptoms typically manifest and how
they can be managed at home.

As part of Heather’s psychosocial intervention, school-based functioning
should be monitored. Heather historically has been a good student and has
done well with academics, behavior, and social interactions. However, these
areas of functioning have been affected by her current illness. Additionally, her
ADHD, inattentive type, quite likely impacts her school performance nega-
tively. Thus, communication between the mental health team, family, and
school professionals may be helpful to generate an intervention strategy for
Heather at school. In particular, I recommend providing school staff with ed-
ucational material (see http:/www.bpkids.org for sample handouts) and decid-
ing on a prearranged “cool-off” setting, the use of which either Heather’s
teacher or Heather can initiate.

Finally, Heather’s mother may benefit from joining an online support
group (see http://www.bpkids.org). Heather, her sister, and her mother may all
benefit from learning more about their disorders (a book list is provided in “Re-
sources” in Fristad and Goldberg Arnold 2004).

If these interventions are not successful in ameliorating Heather’s symp-
toms, medication readjustment should be considered. Additionally, Heather
and her mother should work with their therapist to update treatment goals
(Fristad and Goldberg Arnold 2004, pp. 153-155) and continue to implement
and test the efficacy of interventions they devise collaboratively in therapy.

Psychopharmacologic
Perspective

Robert A. Kowatch, M.D., Ph.D.

DIAGNOSTIC FORMULATION

What is most interesting about Heather is that if she were age 19 rather than
age 9, no one would question the diagnosis of bipolar disorder. She presents
with 3- to 7-day periods of elevated/euphoric moods, pressured speech,
increased energy, decreased need for sleep, racing thoughts, grandiosity,

Robert A. Kowatch, M.D., Ph.D., is Professor of Psychiatry and Pediatrics and Director
of Psychiatry Research at Cincinnati Children’s Hospital Medical Center in Cincinnati,
Ohio (for complete biographical information, see “About the Contributors,” p. 613).
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increased goal-directed behavior, and hypersexuality. This patient meets
DSM-IV-TR criteria for a current manic episode, with six out of seven symp-
toms for mania. These symptoms last 3-7 days a week and have caused signif-
icant impairment; the patient’s teachers have complained about the patient’s
excessive silliness in class. Heather meets DSM-IV-TR criteria for bipolar I
disorder, nonpsychotic, current episode manic. Her presentation is character-
istic of what Geller et al. (2000) described as prepubertal and early-onset bipo-
lar disorder. A meta-analysis of the phenomenology and clinical characteristics
of mania in children found that the majority of children and adolescents with
bipolar disorder present with periods of increased energy (mania or hypoma-
nia), accompanied by irritability, distractibility, pressured speech, grandiosity,
racing thoughts, decreased need for sleep, and euphoria/elation (Kowatch et
al. 2005b). Heather clearly fits this pattern.

Heather also meets DSM-IV-TR criteria for panic disorder, SAD, GAD,
and ADHD. Anxiety disorders and ADHD are frequently comorbid with bipo-
lar disorders in children and adolescents (Axelson et al. 2006; Geller et al.
2004; Wozniak et al. 1995). Comorbid panic disorder in bipolar children and
adolescents has been found to increase the odds of making a serious suicide at-
tempt by a factor of 4 (Goldstein et al. 2005). Before Heather had a manic ep-
isode, she had two separate episodes of major depression, one atage 5 years and
another at age 7. Episodes of major depression at a young age are also charac-
teristic of early-onset bipolar disorder (Geller et al. 1994). The family history is
significant for a first-degree relative (biological mother) with bipolar I disorder,
which increases the likelihood that the patient will have a bipolar disorder by a
factor of 5 (Youngstrom and Duax 2005). The patient’s mother also has three
comorbid anxiety disorders, which are also common in adults with bipolar dis-
order (Freeman et al. 2002).

DSM-IV-TR DIAGNOSIS

Axis  296.43 Bipolar I disorder, severe without psychotic features, most re-
cent episode manic

314.00 ADHD, predominantly inattentive type
300.01 Panic disorder without agoraphobia
309.21 Separation anxiety disorder
300.02 Generalized anxiety disorder
AxisIT  None
Axis III' None
Axis IV Mild—problems with primary support group (divorced parents)
Axis V' Global Assessment of Functioning=50

Serious symptoms
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TREATMENT RECOMMENDATIONS

The first goal of treating any patient with mania is to stabilize the person’s
mood with either a traditional mood stabilizer, such as lithium or valproate, or
an atypical antipsychotic (McClellan et al. 2007). No strong data are available
to recommend a traditional mood stabilizer over an atypical antipsychotic in
children and adolescents. Clinically, the atypical antipsychotics work more
quickly and have a larger therapeutic effect than do traditional mood sta-
bilizers. However, many safety issues remain unresolved about the long-term
use of atypical antipsychotics in children and adolescents (Correll and Carlson
2006).

The majority of children and adolescents with bipolar disorder require
combination pharmacotherapy for mood stabilization, but the data on combi-
nation treatment are limited (Findling et al. 2003; Kowatch et al. 2003). In the
only double-blind, placebo-controlled study of an atypical antipsychotic for
the treatment of adolescents with bipolar disorder, quetiapine in combination
with divalproex resulted in a greater reduction of manic symptoms than did di-
valproex monotherapy, suggesting that the combination of a mood stabilizer
and an atypical antipsychotic is more effective than a mood stabilizer alone for
the treatment of adolescent mania. In this study, the dosage of quetiapine was
titrated to 450 mg/day in 7 days and was well tolerated (DelBello et al. 2002).

Two other pharmacologic treatment issues with Heather are her comorbid
ADHD and anxiety disorders. Treatment of children with bipolar disorder and
co-occurring ADHD requires mood stabilization with a traditional mood sta-
bilizer or an atypical antipsychotic prior to initiating stimulant medications
(Biederman et al. 1999). A randomized controlled trial of 40 children and ad-
olescents with bipolar disorder and ADHD demonstrated that low-dose mixed-
salts amphetamine can be safely and effectively used for treatment of comorbid
ADHD symptoms following mood stabilization with divalproex (Scheffer etal.
2005). Sustained-release psychostimulants may be more effective at reducing
rebound symptoms in children and adolescents with bipolar disorder. A typical
dosage of such stimulants for a child with bipolar disorder and ADHD would
be 36-54 mg/day of methylphenidate (Concerta) or 10-20 mg/day of amphet-
amine (Adderall XR).

Comorbid anxiety disorders can be treated using psychotherapy, medica-
tions, or both. Among the psychosocial treatments, CBT has been found effi-
cacious for the treatment of social phobia, SAD, and GAD, and for obsessive-
compulsive and posttraumatic stress disorders (March 1995; March et al.
1998). The SSRIs have also been found to be efficacious for the treatment of
anxiety disorders (Birmaher et al. 2003), but caution should be used because
these agents may trigger manic, mixed, or rapid cycling episodes in patients
with bipolar disorder. Therefore, in most cases, particularly in patients with
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bipolar I disorder, before attempting to use SSRIs to alleviate the anxiety dis-
order, the clinician should first stabilize the bipolar disorder with a traditional
mood stabilizer or atypical antipsychotic.

Most traditional psychotherapeutic interventions have not been systemat-
ically studied in children and adolescents with bipolar disorder, but patient
and family education and therapy are frequently very effective. It is very helpful
to educate children and adolescents and their families and teachers about
bipolar illness, the importance of medication compliance, and the need for
regular monitoring of mood stabilizer serum levels and other laboratory mea-
sures. Instructing patients and/or their parents to keep a daily record of the
level of depressive and manic symptoms (mood charting) is a tool that may
help monitor symptom presence and recurrence. Several groups have demon-
strated the efficacy of family therapy for the treatment of bipolar children and
adolescents and their families (Fristad 2006; Miklowitz et al. 2004). Other psy-
chosocial tactics that are useful with these patients include 1) minimizing pe-
riods of overstimulation, 2) maintaining good sleep hygiene, 3) addressing
issues of medication nonadherence immediately, 4) discussing the risk of sub-
stance abuse with the patient and family, and 5) encouraging mood charting
by the patient and parent. The following are useful print resources for parents:

e New Hope for Children and 'leens With Bipolar Disorder: Your Friendly, Au-
thoritative Guide to the Latest in Traditional and Complementary Solutions
(Birmaher 2004)

® Raising a Moody Child: How to Cope With Depression and Bipolar Disorder
(Fristad and Goldberg Arnold 2004)

Bipolar disorder in children and adolescents is increasingly recognized as a
serious and prevalent mood disorder that requires early recognition and inter-
vention. Like diabetes, bipolar disorder tends to be a chronic disorder in chil-
dren and adolescents and is best managed with supportive and educational
therapies that involve the patient and family. Increased recognition, diagnosis,
and treatment of children and adolescents with bipolar disorder will improve
the outcome for these patients and their families.
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Integrative Perspective

Mary Kay Gill, R.N., M.S.N., J.D.
Boris Birmaher, M.D.

DIAGNOSTIC FORMULATION

BipoLAr | DisorDER, CURRENT EpisobE MANIC

Heather initially presented with recurrent MDD with melancholic symptom-
atology. These symptoms and her family history of bipolar disorder increased
her risk to develop bipolar disorder (Strober and Carlson 1982). In fact, a few
years after she experienced depression, she developed symptoms of mania that
included lack of need for sleep, increased energy, pressured speech, and hy-
persexuality, as well as extreme silliness and excessive fantasies that are beyond
what is expected for her developmental age. Heather’s symptoms of bipolar dis-
order have been fluctuating rapidly, making her diagnosis and treatment diffi-
cult. In addition, as is common in children with bipolar disorder (Axelson et al.
2006; Birmaher et al. 2006; Pavuluri etal. 2005), Heather has had increased ir-
ritability, aggression, and oppositional behaviors, which may have been easily
misdiagnosed as oppositional defiant disorder. However, these symptoms
mainly appear (or worsen) in the context of her mood symptomatology. Be-
cause no other psychiatric or medical illnesses can account for Heather’s mood
fluctuation and lability, the clinician made a diagnosis of bipolar I disorder,
current episode manic. However, for other patients, a clinician should con-
sider additional factors, such as substance or steroid use or ongoing physical or
sexual abuse, because these factors may confound the clinical picture.

ATTENTION-DEFICIT/HYPERACTIVITY DISORDER, INATTENTIVE TYPE

Because Heather has a history of chronic inattention, which predated the onset
of her mood symptoms, the physician diagnosed ADHD, inattentive type. These
symptoms worsened during the periods of depression and mania, but they con-
tinued during her euthymic periods. Comorbid ADHD is frequently diagnosed
in youth with bipolar disorder (Axelson et al. 2006; Kowatch et al. 2005a; Pavu-
luri et al. 2006). This diagnosis poses a challenge for the diagnosis of bipolar dis-
order, however, because many ADHD symptoms overlap with the symptoms of
mania and hypomania. Clinicians should be alert for the following, which may
suggest the presence of bipolar disorder: the symptoms of ADHD fluctuate over
time, the ADHD symptoms worsen or do not respond to treatment with stimu-
lants, the child has a significantly decreased need for sleep (not only sleep prob-
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lems encountered at the beginning of the night, as is typical in children with
ADHD), and the patient displays hypersexuality that is not attributable to expo-
sure to sexual abuse or sexual situations. Although a patient’s attentional prob-
lems may be the prodromal symptoms of bipolar disorder and not necessarily the
symptoms of another diagnosis, further research in this area is warranted.

ANXIETY DISORDERS

Because Heather’s panic attacks were not impairing her functioning, only a
rule-out diagnosis of panic disorder without agoraphobia was given. Anxiety
disorders are common in youth and adults with bipolar disorder (Axelson et al.
2006; Kowatch et al. 2005a, 2005b; Pavuluri et al. 2005). In fact, some anxiety
disorders, particularly panic disorder and bipolar disorder, appear to have a spe-
cific association (Birmaher et al. 2002). This is important, because currently the
best available pharmacologic treatment for anxiety in children is an SSRI (Bir-
maher et al. 1994), which may destabilize the mood of a patient with bipolar
disorder. Of course, patients with anxiety may be offered treatment with psy-
chotherapies, which have been found efficacious for the management of anx-
iety disorders in children and adolescents (Connolly et al. 2007).

DSM-IV-TR DIAGNOSIS

Axis1  296.40 Bipolar I disorder, most recent episode manic
314.00 ADHD, predominantly inattentive type
309.21 Separation anxiety disorder
300.02 Generalized anxiety disorder
Axis IT  None
Axis III' None
Axis IV Problems with primary support group: minimal contact with father

Axis V. Global Assessment of Functioning (in this case, Children’s Global
Assessment Scale)=55

TREATMENT RECOMMENDATIONS

The treatment of bipolar disorder is divided into acute and maintenance (to
prevent recurrences). The treatment varies depending on the severity of the
symptoms and whether the patient has depression, mania, hypomania, mixed
or rapid cycling episodes, and/or psychotic features (Birmaher et al. 2006; Ko-
watch et al. 2005a; Pavuluri et al. 2005). Also, the clinician together with the
patient and parents should decide if the symptoms are amenable to treatment
in an outpatient clinic or if inpatient or partial hospitalization is necessary.

In addition to pharmacotherapy for patients, all patients and their families
require education and psychotherapy to help them to understand and cope
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with their acute and chronic symptoms, the fact that the illness is chronic and
quite possibly lifelong, and the “side effects” of the illness, such as conflicts,
poor academic performance, behavior problems, and problems with the law.
Moreover, bipolar disorder runs in families, and family members may also
have other psychiatric disorders (e.g., substance abuse). Therefore, the treat-
ment of children with bipolar disorder should include their families, and, if
warranted, other family members should be referred for appropriate treatment
(Birmaher et al. 2006; Pavuluri et al. 2005).

Additionally, the patient’s comorbid disorders, ongoing problems at school,
and interpersonal problems should be addressed. However, as discussed below,
the comorbid disorders usually should be addressed after the mood disorder
has been stabilized.

The treatment of choice for a child with acute mania involves the use of mood
stabilizers, including an atypical antipsychotic (Kowatch et al. 2005a; Pavuluri
et al. 2005). Because a considerable amount of time is often needed for the
beneficial effects of lithium or valproate to become apparent, use of an atypical
antipsychotic agent is preferable in patients with acute symptoms that are af-
fecting their psychosocial functioning and especially in those patients with ag-
itation, psychosis, or behaviors that may harm others or themselves. These
medications work quickly, and some of their side effects, such as sedation, may
be advantageous to control a patient’s behaviors.

As noted in the case presentation, Heather was not severely manic or agi-
tated. After appropriate laboratory tests (e.g., creatinine, blood urea nitrogen,
electrolytes, thyroid function tests, urinalyses) were conducted, the clinician
decided to start treatment with a slow-release lithium formulation (Eskalith
CR). The dosage of lithium was gradually increased to 225 mg in the morning
and 450 mg at bedtime, and her lithium blood levels were 0.76 mEq/L.
Heather’s symptoms improved over the following 1-2 months, but as com-
monly seen in children with bipolar disorder (Birmaher et al. 2006), she de-
veloped depression and auditory hallucinations. She heard voices threatening
to kill her or her family. After appropriate blood work (fasting glucose and lipid
profile, liver function tests, complete blood count with differential) was done
and Heather’s body mass index and waist circumference were measured, the
clinician added quetiapine 150 mg/day at bedtime. However, 2 weeks later,
Heather’s psychosis worsened and she began to experience suicidal ideation
with a plan. At this time, Heather was hospitalized. During the inpatient hos-
pitalization, the dosage of quetiapine was increased to 500 mg/day and the lith-
ium levels were optimized to 1.0 mEq/L. After 2 weeks, Heather’s symptoms
improved and she was discharged from the hospital.

During her follow-up, Heather’s anxiety symptoms were successfully man-
aged through CBT. However, because ADHD, inattentive type, continued to
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affect her school performance and self-esteem and induced significant con-
flicts athome, a long-acting stimulant was added. As others have demonstrated,
stimulant treatment of ADHD is necessary for some youths with bipolar dis-
order to improve their comorbid ADHD symptoms (Scheffer et al. 2005). In
general, after the mood symptoms have been under control, children and ad-
olescents tolerate well the addition of stimulants to their mood stabilizers.
While being treating with quetiapine for several months, Heather gained a
considerable amount of weight that was not controlled by her dieting efforts. In
light of this bothersome side effect and the fact that Heather’s mood had been
stable for several months, the quetiapine was slowly tapered and discontinued.
Subsequently, Heather again developed a moderate depression. Although no ran-
domized controlled trials have been done with lamotrigine in youth, anecdotal
evidence indicates that lamotrigine is effective for the treatment of depressive or
anxiety symptoms (Kowatch et al. 2005a; Pavuluri et al. 2005). Thus, lamotrigine
(100 mg twice a day) was added to Heather’s lithium. She has tolerated the lamo-
trigine well, and for the last year her symptoms have been under good control.
Although evidence indicates that family-focused therapy (FF'T) is an effec-
tive treatment for adolescents and adults with bipolar disorder (Miklowitz et al.
2004; Pavuluri et al. 2005), studies of FFT in children have not been reported.
This type of psychotherapy appears to increase the patient’s adherence to treat-
ment (a problem frequently encountered in patients with bipolar disorder), de-
crease family conflict, increase the patient’s and family’s coping skills, and
reduce the risk for further depression and hospitalizations. In light of this,
Heather and her family were treated with 15 sessions of FF'T', with good results.
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Life of the Party

Chronic Marijuana Use

Paula Riggs, M.D.

CASE PRESENTATION

IDENTIFYING INFORMATION

Brad is a 17-year-old seeking outpatient treatment for his marijuana abuse.

CHIEr COMPLAINT

Brad reported, “I hit my girlfriend when I was high. She was pressuring me to
get a job, but I said that I couldn’t because I'm a ‘pothead.” I never thought of
my marijuana use as a problem, but it scared me when I hit her.”

HistorYy OF PRESENT ILLNESS

Brad arrived at a scheduled clinic intake appointment on time; he was dressed
in jeans, a white T=shirt, and high-top basketball shoes. He says that he began
experimenting with marijuana at age 14 and has been smoking daily for the
past year, escalating to multiple times daily after his mom “kicked him out of
the house” about 8 months ago and he started living with three male room-
mates.

Brad says that he never considered his drug use a problem because the only
thing he uses is marijuana and he is “not that into other drugs or alcohol.” He

Paula Riggs, M.D., is Associate Professor of Psychiatry at the University of Colorado
School of Medicine in Denver, Colorado (for complete biographical information, see
“About the Contributors,” p. 613).
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does think that he is “addicted” to marijuana and is not sure that he could quit
even if he wanted to. He adds that “smoking weed is the way I cope with ev-
erything; I don’t feel normal if I'm not high.” He also acknowledges a growing
number of problems in his life related to his escalating use in the past year, in-
cluding relationship problems with his mother and girlfriend, problems with
school, and job loss. He also reports that marijuana makes him “lazy” and un-
motivated. The immediate precipitant for seeking treatment is the loss of con-
trol over his aggression (hitting his girlfriend) last week, coupled with fears that
his girlfriend will break up with him if he does not get treatment now.

Brad endorsed initial insomnia, which has been a chronic problem as far
back as he can remember, and states that he has a normal appetite.

PAsT PsycHiATRIC HIsTORY

Brad denies undergoing mental health or substance abuse treatment previ-
ously. He says he was diagnosed with attention-deficit/hyperactivity disorder
(ADHD) in second grade by his pediatrician (teacher referral), who recom-
mended medication. However, because his mother “didn’t believe in drugging
kids,” he never started on medication. His mother has always described him as
extremely “hyper,” even as a baby, much more so than his brother.

As far back as Brad can remember, he has always gotten into trouble for
talking and disrupting class activities. He recalls having been very fidgety as
early as first and second grade, being poorly organized and distractible, and
having difficulty concentrating and staying focused. He adds that he has always
been a “major procrastinator”; has trouble “finishing” things; and is “very, very
impatient” and easily frustrated. He denies current or past depression, anxiety
disorder, and psychosis. He says that his appetite is normal. Although he re-
ports always having had trouble “winding down” to go to sleep, he denies pe-
riods of requiring significantly less sleep than usual or other symptoms of
mania. He usually smokes marijuana at bedtime to help him go to sleep.

SussTANCE Use HisTory

Brad began smoking cigarettes at age 11 and currently smokes three-fourths of a
pack per day. He began smoking marijuana with his older brother (1% years
older) when he was 14 and progressed to daily smoking by age 15. He escalated
to multiple-times-daily use about 8 months ago after his mother “kicked him out”
of the house because she continued to find drug paraphernalia and bags of mar-
ijuana in his room after he lied about “quitting.” He began living with three male
roommates, all of whom smoke and “deal” marijuana. He began drinking alco-
hol at “parties” at age 15. He says that his normal pattern of drinking is to get
drunk with his friends or roommates on Friday and Saturday nights (drinking
seven to eight beers over the course of an evening). He has never been a daily



Case Presentation 117

drinker and denies ever experiencing withdrawal symptoms. He has driven a car
while intoxicated on alcohol and marijuana on several occasions but has not
been stopped for driving while impaired or driving under the influence. He de-
nies the use of any other drugs more than five times in his lifetime. He has tried
Ecstasy twice and cocaine (intranasally) three times in the past year.

MebicAL HisTory

Brad denies significant medical illness. He has a history of environmental and
seasonal allergies. He has had no surgeries. He has a small 1-cm well-healed
scar lateral to his right eyebrow —the result of his having fallen off his bicycle at
age 10. He reports no loss of consciousness in that fall and denies other head in-
juries or seizures.

DeveLoPMENTAL HisTORY

To Brad’s knowledge, he is the product of a normal pregnancy and delivery and he
had no delays in developmental milestones. His mother smoked cigarettes during
the pregnancy but did not drink alcohol or use other drugs to his knowledge. He
was a B/C student in elementary school, with worsening grades in middle school.
Chronic truancy, failing grades, and drug use at school led to his transfer to an al-
ternative high school in ninth grade. He dropped out of high school when he
turned 17, but he plans to get his GED so he can get into culinary school next fall.

SociAL History

Brad says that his father was always “very strict” and verbally abusive to Brad,
his brother, and his mother. He would “get mad over nothing, especially if he
was drunk.” His parents separated about 4 months ago and are going through a
divorce. Brad has spoken with his father once on the phone since his father
moved out. He says he has never been close to his father. He has always been
closer to his mother, but increasing conflicts related to his drug use have seri-
ously strained his relationship with his mother in the past year.

FAmiLy HisTory

Brad’s father had alcohol dependence and is in recovery. He has been absti-
nent for the past year. His mother was dependent on nicotine and quit smoking
a year ago when his father stopped drinking. His older brother, age 19, is cur-
rently in jail for possessing and selling methamphetamine; he also has alcohol
abuse and cannabis dependence.

MENTAL STATUS EXAMINATION

Brad was alert and oriented to person, place, and time. He is tall, with a lean
athletic build. He absentmindedly drummed his pencil on the table intermit-
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tently throughout the interview. He was somewhat distractible during the in-
terview but engaged with good eye contact.

Affect

Brad’s affect was appropriate, with a normal range, and he appeared euthymic.

Mood

Brad denied depression and he rated his mood as 2 when asked to rate his
mood on a 1-10 scale, given the anchor points 1 = no depression and 10 = sui-

cidal, hopeless.

Memory and Attention

Brad had some difficulty with short-term working memory on the digit span
task but was able to complete the task accurately with slight prompting on the
second attempt.

Thought Content/Amount

Brad denied any psychotic symptoms and appeared not to have racing thoughts
or a thought disorder.

COMMENTARIES

Psychotherapeutic Perspective

Yifrah Kaminer, M.D., M.B.A.

DIAGNOSTIC FORMULATION

Brad meets criteria for marijuana dependence with physiological dependence,
as evidenced by increased tolerance during a 12-month period. Important ac-
tivities are impaired by Brad’s continued use, and he has continued use despite

Yifrah Kaminer, M.D., M.B.A,, is Professor of Psychiatry in the Department of Psychi-
atry and Alcohol Research Center, and Codirector of Research in the Division of
Child and Adolescent Psychiatry at the University of Connecticut Health Center in
Farmington, Connecticut (for complete biographical information, see “About the Con-
tributors,” p. 613).

Preparation of this commentary was supported by National Institute on Alcohol
Abuse and Alcoholism grant K24 AA013442-02 (Dr. Yifrah Kaminer).
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knowledge of associated problems. He has alcohol abuse problems, as evi-
denced by driving under the influence several times. ADHD needs to be ruled
out. The information about Brad’s ADHD is based on past history and con-
firms a lifetime diagnosis. However, to confirm a present ADHD diagnosis, the
clinician needs to repeat the assessment of comorbid psychiatric disorders after
a drug-free period of at least 2 weeks. The rationale is to prevent confusion with
masked symptomatology attributed to drug use or potential withdrawal symp-
toms from marijuana (see “Ireatment Recommendations” below).

DSM-IV-TR DIAGNOSIS

AxisT ~ 304.30 Cannabis dependence with physiological dependence
305.00 Alcohol abuse
Rule out ADHD
Rule out intermittent explosive disorder
Rule out oppositional defiant disorder

AxisII  None

Axis III None

Axis IV Problems with primary support group (i.c., family, friends)
Educational problems (i.e., school dropout)
Occupational problems (i.e., unemployed)
Housing problem (i.e., out of family home, resides with drug dealers,
unknown ability to financially sustain self but most probably unable
to unless involved in drug dealing)

Axis V  Global Assessment of Functioning=45 (serious impairment in all pa-
rameters indicated on Axis IV)

TREATMENT RECOMMENDATIONS

Adolescents with substance use disorders (SUDs) constitute a heterogencous
population characterized by differences in the type/combination of sub-
stance(s) used, severity of use, consequences, and presence of comorbid psy-
chiatric disorders. Marijuana is the most common illicit substance used by
adolescents diagnosed with SUD in the United States. The majority of adoles-
cents with cannabis use disorders are diagnosed with one or more comorbid
psychiatric disorders (Dennis et al. 2004). Clinical consensus suggests that co-
morbid disorders in youth should be treated simultaneously (Kaminer and
Bukstein 2008). However, although this approach is clinically sensible and has
been examined in adults, it has not yet been empirically tested in adolescents.

DSM-based diagnostic formulation is not sufficient to determine a patient’s
severity of use. The clinician needs to complete a more comprehensive assess-
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ment of the severity of the adolescent’s substance abuse and other domains
before making decisions regarding the following: 1) placement in an appropri-
ate treatment setting as delineated by the American Society of Addiction Med-
icine’s ASAM Patient Placement Criteria for the Treatment of Substance-
Related Disorders, 2nd Edition, Revised (ASAM PPC-2R; Mee-Lee etal. 2001)
and 2) an optimal treatment plan, which may include a singular treatment mo-
dality or integrated treatment modalities (Bukstein et al. 2005).

Necessary information is missing from Brad’s case presentation. Additional
questions include but are not limited to the following: When was the last time
Brad used drugs or alcohol? How much (i.e., quantity) does he use? How does
he pay for rent and for his marijuana? Has he been involved in illegal activity to
generate income? Was the physical abuse of his girlfriend a single episode,
or is there a pattern of physical abuse? Does Brad have friends who do not
use drugs? Several instruments, such as the Teen Addiction Severity Index
(Kamineretal. 1991), a commonly used multidimensional (i.e., alcohol, other
substances, school, employment, family, peer social, legal, and psychiatric)
semistructured interview, can be used to gather comprehensive information
and assess a patient’s severity of dysfunction in these domains.

Several interesting facts are included in Brad’s case description. First, be-
cause it is highly unusual for an adolescent to seek treatment when there is no
legal contingency attached, Brad’s seeking help indicates motivation for treat-
ment. However, this will be his first episode of treatment after 2 years of daily
intensive drug use. Adolescents often are not ready to engage in treatment and
change drug use during a first attempt to recover. The Problem Recognition
Questionnaire (Cady et al. 1996) can be used to measure pretreatment readi-
ness to change marijuana use.

Second, the lack of a diagnosis of marijuana withdrawal in DSM-IV (and
DSM-IV-TR) is problematic given the accumulating evidence that individuals
experience withdrawal symptoms. If Brad does respond to treatment and stop
his heavy marijuana use, he will likely manifest withdrawal symptoms. With-
drawal syndrome is indicated by a cluster of 6 or more out of 22 symptoms from
the Marijuana Withdrawal Symptom Checklist, such as irritability, craving,
mental cloudiness, decreased appetite, weight loss, and insomnia and mari-
juana dreams (Budney et al. 1999). A decision regarding placement in a treat-
ment setting needs to take the patient’s motivation and a potential withdrawal
syndrome into consideration (Mee-Lee et al. 2001).

Third, presently Brad lacks a support system because his family forced
him out of his home. Therefore, the clinician needs to determine whether
Brad has any non-drug-using friends or other family members who could pro-
vide him with basic needs (i.e., shelter, food), atleast during the treatment and
continued care phase.
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ASAM PPC-2R provides a “crosswalk” of levels of care and dimensions that
is used to determine an appropriate setting for a patient based on the individ-
ual’s placement on the dimensions. The following levels of care are available
for adolescents: early intervention; outpatient treatment; intensive outpatient
treatment/partial hospitalization; residential/intensive inpatient treatment
(clinically managed low-intensity residential; medium-intensity residential;
high-intensity residential/inpatient treatment); and medically managed inten-
sive inpatient treatment.

Intensive outpatient treatment may be appropriate for Brad, according to
his placement on dimension 1, acute intoxication and/or withdrawal potential;
dimension 3, emotional, behavioral, or cognitive conditions and complica-
tions—as evidenced by Brad’s mild to moderate impairment in social function-
ing, ability to self-care, and course of illness predictive of frequent monitoring
or interventions (e.g., including drug urinalysis and psychotherapy); dimen-
sion 5, relapse, continued use, or continued problem potential —as evidenced
by Brad’s significant risk of continued use or relapse; and dimension 6, recov-
ery environment—as evidenced by Brad’s environment that is impeding recov-
ery. A major concern is Brad’s need to change living arrangements to stay away
from apartment mates who use and deal drugs. He can either return home,
which needs to be negotiated with his parents; find a home with a nonuser; or
as a last resort move to a higher level of care, which in his case would be clin-
ically managed low-intensity residential treatment.

As noted in ASAM PPC-2R, an indicated level of care may not exist or be ac-
cessible in a patient’s community. Also, there are treatment menu variations in
programs within the same level. The treatment-pivotal components that are rec-
ommended for Brad include integration of personal and family or community
reinforcement interventions complemented by periodic drug urinalysis (Liddle
and Rowe 2006). For example, on the personal level, the recommended inter-
vention includes cognitive-behavioral therapy (CBT) for handling high-risk sit-
uations for drug use and for providing skills to enhance anger management, as
well as motivational interviewing to improve engagement. All interventions may
rely on the treatment manuals developed for the Cannabis Youth Treatment
study (Dennis et al. 2004), which can be downloaded free of charge from http:/
~www.kap.samhsa.gov/products/manuals/cyt. Finally, the clinician needs to eval-
uate the necessity of and resources available for consulting Brad on school, em-
ployment, peer relationship, anger management, and potential legal issues.

Treatment of Brad’s psychiatric comorbidity should be provided regardless
of the level of care. Nevertheless, the clinician needs to determine whether
such treatment is available in the assigned level of care or program given fea-
sibility of resources. Alternatives need to be addressed if psychopharmacologic
treatment for ADHD is necessary.


http://www.kap.samhsa.gov/products/manuals/cyt
http://www.kap.samhsa.gov/products/manuals/cyt
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Psychopharmacologic
Perspective

Oscar G. Bukstein, M.D., M.P.H.

DIAGNOSTIC FORMULATION

Brad’s marijuana use is clearly the focus of his presentation. His self-referred
status is the exception to the rule, because most youth are taken for evaluation
and treatment of substance use problems by their parents or other authority fig-
ures. Similarly, Brad acknowledges problems with his marijuana use and dis-
plays some motivation and reported desire for treatment, which are not typical
of most adolescents with similar problems.

Despite Brad’s experimentation with Ecstasy, cocaine, and perhaps other
drugs, only tobacco, marijuana, and alcohol have sufficient use histories that
constitute maladaptive patterns of use leading to clinically significant impair-
ment or distress and that meet other DSM-IV-TR criteria for a SUD. Distin-
guishing between diagnoses of abuse and dependence is important because a
diagnosis of dependence predicts a prognosis with a more chronic course:
abuse connotes use of the specific substance plus consequences, whereas de-
pendence refers to significant physical adaptation of the user to the substance
in the form of physiological symptoms such as tolerance and withdrawal and/
or compulsive use behaviors. If criteria for both are met, the individual is given
a dependence diagnosis.

TosAcco

Brad reports an early onset of tobacco (cigarette) use, currently at three-fourths
of a pack per day. At this level of daily use, Brad would likely manifest some
withdrawal symptoms after cessation of cigarette use. Largely because tobacco
becomes a legal substance for individuals at age 18 and because of the rela-
tively short duration of use, adolescents rarely suffer from consequences of use
or endorse other dependence symptoms except occasional attempts to quit.
Brad is likely not to be motivated to quit.

Oscar G. Bukstein, M.D., M.P.H., is Associate Professor of Psychiatry at the University
of Pittsburgh School of Medicine in Pittsburgh, Pennsylvania (for complete biograph-
ical information, see “About the Contributors,” p. 613).
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ALCOHOL

Brad endorses a relatively common adolescent pattern of binge drinking two
times a week. His endorsement of driving while intoxicated fulfills DSM-IV-
TR criterion 2 of alcohol abuse (“recurrent substance use in situations in
which it is physically hazardous”). He reports no other consequences or symp-
toms of alcohol dependence.

MARIJUANA

Brad’s endorsement of problems in his life related to escalating marijuana use
in the past year includes relationship problems with his mother and girlfriend,
aggression (in effect, DSM-IV-TR substance abuse criterion 4: “continued sub-
stance use despite having persistent or recurrent social or interpersonal prob-
lems caused or exacerbated by the effects of the substance”), and problems
with school and job loss (i.e., DSM-IV-TR substance abuse criterion 1: “failure
to fulfill major role obligations at work, school, or home”). These consequences
of use support a marijuana abuse diagnosis.

However, a dependence diagnosis is supported by Brad’s reported inability
to quit (i.e., DSM-IV-TR substance dependence criterion 4: “a persistent de-
sire or unsuccessful efforts to cut down or control substance use”) and his belief
that marijuana use makes him unmotivated and “lazy,” and possibly aggressive
(i.e., DSM-IV-TR substance dependence criterion 7: “continued despite knowl-
edge of having a persistent... physical or psychological problem that is likely to
have been caused or exacerbated by the substance”). According to available in-
formation, therefore, Brad meets only two out of the needed three criteria for
dependence.

Although Brad meets criteria for cannabis abuse, many adolescents are “di-
agnostic orphans” in that they meet one or two dependence criteria while
meeting no abuse criteria. Studies of adolescents with alcohol use disorders in-
dicate that these adolescents appear to be more similar to those youth with full
dependence criteria in terms of course.

Given Brad’s claims about being “addicted” or lacking control of use, he
may or may not meet the following DSM-IV-TR dependence criteria: criterion
3, “the substance is often taken in larger amounts or over a longer period than
was intended”; criterion 5, “a great deal of time is spent in activities necessary
to obtain the substance..., use the substance..., or recover from its effects”;
and criterion 6, “important social, occupational, or recreational activities are
given up or reduced because of substance use.”

For all youth reporting substance use or suspected of substance use, inquiry
into each of the SUD criteria for both abuse and dependence is essential for
making the correct diagnosis. Although not part of diagnosis, ascertainment of
quantity and frequency of use is also important. With tobacco and alcohol, this
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is relatively straightforward. However, determination of quantity of use is often
difficulty with cannabis because the drug is often shared, the potency of the
drug varies, and the drug is used on multiple occasions through the day.

OTHER COMORBID PsYCHIATRIC DISORDERS
Brad’s report of a history of ADHD and some current symptoms (a “major pro-
crastinator”; has trouble “finishing” things; impatience; observed distractibility
and difficulty with short-term memory during the interview) suggest a probable
current diagnosis of ADHD, which is not surprising given the frequent comor-
bidity of ADHD in adolescents being treated for SUDs. ADHD is commonly
associated with conduct disorder and/or oppositional defiant disorder, but the
case presentation does not give information about the presence or absence of
symptoms or behaviors meeting these disruptive behavior disorder criteria.
Although Brad denies other common psychiatric comorbidities with SUD,
such as depression, bipolar disorder, and anxiety disorder(s), screening for
these disorders is essential to any comprehensive diagnostic evaluation.

DSM-IV-TR DIAGNOSIS

Axis  305.20 Cannabis abuse; rule out dependence
305.00 Alcohol abuse
Rule out ADHD

Axis II  No diagnosis

Axis III  Cigarette smoking

Axis IV Problems with primary support group: conflict with mother
Problems related to social environment: conflict with girlfriend
Educational problems: dropped out of school
Vocational problems: job loss

Axis V  Global Assessment of Functioning=55 (current)

Prior to or concurrent with the development of a treatment plan, the clini-
cian should further clarify Brad’s diagnoses by 1) asking additional questions
about cannabis dependence criteria; 2) using ADHD rating scales for self and
other informant (parent, teacher); and 3) screening for or surveying for other
deviant behaviors, such as antisocial behaviors, sexual history, and other risk-
taking behaviors.

TREATMENT RECOMMENDATIONS

Brad’s motivation, insight, and absence of previous treatment for SUDs sug-
gest that a lower level of care, such as outpatient or intensive outpatient treat-
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ment, might be sufficient. Drug and alcohol treatment professionals often use
specific adolescent criteria developed by the ASAM (Mee-Lee et al. 2001) to
assist in determining level of care. The “Practice Parameter for the Assessment
and Treatment of Children and Adolescents With Substance Use Disorders,”
developed by the American Academy of Child and Adolescent Psychiatry, of-
fers a guide to basic principles of treatment (Bukstein etal. 2005). Pertaining to
assessment, the use of toxicologic methods (e.g., urine drug screens) both at
baseline assessment and ongoing during treatment is an important element,
designed to provide an objective check on adolescent self-report. Despite the
presence of comorbid disorders, adolescents with SUDs should receive spe-
cific treatment for their substance use. Adolescent treatment results in de-
creased heavy drinking, marijuana and other illicit drug use, and criminal
involvement, as well as improved psychological adjustment and school perfor-
mance (Hser et al. 2001). Because longer duration of treatment is associated
with several favorable outcomes, maintaining adolescents in some form of
treatment for 90 days or more appears optimal. In terms of empirical support
for specific treatment modalities, family therapy and CBT, both alone and with
motivational enhancement, have been shown to be efficacious (Bukstein et al.
2005; Liddle and Rowe 2006; Monti et al. 2001). Community reinforcement
approaches utilizing contingency contracting and vouchers also appear to be
promising (Henggeler et al. 2007).

In treating an adolescent with SUD(s), the clinician should develop a treat-
ment plan that utilizes modalities that target 1) motivation and engagement;
2) family involvement to improve supervision, monitoring, and communica-
tion between parents and adolescent; 3) problem-solving skills and social skills,
as well as relapse prevention; 4) comorbid psychiatric disorders through
psychosocial and/or medication treatments; 5) social ecology in terms of
increasing prosocial behaviors, peer relationships, and academic functioning;
and 6) adequate duration of treatment and follow-up care (Bukstein et al.
2005). Self-support groups such as Alcoholics Anonymous and Narcotics
Anonymous can be encouraged as adjuncts to the modalities above.

Although no specific pharmacotherapies have been developed to target
marijuana use disorders, clinicians should always consider appropriate phar-
macologic treatment of comorbid psychiatric disorders. The potential diagno-
sis of ADHD in Brad’s case should prompt consideration of medication
management (Waxmonsky and Wilens 2005). In adolescents with ADHD and
active SUD symptoms and behaviors, nonstimulant agents (atomoxetine or bu-
propion) are preferable to stimulants, given the absence of more substantial ev-
idence of stimulant efficacy in this population. For patients with poor response
to nonstimulant agents, stable treatment, and/or merely a history of SUD or
recreational/experimental substance use (assuming nonamphetamine SUD),



126 Life of the Party: Chronic Marijuana Use

the use of extended-release or longer-acting stimulants with lower abuse liabil-
ity and diversion potential is recommended.

Integrative Perspective

Paula Riggs, M.D.

DIAGNOSTIC FORMULATION

Brad, age 17, meets DSM-IV-TR diagnostic criteria for cannabis dependence,
nicotine dependence, alcohol abuse, and ADHD, combined type. Although
he knew he was “addicted” to marijuana, he did not think of his marijuana use
as a problem (precontemplation) until he hit his girlfriend while high during
an argument last week. In retrospect, he has been able to achieve some addi-
tional insight about the relationship of his escalating marijuana use in the past
year and worsening motivation, inability to follow through on obligations, and
increasing academic and psychosocial/relationship problems (contempla-
tion), which precipitated seeking treatment at this time (action).

A number of therapeutic modalities— behavioral, family based, and cogni-
tive behavioral —have been shown to have efficacy for treating adolescent
SUDs (Whitmore and Riggs 2006). Brad’s older age, level of cognitive ability,
insight, and treatment seeking, as well as limited current family involvement,
indicate that he would likely do well with individual CBT, with its empathic,
motivational enhancement approach (Riggs et al. 2007).

Brad is unlikely to benefit optimally from substance abuse treatment un-
less his ADHD symptoms (e.g., frustration intolerance, impulsivity, poor atten-
tion and concentration) are treated concurrently. Because he has no prior
history of treatment for ADHD, including no history of psychostimulant abuse
or diversion, a long-acting psychostimulant such as osmotic-release methyl-
phenidate (OROS-MPH) should be considered as first-line treatment. Longer-
acting psychostimulants (especially those developed to decrease likelihood of
diversion) have similar efficacy but lower abuse liability than do shorter-acting
psychostimulant formulations. Moreover, a once-daily dosing regimen will en-
hance medication compliance. Patient education, close monitoring of adverse
side effects and target symptom response, and compliance with substance
abuse treatment are important given the limitations of current research on
the safety and efficacy of psychostimulants for ADHD in nonabstinent adoles-
cents.
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DSM-IV-TR DIAGNOSIS
AxisI ~ 304.30 Cannabis dependence
305.00 Alcohol abuse
305.1 Nicotine dependence
314.01 ADHD, combined type
Axis I1  Deferred
Axis III  Environmental allergies (mild, seasonal)
Axis IV Unemployment; primary relationship problem

Axis V  Global Assessment of Functioning=52 (current)

TREATMENT RECOMMENDATIONS

SussTANCE Use DisORDERS

Brad should begin a 16-weck course of individual, manual-standardized CBT
(for substance abuse), which may include up to three or more sessions with his
family or girlfriend if clinically indicated. Brad’s self-reported drug use should
be evaluated on a weekly basis and documented by timeline follow-back pro-
cedures. Self-reported drug use has been shown to be a valid measure in
adolescents when confidentiality is assured. However, urine samples for drug
screening should also be obtained weekly as a biological measure to validate
self-reported use and as a clinical outcome measure.

ATTENTION-DEFICIT/HYPERACTIVITY DISORDER

Although abstinence from substance use is ideal before initiation of pharma-
cotherapy for ADHD, it is often not a realistic goal. Achieving success in drug
treatment is difficult under any circumstance but much less likely if one has an
untreated Axis I mental disorder such as ADHD (present in 30%-50% of sub-
stance-abusing adolescents) with symptoms that include impulsivity, poor
concentration, distractibility, and frustration intolerance. Treatment recom-
mendations for Brad include titrating the dosage of OROS-MPH to 72 mg/day
over a 2-week period, concurrent with starting CB'T for the SUD. A baseline
and weekly DSM-IV-TR ADHD symptom checklist should be administered to
evaluate and document target symptom response to medication and to facili-
tate optimal dosage titration. Weekly assessment of both drug use and adverse
side effects will help determine potential adverse interactions between medi-
cation and drug use in a patient who has not yet achieved abstinence.
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My Mind Is Breaking
Psychosis

Julia W. Tossell, M.D.
Judith L. Rapoport, M.D.

CASE PRESENTATION

IDENTIFYING INFORMATION
Ashley is a 12-year-old girl who lives with her parents and two siblings.

CHIEr COMPLAINT

The parents report, “Our daughter is very confused and thinks everyone is go-
ing to die.”

HistorYy OF PRESENT ILLNESS

Opver the last several months, Ashley has been having periods of weeping in her
room, and often has trouble falling asleep at bedtime. Her parents began to re-
ceive calls from her teachers, reporting that Ashley was turning in her assign-
ments late or not at all, and that she seemed both sad and absentminded in

Julia W. Tossell, M.D., is Staff Clinician in the Child Psychiatry Branch at the
National Institute of Mental Health in Bethesda, Maryland.

Judith L. Rapoport, M.D., is Chief of the Child Psychiatry Branch at the National
Institute of Mental Health in Bethesda, Maryland.

For complete biographical information, see “About the Contributors,” p. 613.

The patient described in this chapter is not based on any individual, but rather
reflects the breadth of clinical experience obtained during research into childhood-
onset schizophrenia at the National Institute of Mental Health since the early 1990s.
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school. Her older brother told their parents that he had walked past Ashley’s
room and seen her apparently talking to someone he could not see and laugh-
ing aloud for no reason. When he went in to talk to her, she told him, “I think
my mind is breaking,” and then ordered him out of her room. A few days later,
Ashley’s mother got an urgent call at work from the guidance counselor at the
school. Ashley had asked permission to go to the bathroom but had not re-
turned to her classroom. She had been found standing in the hallway outside
her classroom, mute, but with a terrified expression on her face. When ques-
tioned, she had muttered, “Where am 17...1 can’t do what ‘they’ tell me to
do...Everyone is going to die...”

The next day, Ashley was seen by her pediatrician, who noted that Ashley
took a long time to answer his questions, responded with monosyllabic an-
swers, spent a lot of time looking around the room with a frightened expression,
and burst into laughter for no apparent reason. A comprehensive physical eval-
uation by her pediatrician and then by a child neurologist, including brain
magnetic resonance imaging and electroencephalography, showed no abnor-
malities. Ashley was given a referral to a child and adolescent psychiatrist, who
scheduled an appointment for 2 weeks later.

In the interim, Ashley stopped attending school and spent most of her days
in her bedroom, where she alternated between sleeping and lying inert on her
bed. She refused most of her meals and lost 10 1bs. She occasionally accepted
a drink or a small snack if it was given to her in a package that she could open
by herself. Most nights she was awake, alternating between laughing aloud and
repeating apparently random phrases with intervals of wordless weeping.

PAsT PsycHiATRIC HisTORY

Ashley had been diagnosed with attention-deficit/hyperactivity disorder
(ADHD), inattentive type, at age 5% years, when she entered kindergarten.
She was treated with several stimulants without significant benefit.

When Ashley was age 11, her family noted a change in her usual de-
meanor. She had always been a quiet and reserved child, preferring to spend
her free time with her two close girlfriends, but she began to spend less time
with them and more time alone in her room. She was less interested in playing
with her 8-year-old sister, with whom she had been particularly close. These
changes, while notable, were not alarming to her parents. They attributed
the changes to her entry into adolescence and recalled that her well-adjusted
15-year-old brother had also become quieter as he approached adolescence.

SussTANCE ABust HisTory
Ashley has no history of substance abuse.
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MebicAL HisTory

Ashley was the product of a normal spontaneous vaginal delivery at term. She
had no chronic illnesses and no history of hospitalizations or head trauma with
loss of consciousness.

DeveLoPMENTAL HisTORY

All of Ashley’s milestones were at the later end of the normal range. She had
speech therapy in first through third grades for a mild expressive language dis-
order. Her elementary school’s consulting psychologist considered that Ashley
might have pervasive developmental disorder not otherwise specified, in view
of her language delay and her social reticence around peers, but did not make
the diagnosis because Ashley did very well in one-on-one situations with chil-
dren her age and had two close girlfriends.

SociAL History

Ashley lives with both parents, her older brother, and her younger sister. Her fa-
ther is a college graduate with a master’s degree in software engineering. Her
mother has an associate’s degree and works as an office manager for a medical
practice.

Ashley had attended her local elementary and middle schools, participat-
ing in weekly group speech and language therapy. She had enjoyed riding her
bike but avoided team sports because her physical clumsiness got in the way of
her performance. She had been involved in Girl Scouts and Sunday school,
both of which she enjoyed, and where she had been well accepted by the other
children despite her quietness.

When Ashley stopped attending school, her mother took a leave of absence
from work to care for her, but the loss of income was beginning to cause ten-
sion between Ashley’s parents.

FAamiLy HisTorY

Ashley’s father was successfully treated for unipolar depression as a young
adult. One grandfather was described as “probably an alcoholic,” and several
elderly relatives were described as “strange...loners.”

MENTAL STATUS EXAMINATION

At her first meeting with the child and adolescent psychiatrist, Ashley answered
some questions “yes” or “no,” but she ignored others completely. She sat rigid
in her chair, with few body movements or gestures, and rarely looked at the
doctor. At times, she gazed at the ceiling but would not describe what she
was looking at. She nodded “yes” when asked whether she was hearing voices,
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whether they talked to each other about her, and whether they gave her com-
mands. When asked if she could do things other kids could not do, she briefly
smiled and nodded but refused to give further details. She acknowledged feel-
ing sad most of the time, uninterested in her usual activities, and being awake
much of the night listening to the voices, which she heard both inside her head
and with her ears. She had some thoughts that she would be better off if she
were dead but denied any specific plans to hurt herself or other people. She de-
nied racing thoughts or feelings of elation and reported feeling very tired as a
consequence of her limited sleep duration. Her speech was never pressured,
her activity level was never elevated, and her usual modest demeanor never
changed.

INITIAL TREATMENT WITH THE PSYCHIATRIST

The child and adolescent psychiatrist diagnosed Ashley as having a depression
with psychotic features; ADHD, inattentive type; and expressive language dis-
order. She prescribed sertraline at an initial dosage of 25 mg/day. After taking
sertraline 50 mg/day for 1 week, Ashley found that her sleep improved in du-
ration, but otherwise there were no significant changes as the clinician in-
creased the dosage to 150 mg/day. At that point, the doctor decided to add an
antipsychotic medication, choosing aripiprazole because of its benign side-
effect profile. Ashley continued taking a regimen of sertraline 150 mg/day and
aripiprazole 20 mg/day for 2 months, with no significant improvement. The
psychiatrist revised the diagnosis.
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COMMENTARIES

Psychopharmacologic
Perspective

Sanjiv Kumra, M.D., M.S.
Kathryn R. Cullen, M.D.

DIAGNOSTIC FORMULATION

This vignette describes Ashley, age 12, a girl with a history of premorbid dys-
function who gradually develops a constellation of cognitive and emotional
deficits affecting hedonic capacity, volition and drive, affect, productivity of
thought and speech, behavioral monitoring, and perception. These symptoms
are associated with impaired function with family, peers, school, and self-care.
Although the differential diagnosis of psychotic symptoms in youth includes
major depressive disorder, several aspects of the case presentation suggest that
this formulation may not entirely capture the complexity of Ashley’s difficulties.
Although childhood-onset schizophrenia is rare (Beitchman 1985) and poten-
tially a more severe variant of the adult-onset disorder (Frazier et al. 2007), sev-
eral reasons suggest that this diagnosis should be considered for Ashley.

Careful clinical assessment is pivotal in establishing an accurate diagnosis
in youths with psychosis. To date, phenomenological studies suggest that the
clinical presentation of schizophrenia in children and adolescents is on a con-
tinuum with adult-onset schizophrenia (McKenna et al. 1994).

Negative symptoms frequently appear during the prodromal phase of schizo-
phrenia, are associated with cognitive impairments, and account for a substantial
degree of the psychosocial disability in youth with the disorder (Lencz et al.
2004). Three negative symptoms—affective flattening, alogia, and avolition—
are often difficult to recognize and to evaluate in children and adolescents be-
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cause they occur on a continuum with normality, are relatively nonspecific, and
may be due to other factors (including positive symptoms of schizophrenia and
depression). Ashley is described by her parents as having several negative symp-
toms, including anhedonia, which are manifested by “spending less time with
her friends and more time alone in her room,” long periods of “sleeping and
lying inert on her bed,” “refusing meals,” and replying in a “monosyllabic”
fashion to questions. The changes in Ashley’s behavior do not appear to reflect
chronic environmental understimulation, demoralization, or medication ef-
fects. In contrast to Ashley, most teenagers with depression typically present with
intense painful affect and irritability. Ashley’s lack of other affective symptoms
(e.g., racing thoughts, feelings of elation, pressured speech, elevated activity
level, change in demeanor) does not support a diagnosis of bipolar disorder.

Several other features of Ashley’s presentation are alarming and suggest a re-
evaluation of her referral diagnosis. Disorganized thinking, or formal thought
disorder, is an important feature of schizophrenia in youth (Caplan et al. 2000).
Thought disorder is frequently manifested, as in this case vignette, by tangenti-
ality and derailment of thought processes. These problems in thought processes
are frequently associated with grossly disorganized behaviors; Ashley was ob-
served to “laugh aloud for no reason” and “stand in the hallway, mute, with a ter-
rified expression on her face,” which suggests inappropriate affect. Inappropriate
affect is one of the defining features of the disorganized type of schizophrenia
and one of the most difficult treatment targets for therapy. The disorganization in
Ashley’s thought processes may account for why she is noted to have difficulties
in performing activities of daily living, such as going to the bathroom, and why
she eventually stopped attending school. Ashley’s difficulties in school may also
reflect cognitive deficits in attention, memory, and executive processes that are
frequently evident in children and adolescents with schizophrenia.

In youth with schizophrenia, hallucinations may occur in any sensory modal-
ity, but auditory hallucinations are by far the most common (Russell 1994). In the
case of Ashley, initial evidence that she is responding to auditory hallucinations is
noted by her brother, who observed that she was “apparently talking to someone |
could not see, and laughing aloud for no reason.” Later, when questioned by a psy-
chiatrist, Ashley admitted to hearing voices that “talk to each other about me and
give commands.” Parents of children with schizophrenia may have difficulty pre-
cisely defining the onset of psychotic symptoms, because many children recognize
that their psychotic symptoms are unusual and may be reluctant to share these ex-
periences with others. Also, a majority of youth with schizophrenia have poor in-
sight regarding the presence of their psychotic illness.

Key diagnoses to consider in the differential diagnosis of psychotic symptoms
in a child or adolescent include mood disorders (bipolar disorder, depression),
anxiety disorders (obsessive-compulsive disorder, posttraumatic stress disorder,
generalized anxiety disorder), pervasive developmental disorders, drug abuse dis-
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orders, and general medical conditions (McKenna et al. 1994). In Ashley’s case,
signs of an emotional disturbance have been present for a continuous period of
atleast 6 months, and during that time period she has had greater than 1 month
of active phase symptoms: negative symptoms (social withdrawal, apathy, self-
neglect), disorganization (thinking and behaviors), and distortion of reality (e.g.,
hallucinations). Ashley’s developmental history reveals a number of prepsy-
chotic abnormalities in terms of speech deficits and delays, motor clumsiness,
and transient features of pervasive developmental disorder (e.g., social anxiety).
Several clinical studies have confirmed these premorbid deficits are more exag-
gerated in patients with childhood-onset schizophrenia (Hollis 2003). Also, the
majority of children with schizophrenia have a history of ADHD during the pre-
morbid phase of the disorder (Hollis 2003). A prodromal phase of schizophrenia,
characterized by social withdrawal, disorganized behavior, affective symptoms,
deterioration in self-care, worsening school performance, and idiosyncratic be-
havior associated with a decline in baseline functioning (Lencz et al. 2004), is
also apparent from Ashley’s history. Recognition of childhood-onset schizo-
phrenia remains problematic; children and adolescents may receive many other
diagnoses before a diagnosis of schizophrenia is given, and a mean of 2.0 years
passes between onset of psychotic symptoms and diagnosis (Frazier et al. 2007).
Although the precipitants for Ashley’s psychotic episode remain unclear
from the case description, an increased risk of schizophrenia has been found in
association with substance misuse, in particular with amphetamine and mari-
juana usage (Kumra 2007). However, epidemiological data suggest that a sharp
rise in the incidence of schizophrenia coincides with the onset of pubertal
changes; therefore, brain maturational changes may somehow “trigger” the on-
set of the disorder (Pantelis et al. 2007). The fact that several of Ashley’s elderly
relatives were described as “strange...loners” is interesting. Schizophrenia is a
highly heritable condition, and relatives of patients with childhood-onset schizo-
phrenia frequently have been reported to have a higher risk for schizophrenia
spectrum disorders and avoidant personality disorder (Asarnow et al. 2001).

DSM-IV-TR DIAGNOSIS

AxisT  295.10 Schizophrenia, disorganized type

Axis II  No diagnosis

Axis III None

Axis IV Educational problems

Axis V  Global Assessment of Functioning=25 (current)

TREATMENT RECOMMENDATIONS

Increasing evidence indicates that compared with later-onset schizophrenia,
childhood-onset schizophrenia is associated with worse outcomes, possibly re-
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flecting the negative impact of the illness during a critical period of brain devel-
opment. Ashley’s initial treatment plan should focus on acute symptom
amelioration and improvement in functional achievement in terms of academics
and social skills (Kumra et al. 2008). The majority of youth with childhood-onset
schizophrenia benefit from multiple treatment strategies to address symptomatol-
ogy, comorbid conditions, and other psychosocial and developmental issues. Al-
though pharmacotherapy remains the cornerstone of treatment, psychosocial
treatments (e.g., family interventions, social skills training) and special education
placement should also be considered for Ashley. However, empirical data sup-
porting the use of nonpharmacologic treatments in this population are limited.

Some data suggest that youth with schizophrenia may be less treatment re-
sponsive than adults with typical-onset schizophrenia and have a greater inci-
dence of adverse effects when exposed to antipsychotic medications. Given
that Ashley has experienced minimal improvement on a combination of ser-
traline and aripiprazole, the clinician might consider discontinuing the sertra-
line and pushing the dosage of aripiprazole to 30 mg/day, if permissible. If
Ashley experiences no significant improvement in positive symptoms, consid-
eration should be given to switching to a different antipsychotic, such as ris-
peridone or quetiapine. Because these medications are likely to be associated
with some degree of appetite stimulation and weight gain, the parents should
be given some type of healthy lifestyle teaching to limit these potential
problems in Ashley. After at least two trials of standard, first-line antipsychotic
medication, the clinician should consider prescribing medications such as
olanzapine or clozapine, which have a higher risk of side effects. Clozapine is
the only antipsychotic consistently shown to be effective for treatment-resistant
cases (Findling et al. 2007).

Integrative Perspective

Julia W. Tossell, M.D.
Judith L. Rapoport, M.D.

DIAGNOSTIC FORMULATION

Ashley became ill at a time of both biological (early puberty) and social (tran-
sition from elementary to middle school) stress. The presence of some “strange”
relatives in the family suggests the possibility of genetic loading for psychotic
spectrum disorders. Finally, her parents’ response to Ashley’s illness was colored
by their feelings about her father’s experience with a mental illness.
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Before making the diagnosis of depression with psychotic features, Ashley’s
psychiatrist also considered bipolar disorder, schizophrenia, and schizoaffec-
tive disorder. However, Ashley showed no symptoms of mania other than a
possible grandiose delusional system, and thus a diagnosis of bipolar disorder
was ruled out. Her negative symptoms could equally represent depression or
the flatness and apathy of schizophrenia. However, very early-onset schizo-
phrenia is extremely rare, and pediatric mood disorders are less rare (Calderoni
etal. 2001; McKenna et al. 1994; Murray et al. 2004). The clinician’s decision
to start with a working diagnosis of psychotic depression was a good place to
begin.

After further evaluation of Ashley’s clinical presentation, course, family his-
tory, and lack of response to treatment, the psychiatrist revised the diagnosis to
schizophrenia. Children with very early-onset schizophrenia have a high rate
of comorbid psychiatric conditions: language delay, ADHD, and social anxiety
are common, and pervasive developmental disorders are not unusual (Nicol-
son et al. 2000; Rapoport et al. 2005; Schaeffer and Ross 2002; Sporn et al.
2004).

Helpful rating instruments, for purposes of both diagnostic clarification
and monitoring of treatment response, include the Schedule for Affective Dis-
orders and Schizophrenia for School-Age Children— Present and Lifetime
Version (Kaufman et al. 1997), Children’s Global Assessment Scale (Shaffer et
al. 1983), Brief Psychiatric Rating Scale for Children (Overall and Pfeffer-
baum 1982), Bunney-Hamburg Psychosis Rating Scale (Bunney and Ham-
burg 1963), Scale for the Assessment of Positive Symptoms (Andreasen 1984),
and Scale for the Assessment of Negative Symptoms (Andreasen 1983). The
Autism Screening Questionnaire (Berument et al. 1999) is helpful in assessing
for comorbid pervasive developmental disorders.

DSM-IV-TR DIAGNOSIS

AxisT  295.10 Schizophrenia, disorganized type

AxisIT  None

Axis III' None

Axis IV Educational problems

Axis V  Global Assessment of Functioning=30 (current)

TREATMENT RECOMMENDATIONS

After Ashley did not respond to her regimen of sertraline and aripiprazole,
the psychiatrist cross-tapered to quetiapine. Ashley took quetiapine 300 mg
twice a day for 8 weeks. Although she no longer insisted that her food be pre-
sented to her in an intact package and regained approximately 5 1bs, Ashley
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was otherwise unchanged. After consulting with colleagues, the psychiatrist
began the process of discontinuing the quetiapine and starting Ashley on
clozapine.

Clozapine is not used as a first-line antipsychotic in many countries, be-
cause of its many potential serious side effects (including neutropenia, ele-
vated glucose, obesity, metabolic syndrome, seizures, and myocarditis) (C. M.
Young and Findling 2004; C.R. Young et al. 1998). The monitoring system re-
quired for safe administration of clozapine poses its own burden on the child
and the family (Novartis 2005). However, clozapine may be uniquely effica-
cious for otherwise treatment-resistant schizophrenia in both children and adults
and has an important role in their treating (Kranzler et al. 2005, 2006; Lewis et
al. 2006; Shaw et al. 20006).

While Ashley was taking 150 mg/day of clozapine, her family noted a subtle
but definite improvement in Ashley, who seemed to be less involved in respond-
ing to her unusual internal stimuli. By week 6, Ashley was taking 300 mg/day of
clozapine. She was speaking in brief sentences, sometimes initiating conversa-
tions with the family, sleeping well at night, and staying awake during the day-
time. She commented spontaneously that “this medicine helps me feel better.”
At this point, the local public school convened an individualized education
program meeting to begin the process of identifying an appropriate school
placement for Ashley.

Ashley’s parents began to explore services offered by their state and county,
and were greatly relieved to accept the help of a part-time home health aide
provided by the county. They looked into Social Security Disability Insurance
benefits but found that even with the mother not working, the family’s income
was too high to qualify. With the support of the psychiatrist, who helped them
sort through their concerns about possibly stigmatizing Ashley, the parents de-
cided to disclose Ashley’s diagnosis to their extended family and their church
community. Both family and church members reacted with expressions of
support and offers to help with child care for Ashley and her younger sister.
The guidance counselor at the younger sister’s school gave Ashley’s parents a
referral to an after-school support group for healthy siblings of ill children, and
Ashley’s mother provided the needed transportation so that the child could
participate.

A sleep-deprived electroencephalogram at week 6 of clozapine treatment
showed that Ashley had occasional epileptiform discharges, which the neurol-
ogist felt did not require treatment (Haring et al. 1994). The electrocardiogram
at week 6 showed borderline QT'c elevation. Ashley was seen by a pediatric car-
diologist, and an echocardiogram was obtained. The results were normal. The
cardiologist recommended that any future clozapine dosage increases be done
in tandem with frequent electrocardiograms.
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Ashley’s mother usually took Ashley for her weekly complete blood count
with differential in the morning, because that time of day fit best into her
mother’s schedule. At week 9, Ashley’s absolute neutrophil count had fallen
from its usual value (ranging between 2.2 and 3.4) to 1.7, below the acceptable
level for continued clozapine treatment. Clozapine was held, and another
complete blood count was drawn the next day, but in the afternoon. This ab-
solute neutrophil count was 2.6, and clozapine treatment was continued. How-
ever, because of the low value, Ashley would require weekly blood count
monitoring for the first 12 months of clozapine treatment, instead of moving to
alternate-week monitoring after the first 6 months of treatment. The psychia-
trist explained to Ashley’s parents that diurnal variation in blood counts is nor-
mal (Esposito et al. 2006) and advised that all future blood draws be done in
the afternoon. She also mentioned that raising the white blood and absolute
neutrophil counts with lithium was a possibility for the future, should the af-
ternoon absolute neutrophil count hover at the lower end of the acceptable
range, but that she hoped to avoid this option because of the many serious side
effects of lithium (Newcomer 2006).

By the sixth month of clozapine treatment, Ashley had gained 40 Ibs. The
psychiatrist discussed with Ashley’s parents the many risks associated with this
weight gain. The parents contacted the nutritionist in their pediatrician’s prac-
tice, who helped them with menu planning for Ashley. The family also began
to take regular evening walks to help Ashley improve her fitness level and burn
more calories. The psychiatrist decided to wait and see if this new regimen
helped Ashley return to a healthier weight before prescribing an off-label med-
ication that might help her lose weight (Morrison et al. 2002; Nickel et al.
2005).

After 12 months of taking clozapine 300 mg/day, Ashley was seeing the psy-
chiatrist for monthly “medication management” visits. She was enrolled in a
self-enclosed special education classroom at a public school several miles from
her home, joining the mainstream children for physical education and lunch.
Her one-on-one aide assisted both with her academics and in negotiating the
complexities of the cafeteria, the gym, and the bus. Although Ashley still hal-
lucinated, she was usually able to ignore the hallucinations during school and
while around other people. Propranolol 20 mg three times a day relieved her
moderate akathisia.

In addition to the visits with Ashley’s psychiatrist, the whole family met
twice a month with a family therapist, who helped them confront the practical
implications and the psychological stresses posed by Ashley’s serious chronic
illness.



140 My Mind Is Breaking: Psychosis

REFERENCES

Andreasen NC: The Scale for the Assessment of Negative Symptoms. Iowa City, Uni-
versity of lowa Press, 1983

Andreasen NC: The Scale for the Assessment of Positive Symptoms. lowa City, Univer-
sity of lowa Press, 1984

Asarnow RF, Nuechterlein KH, Fogelson D, et al: Schizophrenia and schizophrenia-
spectrum personality disorders in the first-degree relatives of children with schizo-
phrenia: the UCLA Family Study. Arch Gen Psychiatry 58:581-588, 2001

Beitchman JH: Childhood schizophrenia. A review and comparison with adult-onset
schizophrenia. Psychiatr Clin North Am 8:793-814, 1985

Berument SK, Rutter M, Lord C, et al: Autism Screening Questionnaire: diagnostic va-
lidity. Br J Psychiatry 175:444-451, 1999

Bunney WE Jr, Hamburg DA: Methods for reliable longitudinal observation of behav-
ior. Arch Gen Psychiatry 9:280-294, 1963

Calderoni D, Wudarsky M, Bhangoo R, et al: Differentiating childhood-onset schizo-
phrenia from psychotic mood disorders. ] Am Acad Child Adolesc Psychiatry
40:1190-1196, 2001

Caplan R, Guthrie D, Tang B, et al: Thought disorder in childhood schizophrenia: repli-
cation and update of concept. ] Am Acad Child Adolesc Psychiatry 39:771-778, 2000

Esposito D, Chouinard G, Hardy P, et al: Successtul initiation of clozapine treatment de-
spite morning pseudoneutropenia. Int ] Neuropsychopharmacol 9:489-491, 2006

Findling RL, Frazier JA, Gerbino-Rosen G, et al: Is there a role for clozapine in the
treatment of children and adolescents? ] Am Acad Child Adolesc Psychiatry 46:423—
428, 2007

Frazier JA, McClellan J, Findling RL, et al: Treatment of early onset schizophrenia
spectrum disorders (TEOSS): demographic and clinical characteristics. ] Am Acad
Child Adolesc Psychiatry 46:979-988, 2007

Haring C, Neudorfer C, Schwitzer J, et al: EEG alterations in patients treated with clo-
zapine in relation to plasma levels. Psychopharmacology (Berl) 114:97-100, 1994

Hollis C: Developmental precursors of child- and adolescent-onset schizophrenia and
affective psychoses: diagnostic specificity and continuity with symptom dimensions.
Br J Psychiatry 182:37-44, 2003

Kaufman J, Birmaher B, Brent D, et al: Schedule for Affective Disorders and Schizophre-
nia for School-Age Children — Present and Lifetime Version (K-SADS-PL): initial re-
liability and validity data. ] Am Acad Child Adolesc Psychiatry 36:980-988, 1997

Kranzler H, Roofeh D, Gerbino-Rosen G, et al: Clozapine: its impact on aggressive be-
havior among children and adolescents with schizophrenia. ] Am Acad Child Ado-
lesc Psychiatry 44:55-63, 2005

Kranzler HN, Kester HM, Gerbino-Rosen G, et al: Treatment-refractory schizophrenia
in children and adolescents: an update on clozapine and other pharmacologic in-
terventions. Child Adolesc Psychiatr Clin N Am 15:135-159, 2006

Kumra S: Schizophrenia and cannabis use. Minn Med 90:36-38, 2007

Kumra S, Oberstar JV, Sikich L, et al: Efficacy and tolerability of second-generation
antipsychotics in children and adolescents with schizophrenia. Schizophr Bull

34:60-71, 2008



References 141

Lencz T, Smith CW, Auther A, et al: Nonspecific and attenuated negative symptoms
in patients at clinical high-risk for schizophrenia. Schizophr Res 68:37-48, 2004
Lewis SW, Barnes TR, Davies L, et al: Randomized controlled trial of effect of prescrip-
tion of clozapine versus other second-generation antipsychotic drugs in resistant
schizophrenia. Schizophr Bull 32:715-723, 2006

McKenna K, Gordon CT, Lenane M, et al: Looking for childhood-onset schizophre-
nia: the first 71 cases screened. ] Am Acad Child Adolesc Psychiatry 33:636-644,
1994

Morrison JA, Cottingham EM, Barton BA: Metformin for weight loss in pediatric pa-
tients taking psychotropic drugs. Am ] Psychiatry 159:655-657, 2002

Murray RM, Sham P, Van Os ], et al: A developmental model for similarities and dis-
similarities between schizophrenia and bipolar disorder. Schizophr Res 71:405-
416, 2004

Newcomer JW: Medical risk in patients with bipolar disorder and schizophrenia. ] Clin
Psychiatry 67 (suppl 9):25-30; discussion 36-42, 2006

Nickel MK, Nickel C, Muehlbacher M, et al: Influence of topiramate on olanzapine-
related adiposity in women: a random, double-blind, placebo-controlled study. J Clin
Psychopharmacol 25:211-217, 2005

Nicolson R, Lenane M, Singaracharlu S, et al: Premorbid speech and language impair-
ments in childhood-onset schizophrenia: association with risk factors. Am J Psychi-
atry 157:794-800, 2000

Novartis [changes to the prescribing information for Clozaril (clozapine) tablets]. East
Hanover, NJ, Novartis, 2005

Overall JE, Pfefferbaum B: The Brief Psychiatric Rating Scale for Children. Psycho-
pharmacol Bull 18:10-16, 1982

Pantelis C, Velakoulis D, Wood SJ, et al: Neuroimaging and emerging psychotic disor-
ders: the Melbourne ultra-high risk studies. Int Rev Psychiatry 19:371-381, 2007

Rapoport JL,, Addington AM, Frangou S: The neurodevelopmental model of schizo-
phrenia: update 2005. Mol Psychiatry 10:434-449, 2005

Russell AT: The clinical presentation of childhood-onset schizophrenia. Schizophr
Bull 20:631-646, 1994

Schaeffer JL, Ross RG: Childhood-onset schizophrenia: premorbid and prodromal di-
agnostic and treatment histories. ] Am Acad Child Adolesc Psychiatry 41:538-545,
2002

Shaffer D, Gould MS, Brasic J, etal: A children’s global assessment scale (CGAS). Arch
Gen Psychiatry 40:1228-1231, 1983

Shaw P, Sporn A, Gogtay N, et al: Childhood-onset schizophrenia: a double-blind, ran-
domized clozapine-olanzapine comparison. Arch Gen Psychiatry 63:721-730, 2006

Sporn AL, Addington AM, Gogtay N, et al: Pervasive developmental disorder and child-
hood-onset schizophrenia: comorbid disorder or a phenotypic variant of a very early
onset illness? Biol Psychiatry 55:989-994, 2004

Young CM, Findling RL: Pharmacologic treatment of adolescent and child schizo-
phrenia. Expert Rev Neurother 4:53-60, 2004

Young CR, Bowers MB Jr, Mazure CM: Management of the adverse effects of cloza-
pine. Schizophr Bull 24:381-390, 1998



This page intentionally left blank



B CHAPTER 9 =

She Just Won't Eat a Thing

Anorexia Nervosa

E. Blake Finkelson, B.A.
B. Timothy Walsh, M.D.

CASE PRESENTATION

IDENTIFYING INFORMATION

Caroline is a 16-year-old high school junior who lives with her mother.

CHIEr COMPLAINT

Caroline presented for outpatient treatment after an admission to a specialized
eating disorders inpatient program. She had been brought to the unit because,
according to her mother, “It has gone too far; she just won’t eat a thing.”

HistorYy OF PRESENT ILLNESS

Although Caroline has a history of dieting and exercising excessively since she
was 13 years old, she maintained a stable but low weight with the help of a nu-
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tritionist until this past winter, when she entered a national karate tournament.
Before the competition was to start, her teacher encouraged her to intensify
her workouts to make a lower weight class. Caroline decided to resume “re-
spectable workouts,” including hundreds of push-ups and hours of acrobic ex-
ercises, and started watching what she ate “to be a better competitor and to feel
better about myself.” She thought her weight loss “didn’t show” because of wa-
ter retention, and she restricted food intake even further, at times eating only
lettuce during the day. She lied to her mother and nutritionist about what she
was eating and falsified her food diary.

In the 4 months prior to her admission to the hospital, she became even
more rigid about her food intake, eating no more than 600 kcal/day. She would
not let anyone else prepare her food, yet she enjoyed cooking for others and
collecting recipes. Her eating habits had become ritualized; she cut her food
into very small pieces, moved them around on her plate, and chewed each bite
20 times before swallowing. She exercised secretly and felt self-conscious leav-
ing the house on days when she had not done her quota of crunches.

Over the past 6 months, Caroline had intermittent low-mood states, report-
ing that “some days I feel numb.” Other symptoms included fatigue, occa-
sional dizziness on standing, trouble concentrating in class, decreased interest
in activities, a tendency to isolate from others, disrupted sleep (awakening
three or four times per night), anxiety, and feelings of guilt (“whenever I eat”).
For 2 months, she “just [didn’t] want to wake up in the morning,” but she de-
nied ever planning to hurt herself. She said she did not want to die but just
wanted some end to her current situation. She also endorsed recent onset of
symptoms such as the need to wash her hands for a full 10 minutes after eating
and the need to re—color coordinate her closet a couple times a week.

HospitaL COURSE

Because of her low weight, medical complications, and rapid worsening of
symptoms, Caroline was admitted to the adolescent medicine service of her lo-
cal general hospital. Fortunately, this unit had substantial experience in the
care of adolescents with eating disorders.

An initial medical evaluation revealed that Caroline had significant ortho-
static hypotension and low serum levels of potassium and sodium. No other
medical complications of anorexia nervosa were detected, and there was no in-
dication of other significant medical illnesses that might be contributing to her
weightloss (Walsh 2005). Caroline was given intravenous fluids for 24 hours to
assist rehydration and to correct the electrolyte disturbances. She was given a
standard hospital diet containing 1,800 kcal, to which she objected strenu-
ously, feeling that any more than 1,000 kcal/day would be far too much. The
medical and nursing staff assured Caroline that this diet was absolutely re-
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quired to assure her physical stability, and made it clear that she would not be
able to leave the hospital until she was able to consume the prescribed diet.
Caroline and her parents met with a child and adolescent psychiatrist with
expertise in eating disorders who would treat her after discharge. Accompanied by
the attending adolescent medicine physician, the psychiatrist emphasized to Car-
oline and her family that Caroline had a very serious disorder that sometimes re-
sults in death (Sullivan 1995) and that should be treated aggressively. The
physicians and family reviewed a range of options for treatment after discharge.
Caroline remained in the hospital for 1 week and was given a diet of 1,800 kcal/day.
Her electrolytes normalized, and her symptoms of orthostatic hypotension abated.
After a week in the hospital, she had gained 4 Ibs and was discharged at 90 Ibs.

PAsT PsycHiATRIC HisTORY

Caroline reported that her struggle with food, body image, and weight began
around age 12, during the decline of her parents’ marriage, a time of much
“yelling and silence, but not much in between.” Her father was always angry,
and her mother was often sad. The patient noticed a decline in her mother’s
appetite, especially during family dinners, and “in support” of her mother, Car-
oline also began eating less during meals. However, when she was alone, she
turned to food as “a comfort thing,” sneaking junk food into her room late at
night. She gained about 12 Ibs that year and reached her adult height, 5 ft 4 in,
and highest lifetime weight, 136 1bs.

The summer after her thirteenth birthday, Caroline’s parents divorced and
she was “forced” to move to another town with her mother. Upon starting her
new school, Caroline felt pressure to make new friends and maintain her status
as an athlete. She decided to take control of her eating and to “shape up.” She
set a goal of eliminating “all body fat via exercising and cutting out nonessen-
tial food groups.” Four months into the new school year, Caroline had become
the only eighth grader to make varsity soccer, was training for her black belt in
karate, was maintaining straight A’s, and had dropped from 134 lbs to 120 Ibs.
She was proud of losing “what my mom called ‘my baby-fat’” and enjoyed the
positive attention she received from peers. Caroline continued to eat “healthy”
and to “push myself to the limit” in sports. By the end of the school year, she
had achieved her goal weight of 115 1bs but felt that she could stand to lose just
a little more. She set out to see “how little I really needed to eat.” A typical day
would include three fruits, 4 oz of juice, ¥z cup of cereal with skim milk, a plate
of lettuce, and “maybe” one slice of bread. Whenever she felt that she had
eaten too much, she made herself vomit. She recalls feeling guilty and
ashamed after purging but less so than after digesting a full meal.

Around this time, friends begin to express concern, but Caroline believed
they were jealous. At 102 lbs, Caroline was certain she did not have a problem.
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She stopped menstruating but rationalized, “This happens to many athletes.”
She noticed she was having more thoughts about food; her mother became
concerned and threatened to send Caroline “to a shrink.” Caroline increased
her food intake slightly, and her weight rose to 105 lbs. On her pediatrician’s
recommendation, she started to see a nutritionist, who helped her maintain
this weight until the middle of the school year.

ReLEvANT MEeDpicAL HisTorY

Menarche occurred at age 12. The patient was amenorrheic for 5 months at
age 14 and has not menstruated in the past 6 months. At a recent emergency
room visit, she had a low pulse (30-40 beats/minute) and was told that her elec-
trolytes were abnormal. The patient has also noted that her hair has begun fall-
ing out.

DeveLopMENTAL HisTORY

Caroline was on target for meeting developmental milestones.

SoclAL History

Caroline is an only child whose parents divorced when Caroline was age 13.
She lives with her mother, an attorney, and only sees her father, a stockbroker,
once a month. Her father remarried last year, around the time of her relapse.
He is now an avid marathon runner.

Caroline is a junior in high school and an A student in honors classes. She
is a star athlete (currently suspended from participation) at school, has a black
belt in karate, speaks fluent Spanish and French, and is teaching herself Nor-
wegian. She is well regarded by her peers but feels that she has not developed
a true close circle of friends since changing schools at age 13.

FamiLy History

Caroline’s mother believes that she was depressed when living with her ex-
husband but was never treated. She contends that she has never been critical
of her daughter’s figure but is intensely critical of her own and obsessed with
maintaining a size zero. She reports, “I am a vegetarian and don’t eat large
quantities of food.” Caroline’s father is recovering from alcoholism and has been
sober for 3 years.

MENTAL STATUS EXAMINATION

At 5 ft 4 in and 90 Ibs, the patient is a markedly thin young woman despite
wearing numerous layers of sweaters. Initially, the patient reported no distress
about her current weight and agreed to hospitalization only to appease her
mother. She explained that everyone is overreacting and pinched the skin on
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her stomach in an attempt to validate this point. The patient defended herstatus,
saying that she has “not made myself sick” in over 2 years and described her
current eating and exercise regimen as “healthy.”

Initially, she denied anxiety and depression, but she stated that she is trou-
bled by her current appearance and behavior and is terrified of recovery. She
reported that she is constantly distracted and exhausted from food-focused
thoughts and frightened “that this mightkill me.” She reported an intense “fear
ofall foods” and of reaching “triple digits,” and she expressed that she is certain
that she gains weight more rapidly than other people do. The patient believes
she can best recover at her own pace and feels that 99 1bs is a good goal weight.
There was no evidence of thought disorder, and apart from distortions in her
body image and attitudes about eating, health, and weight, her overall judg-
ment and insight appeared intact.

COMMENTARIES

Psychotherapeutic Perspective

Daniel le Grange, Ph.D.

DIAGNOSTIC FORMULATION

Caroline is a 16-year-old high school junior, a straight-A student, presenting with
a4-year history of food, body image, and weight concerns. Menarche occurred at
age 12, when Caroline weighed 136 1bs and had reached her adult height of 5 ft
4 in (body mass index [BMI]=23.3, <90th percentile for age and sex). At presen-
tation, she weighed 90 Ibs (BMI=15.4, <5th percentile for age and sex) and had
secondary amenorrhea (6 months in duration). Caroline has a history of ex-
ercising excessively, and although she is a good athlete at school, she also engages
in episodes of intense workouts at home (e.g., hundreds of push-ups and hours of
aerobic exercises in one time period). She has a history of at least one recent visit
to an emergency room, where she presented with a low pulse (30-40 beats/
minute) and abnormal electrolytes, and in the past month, she was admitted for

Daniel le Grange, Ph.D., is Associate Professor of Psychiatry in the Department of
Psychiatry, Section for Child and Adolescent Psychiatry, and Director of the Eating
Disorders Program at The University of Chicago in Chicago, Illinois (for complete
biographical information, see “About the Contributors,” p. 613).
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1 week to a specialized inpatient eating disorders unit after eating <600 kcal/day
and weighing 86 1bs. At this admission, Caroline presented with significant
orthostatic hypotension and low serum levels of potassium and sodium, but no
indication of any other significant medical illness. She was discharged after med-
ical stabilization and having gained 4 1bs on a daily intake of 1,800 kcal.

Caroline denied purging in the past 2 years, although she endorsed past sub-
jective binge eating episodes followed by self-induced vomiting. The frequency
of these episodes could not be established. At present, she demonstrated marked
fear of certain foods and weight gain. She also reported eating rituals, such as cut-
ting her food into small pieces and having to chew each bite 20 times before
swallowing. No other symptoms of ritualistic behaviors were endorsed. Caroline
showed little appreciation of the severity of her medical status. However, she ac-
knowledged that constant food-focused thoughts are distracting. She stated that
her ideal weight is 99 1bs. Caroline endorsed intermittent low-mood states over
the past 6 months, complaining of feeling fatigued, poor concentration in class,
decreased interest in activities, social isolation, and disrupted sleep (frequent
awakening after falling asleep). In addition, she reported not wanting to wake up
in the morning but did not endorse any suicidal ideation.

Caroline is an only child of two professional parents. Her mother endorsed
some eating disorder symptoms, and her dad is recovering from alcoholism. Car-
oline described her parents as having had marital difficulties around the time that
her eating difficulties began. Her parents divorced soon after Caroline turned age
13, at which time she and her mother moved to another town. Caroline has not
been successful at making friends in her new school, even though this move was
more than 3 years ago. Her latest relapse in eating disorder symptoms coincided
with her father’s remarrying. Caroline visits with her father once per month, but
the degree to which he is involved in her current treatment, which includes an out-
patient clinician and a nutritionist, is not known. The case presentation does notre-
port whether Caroline is taking any psychotropic medicines at this time.

RATIONALE FOR DIAGNOSIS

Caroline meets all four DSM-IV-TR criteria for a diagnosis of anorexia ner-
vosa: not maintaining weight at or above a minimally normal weight for age
and gender, fear of gaining weight, denial of the seriousness of current low
body weight, and amenorrhea for at least three consecutive menstrual cycles.
She meets the criterion for the restricting type of anorexia nervosa, as opposed
to the binge-eating/purging type, because during the current episode, there is
no evidence of regular objective binge eating episodes or purging behavior.
However, both abnormal electrolytes on examination and a history of excessive
exercise should allow the clinician to revise the current subtyping, if deemed
appropriate. A majority of patients with anorexia nervosa also present with
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some anxiety and/or mood disturbances, which are usually side effects of se-
vere starvation. Caroline endorses several symptoms in keeping with a diag-
nosis of a mood disorder, as well as some significant obsessive-compulsive
behaviors. Both mood disorder and obsessive-compulsive disorder frequently
co-occur with anorexia nervosa. Further inquiry should allow the clinician to
establish whether either of these disorders is a primary diagnosis.

In addition to conducting a clinical interview, the clinician should administer
the Eating Disorder Examination (Fairburn and Cooper 1993), the “gold stan-
dard” assessment tool to confirm an eating disorder diagnosis. This instrument is a
structured interview that takes a trained interviewer about 1 hour to administer.

DSM-IV-TR DIAGNOSIS

AxisI ~ 307.1 Anorexia nervosa, restricting type
Rule out mood disorder
Rule out obsessive-compulsive disorder
Axis I None
Axis II  Amenorrhea
Axis IV Parents’ divorce, father’s remarriage
Axis V Global Assessment of Functioning=61-70

TREATMENT RECOMMENDATIONS

The ideal treatment team for anorexia nervosa would comprise the following:
a therapist (psychologist, child and adolescent psychiatrist, or other mental
health professional) to conduct family-based treatment (FBT), a child and ad-
olescent psychiatrist to rule out mood disorder or obsessive-compulsive dis-
order and manage any comorbid disorder, and a pediatrician to monitor
Caroline’s medical status for outpatient treatment. Such a team is most effec-
tive if all members are part of a dedicated eating disorders service and partici-
pate in weekly case reviews. The therapist will record the patient’s weight at the
outset of each meeting, with the outcome setting the tone for each session,
whereas the pediatrician will monitor a gown weight at each visit.

FBT should be adjusted to accommodate the fact that Caroline 1) is an
only child and 2) lives essentially in a single-parent family. Nevertheless, the
therapist should consider whether and how the father and his spouse might be
involved in treatment. This involvement will depend on 1) the amicability of
the parents’ divorce, 2) the nature of Caroline’s relationship with her father
and his spouse, and 3) the distance involved (unable to establish from case de-
scription). The therapist’s initial recommendations are for parental supervision
of all meals and for the patient to remain home for about 2 weeks. Involving the
mother’s parents in these tasks, if possible, should be considered. Given indi-
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cations of the mother’s concerns with her own weight, the therapist should as-
sess the extent to which this is an issue and address it from the outset.

FB'T has been shown to be the most promising therapy for adolescents with
anorexia nervosa. Several randomized controlled trials have demonstrated that
parents are a resource in restoring their adolescent’s weight and helping to put the
adolescent back on track with development (Eisler et al. 1997, 2000, 2007; le
Grange et al. 1992; Lock et al. 2005, 2006; Robin et al. 1994, 1999; Russell et al.
1987). FBT is conducted in an outpatient setting, is theoretically agnostic, and
makes no assumptions about the etiology of the eating disorder. Instead, it at-
tempts to capitalize on the strengths that parents bring to the recovery of their off-
spring. Interventions focus initially on weight restoration before turning to
psychosocial or developmental concerns. FBT has been manualized and consists
of three clearly demarcated phases (Le Grange 1999; Lock et al. 2001).

PHASE 1: PARENTAL CONTROL OF WEIGHT RESTORATION

During phase 1 (sessions 1-10), the therapist focuses on the dangers of severe
malnutrition associated with anorexia nervosa and emphasizes the need for
parents to take immediate action to reverse this process. The therapist carefully
reviews the development of the eating disorder, while highlighting the devas-
tating effects that anorexia nervosa has had on the patient’s medical and psy-
chological well-being. The therapist stresses these concerns to support the
development of a parental alliance around the goal of weight restoration. To
avoid counterproductive adolescent-parent power struggles over eating, the
parent is advised to refrain from engaging in any discussions about eating,
while showing sympathy for the adolescent’s struggle.

During this phase, a family meal is typically conducted at the second treat-
ment session. This session allows the therapist to observe the interaction pat-
terns around eating and help parents find ways to succeed in having the patient
eat more than she intended. It also allows the therapist to convey support to the
patient, given the difficulty of eating. Throughout this phase, the therapist con-
tinues to carefully review with the parents the weekly efforts around helping
their daughter gain weight, while showing the patient support and understand-
ing for her struggle around this issue.

PHASE 2: RETURNING CoNTROL OVER EATING
BAck TO THE ADOLESCENT

The therapist transitions to phase 2 (sessions 11-16) after 1) the patient clearly
accepts her parents” expectations for adequate food intake and 2) steady weight
gain is evident. The parents are encouraged to help their child take more con-
trol over her own eating once the patient and the parents demonstrate less anx-
iety around mealtimes and regarding the goal of weight gain. Also during this
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stage of treatment, the parents are asked to begin to encourage their daughter
to engage in other adolescent activities, such as socializing with friends. Before
the patient participates in other activities, the parents must feel reassured that
these would not provide opportunities for exercising or skipping a meal.

PHASE 3: ADOLESCENT DEVELOPMENT AND
TREATMENT TERMINATION

When the patient is maintaining a healthy weight on her own, the treatment
focus shifts away from the eating disorder. During phase 3 (sessions 17-20), the
therapist examines the impact that anorexia nervosa has had on establishing a
healthy adolescent identity, considering that the patient’s development might
have been severely interrupted by the eating disorder. The therapist reviews
the stages of adolescent development: concerns associated with puberty, wor-
ries about peer relationships, and struggles regarding independence from the
family and establishing significant relationships outside the family.

Involving divorced parents or assisting single parents in FBT is outlined in de-
tail in the treatment manual (Lock etal. 2001). Should FBT not be effective with
a specific family, the only other psychotherapy option that is supported by some re-
search evidence is ego-oriented individual therapy (Robin et al. 1994, 1999).

Psychopharmacologic
Perspective

Angela S. Guarda, M.D.

DIAGNOSTIC FORMULATION

Caroline is a 16-year-old girl who presents with a BMI of 15.4 and classic an-
orexia nervosa of the binge-purge type of less than 3 years” duration. Her eating
disorder behaviors include restricting her food intake, exercising excessively,
and self-induced vomiting. She also meets criteria for a depressive episode and
has had a recent increase in both depressive and obsessional symptomatology
in the setting of increased weight loss. Caroline’s premorbid history is signifi-
cant for perfectionism and high academic achievement. Her family history is

Angela S. Guarda, M.D., is Associate Professor of Psychiatry and Behavioral Sciences
at the Johns Hopkins School of Medicine in Baltimore, Maryland (for complete bio-
graphical information, see “About the Contributors,” p. 613).
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notable for a possible episode of depression, her mother’s restrained eating and
weight concern, and her father’s driven exercise behavior. Life stressors in-
clude parental divorce around the age at onset of the eating disorder, a recent
move, adjustment to a new school, and her father’s remarriage.

Anorexia nervosa is a driven behavioral syndrome characterized by dieting
to the point of starvation in the context of an increasingly overvalued fear of fat-
ness. As the disorder progresses, preoccupation with food and weight escalates
into a consuming passion, accompanied by a narrowing and stereotyping of the
behavioral repertoire. Excessive time is spent engaging in ritualized eating and
exercise behaviors, and social isolation and avoidance of social eating settings
increase. Poor insight, rationalization, and lying to disguise anorectic behav-
iors are typical. Patients are ambivalent about recovery and repeatedly subvert
attempts by others to encourage them to gain weight. All of these characteris-
tics are evident in Caroline’s case.

Predisposing risk factors for anorexia nervosa include both genetic vulnera-
bility and environmental factors. Perfectionistic and obsessional traits are over-
represented in at-risk families, and young girls who develop anorexia nervosa
are often academic and athletic overachievers whose parents are accomplished
professionals. Onset is usually in adolescence, and the disorder exhibits a mark-
edly female predominance that is possibly related to pubertal hormonal
changes and increases in body fat distribution in young girls. Caroline’s initial
weight loss was socially reinforced by her peers. This positive feedback coupled
with the life stressors mentioned above and involvement in competitive sports
(varsity soccer and karate) may have escalated her food restriction and exercise.
As weight loss progresses, physiological and psychological complications of
starvation, including delayed gastric transit times, early satiety, and increased
depressive and obsessional symptomatology, are believed to contribute to sus-
taining disordered behavior and cognitions. Episodic binge eating can emerge
as a consequence of the prolonged starved state, and purging behaviors, such as
self-induced vomiting in Caroline’s case, can result in potentially life-threaten-
ing electrolyte imbalances. Although Caroline denies recent vomiting, her hy-
pokalemia suggests that she is still engaging in this behavior.

Frequent comorbid psychiatric conditions include depression and anxiety
disorders. Starvation can cause a syndrome identical to major depression, mak-
ing it difficult to determine if the depression is primary and truly comorbid or
is secondary to Caroline’s starved state. Because her depression worsened in
the 6 months prior to hospitalization, while her weight was at its lowest, the de-
pression may be a consequence of her starved state. If so, her mood is expected
to normalize with refeeding and weight gain, which would support an initial di-
agnosis of depression not otherwise specified rather than major depression.
Nevertheless, the family history of possible depression in her mother raises the



Commentary: Psychopharmacologic Perspective 153

possibility that Caroline may benefit from treatment with an antidepressant,
especially if her mood remains low once her nutritional status is corrected.

DSM-IV-TR DIAGNOSIS
Axis]  307.1 Anorexia nervosa, binge-eating/purging type

311 Depressive disorder, not otherwise specified (likely secondary to
starvation)

Axis II  No diagnosis (perfectionistic and obsessional personality traits)
Axis [II  Malnutrition
Secondary amenorrhea
Orthostatic hypotension
Dehydration
Hypokalemia and hyponatremia
Axis IV Parental divorce, remarriage of parent, move, new school
Axis V  Global Asssessment of Functioning=40 (current) (Past year=60)

The diagnosis of anorexia nervosa is made on clinical grounds. Exhaustive
medical workups to rule out other etiologies of weight loss are not indicated
when criteria are met, unless other characteristics raise suspicion for a medical
differential diagnosis. Amenorrhea, although still included as a diagnostic
criterion in DSM-IV-TR, does not apply in premenarchal girls and is a conse-
quence of starvation. Amenorrhea is increasingly believed to be a poor diagnostic
differentiator or indicator of case severity.

Because denial of illness and minimization of symptoms is typical of pa-
tients with anorexia nervosa, collateral information from family members re-
garding the patient’s eating and exercise behavior as well as preoccupation with
weight and shape is helpful in distinguishing this disorder from other psychi-
atric conditions that may result in weight loss (e.g., anorexia of depression, anx-
iety disorders that affect feeding). Most patients with anorexia nervosa endorse
a desired weight or maximum tolerable weight in the anorectic range
(BMI<18). The most commonly used self-report screening tool for anorexia
nervosa is the Eating Attitudes Test (Garner et al. 1982), which has acceptable
reliability and validity but can yield false positives. A simpler five-question
screening tool is the SCOFF (Morgan et al. 1999), which is similar to the
CAGE questionnaire (Ewing 1984), used for alcohol abuse.

TREATMENT RECOMMENDATIONS

The treatment of adolescent anorexia nervosa is primarily behavioral rather
than pharmacologic and has two phases: weight restoration and relapse pre-
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vention. The initial focus is on helping patients block eating disordered be-
haviors, normalizing food intake, and restoring weight. Following weight
restoration, interventions should target relapse prevention. As in other behav-
ioral conditions (e.g., substance abuse), relapse is the norm rather than the ex-
ception, but the long-term prognosis for the majority of adolescent cases with
less than a 3-year history is good with specialty treatment.

Some empirical evidence suggests that family therapy is superior to indi-
vidual therapy in treating adolescents with anorexia nervosa. Family therapy
focuses on assisting parents to feed their child by appropriately enforcing con-
sequences and rewards based on the child’s eating and exercise behavior,
rather than focusing on understanding or interpreting the behavior, or search-
ing for “root causes.” Separated family therapy (parent training), in which the
therapist meets with the parents separately from the patient, is as effective as
conjoint family therapy, in which parents and patient are treated together as a
unit, and may be advisable in Caroline’s case given the recent parental divorce.
When parents’ behavior unwittingly reinforces a patient’s anorectic beliefs, as
in Caroline’s mother’s vegetarianism and “fat talk” as well as Caroline’s father’s
running behavior, it is helpful to encourage parents to curtail these behaviors
and to model balanced eating and exercise. Sessions occur weekly. Parents are
instructed to avoid openly disagreeing about treatment-related issues in front of
the patient and to support the treatment team by presenting a united front
against the disorder. Clear expectations for progress are stipulated (e.g., ¥%2- to 1-
Ib weight gain per week until weight is restored), and the patient is weighed
routinely at each session. Failure to progress or medical instability (e.g., serious
or repeated electrolyte imbalances, syncope, seizures, severe bradycardia, pro-
longed electrocardiographic QT interval, continued weight loss) is reason for
inpatient hospitalization, preferably in a behavioral specialty program for the
treatment of eating disorders. Such programs are able to weight restore the ma-
jority of patients with anorexia nervosa, using behavioral and group therapy ap-
proaches.

Pharmacologic treatment for anorexia nervosa has proven to be a chal-
lenge, with no consistent empirical evidence supporting efficacy in promoting
weight gain, targeting eating disordered cognitions, or improving depressive or
obsessional symptoms. Few randomized controlled trials of medication inter-
ventions have been performed, and none of these were completed specifically
in children. Although some adult trials have included adolescents, published
data have not analyzed adolescent outcomes separately.

Controlled studies in adults have more commonly addressed the effect of
medication on weight restoration than on the relapse prevention phase of treat-
ment. These studies have encountered methodological challenges specific to
this disorder. As a result of the high lethality of anorexia nervosa, ethical issues
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surround use of a placebo control arm, so most pharmacologic studies have
used medication as an adjunct to behavioral interventions, making it more dif-
ficult to detect a treatment effect. Because the disorder is relatively uncommon,
sample sizes have tended to be small and studies underpowered. Furthermore,
the ego-syntonic nature of the disorder presents significant obstacles to subject
recruitment, randomization, and adherence. Patients commonly avoid treat-
ment, refuse randomization to whichever treatment arm they perceive as more
intensive, or drop out early.

Agents studied have included drugs used to treat comorbid anxiety or de-
pression, drugs known to address rigid or idiosyncratic thought content in
other disorders, and drugs known to affect weight or appetite. Early studies of
antidepressants focused on tricyclics; however, these agents have rarely been
used since the advent of selective serotonin reuptake inhibitors (SSRIs) be-
cause of the tricyclics” associated cardiac risks, as well as other less serious but
bothersome side effects. The most extensively studied SSRI in anorexia ner-
vosa is fluoxetine; however, overall results have been disappointing. Both a
case-control longitudinal study of 33 patients (Strober et al. 1997) and a dou-
ble-blind, randomized controlled study of 31 subjects found that adjunctive
fluoxetine in underweight hospitalized inpatients treated in a behavioral pro-
gram did not improve outcome or weight gain (Attia et al. 1998). A recent
larger study of fluoxetine for relapse prevention in weight-restored patients also
revealed no superiority for drug versus placebo (Walsh et al. 2006), despite an
earlier study suggesting efficacy (Kaye et al. 2001). Although Caroline presents
with depressive symptomatology and her mother has a history of a possible un-
treated depression, little empirical evidence is available to suggest that treat-
ment with an antidepressant while Caroline is still underweight will improve
her prognosis. If her mood remains low with weight restoration, a trial of an an-
tidepressant may be warranted.

Studies of other pharmacologic agents, including cyproheptadine, zinc,
lithium, tetrahydrocannabinol, naltrexone, cisapride, and recombinant
growth hormone, have shown no effect or only marginal effects over placebo.
Furthermore, some of these drugs are associated with serious side effects (e.g.,
arrhythmia, transaminitis) that negate potential usefulness. Recently, there has
been growing interest in the atypical neuroleptics both to augment weight gain
and to decrease eating disordered preoccupations because overvalued fear of
fatness can reach near-delusional proportions in patients with anorexia ner-
vosa. Several case reports indicate favorable responses to these agents, espe-
cially to olanzapine (see Steffen et al. 20006 for a review). At least two randomized,
double-blind, controlled trials are currently in progress but have encountered
difficulty in terms of patient recruitment and adherence for some of the rea-
sons outlined above. Therefore, neuroleptics cannot be recommended at this
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time for the treatment of anorexia nervosa given their side-effect profile, espe-
cially in the adolescent population.

In summary, little evidence is available to guide pharmacologic interven-
tions for anorexia nervosa. This is a behavioral condition for which behavioral
treatments, especially family-based interventions, are the most effective treat-
ment available for younger patients. Parent training is often effective in pa-
tients who are restoring weight. When weight restoration fails or when the
patient is medically unstable, admission to a behavioral specialty program is
the preferred course of action. The use of medication for relapse prevention re-
mains largely uncharted and should be the focus of future randomized con-
trolled studies. Judicious use of SSRIs may be indicated in weight-restored
patients who continue to exhibit significant mood and anxiety symptoms or in
patients with a strong family history of these conditions. The potential role of
atypical neuroleptics in promoting weight gain or treating the cognitive distur-
bances that characterize the condition remains to be clarified.

Integrative Perspective

B. Timothy Walsh, M.D.
E. Blake Finkelson, B.A.

DIAGNOSTIC FORMULATION

Caroline presents with characteristic features of anorexia nervosa, including a
refusal to maintain her body weight at a minimally normal weight and an in-
tense fear of gaining weight. She exhibits a serious distortion in her view of her
body, believing that weighing 99 1bs would be fine, and she has developed
amenorrhea since the beginning of her illness.

Caroline exhibits a number of problems that, although not required for the
diagnosis of anorexia nervosa, are commonly present in those with this eating
disorder. Her multiple layers of clothing indicate significant cold intolerance,
and it is likely that her body temperature is below normal. She reports hair loss
and electrolyte disturbances. Her pulse and blood pressure were unusually low
at an emergency room visit, and she has experienced dizziness upon standing,
likely due to orthostatic hypotension.

Her history suggests that Caroline currently has the restricting type of anor-
exia nervosa, because she reports that she severely restricts her caloric intake but
does not regularly engage in either binge eating or any form of purging behavior,
such as self-induced vomiting or the misuse of laxatives or diuretics. However,
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Caroline also describes recent electrolyte disturbances, which occur more com-
monly among those who engage in these behaviors, and she admits that she
“made herself sick” for over 2 years. Therefore, the clinician should consider that
Caroline may actually have the binge-eating/purging type of anorexia nervosa
but that she is reluctant to admit the purging behavior (Walsh and Satir 2005).

Although numerous theories have been advanced, ranging from the psycho-
analytic through the biological, the fundamental cause of anorexia nervosa
remains unknown (Walsh 2003). Caroline exhibits a number of premorbid char-
acteristics, such as competitive athleticism and perfectionism, which are likely
associated with an increased risk of developing the disorder. Also, some currently
unidentified genetic influences— possibly including traits such as perfectionism —
likely impact an individual’s risk of developing the disorder. Indeed, Caroline’s his-
tory indicates that her mother struggled with her own disordered eating attitudes
and behaviors and Caroline’s father, a recovering alcoholic, now engages in inten-
sive exercise. Cultural, developmental, and environmental factors presumably in-
teract to trigger the onset of anorexia nervosa among vulnerable individuals.

The occurrence of comorbid disorders is common in anorexia nervosa.
High levels of anxiety and depression are often present and are sometimes suf-
ficiently severe to fulfill diagnostic criteria for a specific syndrome (Halmi et al.
1991). Although Caroline appears to meet criteria for major depressive disor-
der, her depressive symptoms did not become manifest until after the onset of
her eating disorder and have always remitted at normal weight, suggesting that
her mood disorder may be weight related. Caroline’s ritualistic behavior with
regard to food is commonly associated with anorexia nervosa but has been well
described in accounts of human starvation resulting from war or privation. Al-
though some of her compulsive behavior patterns, such as rearranging her
closet, do not seem food related and may suggest a possible diagnosis of obses-
sive-compulsive disorder, they do not interfere with her functioning or cause
distress. Therefore, the clinician may decide to assign only the diagnosis of an-
orexia nervosa and reserve judgment about the presence of major depressive
disorder or obsessive-compulsive disorder until Caroline’s nutritional status
has been addressed.

DSM-IV-TR DIAGNOSIS

AxisI  307.1 Anorexia nervosa, restrictive subtype
Rule out major depressive disorder

Axis II  Deferred

Axis III  Malnutrition, amenorrhea

Axis IV Family conflict

Axis V' Global Assessment of Functioning=50
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TREATMENT RECOMMENDATIONS

INITIAL OUTPATIENT TREATMENT

During the discussion with the child and adolescent psychiatrist, Caroline’s
mother decided to request a 2-week emergency family medical leave from her
job so she could be home full-time with Caroline, and Caroline’s father agreed
to spend Monday, Wednesday, and Friday evenings with Caroline. The next
day, Caroline’s mother made a breakfast for herself and Caroline, including ce-
real with whole milk and a bagel with cream cheese, and insisted that Caroline
remain in the kitchen until the meal was completed. Despite Caroline’s tears
and anger, her mother remained firm, and after an hour Caroline finished her
breakfast. This became the pattern over the next week: Caroline resisted might-
ily, but under her mother’s consistent approach, the intensity of her protests be-
gan to wane and her weight increased 2 1bs. Caroline’s father joined them for
evening meals and was wholeheartedly supportive of the mother’s plans. To-
gether, they met weekly with the psychiatrist, who helped them work through
problems, assured Caroline that her parents” intensive involvement was only a
temporary stage of treatment, and encouraged them to continue their good
work together.

After 10 days, Caroline had gained 5 lbs, and the child and adolescent psy-
chiatrist and Caroline’s pediatrician agreed that she could return to school.
Her mother returned to work but continued to have breakfast and dinner with
Caroline, spelled by her father several times per week, and arranged for the
school nurse to have lunch with Caroline.

Although Caroline’s weight continued to rise slowly, the return to school
was not without problems. Caroline’s teachers found her to be moody, and
Caroline had trouble explaining her problem to her classmates. At the weekly
meeting with the psychiatrist, Caroline’s mother asked whether medication
might be of use for these symptoms. The psychiatrist indicated that she was re-
luctant to prescribe medication at this point and explained to Caroline’s par-
ents that the available evidence suggests that antidepressant medication is not
of substantial benefit for patients with anorexia nervosa, either when patients
are underweight or when the drugs are used to prevent relapse (Attia et al.
1998; Walsh et al. 2006). Despite her occasional moodiness, Caroline’s affect
and her interaction with her parents were, on the whole, improving, as typi-
cally occurs with weight normalization (Mechan et al. 2006). The psychiatrist
mentioned that there were some recent hints that atypical antipsychotic med-
ication might assist some patients to gain weight, but definitive studies had not
been reported, and, in any case, Caroline was gaining weight at a satisfactory
pace (Bissada et al. 2008).
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MoviNG AHEAD

Opver the next 3 months, Caroline’s weight continued to rise, eventually reach-
ing 115 1bs, and Caroline was given increasing freedom to choose her own
meals. With a hint of relief, Caroline reported to her mother that she had got-
ten her period for the first time in months. Caroline’s pediatrician and psychi-
atrist agreed that the intense efforts to gain weight could be relaxed. Caroline
was allowed to rejoin the soccer team but with the clear understanding that any
weight loss would be promptly followed by a return of the restrictions on her
eating and participation in sports.

As Caroline’s recovery continued, the psychiatrist began to discuss other is-
sues with her and her parents, such as Caroline’s discomfort with her father’s
new family and her anxieties about dating. Caroline also acknowledged that on
a few occasions, she had overeaten and induced vomiting. The doctor praised
Caroline’s willingness to discuss these problems openly, and suggested that to-
gether they monitor these issues and attempt to address them in their regular
visits. The doctor mentioned that in the event that the binge eating and vom-
iting became more frequent, they should discuss additional treatment inter-
ventions, such as individual cognitive-behavioral therapy (CBT) and the use of
antidepressant medication. The development of full-blown bulimia nervosa
sometimes occurs after individuals have recovered from anorexia nervosa, and
extensive work with young adults has found that both CB'I' and antidepressant
medication, specifically fluoxetine at 60 mg/day, can be effective (Walsh

2003).

FoLLow-Up

Two years after her hospital admission, Caroline had maintained her weight at
about 118 Ibs and was menstruating regularly. Her academic performance was
solid, though not exceptional, and she was a standout on the varsity soccer
team. She continued to have thoughts that she was too fat and avoided desserts,
but she was able to resist the impulse to diet. She continues to see the psychi-
atrist every few months to review these symptoms and to discuss her plans to ap-
ply to college.
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BECHAPTER 10 =

The Blinker

Tourette’s Disorder

Daniel A. Gorman, M.D., F.R.C.P.C.
Bradley S. Peterson, M.D.

CASE PRESENTATION

IDENTIFYING INFORMATION

Justin is an 11-year-old who lives with his parents and his 13-year-old sister. He
is in a regular sixth-grade class at the local public school.

CHIEr COMPLAINT

Justin was referred by his pediatrician for