
CHILD AND ADOLESCENT
PSYCHIATRY

A Practical Guide

Stubbe_FM_pi-xiv.qxd  8/11/06  7:05 PM  Page i



Stubbe_FM_pi-xiv.qxd  8/11/06  7:05 PM  Page ii



CHILD AND 
ADOLESCENT
PSYCHIATRY

A Practical Guide

Dorothy Stubbe, M.D.
Associate Professor of Child Psychiatry

Training Director, Child and Adolescent Psychiatry
Yale Child Study Center

New Haven, Connecticut

Stubbe_FM_pi-xiv.qxd  8/12/06  4:59 PM  Page iii



Acquisitions Editor/Publisher: Charles W. Mitchell
Senior Managing Editor: Lisa R. Kairis
Project Manager: Fran Gunning
Manufacturing Manager: Ben Rivera
Associate Director of Marketing: Adam Glazer
Creative Director: Doug Smock
Production Services: International Typesetting and Composition
Printer: R.R. Donnelley, Crawfordsville

©2007 by LIPPINCOTT WILLIAMS & WILKINS, a Wolters Kluwer business

530 Walnut Street
Philadelphia, PA 19106 USA
LWW.com

All rights reserved. This book is protected by copyright. No part of this book may be
reproduced in any form or by any means, including photocopying, or utilized by any
information storage and retrieval system without written permission from the copyright
owner, except for brief quotations embodied in critical articles and reviews. Materials
appearing in this book prepared by individuals as part of their official duties as U.S.
government employees are not covered by the above-mentioned copyright.

Printed in the USA

Library of Congress Cataloging-in-Publication Data

Stubbe, Dorothy.
Child & adolescent psychiatry : a practical guide / Dorothy Stubbe.

p. ; cm.
Includes bibliographical references and index.
ISBN-13: 978-0-7817-7831-2 (alk. paper)
ISBN-10: 0-7817-7831-X (alk. paper)

1. Child psychiatry—Case studies. 2. Adolescent psychiatry—Case studies.
I. Title. II. Title: Child and adolescent psychiatry.

[DNLM: 1. Mental Disorders—diagnosis—Case Reports. 2. Adolescent.
3. Child. 4. Infant. 5. Mental Disorders—therapy—Case Reports.  WS 350
S9324c 2007]
RJ499.S78 2007
618.92'89—dc22

2006018687

Care has been taken to confirm the accuracy of the information presented and to describe
generally accepted practices. However, the author and publisher are not responsible for errors or
omissions or for any consequences from application of the information in this book and make no
warranty, expressed or implied, with respect to the currency, completeness, or accuracy of the
contents of the publication. Application of this information in a particular situation remains the
professional responsibility of the practitioner.

The author and publisher have exerted every effort to ensure that drug selection and dosage
set forth in this text are in accordance with current recommendations and practice at the time
of publication. However, in view of ongoing research, changes in government regulations, and
the constant flow of information relating to drug therapy and drug reactions, the reader is
urged to check the package insert for each drug for any change in indications and dosage and
for added warnings and precautions. This is particularly important when the recommended
agent is a new or infrequently employed drug.

Some drugs and medical devices presented in this publication have U.S. Food and Drug
Administration (FDA) clearance for limited use in restricted research settings. It is the
responsibility of the health care provider to ascertain the FDA status of each drug or device
planned for use in their clinical practice.

To purchase additional copies of this book, call our customer service department at
(800) 638-3030 or fax orders to (301) 223-2320. International customers should call 
(301) 223-2300.

Visit Lippincott Williams & Wilkins on the Internet at LWW.com. Lippincott
Williams & Wilkins customer service representatives are available from 8:30 am 
to 6 pm, EST.

10 9 8 7 6 5 4 3 2 1

Stubbe_FM_pi-xiv.qxd  8/11/06  7:05 PM  Page iv



v

Dedication 

This book is dedicated to the sources of my 
inspiration: my wonderful family (John, Grace, 

and Caleb), my residents and students,
and the children and families who have 

entrusted themselves to my care.

Stubbe_FM_pi-xiv.qxd  8/11/06  7:05 PM  Page v



Stubbe_FM_pi-xiv.qxd  8/11/06  7:05 PM  Page vi



vii

Preface 

Working with troubled children and families is invigorating,
rewarding, fascinating, frustrating, and confusing. Child and
adolescent psychiatry is a discipline that can seem overwhelm-
ing at first. There are parents, schools, protective services, pri-
mary care physicians and many others providers with whom to
collaborate. There are the complexities of the diagnostic inter-
view with a child, which may require an enormous amount of
creativity to help this child feel comfortable enough to engage,
let alone communicate to you the personal information
required for psychiatric understanding. It is a field that pulls at
your most basic emotions—such as the wish to “adopt” your
patients, over-identification with the vulnerability of the child
patient, and wanting to undo the actions of “incompetent” par-
ents. We are mandated reporters, which may necessitate “turn-
ing in” parents to authorities. We are the professional experts
called on by schools, courts, and social service agencies to
make decisions that have a profound effect on the child and
family, including decisions about hospitalization, custody,
placement, and even incarceration. We undertake the intense
work of supporting dying children and grieving parents. We
are called on to answer complex developmental and behavioral
questions from parents, pediatricians, other professionals, and
the media. These are the tasks of learning the art and science
of child and adolescent psychiatry. 

I vividly recall a child interview during my residency. I was
called to the emergency department to evaluate a 10-year-old
child who had been referred by the school because she had
threatened to kill her teacher. My job, as delineated in a short
memo from the school principal, was to attest to her safety,
determine if the legal system or mental health system should
be involved, and plan for her ongoing education if I was
unable to ensure that she would be completely safe at school.
So, shouldering that heavy burden, I entered the room to
investigate these matters. There, sitting sullenly, was a 10-
(appearing 16-) year-old African American girl who was with
an emergency department “sitter” (the school had sent her
alone by ambulance, and her mother was at work and couldn’t
take off or she would lose her job, according to the social
worker who had done an initial intake history). I introduced
myself and began to launch into the history and mental status
exam when, in sudden realization, I stopped short. The girl
was not answering my questions. She had turned her back
on me and was totally and utterly silent. Was she psychotic,
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viii Preface

angry, oppositional, dissociating? I asked “are you hearing
voices?” to which I received a curt reply—“No, you f—ing
moron. Just get out of here!” Actually, that was a tempting
proposition at that point, but I had my job to do. I sat a good
long while thinking. Finally, I reached over for some play doh
(which was there for monitored play) and began to squish at
it and offered her some, which she finally picked up and
squished as well. Finally, at my wit’s end, I said the obvious.
“Well, what to do? I guess you don’t want to be here and you
are stuck with a psychiatrist who is supposed to figure out if
you are safe. What do you suggest we do?” She gazed at me for
the first time, looking incredulous. “What do you mean, what
do I suggest? You are the shrink! You can read my mind. You
tell me!” I admitted that, actually, I could not read her mind (I
wasn’t completely sure that she knew that) and that I did not
know what to do—but I would like to hear her side of the
story of what happened at school. To my utter amazement, she
told me. She told of living in a scary neighborhood where only
the tough survive—and she was a survivor. She told me she
was not very smart (which was actually not at all true) and of
the indignities foisted on her by her teacher when she did not
know an answer. “I guess I just couldn’t take it anymore,” was
her final statement.

The girl was admitted to the children’s psychiatric inpa-
tient unit, where I was rotating. I was her doctor. I learned
many things from her (and from the fabulous supervision I
received around her care). I learned that children are not just
miniature adults even though (as in her case) they may look
like it. I learned that engaging with a child uses many modal-
ities. I learned that what is asked by schools and others may
be impossible to do or, even more importantly, may not even
be the right questions to ask. I learned that children know
honesty when they see it—and they know when they are
being manipulated. I learned that building rapport with both
the child or adolescent and his or her caregiver (either one
alone will not do) is the essence of any treatment. I learned
that there are no books to address the must-know practicali-
ties of child and adolescent psychiatric care. I could learn the
Diagnostic and Statistical Manual (DSM). I could learn about
psychopharmacology, epidemiology, and components of a
workup. But I longed for a practical “how to” guide that
would provide helpful advice in my work with complicated
patients, situations, and dilemmas.

The Practical Guide series is just that—a series of manuals
that provide practical, user friendly, and engaging material
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that may be used in clinical practice. I chose to write this
manual on child and adolescent psychiatry because, as a for-
mer trainee, as a clinician educator, and now as a training
director for child and adolescent psychiatry residents, these
are the gems that I have accumulated. This is the advice I now
attempt to impart to residents. This manual serves as an orga-
nization of the pearls of clinical practice in child and adoles-
cent psychiatry—from mnemonics to recall diagnostic crite-
ria to clinical vignettes to important tips for working with
children and systems. This is a manual that may be used by
child and adolescent psychiatry residents and many more—
medical students, psychiatry residents, other mental health
professionals, and even more seasoned practitioners.

Working with children and families with psychiatric dis-
abilities is, in my mind, the most fascinating, needed, and
rewarding of all careers. I hope this manual conveys my love
and dedication to children, to my profession, and to teaching.
This manual does not take the place of textbooks, journals,
literature reviews, intensive supervision, or clinical experi-
ence. However, I do hope that this book will find its way into
the pockets of and be useful to all clinicians who embark on
the crucial mission of treating children who are suffering
from psychiatric disorders.
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PSYCHIATRIC

EVALUATION OF
CHILDREN AND
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2

1 Overview of Development

Whoever touches the life of the child touches the most sensitive
point of a whole which has roots in the most distant past and
climbs toward the infinite future.

—Maria Montessori

DEVELOPMENTAL STAGES

What development is not is consistent and unalterable. The
normal range of development is broad, and one stage does
not neatly finish before the next can begin. However, recall-
ing these stages is much more useful than merely studying for
Board examinations. It keeps in mind the need to think devel-
opmentally, to consider the areas of development in which a
child is doing well, and the areas in which he or she needs
intervention. Although seeing hundreds of children (both
typical and impaired) is the best way to begin to differentiate
normal variations in temperament and fantasy from more
concerning symptoms of psychiatric disorder, the tried and
true developmental models, particularly that of Erikson, may
be useful for the ongoing assessment of a child’s ability to
meet and master the developmental tasks at each age. Each
time I assess a child or adolescent, I review in my own mind
the developmental tasks for the age, and how the child is far-
ing with respect to these. For children and adolescents, treat-
ment is not merely focused on a specific diagnostic disorder, but

Essential Concepts
• Children are not just miniature adults.
• Child development entails a complex inter-

action between genetic potential, biological
capacities, and the nurturing environment.

• Assessment of developmental strengths
(competencies), as well as psychopathol-
ogy (areas of need), is essential to a
complete psychiatric assessment of the
child, adolescent, and his/her family.
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Chapter 1 / Overview of Development 3

on providing interventions that address areas of developmental
concern, and helping the child gain the skills and support
needed to get on a healthier developmental trajectory.

A basic understanding of human development is funda-
mental to the psychiatric evaluation in general and most
essential in the assessment of children and adolescents. An
appreciation for the wide variability among children in terms
of development will assist in identifying and targeting areas of
developmental concern while minimizing the risk of over-
diagnosis and overpathologizing. Normal reactions of one
developmental period (such as stranger anxiety in a 1-year-
old) when it occurs in another stage (such as similar severe
fears in a 5-year-old) may suggest a disorder.

KEY POINT

I would like to emphasize at the very beginning of the book
what I consider to be a key aspect of all of child and adoles-
cent psychiatry which is frequently given short shrift. A thor-
ough evaluation and treatment plan for a child, adolescent, or
family needs to highlight areas of strength and resilience, not
merely pathology. In child and adolescent psychiatry, many of
the children we see have suffered severe psychosocial adver-
sity, family chaos, abuse or neglect, have unsafe behaviors,
and meet DSM-IV criteria for multiple disorders. In this con-
text, sorting out the risk factors and pathology may dominate
the therapeutic encounter. However, it is the assessment and
appreciation of strengths that may most meaningfully build a
therapeutic alliance, may provide our most accurate prog-
nostic indicators, and may be the most useful method of
choosing appropriate treatment modalities. I have found in
each child or adolescent I assess or treat a unique inner
“spark”—that part of her or him that is the healthiest, has the
most hope, and is most amenable to treatment. Finding that
“spark” within the patient may provide insights far beyond
those gleaned from diagnosing the disorder.

Child and adolescent psychiatrists are, typically, first adult
psychiatrists. It is thus easy to assume that children are just
“miniature adults.” A frequent error is in the supposition that
our evaluations, diagnoses, and treatment plans can merely be
“downsized” for the child or adolescent. In fact, the chrono-
logical unfolding of progressive capabilities and processes
from infancy onward must be appreciated to understand and
treat the patient as a whole. Treatments are different for indi-
viduals at different stages of development.
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4 Section I / GENERAL PRINCIPLES OF DEVELOPMENT

Theories of development have encompassed entire text-
books, so I will distill out the concepts that I believe are most
essential in assessing children and adolescents who are
referred for emotional or behavioral difficulties. The primary
developmental theorists discussed will be Sigmund Freud (psy-
chosexual stages), Erik Erikson (psychosocial stages), and
Jean Piaget (cognitive stages). Additionally, some highlights of
each of the developmental periods of childhood and adoles-
cence will be mentioned, as well as risk factors for each stage.
Table 1.1 compares the three developmental theorists.

PRENATAL DEVELOPMENT

Each person has 23 double helix strands of the genetic code for
all physical characteristics and organ capacities in the body.
Traits such as temperament and activity level also have a
genetic basis. Although some genes have strong penetrance
and express themselves in virtually all environments (such as
eye color), much of development is the product of complex
gene-environment interactions. Family history of develop-
ment may give an indication of the genetic makeup and
potential vulnerabilities of the fetus. Understanding the nur-
turing environment assists in gaining an appreciation for the
unfolding of the genetic potential in a given individual. 

The second trimester of gestation is when neurological and
brain development occurs most rapidly. Thus, insults during
this time may result in obvious or more subtle functional
deficits for the baby. The clinician should inquire about the
prenatal period. Exposure to substances (alcohol, substances
of abuse, or medications), trauma, or severe stress during
pregnancy may be significant to the developing fetus and be
a source of vulnerability when the baby is born.

INFANCY (BIRTH TO 1 YEAR)

Sigmund Freud characterized infancy as the Oral Stage of
development, during which time the mouth and eating were of
dominant importance. This stage is marked by extreme depen-
dency, urgency of needs, low frustration tolerance, and no con-
sideration of others. Erik Erikson, in his psychosocial stages
of development, postulated the normative crisis of infancy as
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8 Section I / GENERAL PRINCIPLES OF DEVELOPMENT

that of Basic Trust vs. Mistrust. The capacity for basic trust is
achieved when the infant feels safe and well cared for by his or
her caregivers. Infants gain a sense of security by having their
physical needs cared for in a sensitive manner, according to
John Bowlby. This caring and mutual bonding is the key to
secure attachment.

Temperament is a person’s inborn characteristic behavioral
style. During infancy and the preschool years, temperament
has moderate to high stability. Chess and Thomas have defined
the dimensions of temperament. A temperamentally difficult
child tends to demonstrate disrupted rhythmicity (irregularity
of sleep cycles, feeding, and arousal states), social withdrawal,
poor adaptability to change, intense emotional reactions, and
negative mood. Goodnesss of fit describes a match between the
parental expectations of the child and the child’s temperament
and innate capabilities. It is the mismatch that may predispose
a child to (although not necessarily cause) behavioral or emo-
tional problems. It is important to assess any mismatch
between temperament and parental expectations, as early
intervention may help reconcile the mismatch to improve
developmental outcomes. All relationships entail interactions,
and it is the reciprocal interactions between parent and child
that determine the nature of the attachment process.

The infancy period is a time of rapid loss of cortical neu-
rons, called pruning. An infant is born with a full complement
of neurons, but they are not well interconnected. The pruning
process allows for more specific interconnections to improve
the efficiency of the nervous system—somewhat analogous to
trying to get through a forest, which is slow and inefficient
until a road is built by cutting down trees to make a well-
organized path to the goal. Optimal stimulation (talking to the
baby, looking at the baby, caring for the baby, and protecting
the baby from extremes of neglect or chaos) can improve the
efficiency of pruning, and thus assist in the developmental
process. We now know that optimal stimulation during the
early years of life is essential to optimal cortical efficiency. The
brain is approximately one-third of its adult size at birth, and
it grows rapidly, reaching 60% by approximately 1 year. 

CLINICAL VIGNETTE

A mother brought her infant to the clinic due to failure to
thrive. The 4-month-old infant (Thomas) was left buckled
into his car seat on the other side of the room, awake but
quiet. The mother sat down across from the intake clinician.
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Chapter 1 / Overview of Development 9

Interviewer: I notice Thomas is still in his car seat.
Mother: Yes, that way we are able to talk. 
Interviewer: I notice that he is a little fussy. Perhaps you

could hold him for a while?
Mother: He’ll be quiet soon [went over and put a pacifier

in his mouth].
Interviewer: It can be really demanding having an infant.
Mother: You can say that again [looking completely

depleted].

The mother was quite depressed and emotionally unavailable
to her child. This improved with her own treatment and reg-
ular meetings with in-home service professionals to help her
learn how to care for and interact with her child.

Piaget characterized the infancy period as the Sensorimo-
tor Stage, in which newborns demonstrate the ability to learn
through making associations between means and ends. Begin-
ning at about 6 months, object permanence evolves—the
ability of a baby to know that an object does not cease to exist
if it is out of sight. By the age of 1 to 2 years, the child can
infer cause and effect. Schemas, or units or categories of cog-
nition, organize memories. Thus, a dachshund is coded in the
schema of “dog.” Assimilation (incorporation of new knowl-
edge) or accommodation (modification of schema to adapt to
new stimuli) characterizes the coding of information for
more efficient retrieval. 

Dramatic changes in development that appear 2 to 3 months
after birth are seen in both infants’ behavior and the behavior
of the caregiving adults. It is at about 2 months of age that the
infant begins to smile at a face (social smile) and to imitate
facial expressions of others. Parents are typically elated at this
new capacity and may describe their child as “becoming a
real person.” The quantity of crying, which peaked at about
6 weeks, is beginning to diminish, and parents often report
that, by this age, they are able to “read” (differentiate the
cause of) their infant’s cry. Even infants with colic (bouts of
inconsolable crying totaling more than 3 hours daily for more
than 3 days in any week in an infant that is otherwise healthy
and well-fed) begin to calm, and colic usually disappears
spontaneously by 4 months of age. Infants begin to babble at
3 to 4 months and to laugh by 4 months. At age 7 to 9 months,
infants begin to act as if they understand that their thoughts,
feelings, and actions can be communicated to, and under-
stood by, another person, and they have strong preferences
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10 Section I / GENERAL PRINCIPLES OF DEVELOPMENT

for caregivers with whom they have established relationships.
Stranger anxiety, which peaks at about 8 to 9 months,
emerges as the infant becomes increasingly attuned to com-
forting, familiar caregivers and becomes uncomfortable with
unfamiliar people.

Risk factors in the infancy period include prematurity or
serious illness in infancy, with increased risk for develop-
mental difficulties and disruption of the parent–infant bond-
ing process. However, even very premature infants frequently
do well when the medical issues resolve. Other risk factors in
the child are autism (a primary disorder of social related-
ness), feeding problems (poor ability to suck and eat), and
cognitive or overall developmental delay. Parental depression
or other failures of attunement to the needs of the child (sub-
stance abuse, extreme stress, parental conflict, etc.) are also
risk factors in the infancy period.

PRESCHOOL (2–5 YEARS)

Sigmund Freud’s Anal Stage is said to be from age 11/2 to 3, and
is thought to be associated with issues of control, orderliness,
and cleanliness associated with toilet training. Erikson’s psy-
chosocial stage is that of Autonomy vs. Shame, in which a child
may gain self-esteem through his or her increased capacities,
whereas shame and self-doubt occur with lack of self-control
and parental humiliations around toilet training. During
Freud’s Phallic-Oedipal Phase from 3 to 5 years, the primary
site of tension and gratification is the genitals, and fear of
injury, jealousy, and rivalry with the same-sexed parent are
hallmarks. Erikson coined this the stage of conflicts between
Initiative and Guilt. Initiative is the enjoyment of activity and
accomplishment, whereas guilt is overaggressive urges that
emerge at this stage. Role identification with the same-sexed
parent is thought to occur at this time. This may also be
known as the “Band-Aid” period, as even a miniscule injury
requires the caring application of a Band-Aid. 

Piaget’s Preoperational Stage (ages 2–6) is characterized by
explosive language development that ushers in the ability to rea-
son symbolically rather than motorically, as in the sensorimotor
period. The capacity for language development is genetically
determined, but it is clearly enhanced by parental communi-
cation that is sensitive to the child’s emerging abilities. Reason-
ing at this stage is transductive; that is, attribution of causal-
ity is based exclusively on temporal or spatial juxtaposition.
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Chapter 1 / Overview of Development 11

Judgments are dominated by immediate perceptions. Thinking
is egocentric: the young child is conceptually unable to view
events and experiences from any point of view but her own.
Pretend play and fantasy thinking are common. This period is
often characterized by imaginary friends and talking pets.

Risk factors for psychopathology at this age include severe
behavior problems in the preschool period, which may pre-
dict multiple difficulties into adolescence. However, some
defiant and aggressive behavior is normative in this age
group, as children struggle to define themselves as unique
individuals (sometimes referred to as the “terrible twos”).
Developmental delays may become more obvious at this time,
including language and motor difficulties, social difficulties,
or the ability of a child to manage stress and frustration. Pro-
tective factors operate as well. For example, stable family
functioning can prevent early temperamental difficulties from
developing later into behavioral disorders.

SCHOOL-AGE (6–12 YEARS)

The Latency Stage in the elementary school years was called
this by Freud because of the relative lack of sexual drives,
thought to be channeled into socially appropriate activities,
such as school work, sports, and games. Erikson described this
as the Industry vs. Inferiority stage, in which the child is busy
creating, building, and accomplishing. There is the danger of a
sense of inferiority and inadequacy if a child feels unable to
compete with regard to life skills, such as sports, academics, and
social skills. For this reason, it is essential to diagnose learning
disorders and help children gain the help they need to deal with
them. Children who suffer from undetected developmental dif-
ficulties in any area may suffer from lowered self-esteem, as
they compare their lack of accomplishment to the accomplish-
ments of their peers. This is the age of best friends.

The Concrete Operations stage of cognitive development is
postulated by Piaget for the ages of 6 to 11. The child in this
stage gains the cognitive skills needed for basic logic, an
understanding of cause and effect, and can begin to appreciate
the perspectives of others—precisely the abilities that are nec-
essary to benefit from the grade-school curriculum. The acqui-
sition of the concept of conservation of volume and quantity
occurs in this stage. This is when a child can appreciate that a
tall, thin beaker holds the same amount of water as a short, fat
one when it is poured back and forth between the two.
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12 Section I / GENERAL PRINCIPLES OF DEVELOPMENT

The developmental challenges of school may be particu-
larly difficult for the fearful child, the overactive or inatten-
tive child, or the poorly socialized child. Children who lack
social skill, who have cognitive, learning, or coordination dif-
ficulties, or lack the ability to sit and pay attention and to
control impulses and emotions may be quite frustrated in
school, and may suffer from negative feedback from teachers
and peers. Children who are anxious may develop separation
anxiety and school-related anxiety, usually demonstrated by
“tummy aches” or other complaints of illness in the morning
prior to school. Additionally, teasing or bullying by peers may
traumatize a child. Sociofamilial risk factors include poverty,
single-parent family, abuse, chaotic home environment, or
lack of supervision. During the school years, the prevalence
of psychiatric disorders of all types increases. 

CLINICAL VIGNETTE

Sally is a 7-year-old girl who is refusing to go to school. Her
teacher describes Sally as a rather anxious, but also very
oppositional girl. She refuses to do her work, won’t partici-
pate in group reading or discussion, and goes to the nurse fre-
quently with vague aches and pains, stating that she is sick
and must go home. Sally has started to say unkind things to
her best friend as well. Upon close assessment, you find out
that Sally is unable to read. You request testing—results sug-
gest that she is quite bright, with a severe reading disability
(which is particularly difficult, because her best friend is an
avid reader). Once this is identified and addressed, the oppo-
sitional and avoidant behaviors begin to resolve.

ADOLESCENCE

Adolescence is the developmental phase that spans the transi-
tion from relatively complete, childlike reliance on parents to
nearly complete self-reliance for managing one’s own life.
Adolescence starts with puberty, the physical changes that
initiate sexual maturation. In girls, puberty typically begins
between the ages of 8 and 13, and in boys between 10 and 14.
Sexual maturity for both boys and girls has been classified by
Tanner, from Stage 1 (preadolescent) to Stage 5 (fully sexu-
ally mature).
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Chapter 1 / Overview of Development 13

Freud termed adolescence the Genital Phase, in which there
is a recapitulation of earlier phases. Identity formation, sepa-
ration from the family, and the biological capacity for orgasm
and the psychological capacity for true intimacy develop.
Erikson’s Identity vs. Role Confusion captures the developmen-
tal task of this stage. Identification with a peer group begins to
supplant that of the family. While adolescents may be preoc-
cupied with appearance and demonstrate moodiness and
emotional reactivity, it is also a time when they are gaining a
sense of more permanent personal identity, values, and goals.

For Piaget, cognitive growth in adolescence ushers in the
Formal Operations stage. The adolescent gains metacognitive
capacity—the ability to think about thinking. The ability to
use hypothetical and deductive abstract reasoning and the
elaboration of information processing emerge. Many adoles-
cents begin to think more deeply about religion, philosophy,
and purpose.

Although adolescence can be a very turbulent time for
many, high levels of distress are not the norm. Epidemiologi-
cal studies do support the premise that anxiety and depres-
sion rise steeply during adolescence, particularly among girls.
The four most common causes of death in the United States
for teenagers are accidents, suicide, homicide, and cancer.
Risk-taking behavior, which is relatively common in adoles-
cence, as well as experimentation with drinking and illicit
drugs, increases the likelihood of serious accidents. Suicide
rates are higher for White males than for non-White males or
females, although suicide gestures and attempts are higher in
females. Homicides and gun-related deaths are particularly
high for adolescents of color.

Adolescence is a time of increased risk for the onset of serious
psychiatric disorders. Incidence rates for a number of psychiatric
illnesses either peak or display a significant increase during ado-
lescence. These include depression, bipolar disorder, panic disor-
der, obsessive-compulsive disorder, anorexia and bulimia ner-
vosa, substance abuse, antisocial behavior, and schizophrenia.
Illness in adolescence may evolve from the combination of bio-
logical vulnerability and adversity in family and community envi-
ronments. Adolescent affiliation with a “bad crowd” may be an
influential, separate variable that is associated with delinquency
and social adjustment problems later. 

Protective factors (resilience) are “multi-determined” by the
personality disposition of the teen, a supportive family, and an
external support system. Good physical health, normal or high
IQ, and economic advantage may also play a protective role.
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2 The Psychiatric

Evaluation

The work of psychological healing begins in a safe
place . . . The psychological safe place permits the indi-
vidual to make spontaneous, forceful gestures and, at the
same time, represents a community that both allows the
gestures and is valued for its own sake.”

—Lester Havens, M.D.
A Safe Place

The psychiatric evaluation of a child or adolescent is not just
a diagnostic interview and checklist of DSM-IV symptoms. It
is much more—forming a rapport with the patient and fam-
ily, learning about the child’s functioning in multiple domains
and from multiple sources, and assessing the child’s family
functioning (or environmental match if the child or adoles-
cent is not living in the home). I like to think of myself as
“Sherlock Holmes” during this time. I use the more obvious
clues (usually the presenting complaint) to begin the investi-
gation, as well as “digging deeper” to understand the nature
of the symptoms and behavior, and the biological, psycho-
logical, and social factors which are precipitating and main-
taining the impairing symptoms.

Essential Concepts
• Providing a comprehensive initial psychi-

atric evaluation is the cornerstone for all
effective treatment planning.

• The psychiatric evaluation is typically initi-
ated by adults, and engaging the child, as
well, is essential.

• A comprehensive evaluation includes gath-
ering information from multiple sources
(parents/guardians, school, primary care
provider, child, and others). 

• Inventory strengths as well as
deficits/areas of need.

• The assessment of parent and family func-
tioning is integral to the evaluation.
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Chapter 2 / The Psychiatric Evaluation 15

BASIC PRINCIPLES

Special Considerations in Evaluating Children
The psychiatric evaluation of a child or adolescent has a
number of important differences from that of an adult: 

• The referral is typically requested by someone other than
the patient. The child (or adolescent) may feel ashamed,
angry, or convinced that the evaluation is a punishment
for being “bad.” Try to set the stage to be as nonjudgmental
and collaborative as possible, giving the child as much
control as is appropriate and safe.

• Children are not just little adults. Remember the develop-
mental stages (Chapter 1) and what to expect of a child of
each age.

• Different methods of collecting data and interviewing the
child apply at different ages. The goal is to understand the
child’s inner world and perspective. Techniques may
range from observing an infant–parent dyad, or using play
to understand the preschool and young elementary school
child, to talking directly about symptoms with the adoles-
cent. Remember to alter the approach to fit the develop-
mental needs of the child. Drawing may be a helpful
adjunctive tool at any age.

• The assessment of parental and family functioning is cru-
cial. It is not possible to conduct an adequate assessment
without an understanding of important environmental
characteristics and family relationships, as well as the
child’s response to them. 

• Use multiple informants. It is important to know if the
child is having difficulties in all contexts, or only specific
ones (for example, doing well at home, but having behav-
ioral difficulties at school). This may help clarify the
nature of the difficulty and point to specific areas for
remediation.

• Diagnoses are more complicated in children. Although
children may technically be diagnosed with almost any
DSM-IV diagnosis, the varying presentation of symp-
toms at different ages, the evolution of disorders, and the
lack of diagnostic and etiological specificity for many
symptoms (impulsivity and aggression, for example)
make diagnoses more fluid and unclear. It should be
clarified that the diagnosis may change over time. How-
ever, this should not delay intervention and treatment of
disabling symptoms.
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16 Section I / GENERAL PRINCIPLES OF DEVELOPMENT

Defining the Purpose of the Evaluation
Although many components to a psychiatric evaluation are
similar to that of adults, how it is conducted, what informa-
tion you need to glean, and how the information is used may
be very different. Before you start, consider the purpose of the
evaluation and use this information to structure the evalua-
tion to fit the reason. Possible referral sources include:

• Parents (recommended by school, friends, relatives, them-
selves)

• Legal guardian (or state custody)
• Schools—they are paying for an evaluation of a student

about whom they have concerns
• Courts—the child has legal issues, custody issues

The dynamics of the evaluation and how and where you
conduct it depend on why you are doing the evaluation. 

TIP

Most families and children are intimidated by the prospect of
seeing a psychiatrist. Depending upon the reason for and source
of referral, you may have more or less buy-in for the evaluation.
Clarify the reason up front and be attuned to the reactions of the
entire family to your meeting. If another agency has recom-
mended the evaluation, the parents may be suspicious about the
process. Never ignore these subtle (or not so subtle) cues.

CLINICAL VIGNETTE

I was conducting an evaluation for a school system of a child
with learning issues and acting-out behavior. The first meeting
with the parents sought to clarify the dynamics of the evaluation.

Interviewer: Hello [shaking hand of each parent and sitting
down]. You know that I am a child and adoles-
cent psychiatrist and that I have been asked by
the school system to evaluate your son?

Father: Right [looking disgruntled].
Interviewer: I notice that you look unhappy to be here. Per-

haps we can review what I have been asked to
do to be sure that this is what you want.
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Chapter 2 / The Psychiatric Evaluation 17

In this case, the parents had requested a therapeutic school
for their son (a school placement which would be expensive
for the district and would place him with other special-needs
children). The school district disagreed and maintained he
would be better served in his home school. The parents felt
the psychiatrist was a “hired gun” to prove the school’s view
that the child could be programmed for within-the-home
school. The parents felt coerced and helpless. Bringing that
out early in the interview helped to identify a needed
aspect of the consultation—addressing the school–parent
tensions.

KEY POINT

Who is paying for the evaluation is not a minor detail. Being
an expert witness for one or the other side of a court case
can strongly influence the “spin” of the same information. Be
clear with yourself and your referral source who your client is.
If the school or other agency is asking for a hired gun, be
clear with everyone what you do. I find that the “best interest
of the child” model works best. I try to keep my assessments
focused on what I believe will ultimately lead to a more
healthy developmental outcome for the child.

Setting the Stage
Setting the stage before you even meet the child or family is
critical. Different clinics or private practitioners do this in dif-
ferent ways. Parents are often intimidated by the prospect of
the evaluation, and few have a good notion of what it will
entail. Most clinics use written statements of policies and pro-
cedures. As a trainee, you should know what information is
given to families about policies and familiarize yourself with
these. The following information should be included in com-
munication (either on the phone or in the first session) with
the parents or guardians before you begin:

1. Who you are—parents and guardians frequently need clar-
ification about what different mental health professionals
do. Explain your training and area of expertise.

2. What the psychiatric evaluation entails—with whom you
will meet, in what order, what you do in the sessions, and
what other information is needed.
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3. How long it will take—how many sessions, how long per
session.

4. What it will cost—for the evaluation as well as for ongo-
ing treatment afterwards, if required.

5. What they can expect at the end—recommendations: a
written report, ongoing treatment, etc.

6. What your policies are (define for patients and their fami-
lies)—how and when to contact you, what to do in the
event of an emergency, who you have permission to contact
about the patient (HIPAA-friendly release of information
forms required), and how you deal with missed appoint-
ments. Review for whom the evaluation is being done (par-
ents or other agency) and the extent of confidentiality.

7. What to tell the child or adolescent to prepare him or her
for the appointment.

If you are in a clinic, much of this work will be done by the
intake person. Reiterating the information above is needed to
clarify the goals and expectations for the evaluation. 

The most uncomfortable part of an entire encounter for the
clinician tends to be talking about billing. Although working
in a clinic may spare you this difficult task, it is still impor-
tant to mention it—to reiterate what the billing procedure is.
I remember only too vividly my first encounter with a new
patient’s family after graduation from training. The words
“bill” and “payment” seemed to stick in my mouth. Once I
finally made this part of my written and verbal policies, I got
much better at it—and my patients were less anxious as well.

TIP

I recommend that for an evaluation of a child, you meet first
with the parents or guardians. For an adolescent it may be
advisable to meet with the parents and adolescent patient in
the initial interview to allay concerns of collusion with the par-
ents. It is important to meet with both parents (if they are
married or not) whenever possible. This is helpful in terms
of getting various perspectives, as well as understanding the
nature of the parental interactions, and how they each relate
to and understand their child. In the case of divorced par-
ents, you may need to meet with each parent or step-parent
group separately. Getting a sense of how the parents work
(or don’t work) together in raising the child is important.
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TIP

Explain to parents what type of professional you are. Many
parents may confuse a psychiatric evaluation with psycho-
logical testing. The following introduction to the parents may
be helpful:

I am a child and adolescent psychiatrist (or fellow)—a med-
ical doctor who specializes in understanding and treating
emotional and behavioral problems of children and teenagers.
Perhaps we can spend just a few minutes reviewing what I do
and what you expect, to make sure we’re on the same page.

[Ask at this point what the parents are hoping to achieve
from the evaluation. Then give a brief description of the
nature of the evaluation.] 

I try to get the best understanding I can of your child and
his/her strengths as well as areas in which he/she is having
real difficulties. To understand and help your child, I need to
talk to the people who know him/her best. That is you, as
his/her family, of course. But I also find that information from
the school, pediatrician, (any others) is helpful. I will also
meet and get to know your child. I will talk to him/her about
things that he/she likes and is good at, as well as to try to
understand the reasons that he/she is having difficulties. For
younger children, I also use play with toys or games as a way
of getting to know and understand him/her.

It is helpful to mention that you use play as an evaluative
(and later, perhaps, therapeutic) tool for younger children.
Some parents will be confused and distressed when their
child, who has been causing such chaos in the home, comes
out of the office and reports, “It was fun! We just played.”

Follow up with how many times you will meet and get
Release of Information forms signed (be sure to follow Health
Insurance Portability and Accountability Act [HIPAA] guidelines).

I will meet with you for (an hour) today. Then I will meet with
your child for (50 minutes, how many times and when). With
your permission (explain HIPPA and get releases signed) I will
also get information from your pediatrician, school, (any prior
treaters, protective services, if there is involvement, any others.
Ask if there are other sources with whom you should speak).

And now, for the difficult part—billing, cancellation policy,
confidentiality, feedback, and procedure for contacting you.
As a trainee, the financial aspects of billing and cancellation
may seem irrelevant, but there are important clinical benefits
to being clear about expectations (fewer cancellations and
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20 Section I / GENERAL PRINCIPLES OF DEVELOPMENT

no-shows and more treatment compliance) and important
training benefits to practicing this skill. 

As you know, [review the clinic billing and cancellation pro-
cedure]. When my evaluation is complete, I will meet with you
[review the recommendation feedback procedure. If there will
be a report generated, or not, clarify that. Also clarify with
whom you will share the information. If the entire evaluation
is court-ordered or requested by another agency with which
a report will be shared, be clear about that. Clarify the extent
of confidentiality, or lack thereof, with the parents, as well as
the child or adolescent. If the report is being done for the
Court, there is no confidentiality. Even in a regular practice,
confidentiality is limited if you feel the child or others are in
danger—state that up front. Clarify the clinic procedure for
contacting you—both regular communication and after hours
or for emergencies.]

Before you end the session, review with the parents what
they will tell their child about the evaluation. Help them prac-
tice explaining this to their child in a manner that is support-
ive and nonblaming. I have had parents tell their child that they
were going out for ice cream, only to end up in my office.
Although I learned a great deal about how the parents deal
with their willful child (grist for the mill), needless to say, it did
not set an inviting stage for the child to engage with me.

TIP

Define the boundaries of the clinical practice by stating up
front how, when, and for what the patients (or their families)
can and should contact you.

• Don’t give out your home number.
• Use voicemail for all nonemergency matters, and state how

often you check it.
• For more urgent matters, specify how to contact you (if you

use the pager system, be clear about when they may use this).
An answering service contacting you is often preferable, when
possible. Specify if you are available after hours or if there is a
physician on call who takes care of all emergency matters.

• When you are going on vacation, sign out your patients to
a trusted colleague. Having a backup person who knows
the basics of your cases will assist in effective coverage.
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KEY POINT

Set the stage for negotiation. For example, with teenagers it
is sometimes helpful to meet with him or her first, before the
parents, or meet with him or her with the parents, in order to
give the adolescent some control. Be explicit that each child
and family is unique. Be clear about which areas are flexible
(with whom and in what order you meet, for example), and
which are not (procedures for safety, for example).

TIP

When you first meet with the child or adolescent, have the par-
ents join the initial minutes of the meeting to review the reason
for the evaluation and what to expect. I usually ask patients for
their understanding of why they are here to see me first, and
try to come to some shared agreement.

CLINICAL VIGNETTE

Children and adolescents may be unclear and anxious about
the nature of the evaluation and if they are in trouble or being
manipulated. In this example, the concerns and conflicts of
the 12-year-old girl and her parents are addressed directly:

Interviewer: What is your understanding about
why you are here to see me today?

Child: I don’t know. Didn’t my parents
already tell you?

Parent to child: Yes, you do! Don’t you remember that
we talked about it?

Interviewer to child: You’re right, I have met with your
parents and we have talked. But it
helps me to hear what your under-
standing is.

Child: To make me be a sweet little girl
[sarcastically].

Interviewer: I see. So your parents made you come,
and you really don’t want to be here. 

Child: Duh!
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Interviewer to parent: Did you tell her that we are here to
make her a sweet little girl?

Parent: Of course not! We told her we want to
help our family communicate more
effectively.

Child: Yeah—meaning that you should talk
and I should listen.

Interviewer: So, you both agree that communicat-
ing and getting along could use some
work?

Child: And it’s not just me!
Interviewer: I see. So maybe the whole family

needs to work at learning to talk out
disagreements?

Child: Yeah!

With the child’s feeling of being coerced brought out into
the open, she was more forthcoming and less defensive
throughout the rest of the interview.

COMPONENTS OF THE PSYCHIATRIC EVALUATION

The child and adolescent psychiatric evaluation consists of at
least three elements: 1) interview, information gathering, and
basic assessment of the family or primary caretakers/legal
guardians; 2) interview/assessment of the child or adolescent;
3) information from other sources (primary care physician,
school, or others, as needed). The logistics of how these three
elements are obtained may vary. In my ideal initial evaluation
of a new patient whom I may take on in treatment, I first meet
with the parents or guardians (together, if possible, even if they
are divorced), then with the entire family unit (family that lives
in the home with the identified patient), then with the child or
adolescent one or two times. I will call the other informants
(school, primary care physician, etc.) and then plan a feedback
meeting with the parents to discuss findings and recommenda-
tions. In real life, it may be impractical to obtain an evaluation
in this manner. However, I find that meeting the entire family
can be very instructive in terms of understanding dynamics
and formulating appropriate and effective therapeutic inter-
ventions. It also sets the stage for the difficulties not being
the “fault” of the identified patient in isolation (Table 2.1 lists
components of a through psychiatric evaluation and Table 2.2
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TABLE 2.1. Components of a Thorough Psychiatric
Evaluation

• Referral source—clarify who is requesting the assessment and
for what purpose

• Chief complaint(s) and goals of the assessment
• Context—find out in what context(s) problems occur
• Multiple informants—incorporate information from the primary

care physician, school or child care, both parents or guardians,
mental health providers, and any other involved agencies, e.g.,
juvenile justice, child welfare. Get Release of Information forms
signed to speak to each.

• Patient interview/Mental status examination—interview the child
or adolescent alone. Use open-ended questions and try to
ascertain the child or adolescent’s perspective of the issues.
With young children, observing and describing play is more
helpful. The Mental Status Exam may be more observational
and interactive than with adults.

• Family Evaluation—see the entire family together whenever
possible. If not the whole family, seeing the child or adolescent
and parents together is helpful to clarify family dynamics.

• Medical Evaluation—obtain the medical history and talk to the pri-
mary care physician. Clarify if any further medical workup is
required, e.g., EEG to rule out seizures, neuroimaging, screening
labs to rule out potential medical causes, ECG or other appropri-
ate labs prior to a medication trial. Table 2.2 summarizes med-
ical factors that may have a psychiatric presentation to be
considered.

• Psychoeducational testing, if needed, to rule out learning disability
and intellectual impairment (at times, neuropsychological testing
to assess executive functioning and more subtle or complex
deficits), projective testing, speech and language assessments,
or other evaluations may be indicated to clarify the nature of the
presenting symptoms.

• Rating scales (such as Conners for ADHD, Beck Depression
Inventory for depression, etc.) to assess the number and sever-
ity of symptoms. Baseline and follow-up rating scales are helpful
in monitoring.

• School functioning—talking to teachers and school personnel
may be very helpful in understanding the difficulties (as well as
strengths) of the child. Be sure to ask about peer and teacher
interactions, how he or she deals with transitions or changes,
learning style and motivation, as well as overall academic level.
A classroom observation may be helpful.
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details medical factors that should be considered in a workup
of the etiology of psychiatric symptoms).

Appendix 1a gives an outline of the components of a child
and adolescent psychiatric evaluation report.

Family Assessment
Accurate psychiatric assessment and effective treatment of an
individual child must involve an examination of family
process. Family process refers to the repetitive patterns of
interaction between members. The definition of “family” may
be broad, but understanding the bonds and processes within
a family context will help you more fully understand the
child. No child lives in isolation, and the context and dynamics

TABLE 2.2. Medical Factors That May Have a Psychiatric
Presentation

Medications/toxic/ Corticosteroids, benzodiazepines,
drug-induced amphetamines, anticholinergics,

hallucinogens, antihypertensives,
asthma medications, narcotics, lead
exposure

Genetic Fragile X syndrome, Wilson disease,
Prader-Willi syndrome, Klinefelter
syndrome

Infectious/Immunologic Lyme disease, infectious
mononucleosis, HIV/AIDS,
tuberculosis, neoplasm, lupus
erythematosis and other autoimmune
disorders, chronic fatigue syndrome,
PANDAS (pediatric autoimmune
neuropsychiatric disorders associated
with streptococcal infection)

Neurologic Epilepsy, migraines, central nervous
system tumor, traumatic brain injury,
anoxia, demyelinating processes

Endocrinologic Hypo- and hyperthyroidism, diabetes,
hypopituitarism, androgenization,
Cushing disease, adrenal insufficiency

Other Hypoglycemia, electrolyte abnormalities,
uremia
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of the child’s nurturing environment may serve a role as a pri-
mary protective or primary risk factor (or both). Failure to
recognize the importance of family process may prevent the
initiation of appropriate treatment interventions and may
place a psychiatric clinician in the role of unwitting partici-
pant in an unhealthy family system. 

Family theorists vary on the type of approach used to
assess family functioning. I find the following most useful.

Family genogram. In the initial meeting with the parents
I ask about a basic family history. This may be most effi-
ciently done in a genogram. The genogram, as presented by
McGoldrick, is a practical and useful framework for under-
standing family patterns and mapping out how family members
are biologically and legally related to one another over a series of
several generations. I include any psychiatric, learning, medical
or substance use issues, history of abuse or neglect, and legal
issues next to each circle (female) or square (male) person in the
genogram. Usually grandparents and subsequent generations are
sufficient. Ask about cultural and religious background, as well.

Family diagnostic interview. Different clinicians do this
in different ways. I use the following format:

Greeting: This is the time to set the stage that you are inter-
ested in the entire family and how they get along, not
just the “identified patient” (who may not turn out to be
the primary difficulty). Example: “Hello. It is so nice to
get to meet your whole family.” [Have each sibling say his
or her name and age]. You may ask what their under-
standing of the meeting is. A statement such as the fol-
lowing may be helpful: “I understand that we are meet-
ing here today to help me get to know your family and
how you get along together.”

Typical day: Ask the family to describe a typical weekday.
Who gets up first? How do they organize to get ready for
school, work, etc.? Who goes where? How do they like
school, job, etc.? When do they get home? Do they eat
dinner together? What is a usual evening like? Where
does each person sleep?

What they like to do together: Ask the family in general to
say what they like to do together. I try to be sure that
each member (if old enough) contributes.

What they like best about their family: Again, be sure to hear
from all members.

What they would like to change or be different in their family:
Let each family member answer.
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TIP

If there are young ones (preschool or kindergarten age), set
up some simple toys in the circle (crayons and paper can be
quite sufficient) and allow them to play as you talk; they usu-
ally are listening intently and know what is going on. Be sure
to include the little ones, if they can talk. It may be the
youngest member who has the most insight (the 4-year-old is
often the one that “spills the beans” about dysfunctional fam-
ily secrets) and gives a good overall sense of the family’s
strengths, vulnerabilities, and areas of need.

Family Functioning Rating Scales
A variety of rating scales are available to help clinicians assess
family functioning. These may already be used in your clinic.
If not, examples of family rating scales include:

Family Environment Scale (FES) by Moos and Moos—
measures family cohesion, expressiveness, conflict, inde-
pendence, and achievement

Family Assessment Devise (FAD) by Miller—based on a
problem-centered model and examines the structure of
families regarding problem-solving abilities, communi-
cation, roles, and general functioning

Family Adaptability Cohesion Evaluation Scale (FACES III) by
Olson et al. —a self-report instrument that describes family
processes such as negotiations, family roles, boundaries,
coalitions, decision making, assertiveness, and discipline

Family Formulation
This need not be formal but will integrate into your overall
formulation of the child’s biopsychosocial functioning at the
completion of the assessment. Consider overall family func-
tioning, problem-solving abilities, intrafamily communica-
tions and boundaries, behavioral control, affective processes,
and family cohesion and adaptability as areas that impact
each family member.

Patient Interview: The Mental Status Examination
For children and adolescents, the mental status examination
components may be gathered through direct questioning,
play activities, or observations during the session.
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• Appearance and behavior: grooming, size, type of dress,
dysmorphic features, bruises, scars or injuries, eye contact 

• Ability to cooperate and engage with assessment
• Social relatedness
• Speech and language: fluency, volume, rate, and language

skills (appropriateness for developmental level, articula-
tion issues, social speech)

• Motor function: activity level, coordination, attention,
frustration tolerance, impulsivity, tics and mannerisms

• Mood and affect: neurovegetative symptoms, manic symp-
toms, range and appropriateness of affects

• Thought process and content: psychotic symptoms (hallu-
cinations, delusions, thought disorder)

• Anxiety: fears and phobias, obsessions or compulsions,
post-traumatic anxiety, separation difficulties

• Conduct symptoms: oppositionality, conduct symptoms,
aggression (verbal or physical)

• Trauma history: physical or sexual abuse, neglect
• Assessment of risk: suicidal thoughts or behavior, self-

abusive behavior, thoughts or plans to harm others, risk-
taking behaviors, sexual behaviors, internet usage, legal
issues, cigarette, substance or alcohol experimentation/use

• Cognitive functioning: overall assessment of developmen-
tally appropriate vocabulary, fund of knowledge, drawings

• Insight and judgment: acknowledgment of having a prob-
lem, judgment for hypothetical situations

Rating Scales/Assessment Instruments
Rating scales range from systematized questionnaires that
assess psychiatric symptoms in general to those that probe
specific areas of difficulty in depth. Advantages of using rat-
ing scales include their assisting the clinician in the system-
atic evaluation of the child, including detecting problems that
are clinically significant but not part of the presenting prob-
lem. Some adolescents may reveal concerns in writing that
they do not verbalize. Disadvantages of using rating scales
include the time needed to complete them, the feeling of
being “check-listed,” and clinicians’ tendency to over-rely on
rating scales for diagnosis. Rating scales are adjunctive tools
used to complement a diagnostic evaluation, not replace it.

With children and adolescents, the rating scales may be
completed by the patient or by parents or teachers. Addition-
ally, semistructured diagnostic interviews (Diagnostic Inter-
view for Children, or DISC; children’s version of Schizophrenia
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and Affective Disorders Scale, or K-SADS) are typically used
for research purposes, but may be used clinically for diagnos-
tic clarification.

Appendix 2 gives a summary of some commonly used
rating scales.

Clinical Formulation and Diagnosis
I consider the clinical formulation and diagnosis the critical
skill that characterizes child and adolescent psychiatry. It is
the integration of the complex and sometimes disparate infor-
mation gleaned from the evaluation above, putting it in a con-
text to understand the child’s behavior and to clarify the treat-
ment focus and appropriate interventions. There are two
primary formulation prototypes: biopsychosocial and the 4 Ps.

Biopsychosocial formulation. This is still the most com-
monly used formulation type for the Board examinations. It
interweaves biological vulnerabilities (prenatal, birth, early
temperament, development, genetic predispositions/family
history, medical and neurological disorders), psychological fac-
tors (personality, psychological issues and attributions, defense
mechanisms, developmental stage tasks), and social/environ-
mental contributors (family/interpersonal, socioenvironmen-
tal, trauma, and cultural factors) to postulate an understanding
of what brings the child or adolescent to this point in life. With
this understanding, the most focused and effective treatment
recommendations can be formulated.

The 4 Ps. Another useful method of formulation is the
4 Ps, as proposed by Barker.

1. Predisposing—those factors that render the child vulnerable
to a disorder

2. Precipitating—stressors or developmental factors that are
associated with the emergence or worsening of symptoms

3. Perpetuating—factors that maintain the disabling symptoms
4. Protective—strengths and assets that may be accessed to

promote more healthy adjustment and diminish the severity
of symptoms 

Each of the 4 Ps may be described along the following dimen-
sions: (a) biological/constitutional (including prenatal, birth,
early temperament, and genetic vulnerabilities), (b) psycho-
logical/personality/temperament, (c) family/interpersonal, and
(d) socioenvironmental.

The formulation need not be lengthy, but it is important. The
formulation serves to integrate and synthesize the information
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obtained into a coherent understanding of the multiple factors
which are likely contributing to or diminishing symptom
severity. It is this understanding that informs the diagnosis,
prognosis, and treatment recommendations.

Diagnosis. Diagnosis is typically given in Axis I-V as rec-
ommended in the DSM-IV. 

Axis I Clinical disorders
Other conditions that may be a focus of clinical
attention

Axis II Personality disorders
Mental retardation

Axis III General medical conditions
Axis IV Psychosocial and environmental problems
Axis V Global assessment of functioning

COMMUNICATING FINDINGS
AND RECOMMENDATIONS

Feedback to the Family
The evaluation is not complete until findings are communicated
to parents, the child, and/or other referring agencies. The pur-
pose of the feedback is to help provide an empathic understand-
ing of the etiology of the difficulties and strengths of the young-
ster assessed, and to communicate this diagnostic understanding
in a manner that will help provide a clear focus for therapeutic
interventions. Avoid psychiatric jargon when possible.

Be sure to set aside sufficient time to explain the rationale
for the diagnoses given and treatment recommendations. If
you give the diagnoses in all five axes, they will need to be
explained. For purposes of the family, axis I and II are usually
sufficient. If you have provisional diagnoses, be clear that you
are not sure. I often tell parents that children frequently don’t
fit neatly into our diagnostic categories, and each child is
unique. The formulation may be more helpful than definitive
diagnoses in understanding and helping the child.

Feedback to Other Agencies
Feedback given to schools or other agencies will be focused
primarily on the referral questions, although a comprehensive
evaluation is typically conducted to answer those questions.
If dangerousness is a concern, this should be explored in
detail, including precipitating factors, chronic stressors, and
previous history of violence. Recommendations should
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emphasize the most practical, helpful, and necessary treat-
ment approach that is in the best interest of the child. Crucial
information should be elucidated, while maintaining sensi-
tivity to family and personal information which is not rele-
vant to the evaluation. Recommendations should be clear and
as specific and concrete as possible. 

TIP

Keep feedback in lay language that is nonjudgmental, sensi-
tive, and practical. Parents may be very anxious about hear-
ing what is wrong with their child (and family). Remember that
very little of the information you say will be retained, espe-
cially if there is an emotional component. Usually feedback is
given to the parents first, but, depending on the nature of the
problem and the developmental level of the child, it may be
appropriate for the child or adolescent to be there. If the
child is there, talk to him or her directly about the findings.
Be sure to provide a written report or succinct summary for
the parents and/or ongoing dialogue, discussion, and psy-
choeducation regarding your findings and recommendations. 

RECOMMENDATIONS FOR TREATMENT

Recommendations should flow naturally from your formulation
and diagnoses. Just as the formulation is biopsychosocial, so are
treatment recommendations. Begin with any further assessments
required (neurological, medical, and/or psychoeducational
assessments) for more specificity of treatment and diagnosis.

Selection of appropriate treatment is based on multiple fac-
tors, including diagnosis and symptom severity, acute and ongo-
ing risk of harm, capacity of the family to support treatment and
provide a safe environment, capacity of the child to engage in and
use interactive treatment approaches, and availability of treat-
ment options in the community. 

A comprehensive treatment plan should include consider-
ation of the intensity of treatment required for the child in a
systems-based manner:

1. Child is at imminent risk and requires acute hospitalization
2. Child needs higher level of care than can be provided safely

in the home, but is not at imminent risk—residential treat-
ment, group home, subacute temporary residential stabi-
lization, therapeutic foster home, safe home, etc.
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3. Child can be maintained safely in the home only with
intensive wraparound services—in-home behavioral ser-
vices, partial hospitalization or after-school therapeutic
program, intensive case management, etc.

4. Child requires regular outpatient therapeutic services
a. Individual therapy (cognitive behavioral therapy (CBT),

insight-oriented, supportive, interpersonal therapy (ITP),
dialectic behavioral therapy (DBT), anger management, etc.)

b. Psychotropic medication for treatment of psychiatric
symptoms that are amenable to medication

c. Group therapy (therapy group, social and coping skills
groups, DBT group)

d. Family therapy (regular family therapy, parent manage-
ment training, parent psychoeducation, multisystemic
treatment (MST), couples therapy, divorce mediation
and conflict resolution, or parents accessing needed
treatment for themselves)

5. Other adjunctive services
a. School services (special education or Section 504) for

emotional, attentional, and/or learning issues, includ-
ing in-school counseling, therapeutic interventions and
services within mainstream classroom, special educa-
tion classroom, or out-of-district placement at a school
specializing in working with children with emotional,
social, and/or behavioral difficulties

b. Speech therapy for language problems (including social
conversation) as appropriate to the child’s difficulties 

c. State Protective Service involvement as needed for sus-
pected abuse or neglect or for voluntary services for
the family

d. Legal involvement accessed by the family to help mon-
itor a child with severe out-of-control behavior

e. Other supports, such as Big Brother or Sister, mentor-
ing programs, respite home, recreational therapy, and
pet therapy.

TIP

Many parents ask if their child will “grow out of” the difficul-
ties or express concerns that if they start medications their
child will require medications for his or her lifetime. I take the
tact that we cannot predict the future, but we do know that
developmental scars may remain when a child does not receive
the help he or she requires academically, socially, emotion-
ally, or behaviorally. Not all children will require intensive or
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long-term treatment for these issues, but it is crucial that
they be addressed and taken seriously to allow the child to
develop as optimally as possible.

CLINICAL VIGNETTE

Parents brought their 10-year-old fourth-grade son for evaluation
because of increasing behavioral problems at home and at
school. He had always had difficulties in school—fidgeting, call-
ing out in class, being disorganized and disruptive. He had
begun to act out behaviorally in school when called on in class.
He spoke to his teacher in a disrespectful manner and did not
complete his work. At home he refused to do his homework and
became angry and shouted, slammed doors, and stomped off
when his parents tried to insist. On evaluation, he seemed easily
distracted and very defensive and difficult to engage about any
perceived inadequacies. A Conner’s Scale of attention deficit
hyperactivity disorder symptoms completed by the teacher and
parents suggested a high level of symptoms. Further investiga-
tion revealed a family history of ADHD and learning disabilities.
A recommendation was made for psychoeducational testing,
which demonstrated above-average overall cognitive ability with
a specific reading disability. In formulation, the predisposing fac-
tors (family genetics for ADHD and a reading disability) and pre-
cipitating factors (increasing expectations in school and at home
as he got older) were manifested in oppositional and defiant
behavior to ward off feelings of inadequacy academically and in
his inability to control his impulses. This was perpetuated by a
family and school stance of punitive consequences for misbe-
havior and unreasonably high expectations for this otherwise
bright boy. Protective factors included above-average overall cog-
nitive skills, concerned parents, athletic abilities, and some
friends. Recommendations were for a reading tutor and special
assistance with reading, including the use of tapes, oral tests,
extra time for tests, and modifications of assignments. Special
accommodations for the ADHD symptoms, including preferen-
tial seating near the teacher, subtle cues to gain and focus atten-
tion, and organizational assistance were recommended, along
with the recommendation for a stimulant medication trial. Par-
ent counseling and psychoeducation and child anger manage-
ment training were also suggested. When these interventions
were implemented, the child made significant improvements.
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Many children with mental retardation are never referred to
a child and adolescent psychiatrist or mental health professional
of any kind. Pediatricians, family practitioners, pediatric neuro-
logists, special educators, speech and language and physical or
occupational therapists tend to provide services for these chil-
dren. Birth to Three Early Intervention provides crucial services
in the early identification and early treatment intervention of
children with developmental and cognitive disorders. However,
trainees and practitioners in child and adolescent psychiatry
need to be comfortable and competent working with children
with these disorders, as the comorbidity with other psychiatric
disorders of mood, anxiety, and behavior are extremely high.
Working with children with developmental disabilities requires
a high degree of comfort and sophistication in collaborating in
a multidisciplinary system of care to provide the full range of
services needed to optimize outcome.

34

3

Essential Concepts
• Assessment and clarification of learning, cog-

nitive, and developmental disorders are
essential to providing appropriate interventions

• Early diagnosis and appropriate and inten-
sive interventions for developmental delay
improve prognosis

• A systems-based approach is needed to
work with developmentally disabled chil-
dren and families

• Inventory strengths as well as deficits and
areas of need

• Other psychiatric disorders (mood, anxiety,
behavioral) are more common in children
with mental retardation.

Mental Retardation

PART A
Developmental Disorders
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BASIC PRINCIPLES

It should not be assumed that children with special learning
needs will have other psychiatric difficulties. However, children
with mental retardation have a three to four times higher inci-
dence of other psychiatric disorders than children with average
cognitive skills. Mentally retarded children are at high risk for
social ostracism. Additionally, the neuropathology underlying
the learning or cognitive dysfunction may contribute to certain
aberrant behaviors. Executive and problem-solving skills are
impaired concomitantly with the overall cognitive delay. 

KEY POINT

Individuals with mental retardation consist of a widely variable
group of children. Each child must be individually evaluated
regarding special learning needs, as well as emotional level of
functioning, to formulate an individualized educational (and
possibly mental health) plan. Remember to assess strengths
as well as deficits.

DIAGNOSTIC CRITERION AND EPIDEMIOLOGY

Mental retardation is diagnosed on Axis II in the DSM multi-
axial diagnostic scheme. The diagnosis of mental retardation
requires the concomitant impairment in cognitive function-
ing, as well as impairments in adaptive functioning (person’s
effectiveness in meeting age-expected standards in communi-
cation, self-care, home living, social/interpersonal skills, use
of community resources, self-direction, functional academic
skills, work, leisure, health and safety). It is estimated that
about 1% of the population meet these criteria. Tables 3.1 and
3.2 define the severity levels of mental retardation, as well as
the possible etiologies.

COMORBID MENTAL DISORDERS

It is estimated that 30 to 70% of mentally retarded children
also suffer from a psychiatric disorder. Neurobiological as
well as environmental factors (stigmatization, feeling of fail-
ure in school) put these children at very high risk. The most
common associated mental disorders are attention deficit
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36 Section II / AXIS I DISORDERS

hyperactivity disorder, pervasive developmental disorders,
mood and anxiety disorders, stereotypic movement disorder,
and mental disorders due to a general medical condition
(such as dementia due to head trauma).

There are a few mental retardation symptoms that are associ-
ated with specific genetic syndromes and place a child at high
risk of specific psychiatric disorders. Individuals with: Down
syndrome are at higher risk for developing Alzheimer-type
dementia; fragile X syndrome are at increased risk for ADHD and
social phobia; Prader-Willi syndrome frequently demonstrate
hyperphagia and obsessive and compulsive symptoms; William’s
syndrome have high risk for anxiety disorders and ADHD.

TABLE 3.1. Mental Retardation (Axis II except Borderline
on Axis I)

Severity Approximate IQ Range

Borderline 71–84
Mild 50–55 to 70
Moderate 35–40 to 50–55
Severe 20–25 to 35–40
Profound Below 20–25

TABLE 3.2. Etiology of Mental Retardation

Type Description

Hereditary Familial or sporadic chromosomal
aberrations

Early alterations Prenatal damage due to infection,
(embryonic development) toxins, and substance abuse,

or etiology unknown 

Pregnancy, perinatal Fetal malnutrition, prematurity, 
problems hypoxia, viral and other infections,

and trauma

Medical conditions Infections (esp. CNS), traumas,
of infancy poisoning (e.g., lead)

Other illnesses (e.g., thyroid, cancers
and treatment)

Environmental influences Severe early neglect or abuse,
malnutrition
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TIP

Medications may be used to treat the comorbid psychiatric
disorder in children and adolescents with cognitive delays
who demonstrate psychiatric disorders which may benefit
from the medication. However, in general “start lower and go
slower” on initial dosages and medication titrations, as there
may be increased sensitivity to side effects.

KEY POINT

The primary goal of treatment is to improve the quality of life
of a child or adolescent with cognitive delay, and help him or
her achieve the highest level of functioning possible.

KEY POINT

The role of the child and adolescent psychiatrist in working
with individuals with mental retardation was specified by the
American Academy of Child and Adolescent Psychiatry as 1)
provision of clinical services; 2) prevention of mental disor-
ders through early diagnosis and provision of emotional sup-
ports to the child and family; 3) research; 4) learning skills
that are also useful in the practice of psychiatry in general.

CLINICAL VIGNETTE

Jason is an active, cute and engaging 5-year-old boy who is in
kindergarten at his local elementary school. He was in a family
day care prior to beginning kindergarten. He is an only child of
parents who are hard-working and caring, but neither of whom
received a high school education, having dropped out and then
conceived Jason when the mother was 17 years of age. His
mother had used substances (alcohol and marijuana), but
stated that she stopped when she found out she was pregnant.

Jason made a reasonable adjustment to kindergarten
socially, although the teacher has reported that he is inatten-
tive, easily distractible, and refuses to do his letter, number,
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38 Section II / AXIS I DISORDERS

and other work. When she insists, he tends to become oppo-
sitional and defiant (refusing or pushing and hitting her) or
to scribble and not put forth good effort. He is referred to you
for evaluation of possible ADHD. On examination, Jason
seems delayed in his fine motor skills and speech, with some
immature articulation as well as sparse speech. The pediatri-
cian noted early developmental delays in all spheres. You
request cognitive and academic evaluations, which demon-
strate a full-scale IQ on the Wexler Preschool and Primary
Scales of Intelligence (WPPSI) of 62 (the mean is 100), with
preacademic skills similarly low. Additionally, his adaptive
functioning is delayed in communication, self-care, home
and community living, and functional academic skills. He is
diagnosed with mild mental retardation. You recommend
special education services to address his learning needs.
When he is provided with periods of the day with small
group or individual attention for his academic subjects, his
behaviors improve. However, a high degree of inattention and
distractibility still seems to be impairing his ability to learn.
You begin a low dose (2.5 mg and titrate up to 5 mg in morn-
ing and at noon) of methylphenidate, which seems to be
effective for his inattention. Jason’s behavior and effort
improve. A multidisciplinary treatment group, which includes
speech and language and special education services, the pedi-
atrician, in-home service providers to help his parents provide
an enriched environment and structure at home, and you as
the child and adolescent psychiatrist provide an array of ser-
vices for this child and family, to the benefit of the child’s func-
tioning. Three years later, his follow-up cognitive testing sug-
gests a full-scale IQ of 69, with educational functioning in the
mid-70s. Adaptive functioning and overall behavioral control
have also improved.

KEY POINT

Although psychological tests are becoming normed to
a wider range of cultures and ethnicities, clinicians need to
be sensitive to these issues in interpreting tests. Test
results may not be accurate in children whose primary lan-
guage is not English. Additionally, preschool children’s test-
ing may not be as reliable (remain the same over time) as
for older children.
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Assessment
The individual administration of both a standardized cogni-
tive test (such as the Wechsler Intelligence scale for children,
WISC-IV; the Kaufman Assessment Battery for Children,
K-ABC; the Stanford Binet Intelligence Scale 4th edition, or
others) and a measure of adaptive functioning (such as the
Vineland Adaptive Behavior Scale) is required for diagnosis of
mental retardation. The tests should be administered in the
child’s dominant language whenever possible and estimates
of the validity of test administration considered. If the child
is nonverbal, there are tests (such as the Comprehensive Test
of Nonverbal Intelligence, C-TONI or the Leiter International
Performance Scale) that may be used. 

Medical evaluation and collaboration with the primary care
physician is an important aspect to the evaluation. Medical
evaluation includes a careful prenatal and developmental his-
tory, family history, neurological evaluation, laboratory screen-
ing (thyroid, lead, and routine labs, as well as investigation of
rarer inborn errors of metabolism, VDRL, and chromosomal
analysis, as appropriate), as well as possibly brain imaging
(MRI) and electroencephalogram (EEG) to rule out seizures.

The differential diagnosis of mental retardation includes
hearing or visual impairment, autism and other pervasive
developmental disorders, learning disabilities or borderline
cognitive functioning, and severe early neglect or abuse. 

Treatment
Early detection and developmentally sensitive multimodal
treatment are required for optimal outcomes. Another key
element is parent guidance and support, as the diagnosis of
mental retardation is quite devastating to parents. Birth to
Three services can assist with the early assessment and inter-
vention. Recommended services typically include speech and
language therapy, physical or occupational therapy, early
stimulation, advocacy for services, educational and environ-
mental planning, behavior management, and teaching of
functional and self-care skills. Standard therapies are used for
psychiatric comorbidities, with the careful and judicious use
of medication, as appropriate. In-home behavioral services
and respite care opportunities may also be indicated. It is
important that the services are well coordinated and that
there is good multidisciplinary collaboration in the care of
children with complex and multiple disabilities.
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Prognosis is variable, depending on the type and severity of
the mental retardation. In general, children with mild mental
retardation (85% of those with MR) can anticipate gaining
academic skills at about the sixth-grade level, with the ability
to hold a job and function with minimal supports in the
community. Prognosis is markedly improved with early inter-
vention and education, a focus on job skills and independent
living skills, good medical care of physical and psychiatric
illness, and a supportive environment.

TIP

Many child and adolescent psychiatrists never gain the skills
and comfort level to work with severely mentally retarded
children. Odd or unpredictable behavior may be off-putting,
deficits in language skills make diagnosis and treatment
especially challenging, and the risk of aggressive behavior in
some children may be frightening. However, I have found
working with this group of children to be highly gratifying.
Interventions can be quite helpful. Your child and adolescent
psychiatry expertise in providing assistance to the family, the
school, and the child may make a substantial positive influ-
ence on the child’s prognosis.
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4 Learning Disorders

Identification and intervention of learning disabilities (LDs) in
children is primarily the function of the educational system.
However, children with LD have many risk factors for emotional
and behavioral difficulties: frustration at school, poor self-
esteem, criticism by adults who don’t understand the disability,
and biological vulnerabilities. It is these secondary disorders that
prompt consultation to a mental health professional.

Early detection and specialized tutoring and teaching tech-
niques may be quite helpful in improving prognosis. Addi-
tionally, it is essential that the child, his or her parents, and
school personnel have a good understanding of the nature of
the disability, to minimize the risk of the child “feeling stu-
pid,” academic failure, and criticism for “not trying” or being
“lazy,” which may erode self-esteem and precipitate emotional
and behavioral difficulties. Because children with learning
disabilities are usually bright, they are more cognizant of
their difficulties than individuals with more pervasive cogni-
tive and learning issues. It is heartbreaking to hear a child call
himself “stupid” when he is quite bright but unable to read.

BASIC PRINCIPLES

It should not be assumed that children with special learn-
ing needs will have other psychiatric difficulties. However,
children with learning disorders have a high incidence of

Essential Concepts
• A learning disability is a significant discrep-

ancy between assessed cognitive ability
and assessed academic achievement.

• Learning disorders of reading, mathematics,
and written language are defined in the Diag-
nostic and Statistical Manual (DSM-IV-TR).

• Children with learning disorders have a
high prevalence of comorbid emotional
and behavioral difficulties.

• Early identification and intervention are essen-
tial for optimal prevention of further learning,
emotional, and behavioral problems.

41
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42 Section II / AXIS I DISORDERS

psychiatric difficulties. An estimated 15 to 25% of children
with reading disability will meet criteria for ADHD. School
avoidance, depressive moods (14–32%) and anxiety disor-
ders are also common. Overall, girls with LDs are more likely
to suffer from internalizing symptoms and boys from exter-
nalizing symptoms. Additionally, learning disorders fre-
quently co-occur. It is common for a child to demonstrate
more than one learning disorder or a concomitant language
disorder.

Diagnostic Criterion and Epidemiology
All learning disorders are diagnosed by the administration of
an individually administered standardized measure of intelli-
gence (such as the Wechsler Intelligence Scale for Children—
WISC) and an individually administered achievement test
(such as the Wechsler Individual Achievement Test—WIAT).
If the academic achievement in a given area (reading, mathe-
matics, or written language) is substantially below that expected
given the person’s chronological age, education, and measured
intelligence, and is functionally impairing, a learning disor-
der may be diagnosed. The Individuals with Disability Edu-
cation Act (IDEA PL 94-142) provides for services under the
classification of Specific Learning Disability. For a child to be
eligible for special education services, a statistically signifi-
cant difference of at least 1.5 to 2 standard deviations
between assessed academic achievement and cognitive ability
must exist.

Table 4.1 chronicles the characteristics of the LDs.

KEY POINT

Child and adolescent psychiatrists and other mental health
professionals can provide essential psychoeducation to par-
ents, school personnel, and the child about the nature of the
learning difficulty and advocate for essential educational
services. Reframing the task to that of effective teaching
and learning (as opposed to a misbehavior or basic flaw)
improves a child’s self-esteem. Treating coexisting ADHD, if
it is present, may also improve the child’s ability to focus and
learn. Using the child’s strengths to find and promote areas
in which he or she excels improves self-image and sense
of worth.
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OTHER SKILLS DISORDERS

In addition to the learning disorders, there are a variety of
developmental skills disorders described in DSM. Motor
skills disorder (Developmental Coordination Disorder) and
the communication disorders (Expressive Language Disorder,
Mixed Receptive-Expressive Language Disorder, Phonologi-
cal Disorder, Stuttering and Communication Disorder, NOS)
are developmental disorders characterized by skills (motor or
language) which are substantially below those expected given
the child’s age and measured intelligence. As with other
developmental disorders, early identification and intensive
evidence-based intervention improve prognosis.

CLINICAL VIGNETTE

Brianna is a bright 6-year-old girl who is in the first grade. She
loved kindergarten, but has begun to complain of stomachaches
before school and to state that she is too ill to go to school. The
teacher states that Brianna has friends and seems to enjoy her
peers. However, she is very resistant to doing her school work.
She refuses to participate in her small reading group and will not
read aloud, as the other children do. This oppositionality is
becoming increasingly problematic. When the teacher attempted
to test her skill level, Brianna refused to participate. Upon the
recommendation of the pediatrician, Brianna received full cog-
nitive and intellectual testing. Although her intellectual func-
tioning was overall in the high average range, her reading ability
was in the deficient range. The diagnosis of a reading disability
was made. Sharing this information with the parents, teacher,
and Brianna helped to reframe her symptoms. She was told that
her brain was very smart, but that her brain had a harder time
learning to read than many other children (although she was
reassured that other children also have reading disorders). This
meant that she had to work harder to learn to read than other
children, and it was not her fault—it did not mean that she was
“dumb” (as she called herself). Brianna began to receive 30 min-
utes daily of individualized training with the REACH system
(a comprehensive phonetic skills teaching system). As she began
to learn to read, her complaints about going to school and
oppositionality began to subside. Brianna was artistic, and her
artwork was displayed (with that of some other children) in the
art exhibit area, much to her delight.
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5 Pervasive Developmental

Disorders: The Autism

Spectrum Disorders

Pervasive developmental disorders (PDDs) are also referred
to as the autism spectrum disorders (ASDs). There are five
disorders in this category: autism, Asperger disorder, Rett dis-
order, childhood disintegrative disorder, and pervasive devel-
opmental disorder, not otherwise specified (PDD, NOS). The
core feature of the PDDs is an abnormal relatedness and
social development. Although cognitive and motor develop-
ment are often also affected, it is the manner of relating and
communicating that is the sine qua non of the disorders.

These are tragic yet fascinating disorders. Although the
movie Rainman was fiction, individuals with ASDs may be
high functioning in many ways, but experience an extreme
need for sameness and routine, lack of flexibility, inability to
read social cues and interact in a reciprocal manner, and odd
speech. The term “spectrum” is sometimes used to denote
the fact that the level of impairment and disability can be
quite variable.

At one time, individuals with ASDs were thought to be
resistant to intervention. We now know that early multimodal
and multidimensional treatment may markedly improve prog-
nosis. Support for the family, in addition to the child, is also
required. Psychiatrists work within a system of care to provide
needed services for a child and his or her family.

Essential Concepts
• The essential feature of the pervasive

developmental disorders is abnormal
social development and relatedness.

• Early detection and early intervention
improve prognosis.

• Some children may be diagnosed before
1 year of age.

• Treatment should be multimodal and
multidimensional.

• Anxiety and other psychiatric disorders
may complicate prognosis and treatment.
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BASIC PRINCIPLES

From the earliest description of autism by Leo Kanner in
1943, the disorder has been studied widely to ascertain the
etiology and effective treatments. Some initial descriptions of
“refrigerator mothers” as the cause has been long since dis-
pelled. A neurological insult of multiple etiologies (genetic,
intrauterine, neurotransmitter, or neurophysiological abnor-
malities) is posited. Parenting patterns do not cause autism.
However, high parental skill level in working with his/her
child may improve prognosis.

Although many children with more severe forms of ASD
may be identified early, I find that schools commonly request
consultation for children with mild “spectrum” disorders in
the early elementary years. These children often present with
tantrums as a key concern. The demands of school (for socially
appropriate and conforming behavior) and the exquisite sensi-
tivity of an ASD child to overstimulation, poor social and cop-
ing skills, and extreme need for sameness may overwhelm
these youngsters. Oppositionality, obsessive-compulsive behav-
iors, and behavioral outbursts may be the primary complaint.
A full evaluation followed by recommendations that allow the
child to feel comfortable and not overwhelmed in the educa-
tional setting is often crucial to the child’s ability to learn and
the school’s ability to provide for him or her.

Diagnostic Criterion and Epidemiology
It is estimated that 1% of the population may have a diagnos-
able autistic spectrum disorder. The number of children diag-
nosed with ASD has increased rapidly in the last 10 years,
probably due to increased rate of detection of milder forms of
the disorder, as well as potentially genetic or environmental
contributors. The prevalence is greater in boys (except for Rett
disorder). Girls with the disorder tend to be more severely
affected. ASDs present in equal prevalence across race, ethnicity,
and nationality. Table 5.1 summarizes the diagnostic criteria
and epidemiology of the PDDs. Tables 5.2 and 5.3 summarize
the etiology and differential diagnosis.

Comorbid Mental Disorders
Comorbidity is common with the ASDs. It is estimated that
up to 80% of children with autism also have mental retarda-
tion. Anxiety disorders, obsessive-compulsive disorder, and
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50 Section II / AXIS I DISORDERS

attention deficit hyperactivity disorder are all quite common.
Tic disorders and psychotic symptoms are also notable comor-
bidities. Of note, a number of chromosomal disorders (especially
fragile X and tuberous sclerosis) present with autistic-like fea-
tures. Intrauterine viral infections, phenylkenouria, and seizure
disorders are also associated. Table 5.4 summarizes components
of a thorough evaluation.

TIP

When you sit with a child, try to imagine the world through the
child’s eyes. If you find yourself feeling frustrated by your inabil-
ity to engage the child, ignored or used as a tool, or having a
very difficult time helping the child with a transition or recipro-
cal play, consider an ASD. More subtle forms of Asperger dis-
order may present in a very bright and interesting child who
spends a session telling you about the details of his Yu-Gi-Oh
cards (or any other area of fascination). It is the lack of flexi-
bility, pedantic or professor-like speech, one-way nature of the
communication, and high level of persistence in the topic that
distinguish the child with mild Asperger disorder from a child
who loves a hobby. Adults may delight in learning about the
topic. Peers typically do not.

Treatment
Early detection and developmentally sensitive multimodal
treatment are required for optimal outcomes. The primary inter-
vention for ASDs is educational. Another key element is parent
guidance and support, as this disorder is quite devastating to
parents and families. Public Law 94-142, the Individuals with
Disabilities Educational Act (IDEA), stipulates that every child,
regardless of his or her disability, has a right to a free and
appropriate public education in the least restrictive environ-
ment. For the eligible child, public educational services are
mandated to begin at age 3. Key elements of early interventions
include: 1) teaching the child to pay attention to other people,
imitate others, use preverbal and verbal communication, play
and socially interact; 2) a teaching environment that is highly
supportive of the child’s learning needs and involves systematic
teaching of skills in a one-to-one setting with trained person-
nel; 3) a program that is predictable and routine; 4) a func-
tional approach to problem behaviors; 5) a thoughtful strategy
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TABLE 5.2. Etiology of Autism Spectrum Disorders

Type Description

Hereditary Multiple genes involved
50 times more prevalent in siblings
High concordance (60–90%) in

monozygotic twins
Associated with other known genetic

syndromes (e.g., fragile X and tuberous
sclerosis)

Early alterations Prenatal damage due to  infection, toxins,
in embryonic and substance abuse, or etiology
development unknown

Neuroimaging Ventricular enlargement/abnormal symmetry
findings Cerebellum with hypoplasia

Increased serotonin synthesis in dentate nucleus
Lack of activation of fusiform gyrus (brain area

that recognizes faces)
Larger brains than typically developing children

Neurotransmitter Abnormalities in glutamate, serotonin, dopamine,
abnormalities opioid, and GABA neurotransmitters

Autoimmune disorders/antibodies to
serotonin-1A receptors

TABLE 5.3. Differential Diagnosis for Autism Spectrum
Disorders

Disorder Differentiating Features

Selective mutism Child is able to speak and does so
with family

History of normal relatedness with family

Developmental May use nonverbal cues; generally
language disorders well related

Verbal apraxia/ Communicates nonverbally
dyspraxias

Reactive attachment History of severe abuse/neglect
disorder

Attention deficit Able to make friends, even if their
hyperactivity disorder behavior makes sustaining friendships

difficult

Mental retardation Eye contact and relatedness spared

Childhood schizophrenia Bizarre or unusual thoughts, hallucinations,
loss of reality testing

51
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52 Section II / AXIS I DISORDERS

for transitioning from a specialized preschool classroom to the
kindergarten class; 6) family involvement.

Treatment is multidisciplinary (teachers, mental health
professionals, medical professionals, speech and language,
occupational, and physical therapists, parents) and multi-
modal (utilization of multiple approaches targets the specific
areas of disability, such as social, cognitive, motor, and acad-
emic). Table 5.5 summarizes the common educational, psy-
chosocial, and pharmacological treatments used in providing
for the complex child with ASD.

KEY POINT

Despite considerable attention in the lay press, there is no evi-
dence that links the mumps, measles, and rubella (MMR) vac-
cine to autism. Due to the severity and chronicity of the disor-
der, a plethora of nonproven therapies have gained attention.

TABLE 5.4. Evaluation Essentials for Children
with Autism Spectrum Disorders

• Clinical History—focus on pre- and perinatal history, early social
and language development, sensory sensitivities (to sounds,
light, tactile stimulation, smells), odd or repetitive behaviors,
ability to make transitions and changes in routine, family history,
medical history.

• Evaluation of the child—focus on eye contact, ability to relate, abil-
ity for reciprocal and imaginative play or talk, note perseveration
on a topic or activity, tone of voice and intonation, unusual move-
ments or stereotypies, delayed or unusual speech, need for doing
things in a particular manner or to be in charge of how things are
done in a persistent and intense manner. Observation of the child’s
functioning in school or at home may also be helpful.

• Medical and neurological assessment and hearing evaluation
(may require brainstem audiometry if child is not able to fully
cooperate).

• Psychological testing to determine cognitive level, adaptive func-
tioning scales (needed to diagnose mental retardation), academic
testing to rule out learning disabilities and assist in academic
planning. Speech and language testing, hearing testing, and
occupational therapy and physical therapy evaluations should be
completed as appropriate for the child. A young child should
receive a developmental evaluation.

• Diagnostic scales: Autism Diagnostic Observation Schedule (ADOS)
and Autism Diagnostic Intervien (ADI-R).
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Chapter 5 / Pervasive Developmental Disorders 53

Many families will ask about these. They include nutritional
supplements, elimination diets to combat food allergies, infu-
sions of immune globulins, secretin, chelation therapy to
remove mercury, facilitated communication (support of child’s
arm and hand while typing on keyboard), and others. There is
lack of empiric support for all of these therapies, and educa-
tion of families about the data and research is an important
component of treatment.

CLINICAL VIGNETTE

Bob presented at age 3 with multiple problems including
decreased and unusual language (echolalia, pronoun reversal),
play which included lining up cars in pristine rows or spinning
the wheels, and sensory sensitivities (tactile and loud noises).
Bob’s mother noted that his new 5-month-old sister smiles and
looks at her more than Bob ever did. She assumed that Bob’s
difficulties had been due to his recurrent ear infections and
lack of hearing. You refer for hearing testing, routine medical
and neurological examinations, and developmental testing.
Language and social skills deficits are notable, and you diag-
nose autism. Bob is enrolled in a preschool program, then half-
day kindergarten. You consult again when he is 6 years old and
in first grade.

Bob is very difficult to manage at school and at home. Bob
throws tantrums for 1 to 2 hours if not allowed to do as he
pleases. He is very active, inattentive, and does not sit still in
school. The parents, initially resistant to medications, requested
a medication assessment due to Bob’s inability to comply with
even simple commands and his lack of educational progress.
A low dose of the stimulant methylphenidate was initiated for
treatment of attention deficit hyperactivity symptoms. However,
Bob demonstrated increased irritability and sleep disturbance
with even very low doses of methylphenidate. Thus, it was dis-
continued, and a trial of the atypical antipsychotic risperidone
was initiated for treatment of his inflexibility and agitation.
Bob’s motor activity decreased to a more age-appropriate level,
tantrums decreased dramatically, and he was amenable to the
school curriculum. In fact, the family was able to take a vacation
together and enjoy it for the first time, with only minor outbursts
by Bob.
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6 Attention Deficit

Hyperactivity Disorder

Attention deficit hyperactivity disorder (ADHD) is the most
commonly diagnosed psychiatric disorder of childhood and is
characterized by deficits in attention, concentration, activity
level, and impulse control. ADHD tends to run in families and
is often associated with significant comorbidity with other psy-
chiatric disorders, both externalizing (such as oppositional defi-
ant disorder and conduct disorder) and internalizing (such as
depression and anxiety), as well as bipolar disorder. The impact
of ADHD on the child, his or her family, schools, and society is
enormous, with billions of dollars spent annually for school ser-
vices, mental health services, and increased use of the juvenile
justice system. In contrast with historic notions, children do not
typically “outgrow” ADHD. Morbidity and disability often per-
sist into adult life. It is not infrequent that I have revealed the

Essential Concepts
• ADHD is a clinical diagnosis based on care-

ful history taking, clinical examination, and
information from multiple sources and multi-
ple settings (school, home, community).

• The clinician must differentiate the core
symptoms of ADHD from the secondary
effects of other psychiatric disorders.

• Hyperactivity does not need to be present
during the mental status exam to make the
diagnosis of ADHD. 

• Concomitant learning disabilities and comor-
bid psychiatric disorders should be evaluated.

• Baseline and follow-up rating scales are help-
ful in monitoring the effectiveness of treatment
interventions and medication regimens.

57

PART B
Disruptive Behavior Disorders
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58 Section II / AXIS I DISORDERS

previously undiagnosed ADHD symptoms of a parent in the
course of assessing his or her offspring. When his son was
diagnosed with ADHD, one father exclaimed, “I am just like
that—every little thing distracts me and I can’t get my work
done!” He was later evaluated and placed on a stimulant med-
ication for ADHD, much to the benefit of his job effectiveness.

CLINICAL DESCRIPTION

The core symptoms needed to make a diagnosis of ADHD
cover cognitive and/or motor symptoms grouped as inatten-
tion, and/or hyperactivity and impulsivity (Table 6.1).

TABLE 6.1. Diagnosis of ADHD

Inattentive Symptoms

When the child is inattentive, CALL FOR FrEd. This is a mnemonic
to recall the nine criteria for the Inattentive symptoms of ADHD
(6 of 9).

Careless mistakes
Attention difficulty
Listening problem
Loses things
Fails to finish what he/she starts
Organizational skills lacking
Reluctant to do tasks that require sustained mental effort
Forgetful in Routine activities
Easily Distracted

Hyperactive-Impulsive Symptoms

With hyperactivity-impulsive symptoms the child RUNS FASTT. This
mnemonic covers the nine criteria for hyperactivity and inattention
(6 of 9).

Runs or is restless
Unable to wait for his/her turn
Not able to play quietly
Slow—oh no, on the go
Fidgets with hands or feet
Answers are blurted out
Staying seated is difficult
Talks excessively 
Tends to interrupt

Adapted from American Psychiatric Association (2000), Diagnostic and Statistical
Manual of Mental Disorders, 4th ed. Text revision. Washington, DC. American Psychiatric
Association.
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The onset of ADHD impairment must be in early childhood,
at least before the age of 7, even if it was not diagnosed until
later in life. Additionally, the symptoms must be functionally
impairing and present in a variety of life settings (home,
school, work, etc.). ADHD should not be diagnosed if it pre-
sents only concomitantly with a pervasive developmental dis-
order or psychotic disorder, or if symptoms are likely a mani-
festation of another psychiatric disorder. If a child presents
with 6 months of six or more of the inattentive symptoms, the
disorder is identified as ADHD, Predominantly Inattentive
Type. If there are 6 months of six or more hyperactive-impulsive
symptoms, the criteria for Predominantly Hyperactive-
Impulsive Type are met. If there are both, it is Combined Type.

KEY POINT

Historically, the concept of ADHD has changed dramatically
since its original description by Still in 1902 as a “morbid
defect of moral control.” Views of the disorder have been dom-
inated by 1) behavior (e.g., hyperactivity); 2) etiology (e.g., min-
imal brain dysfunction); 3) and cognition (e.g. attention deficit
disorder). The fluctuations in conceptualization over time have
led to changes in diagnostic criteria, research designs, epi-
demiologic prevalence rates, and treatment interventions.

TIP

Don’t rule out ADHD just because a child is able to attend and
focus in your office one-on-one in an interesting activity or game.
Many children with ADHD are able to sit still and pay attention in
a highly structured or novel setting, when they are alone with an
interested adult doing something they enjoy, or when engaged
in a highly stimulating activity (such as videogames). Many ADHD
children are able to attend to videogames for long periods of
time. Symptoms typically worsen in situations that are unstruc-
tured, boring, or that require sustained attention or mental effort
in a minimally stimulating venue (e.g., school work).

Epidemiology
ADHD is relatively common, affecting an estimated 3 to 12% of
school-aged children, depending on the definition and study.
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Epidemiological estimates have increased with DSM-IV classifi-
cation of ADHD into three subtypes (inattentive, hyperactive-
impulsive, and combined). In community samples of children,
boys are diagnosed with ADHD-Combined Type at a frequency
of 3:1 as compared to girls. Clinic samples tend to be 9:1 boys
to girls, most likely due to the higher proportion of disruptive
boys with ADHD-Combined Type, which may promote refer-
ral for treatment. Up to half of all children referred for mental
health services are diagnosed with ADHD. The Inattentive
Type of ADHD is not associated with an increase in disruptive
behaviors and is more nearly equal in prevalence between
boys and girls. This type is probably markedly underdiagnosed,
as many of these children may be described as “dreamy,” “slow,”
or “lazy,” with lack of appreciation for the core inattentive
symptoms.

KEY POINT

ADHD is a disorder with major public health ramifications.
Children have a higher injury rate, an increased risk for con-
duct disorder (one-third), criminal behavior, substance abuse,
coordination deficits, and other psychiatric disorders (over
half). There is an increased risk of physical punishments and
abuse, and more stress within the family. Additionally, there
is the economic cost to schools (over $3 billion/year), crim-
inal justice system, health care system, social service agen-
cies, and an increased risk for removal from the home.

Etiology
The etiology of ADHD remains unclear. However, it is cer-
tainly both multidetermined and complex. A mnemonic to
remember the complex etiology is GET TOPPS.

Genetic—runs in families, but genetics not clear and likely
polygenic; also fragile X, phenylketonuria, glucose-6-
phosphate dehydrogenase deficiency correlated

Environmental—malnutrition, severe abuse and neglect in
infancy

Toxic—lead or other poisoning
Trauma—head trauma
Other psychiatric disorders with comorbidity
Prenatal—maternal use of substances, poor health, very

young mother, viral illness
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Perinatal—low birth weight, hypoxia, prolonged labor,
postmaturity, CNS infection

Subtle neurological deficits—smaller frontal lobe and
hypoperfusion, asymmetry of the caudate nucleus, and
smaller volume of cerebellar vermis

ADHD is a heterogeneous syndrome, with multifactorial
etiology. Relative dysfunction of the prefrontal cortex, with
subsequent deficits in “executive function” (planning, orga-
nization, and impulse control) is a common feature. Genetic
determinants are suggested by family studies—up to one-
third of children diagnosed with ADHD will have parents
with ADHD. ADHD is two to three times more common in
siblings. Candidate genes within the dopamine system are
suspected, although genetics is most certainly complex, with
the likelihood of multiple microchromosomal alterations
leading to a similar phenotype (inattention). Fragile X and
other specific genetic syndromes are associated with ADHD
as well. Child-rearing practices do not cause ADHD. How-
ever, it is suspected that a severely chaotic early environment
may adversely affect neuronal pruning and central nervous
system (CNS) maturation. Any insult to the brain that
results in subtle neurological deficits (hypoxia, head trauma,
CNS infections, and suboptimal pre- and perinatal condi-
tions) may predispose to ADHD. Imaging findings are not
specific enough to be used for diagnosis. However, there is a
correlation with smaller and hypoperfused frontal lobes,
asymmetry of the caudate nucleus, and smaller cerebellar
vermis. Functional magnetic resonance imaging (fMRI)
research may more clearly elucidate some of the subtle neu-
rological deficits associated with difficulties with attention
and impulse control.

Assessment
ADHD is a clinical diagnosis made on the basis of interviews
and rating scales. There is no specific laboratory or other test.
The assessment of ADHD is similar to a full psychiatric evalu-
ation for any other disorder. It may be tempting to merely start
a stimulant medication to “see if it helps.” However, knowing
family history and ruling out other primary or comorbid psy-
chiatric disorders, medical problems, substance abuse, or side
effects of other medications are critical. Talking to school per-
sonnel about the key difficulties in school and assessing
functional disability in multiple domains are also key.
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Children and adolescents with ADHD commonly are less
aware than others around them of their maladaptive symp-
toms. The patient may deny symptoms entirely, so the diag-
nosis cannot be based on patient report. However, meeting
with the child is essential. Observation in the school setting
may be most useful. Meeting the child and completing a child
interview and mental status examination and a medical
screening (neurological soft signs, tics and coordination diffi-
culties, height, weight, blood pressure, and pulse) are routine.
Lab work to rule out lead exposure, thyroid problems, or
other medical difficulties may be obtained, as appropriate.
Ensuring that hearing and vision are normal is also needed.
Psychological testing is useful to assess intellectual ability,
academic achievement, and possible specific learning dis-
orders. ADHD is frequently comorbid with learning disor-
ders, but the oppositionality and inattention that may be
precipitated by learning difficulties need to be clarified.
Neuropsychological testing can clarify deficits in executive
functioning and sustained attention, and the Continuous
Performance Test (a computerized test of distractibility and
attention) may be helpful. However, all tests are useful in the
context of a full evaluation, and none is diagnostic in and
of itself.

KEY POINT

Obtaining information from multiple informants is critical to
the diagnosis of ADHD—especially school personnel (ask
about learning, attentional issues, and behavioral problems),
as well as the primary care physician (for birth and medical
history) and parents (prenatal and perinatal history, medical
history, screening questions for sleep disorders, traumatic
events, the potential for lead poisoning, family psychiatric and
medical history). I recommend using an ADHD rating scale
(parent and teacher forms) for both diagnosis and follow-up of
treatment effectiveness.

Comorbidity and Differential Diagnosis
Individuals with ADHD are at increased risk of suffering from
other psychiatric disorders. The most common comorbidities
are summarized in Table 6.2.

It is important to diagnose comorbid disorders since the
ADHD child with another psychiatric condition may have a

Stubbe_Ch06_p057-068.qxd  8/11/06  6:35 PM  Page 62



Chapter 6 / Attention Deficit Hyperactivity Disorder 63

different clinical presentation, life course, and response to
treatment. The most common comorbidities with ADHD are
disruptive behavior disorders, mood disorders (bipolar disor-
der and major depressive disorder), and anxiety disorders.

ADHD must be differentiated from age-appropriate over-
activity and other disorders. The differential diagnosis for ADHD
is extensive, as summarized in Table 6.3.

Treatment
ADHD is a complex disorder affecting every area of function-
ing and thereby requires a comprehensive treatment program.
The essentials of an effective treatment plan include psy-
chosocial interventions, medication treatment, and ensuring
an appropriate educational plan (Table 6.4).

As highlighted in the large multimodal treatment of ADHD
(MTA) study, medication is the most effective treatment for the
core symptoms of ADHD. There is a large body of literature doc-
umenting the efficacy of stimulants on core features of ADHD
(motoric overactivity, impulsivity, and inattentiveness) as well
as substantial effects on cognition, social function, and aggres-
sion. The stimulant medications are the best-studied medica-
tions in child and adolescent psychiatry and have demonstrated
safety and efficacy in over 200 controlled studies. Concern
about cardiovascular effects, especially blood pressure and
pulse (particularly for Adderal XR), has prompted increased
scrutiny around the safety of the stimulant medications by the
U.S. Food and Drug Administration. Despite concerns of many
families about the abuse potential of the medication and the risk
of precipitating addiction, treatment with stimulant medication

TABLE 6.2. Common Comorbid Disorders Associated
with Attention Deficit Hyperactivity Disorder

Disorder Estimated % Associated with ADHDa

Oppositional defiant 50%
disorder or conduct
disorder

Learning disabilities 40% (20%–60%) 
Anxiety disorder 30% (25%–33%) 
Major depression 30% (3%–75%) 
Bipolar disorder 10%–20% of clinical samples

aADHD, attention deficit hyperactivity disorder.
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has actually been demonstrated to decrease the risk for sub-
stance abuse, legal difficulties, and other sequelae of poor
impulse control. 

There are several treatment options for ADHD tailored to
patient need. In general, stimulant medications are considered
first line in the treatment of the core symptoms of ADHD.
Common side effects include loss of appetite, sleep distur-
bance, and some changes in pulse and blood pressure. More
serious side effects include dysphoria, irritability, and the
potential precipitation or exacerbation of tics.

Several antidepressants have been used as second line for
ADHD, with atomoxetine (Straterra) being FDA approved for
this indication. However, the “black box” warning of an increased
risk for suicidal thoughts and behavior for antidepressant use in
children and adolescents also applies to atomoxetine.

TABLE 6.3. Essential Differential Diagnosis for Attention
Deficit Hyperactivity Disorder 

Psychiatric disorders
Oppositional defiant disorder 
Conduct disorder 
Mood disorders (depression and bipolar disorder) 
Anxiety disorders 
Tic disorders 
Substance use disorders 
Pervasive developmental disorder 
Learning disorders 
Posttraumatic stress disorder 
Mental retardation or borderline intellectual functioning 
Psychosocial conditions 
Abuse and/or neglect 
Poor nutrition 
Neighborhood violence 
Chaotic family situation 
Being bullied at school 
Medical disorders 
Partial deafness or poor eyesight 
Seizure disorder 
Fetal alcohol syndrome/effects 
Genetic abnormalities (such as fragile X) 
Sedating or activating medications 
Thyroid abnormality 
Heavy metal poisoning
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TABLE 6.4. Essentials of Treatment for ADHD

Psychosocial Treatments

Parent psychoeducation—education about the disorder, teaching
how to manage the environment to assist the child (consistency,
routines, organization, reducing stimulation, decreasing frustration
and anticipating difficulties, behavior management)

Psychotherapy—social skills training, cognitive-behavior therapy
(to learn social and academic problem-solving strategies and
ability to manage frustration), and behavior modification; individual
psychotherapy may be useful in addressing comorbid disorders,
issues of self-esteem, or sequelae of trauma

Group therapy—to help the child gain social skills
Family psychotherapy/Parent management training—to reduce

conflict and improve communication and problem solving within
the family

Educational/School-Related Interventions 

Psychoeducational assessment (cognitive and behavioral
assessment, ADHD rating scales, etc.)

Teacher and classroom modifications—teacher understanding
the disorder and appropriate classroom modifications [preferential
seating of child near teacher; consistent classroom structure and
routines; organizational skills teaching such as schedule, assisting
child in organizing notebooks and materials, assignment and
homework notebook; cuing plan for teacher to cue child to attend
without calling negative attention to the child; extra supervision in
unstructured activities (lunch, recess, etc.); behavioral management
plan (may include Daily Report Card which targets specific behaviors
to be shared between home and school); social skills group]

Special education or Section 504 services—provides extra
supports for children whose ADHD is interfering with educational
progress. A small, self-contained classroom or resource room,
one-to-one tutoring, or a more intensive therapeutic educational
plan or out-of-district special education placement for severely
disruptive behaviors may be required

Medication Treatment

Considered first line 
Methylphenidate: Ritalin,a Ritalin SR,a Concerta,a Metadate,a Focalina

Dextroamphetamine: Dexedrine,a Dextrostata
Amphetamine salts: Adderalla
Second line
Atomoxetine (Straterra)a,b

Bupropion (Wellbutrin)b
Venlafaxine (Effexor)b

(Continued)
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TIP

Consider clonidine first line for the treatment of ADHD with
moderate tics. For children and adolescents with a pervasive
developmental disorder that includes functionally impairing
ADHD symptoms, start very low on stimulant dosage, due to
increased risk of irritability and stereotypies.

CLINICAL VIGNETTE

Kate is a 10-year-old fifth-grade girl who is referred for treatment
of difficulties with anxiety and oppositionality. She has a history
of separation anxiety in kindergarten and is described as sensi-
tive and kind. She is getting Ds and Fs in several of her acade-
mic classes due to failure to complete assignments. She avoids
written schoolwork and tends to be oppositional (needs at least
three prompts to follow through with directions). The teacher
feels that Kate is quite preoccupied, doesn’t listen, is “dreamy”

TABLE 6.4. Essentials of Treatment for ADHD (continued)

Medication Treatment

TCAs: nortriptyline, desipramine, imipramineb

Guanfacine (Tenex)—alpha agonist, most useful for hyperactivity
and overarousal

Clonidine (Catapres)—alpha agonist, may be first line for child with
ADHD and tics

Modafinil (Provigil, Cephalon)—used for narcolepsy and preliminary
studies for ADHD

Considered when most other medications are ineffective 
Atypical antipsychotics: risperidone, olanzapine, quetiapine,

ziprasidone—most helpful in treating agitation and aggression
Typical antipsychotics: haloperidol,a thioridazine,a chlorpromazine

(Thorazine)
MAOIs: phenelzine, tranylcypromine, selegine—not generally used

because of food restrictions
Pemoline (Cylert)a,c—may cause liver toxicity

TCAs, tricyclic antidepressants; MAOIs, monoamine oxidase inhibitors.
aU.S. Food and Drug Administration (FDA)-approved for treatment of ADHD. 
bBlack box warning for increased risk of suicidality.
cBlack box warning for hepatotoxicity.
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(perhaps worrying?), and is not available for learning. You take
a full history and discover that Kate had low normal develop-
mental milestones. She is more dependent on her mother than
most other children her age and more than her brother 2 years
her junior. Her mother complains that her room is a disorga-
nized mess, and that it is “like pulling teeth” to get Kate to get
ready for school or any activity in the morning. It is as if she is
in slow motion. She often forgets instructions and seems easily
distracted. She tends to take a very long time to complete any
assignment, and avoids school work. Her writing is slow and
labored. You request psychological testing, which suggests aver-
age cognitive functioning and no specific learning disability,
with some delays in processing speed and executive function-
ing. An ADHD scale is positive for inattentive symptoms, but
not hyperactivity or impulsivity. Anxiety level is higher than in
most children, but there are no acute worries. Sleep and
appetite are normal. You diagnose ADHD, inattentive type, and
wonder about a comorbid anxiety disorder. You begin a low-
dose stimulant (methylphenidate, 5 mg) and increase slowly.
Within a few weeks Kate is getting her classwork completed for
the first time in her life. Her grades improve and oppositional-
ity decreases—she is less work avoidant. You switch to a long-
acting preparation, as Kate does not want to go to the nurse dur-
ing the school day (Concerta, 18 mg and increased to 36 mg
over time). Her teacher notes a dramatic improvement in Kate’s
school functioning. Additionally, upon your recommendation,
Kate’s seat is placed closer to the teacher, she gets extra time for
tests and can take tests in a quiet area, and the teacher has found
a nonintrusive manner to prompt Kate to pay attention. Kate
and her teacher have worked out a checklist for organization of
her materials and a homework log. If Kate misses a morning
dosage of medication, both she and her teacher can note the
difference. Kate did not demonstrate an increase in anxiety
symptoms.

TIP

Not all children with ADHD are hyperactive. The inattentive type
may present with slow processing and a sluggish cognitive and
behavioral style which suggests dreaminess, disinterest, or
oppositionality and avoidance (not following directions). This
subtype may be particularly responsive to stimulant medication.
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Prognosis
About three-quarters of children diagnosed with ADHD continue
to show symptoms of ADHD into adolescence, and conduct dif-
ficulties are common (about one-third of children with ADHD).

Follow-up studies into adulthood show that up to half of
individuals diagnosed with ADHD continue to suffer from
clinically significant symptoms. Furthermore, up to 33% of
ADHD individuals versus less than 10% of controls drop out
of high school. ADHD children often show secondary effects
such as low self-esteem and poor social skills. These individ-
uals tend to obtain less education overall by 2 to 3 years and
lower occupational rankings, and have more car accidents,
court appearances and convictions, suicide attempts, and
problems with relationships than do young adults without
ADHD. Children with ADHD with conduct disorder are also
at increased risk for developing substance use disorders and
antisocial personality in adulthood.

Despite this seemingly grim prognosis, many children with
ADHD become well-adjusted, high-achieving adults. Prognosis
is improved with effective treatment, appropriate educational
programming, high cognitive, athletic, and interpersonal abili-
ties, and an emotionally supportive family with adequate social
and financial resources.
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7 Conduct Disorder

and Oppositional

Defiant Disorder 

The disruptive behavior disorders (also sometimes called
“externalizing disorders”) include oppositional defiant disor-
der (ODD), conduct disorder (CD), and attention deficit
hyperactivity disorder (ADHD). ODD and CD are closely
related, with ODD being viewed as a precursor, milder form,
or subtype of CD. These disorders characterize children and
adolescents whose behaviors reflect social rule violations and
inappropriate actions against others. Often the behaviors are
much more upsetting to those around them than to the child
or adolescent that is displaying the behaviors. It is important
to note that many preadolescents and adolescents are opposi-
tional, and this, in and of itself, is not considered a disorder.
It is when the behaviors occur much more frequently than is
typically observed with individuals of comparable age and
developmental level and when it is functionally impairing
that it becomes a disorder. I also find it essential to thor-
oughly investigate for other primary disorders or comorbidi-
ties. Many traumatized, mood disordered (depressed or bipo-
lar), psychotic, or developmentally disabled youth will engage
in very bad behaviors. ODD or CD should not be diagnosed

Essential Concepts
• A behavior disorder must be differentiated

from normal oppositionality as a child gains
more autonomy, a consequence of another
disorder, or a comorbid disorder.

• ODD and CD are clinical diagnoses based
on careful history taking, clinical examination,
and information from multiple sources and
multiple settings (school, home, community).

• Concomitant learning disabilities and
comorbid psychiatric disorders should be
evaluated.

• There are evidence-based psychosocial
treatments for CD that should be utilized.

69
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separately if symptoms occur exclusively during the course of
these other disorders.

The disruptive behavior disorders are a serious public health
problem in the United States. Conduct symptoms are the reason
for inpatient and outpatient psychiatric treatment of one-third
to one-half of youth using these services. CD has been identi-
fied as the most costly mental health problem in the United
States. Children with serious conduct symptoms are likely to
become involved in multiple services systems (e.g., mental
health, juvenile justice, special education), and this may con-
tinue throughout childhood and well into adulthood.

CLINICAL DESCRIPTION

Table 7.1 summarizes the diagnostic criteria for ODD and CD.
There must be at least three symptoms within the past year,

and at least one of the symptoms evident in the last 6 months
to make a CD diagnosis. The symptoms must be repetitive,
persistent, functionally impairing, and present in a variety of
life settings (home, school, work, etc.). If the individual is
18 years or older, he or she does not meet criteria for antisocial
personality disorder. Conduct disorder is subdivided by age of
onset (childhood onset with at least one criterion before the
age of 10; adolescent onset with no symptoms prior to the age
of 10; unspecified onset when the age of onset is not known).

KEY POINT

Although usually conduct disorder is considered “externalizing,”
in that the behavior violates others, it is also strongly asso-
ciated with aggression toward the self. Adolescents with con-
comitant depression, conduct disorder, and substance
abuse are at a substantially higher risk for suicide. This is
true for males and females. However, males tend to use
more lethal methods. The potential for suicide should be rou-
tinely assessed with conduct-disordered youth.

TIP

Many children and youth with ODD and CD are able to behave
appropriately when highly motivated. An interview with
a charming and engaged adolescent does not rule out the
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TABLE 7.1. Diagnostic Criteria of ODD and CD

Oppositional Defiant Disorder

When children and adolescents are oppositional and defiant they act
like REAL BADS. For ODD, the individual must show at least four
of eight symptoms within the past 6 months. This is a mnemonic
to recall the criteria for the oppositional defiant disorder: 

Resentful
Easily annoyed
Argues with adults
Loses temper
Blames others for his or her misbehavior
Annoys people deliberately
Defies rules or requests
Spiteful

Conduct Disorder

The behaviors of Conduct Disorder are BAD FOR A BUSINESS.
This mnemonic covers the criteria for conduct disorder (3 of 15
in past year and 1 in past 6 months):

Bullying
Animal cruelty
Destroying others’ property
Fighting
Out late at night
Running away from home
Actively forcing sex
Being cruel to people
Using a weapon
Setting fires
Into someone’s house, building, or car
Not going to school
Everyday lying or conning others
Stealing while confronting a victim
Stealing without confronting a victim

Adapted from American Psychiatric Association (2000), Diagnostic and Statistical
Manual of Mental Disorders, 4th ed. Text revision. Washington, DC. American
Psychiatric Association.

possibility of significant conduct issues. As many youth with
disruptive disorders do not conceptualize their behaviors as
problematic (and may either minimize or lie about them),
a full evaluation with multiple informants is required.
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Epidemiology
Anywhere between 2 and 16% of school-aged children are
believed to meet diagnostic criteria for ODD and/or CD. Both
ODD and CD are more prevalent in boys than in girls. Rates of
CD tend to be higher for adolescents (7% for youth ages
12–16) than for children (4% for children ages 4–11). Child-
hood-onset CD is considered to be a more serious form of the
disorder and generally has a worse prognosis. Even so, less than
half of conduct-disordered children continue to suffer from CD
into adulthood. However, some type of psychiatric disorder is
diagnosed in up to 80% of adults who had CD as children. In
general, CD children grown up will demonstrate higher rates of
criminality, psychiatric and substance abuse disorders, lower
academic and occupational achievement, poorer marital and
social relationships, and poorer physical health than their non-
CD peers.

KEY POINT

Comorbidity and differential diagnosis are important to
assess. Many psychiatric disorders are associated with
behavioral symptoms, and “pure” CD without comorbidities is
relatively rare. The most common comorbidities for CD are
ADHD (about one third of ADHD children will have CD, and up
to 70% of CD children will have ADHD). Other common
comorbidities are anxiety disorders, bipolar disorder, depres-
sion, adjustment disorder, trauma-related disorders, and
developmental disorders. 

Etiology
The etiology of ODD and CD is complex and multifactorial.
Research has focused on multiple risk factors that contribute
to the onset. These factors are characteristics, events, or
processes that increase the likelihood for the onset of the dis-
order (Table 7.2). However, children may have multiple risk
factors and never have the disorder, or contrariwise, may
have a few and exhibit the full disorder. Although much
remains to be elucidated, a great deal is known about the
onset of CD, and research will likely enable us to subdivide
the disorder into types that may have unique etiologies and
unique effective treatment methods (Table 7.3 and Table 7.4).
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TABLE 7.2. Factors That Place Youth at Risk for ODD or CD

Child Factors

Temperament: child with more difficult temperament (negative mood,
less adaptability, etc.) and high level of novelty seeking

Neuropsychological deficits: deficits in language functioning, memory,
motor coordination, and “executive functioning” (e.g., abstract
reasoning, planning, focused attention, and judgment)

Low autonomic activity/arousal
Early behavior difficulties: early onset of unmanageability and 

aggression
Academic difficulties: learning disorders and lower levels of 

intellectual functioning
Serotonergic dysfunction
Head injury, seizures, and other neurological insults
Other psychiatric disorders (esp. ADHD, PTSD, LDs, substance

abuse, mood disorders)

Parent and Family Factors

Pre- and perinatal complications: pregnancy and birth complications,
prematurity and low birth weight, minor birth injury or complications

Psychopathology and criminal behavior in the family: criminal
behavior, antisocial personality, and alcoholism of a parent

Family history of antisocial personality, substance use, ADHD, mood
disorder, LDs

Poor parenting: coercive parent–child communications, inconsistent
discipline, harsh or physical punishment, and permissive or
overcontrolling parent

Poor supervision: few rules and lack of supervision
Impaired quality of family relationships: less parental acceptance of

their children, less warmth, affection, emotional support, and
attachment

Marital discord: conflict and/or domestic violence
Family size: larger family size
Siblings with antisocial behavior (esp. older brother with antisocial

behavior)
Socioeconomic disadvantage: poverty, overcrowding, unemployment,

poor housing, financial stress and lack of supports

School-Related Factors

Inadequate school environment: large classroom with little emphasis
on academics, infrequent teacher use of positive feedback, little
emphasis on individual responsibility of students, poor facilities 
and work space, unavailability of teachers and other support 
staff to deal with student difficulties

(Continued)
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74 Section II / AXIS I DISORDERS

Treatment
Treatment is most effective if it is multimodal, utilized in a
variety of settings, and includes a home, school, and child
component to the treatment. Conduct disorder has well-studied
evidence-based psychosocial treatments that should be uti-
lized. Early intervention and helping families gain more
adaptive methods of relating improve prognosis (Table 7.4). 

Prognosis
The prognosis for ODD and CD is quite variable. Many chil-
dren with CD continue to demonstrate some fluctuating dif-
ficulties with behavioral issues on 7-year follow-up. About
one-third of individuals with CD will develop antisocial
personality disorder. Low IQ score and parental antisocial

TABLE 7.2. Factors That Place Youth at Risk for ODD or CD
(Continued)

Protective Factors

Factors that decrease the probability of exhibiting CD among
otherwise high risk youth: being first born, perceived by their
mothers as affectionate, high self-esteem and locus of control
(feel that their behavior can make a difference), and having adults
who play an important role in their development (in addition
to parents) who are supportive same-sex adult role models

TABLE 7.3. Essentials of Assessment of ODD and CD

1. Multimethod, multirater, and multisetting assessments should
be made. 

2. Rating scales may be helpful, but not diagnostic.
3. Ensure a complete psychiatric evaluation for other primary

diagnoses or comorbidities.
4. An educational assessment should be performed if school or

learning problems are suspected. Rule out learning disabilities,
cognitive deficits, or sensory loss (hearing or vision problems).

5. Evaluate the family dynamics, interactions, and communication
style, as well as family history of disorders.

6. Perform functional behavioral analysis of the behavior patterns,
including antecedents, consequences, and baseline and follow-up
ratings of behaviors.
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Chapter 7 / Conduct Disorder 77

personality disorder predict persistence of CD. More positive
outcome is predicted by a lower severity of CD, fewer ADHD
symptoms, higher verbal IQ, greater family socioeconomic
advantage, and biological parents who were not antisocial. 

Prevention and early intervention tend to be most success-
ful in improving prognosis. Despite the high risk for other
psychiatric disorders, incarceration, and impairment in occu-
pational functioning, many children with CD achieve a favor-
able adult adjustment.  

CLINICAL VIGNETTE:

Joe is a 7-year-old boy who was raised in a single-parent home
in a socioeconomically disadvantaged area. He is the third of
four children. His mother is highly stressed, and his father is
incarcerated for stealing a car (likely to support his substance
habit). Joe was potentially exposed early in utero to cocaine
and alcohol, although his mother stopped using substances
when she found out that she was pregnant. You are asked to
consult to the school because Joe is demonstrating severe
behavioral issues at school. He gets into frequent fights with
peers, threw a rock at another child after school, talks back
and swears at the teachers, and refuses to do his work. He has
teased and bullied other children. He recently was reported to
have shown his buttocks and attempted to touch another boy’s
buttocks in the school restroom. What are the key compo-
nents of the assessment you will need to help diagnose and set
up a treatment plan for Joe?

TIP

I suggest meeting with teachers, the mother, any social ser-
vice agencies involved (which are likely given the child’s possi-
ble touching of another child; find out the status of any present
protective service investigations with informed consent), and
the primary care physician to clarify developmental (including
early neglect, sexual or physical abuse) and social history.
Get more complete family history of psychiatric, substance
abuse, and legal issues. In this case, psychological testing
will be needed to ascertain cognitive functioning and poten-
tial learning disabilities. Tests for executive functioning should
be included. The Behavior Assessment Scale for Children (BASC

Stubbe_Ch07_p069-078.qxd  8/12/06  2:41 PM  Page 77



78 Section II / AXIS I DISORDERS

teacher and parent form) and an ADHD rating form may also
be helpful. A class or recess observation is recommended.
Interview the child and ask about abuse, neglect, psychotic
symptoms, mood symptoms, anxiety symptoms, and safety
issues. Ask about smoking or drugs. Ask the child to draw
his family doing something together. Ask about the child’s
three wishes. Inquire about issues of guilt and remorse. Does
the child have insight into how his behavior affects others? In
this case, PTSD (neglect and sexual abuse by an older cousin
when the child was 4), ADHD, and a reading disability were
diagnosed. The conduct issues were assessed to emanate
from these other disorders, and a separate CD diagnosis was
not made at this time. However, treatment planning included
interventions to address the severe behavioral issues.
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8 Separation Anxiety

Disorder

Separation anxiety disorder (SAD) is a common disorder of
children, and is characterized by extreme anxiety and worry
concerning separation from home or from those to whom the
individual is attached. It is often first diagnosed in preschool
or kindergarten, when the child experiences a separation from
home and the “attachment object.” Although some anxiety
symptoms may persist, separation anxiety disorder is gener-
ally a disorder of childhood, and remits with advancing age.

CLINICAL DESCRIPTION

Table 8.1 provides criteria for a diagnosis of SAD.

Essential Concepts
• Separation anxiety disorder (SAD) commonly

presents with somatic symptoms such as
stomachaches or headaches to avoid
leaving home.

• About three-fourths of children with SAD
exhibit school avoidance.

• Children with SAD experience unrealistic
fears that they or their parents will be
injured, kidnapped, or killed.

• Children with SAD are disabled by their
inability to sleep alone, attend school, visit
friends, or stay at camp.

79
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80 Section II / AXIS I DISORDERS

KEY POINT

In SAD, somatic symptoms such as headache, stomachache,
nausea, and vomiting are common, and medical assessment
should be done to rule out a primary medical etiology. How-
ever, in SAD the somatic symptoms are typically absent on
weekends, holidays, and when there are no separations. The
symptoms occur on evenings and mornings before school or
before an anticipated separation.

TIP

Children with separation anxiety will typically have a great
deal of difficulty at the start of each school year. I recom-
mend to families that the child have a structured out-of- home
summer plan (usually a day camp) to decrease the regres-
sion that is typical when a child stays home with the attach-
ment figure most of the summer. Additionally, I typically rec-
ommend supportive and anxiety management psychotherapy
beginning several weeks prior to the start of school. Working
with the school system to have a support system in place is
also crucial. I suggest that the school social worker or psy-
chologist form a strong relationship with the child, and meet
the child at the beginning of the school day to help with the

TABLE 8.1. Diagnosis of Separation Anxiety Disorder

When the child is frightened of being separated he or she will
PUSH or NAGS. This is a mnemonic to recall the eight criteria
for Separation Anxiety Disorder (three of eight required). 

Physical symptoms and complaints with anticipated separation
Untoward event anxiety
Sleep difficulties
Harm to attachment figures a concern
Nightmares
Alone is a big fear
Going to school or out of home difficult
Separation fears 
The onset of symptoms must be in childhood, occur for at least

4 weeks, and cause clinically significant impairment.

Adapted from American Psychiatric Association (2000), Diagnostic and Statistical
Manual of Mental Disorders, 4th ed. Text revision. Washington, DC. American Psychiatric
Association.
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school transition. SAD is a disorder that needs strong col-
laboration between the therapist, school personnel, parents,
and child to help decrease distress and disability.

Epidemiology
The prevalence of SAD is estimated to be 2.4 to 4.7% of the
population of children. Males seem to be affected about equally
to females.

Etiology
Anxiety disorders tend to aggregate in families. SAD is likely
precipitated by the interaction of genetic, temperament, fam-
ily dynamics, and other environmental factors. The tempera-
mental construct of “behavioral inhibition to the unfamiliar”
describes the shy, cautious, and introverted child. Children
with this temperamental disposition may be at increased risk
for SAD, as well as other anxiety disorders. Parents with anx-
iety disorders may provide genetic vulnerability, as well as
unwittingly convey their own fearfulness, to which the child
reacts with fearfulness as well.

Assessment
The assessment includes a standard complete psychiatric
evaluation. Multiple informants (the primary care physician,
school or preschool personnel, parents, etc.) are key. The
assessment should focus on symptoms of anxiety and/or
mood disorders in both the child and parents. A parent may
need to be present for the entire interview of the child if he
or she is unable to separate. The information gleaned from
attempting a separation must be weighed against the trust
and comfort of the child in the therapeutic relationship and
his or her need for the parent to be present. Typically, history
is sufficient for the diagnosis. The differential diagnosis
includes other anxiety disorders, depressive disorders, as well
as pervasive developmental disorders or psychosis.

Treatment
Treatment of SAD is multimodal, and includes psychosocial
and school interventions. Additionally, medications may be
indicated when the symptoms are severe and disabling.
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The psychosocial interventions include cognitive-behavioral,
individual educational/supportive, and/or psychodynamic psy-
chotherapy combined with parent guidance, behavior modifi-
cation, family therapy, and school consultation.

The child will benefit from learning relaxation skills. Sleep
disturbance or resistance to sleeping alone typically responds
positively to systematic monitoring of bedtime behavior,
gradual weaning of parental presence (including sitting out-
side of the open door for a period of time), and relaxation
skills. Psychodynamic psychotherapy may help children with
SAD resolve conflicts and achieve mastery over separation
and autonomy. Transference and working through separa-
tions with the therapist are key.

Parents must be involved in the therapy to reassure the
child as he or she achieves more independence and auton-
omy. School interventions include working with the school
personnel to support the child’s school attendance, providing
added support to the child in dealing with anxiety, and using
relaxation and other techniques to help the child feel more
comfortable at school. Appropriate limits around requested
phone calls home and a plan for somatic symptoms and nurse
visits should be anticipated. A behavioral plan with rein-
forcements for appropriate school behavior is recommended.
At times, children may require a partial hospital program or
modified school program to allow a transition to school reen-
try. Home-bound education is contraindicated.

Medication treatment is typically with the selective sero-
tonin reuptake inhibitors (SSRIs) for treatment of anxiety with
or without depression. Tricyclic antidepressants may also be
considered. Benzodiazepines may be indicated for the acute
treatment of school refusal—but treatment should be brief
and focused, with monitoring for behavioral disinhibition.

KEY POINT

School refusal may be considered a psychiatric urgency (not
quite an emergency, but requiring prompt and intensive interven-
tion). The longer the child is out of school, the greater the treat-
ment resistance, chronicity, and school failure. If a child with SAD
is refusing to go to school, an intensive treatment plan needs to
be formulated quickly and collaboratively—to include family,
school, and child components. Medication to help decrease the
level of anxiety may be quite helpful. The temporary use of ben-
zodiazepines may be indicated in this urgent clinical crisis.
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9 Selective Mutism

Selective mutism is a fascinating disorder of children who are
able to speak, but refuse to do so in public situations. Child
and adolescent psychiatrists are often consulted when the
disorder has become more chronic and is interfering with
educational and social adjustment. It is typically first diag-
nosed in preschool or kindergarten, when the child is first
expected to interact in a broader social environment. There
may be a link between selective mutism in children and social
phobia in adults.

CLINICAL DESCRIPTION

A child with selective mutism consistently does not speak in
specific social situations in which there is an expectation for
speaking, such as school. The child is able to speak in other
situations. The symptoms must persist for at least 1 month
and be severe enough to negatively impact educational and
interpersonal functioning.

Epidemiology
Selective mutism has a prevalence of less than 1% of school-age
children in mental health settings (about 0.7% prevalence
overall). Girls are thought to be affected twice as often as boys.

Essential Concepts
• Selective mutism is a fairly rare disorder of

childhood characterized by the ability to
understand language and speak, but to do
so only in certain situations.

• This disorder is often very frustrating to
teachers and parents, who are at a loss as
to how to get the child to speak.

• Children with selective mutism may have
academic underachievement and impaired
peer relationships due to their lack of
speaking.

83
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TIP

Children with selective mutism are typically extremely aware
of the frustration they are causing to the adults and peers in
the environment. They are also usually hypervigilant about
covert attempts to “get them to talk.” A referral to “get the
child to talk” in school needs to be quickly reframed, as this
type of control struggle rarely is effective and frequently exac-
erbates the disorder. Helping the child to feel comfortable, to
participate, to make friends, and to be academically successful
are more appropriate goals. The other children in the class
need to be educated to minimize their concern about the
selectively mute child speaking and not to overly react if the
child does speak. I have seen children who are beginning to
speak shut down again if their peers or teachers are too joy-
ful about the utterances.

Etiology
Selective mutism is thought to be an anxiety disorder, possibly
an early form of developing social phobia. Parents of selectively
mute children have a higher incidence of anxiety disorders,
such as panic, social and performance anxiety, and others. Bio-
logical factors such as genetic predisposition to anxiety disor-
ders and temperament are thought to be contributory.

Selectively mute children often also have experienced devel-
opmental delays in speech and language. About half of these
children have speech immaturities or a speech disorder. Non-
specific neurodevelopmental disorders are also more common.

Some children with selective mutism have a history of
trauma. Abuse, early hospitalization, family instability, and fre-
quent moves may also contribute to the development of symp-
toms in some children.

Assessment
The assessment includes a standard complete psychiatric evalu-
ation. Neurological and hearing assessment, physical examina-
tion for oral-facial abnormalities, cognitive testing for mental
retardation, and speech and language evaluation are generally
indicated. Frequently, parents will need to describe speech pat-
terns and developmental history in considerable detail, as the
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child rarely will speak to the examiner. Nonverbal tests of
intelligence (such as the Leiter scale or TONI [Test of Non-
verbal Intelligence]) may be required. Family patterns of com-
munication should be investigated. Family history of anxiety
disorder should be elicited. Although the child will likely not
speak, assessment of drawings, play, and relatedness are
important. Differential diagnosis includes communication and
cognitive disorders, hearing loss, pervasive developmental dis-
orders, psychotic disorders, and conversion disorder. 

Therapy
Therapy of selective mutism is based on the assumption that
the child will speak again if he or she feels safe and comfort-
able. Any form of communication is encouraged through
behavioral plans that shape progressive communication,
interventions to decrease anxiety, and the formation of trust-
ing relationships. The overall philosophy is a nonconfronta-
tional collaborative approach to helping the child gain more
adaptive functioning. Behavior therapy and parent counsel-
ing tend to be more effective than individual psychotherapy.
The identification and focus on secondary reinforcement and
family patterns that maintain symptoms are crucial. Clear
and nonconfrontational articulation by the parents, school
personnel, and therapist of the expectation that the child
communicate is important. It is not helpful to have a sibling
or other routinely talk for the patient. Medications to treat
the anxiety disorder are typically the SSRIs. 

CLINICAL VIGNETTE

Jenny is a 6-year-old first-grade student about whom you are
consulted because of concerns that she has never spoken at
school, despite parental reassurance that she speaks at home.
Jenny is a fraternal twin, and has been the shyer of the two. Her
twin sister, a popular and social child, often speaks for Jenny.

Jenny has never spoken in school, although she will some-
times mouth the words without vocalization. Jenny does
speak at home, and if children are visiting her home, she will
speak with them. This may have secondary gain for Jenny, as
many of the girls in her class ask to be invited over to hear
her speak. When in school, however, she does not talk.

Jenny’s father is a successful businessman who travels
a great deal, much to Jenny’s disappointment. Her mother has
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had intermittent difficulties with anxiety and panic, and suc-
cessfully takes an SSRI for this.

The treatment of Jenny involved decreasing secondary gain
for not talking (education of her classmates and a preset
schedule for play dates), requesting her sister not to speak for
her, and family involvement in making expectations clear
(especially from both her mother and her father). Paternal
attention seemed particularly helpful in reinforcing expecta-
tions and helping Jenny get attention from her father in an
adaptive manner. Additionally, an SSRI was initiated for treat-
ment of anxiety. The combination of treatments was effective
in allowing Jenny to begin to speak in school and in public.
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10 Tourette Disorder and

Other Tic Disorders

CLINICAL DESCRIPTION

There are four tic disorders described in the Diagnostic and
Statistical Manual (DSM-IV-TR): 1) Tourette disorder (also
known as Tourette syndrome or TS); 2) chronic motor or vocal
tic disorder; 3) transient tic disorder; and 4) tic disorder not
otherwise specified. Tourette disorder (which will be referred
to as TS) is an inherited neurological disorder with onset in
childhood, characterized by the presence of multiple motor tics
and at least one phonic (vocal) tic. The tics characteristically
wax and wane. TS was once considered a rare and bizarre syn-
drome, with a psychogenic cause. The eponym for the disorder
was bestowed by Jean-Martin Charcot on behalf of his resident,
Georges Gilles de la Tourette, a French neurologist who pub-
lished an account of nine patients with the unusual movement
disorder in 1885.

For chronic motor or vocal tic disorder, there are single or
multiple motor or vocal tics, but not both. Transient tic dis-
order is single or multiple motor and/or vocal tics for no

Essential Concepts
• Motor tics are repetitive, involuntary

movements of discrete muscle groups.
• Phonic (or vocal) tics are involuntary sounds.
• The tics of Tourette disorder are temporarily

suppressible and preceded by a premoni-
tory urge.

• The tics associated with Tourette disorder
characteristically wax and wane.

• High emotions typically exacerbate tics.

87

PART D
Tic Disorders

Stubbe_Ch10_p087-093.qxd  8/11/06  6:41 PM  Page 87



88 Section II / AXIS I DISORDERS

more than 12 consecutive months. For all of the tic disorders,
the tics must occur many times a day, nearly every day, and
there must never be a tic-free period of more than three con-
secutive months. The disturbance must cause distress and
impairment and have an onset before the age of 18.

Epidemiology
Estimates of the disorder have increased over time, with the
ascertainment of milder forms of tics. It is estimated that
1–10 per 1,000 children suffer from a diagnosable tic disor-
der. A large, community-based study suggested that over 19%
of school-aged children have had tics of some type, with
almost 4% of children in regular education fulfilling the diag-
nostic criteria for TS. As many as 1 in 100 people may expe-
rience some form of tic disorder, which includes transient
tics, chronic tics, or TS. Males are affected three to four times
more often than females. This number decreases in adult-
hood, as the tic symptoms frequently resolve in the milder
forms of the disorder.

KEY POINT

Coprolalia (the spontaneous utterance of socially objection-
able or curse words or phrases) is the most publicized symp-
tom of Tourette disorder, but it is not required for a diagnosis
of TS. Fewer than 15% of TS patients exhibit coprolalia.

TIP

Children with TS describe “premonitory sensory phenomena”
or a vague, although sometimes powerful, feeling of needing
to tic. Some children liken the feeling to the “need to sneeze”
or to “scratch an itch.” They are able to suppress the urge
for a period of time, but the need to tic seems to build up as
irresistible tension. Performing the tic tends to relieve the
tension, at least for a time. High levels of either positive or
negative emotions tend to exacerbate tics. Concentration in
an absorbing activity often leads to a decrease in tics.  There
are surgeons with TS. They are able to suppress tics for long
periods of time for very complex procedures.
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Etiology
Genetic studies have proven that the overwhelming majority of
cases of TS are inherited. Recent research suggests that a small
number of TS cases may be caused by a defect on chromosome
13 of gene SLITRK1. TS is most likely the result of an additive
model involving multiple genes in most affected individuals.

The inherited vulnerability to tic disorders may produce
varying symptoms in different family members. A person
with TS has about a 50% chance of passing the genes to one
of his or her children. The genes may express as TS, as a
milder tic disorder, or as obsessive-compulsive symptoms with
no tics at all. Boys are more likely to demonstrate tics, and
females are more likely to demonstrate obsessive-compulsive
(OCD) symptoms. Only a minority of the children who
inherit the genes will have symptoms severe enough to require
medical attention.

While a genetic mechanism is clear, for at least some chil-
dren with the disorder the exact mechanism has not been
established. Research presents considerable evidence that
abnormal activity of the brain neurotransmitter, dopamine is
involved. Neuroanatomic models implicate abnormalities in
the complex cycling cascade of dopaminergic neuronal func-
tions and influences between the brain’s cortex and subcortex
(especially the striatum and thalamus). 

Other factors that have been implicated include perinatal
events, such as low birth weight, maternal stress, and obstetric
complications. Autoimmune processes may affect tic onset and
exacerbation in some cases; the unproven but interesting hypoth-
esis that pediatric autoimmune neuropsychiatric disorders asso-
ciated with streptococcal infections (PANDAS) play a role in the
onset of tic disorders and OCD is a current focus of research.

Assessment
The assessment includes a standard complete psychiatric
evaluation. Neurological disorders, such as hyperkinetic
movement disorders, including stereotypic behavior, dysto-
nias, choreiform disorders, and myoclonus, may be confused
with tics, and should be ruled out (Table 10.1).

Comorbidity and Differential Diagnosis
Individuals with TS are at increased risk of suffering from
other psychiatric disorders. The most common comorbidities

Stubbe_Ch10_p087-093.qxd  8/11/06  6:41 PM  Page 89



90 Section II / AXIS I DISORDERS

are OCD and attention deficit hyperactivity disorder
(ADHD). Learning disabilities, sleep disorders, disruptive
behavior disorders, and mood disorders may also complicate
the clinical condition of children and adolescents with TS.

Treatment
TS is a complex and variable disorder in terms of severity and
functional disability. Knowledge, understanding, and support
are some of the best treatments for tics. The child may be
frightened and humiliated by the symptoms. Teachers may
not understand the behaviors. Helping educate children and
adults alike can go a very long way in terms of destigmatizing
the disorder and helping the child avoid the assaults to self-
esteem that many children with TS suffer (Table 10.2). 

TABLE 10.1. Assessment Essentials for Tic Disorders

1. The chief complaint should be obtained from the child and
guardian to guide a successful postevaluation discussion and
treatment plan formulation.

2. History gathering should include questions that differentiate tics
from other movement disorders or stereotypic movements of
autism spectrum disorders or stereotyped movement disorder.
Ask about “saw tooth” symptom pattern with episodic
presentation with abrupt onset and gradual spontaneous
reduction associated with group A beta-hemolytic streptococcal
infection suggestive of PANDAS.

3. A directed interview will include questions about premonitory
urges and ability to temporarily suppress the movements.
Additionally, ask questions targeting comorbid conditions, with
particular emphasis on symptoms of OCD, ADHD, and learning
problems. Testing to rule out learning disorder should be
considered if it is suspected.

4. The physical examination should focus on cutaneous
abnormalities (suggestive of neurofibromatosis), infectious
conditions, and the general neurological exam.

5. Uncomplicated and classical tic disorders do not require other
extensive testing. However, for concerns about a movement
disorder inconsistent with tics, neuroimaging may be required.
Laboratory testing should occur when considering possible
metabolic or infectious causes. If PANDAS are implicated,
antistreptococcal antibody levels should be drawn.
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Medication treatment of tics plus ADHD is complicated
because stimulant medication and bupropion may exacerbate
tics. If there is significant and impairing ADHD, however,
stimulant medications can be used cautiously. Several studies
have shown that stimulants do not exacerbate tics any more
than placebo does. However, the “start low and go slow”

TABLE 10.2. Essentials of Treatment for Tic Disorders

Psychosocial Treatments

Parent and child psychoeducation—education about the disorder
for the child and family helps destigmatize and decrease
secondary depression, avoidance, and behavioral problems.
Additionally, stress reduction and family treatment may be useful 
to decrease high levels of anxiety or emotion.

Behavioral intervention—habit reversal training (HRT) is a specific 
and evidence-based behavioral technique used to reduce repetitive
behavior by a cooperative and invested child or adolescent.
This involves awareness of tics, learning a competitive motor
behavior instead of the tic, relaxation techniques, and positive
feedback for improvements.

Supportive psychotherapy—this may be helpful for a child who 
is struggling with issues of self-esteem and other tic- or non-
tic–related issues.

Educational/School Related Interventions

Psychoeducational assessment—cognitive and academic
assessment is recommended if learning disorders are suspected.

Teacher and class psychoeducation—helping classroom teachers
and the other students understand the disorder to minimize 
teasing or being ostracized may be very helpful in terms of 
social functioning and self-esteem.

Medication Treatment for Tics

Alpha-2a agonists (first line)
Clonidine, guanfacine

Neuroleptics
Atypical (second line)
Risperidone, ziprasidone
Typical (third line)
Pimozide,a haloperidol

Nicotine receptor antagonist (neuroleptic augmentation)
Mecamylamine

aBlack box warning for potential of prolonged cardiac conduction (QTc).
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advice remains. Be advised that the Physicians Desk Reference
does include an FDA warning that stimulants should not be
used in the presence of tic disorders. Atomoxetine and tri-
cyclic antidepressants may be effective if alpha agonists and
stimulant medications do not appropriately treat a severe tic
disorder with ADHD.

CASE VIGNETTE

Toby is a 6-year-old boy referred by his pediatrician to you
after work-up revealed no medical etiology for Toby’s recur-
rent dry cough. His mother was initially concerned and then
annoyed with his repetitive cough, which she described “as
though he’s forcing it to happen or something.” This cough
seemed unrelated to runny nose or any illness. It had gone on
for months at a time—just when his mother thought it was
going away, it would re-emerge. Additionally, Toby was hyper-
active and inattentive. His teacher noted that he could not sit
still in his seat, he blurted out answers, could not wait his
turn, and seemed as though “his motor was running on high
speed.” She also noted that Toby had an eye-blinking habit
that the other children had noticed and some began to mimic.

On examination, Toby was an attractive and well-developed
6-year-old boy, who had a knack for precarious acrobatics in
the waiting room and in the office. He presented as bright and
articulate, but quite hypermotoric. Neurological examination
was essentially normal. There were periods of rapid eye
blinking and a dry cough. Toby’s father displayed subtle sniff-
ing and eye-blinking movements. Family history was positive
for a paternal grandmother who was a “control freak” and did
not let anyone sit on the white furniture in the living room.
Toby’s father and paternal uncle had ADHD.

You diagnose a tic disorder (not yet TS, as it has not been
a year) and ADHD. You set up the following treatment plan:

1. Education about TS as a disorder, the cause, and the treat-
ments. You stress that many children never need medica-
tion for TS, although there are medications if the symp-
toms are severe. You discuss the possibility of a mild tic
disorder in the father, as well. You discuss the fact that TS
and ADHD often occur together.

2. Further evaluation, including school-based evaluation
(cognitive and academic) to rule out learning disability.
You talk to school personnel about the tic disorder and
how to talk about the tic disorder with other students.
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You discuss with the school social worker the possibility
of having a session on medical disorders (such as TS, dia-
betes, etc.) for the other students so that they may under-
stand Toby better. The school sets a strict policy about
teasing and ensures that students who mimic Toby are
educated about TS and about the harmful effects of teasing.
You send ADHD scales to the teacher. You have the parents
fill out an ADHD scale. You consider the need for a Section
504 plan for extra support services for Toby’s ADHD and
tic disorder.

3. Behavioral structure and support plan at home for ADHD
symptoms, including structure, consistency, decreased stimu-
lation, and opportunities for “noncontingent” positive regard
and engagement.

4. Pharmacologic intervention with guanfacine or clonidine,
which may address hyperkinesis and tics, or atomoxetine for
the treatment of ADHD. If severe and functionally impairing
ADHD symptoms persist, consider a “start low and go slow”
trial of a stimulant medication.
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Elimination Disorders:

Functional Encopresis

and Functional Enuresis

CLINICAL DESCRIPTION

Elimination disorders first come to the attention of pediatri-
cians when a child is having difficulty with toilet training.
Children are toilet trained at widely different times depending
upon development, culture, and techniques utilized to help the
child learn. Functional encopresis is fecal soiling in clothes or
inappropriate places at least once monthly for at least 3 months
in a child that is 4 years old or older, when full bowel control
is developmentally expected. Functional enuresis is repeated
voiding of urine during the day or at night at least twice weekly
for at least 3 months, causing functional impairment and with
an age (chronological or mental age) of at least 5 years.

KEY POINT

Some children do not learn to use the toilet within an expected
time frame. This is called primary enuresis or encopresis.

Essential Concepts
• A biological etiology must be ruled out in

all cases of enuresis and encopresis.
• Nocturnal enuresis may be developmental

and tends to run in families.
• New onset of nocturnal or daytime enuresis

or encopresis in a child that has previously
been toilet trained needs to be investigated
for medical issues as well as trauma or
severe psychosocial stress.

11

PART E
Elimination Disorders
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Children who are toilet trained but revert back to soiling or
urinating during the day or at night after being continent for
at least 1 year are said to exhibit secondary enuresis or
encopresis. Both sets of disorders require a medical workup
to rule out medical causes.

TIP

Extreme stress or abuse (particularly sexual abuse), as well
as a new onset medical condition (such as diabetes), should
be suspected and assessed in all cases of secondary enuresis
or encopresis.

FUNCTIONAL ENCOPRESIS

Encopresis typically occurs during the day. Many children
may deny soiling, even when stool is discovered in their
underwear or the odor is obvious. Primary encopresis consti-
tutes about half of the cases and is more common with boys
with developmental delay. Children with secondary encopre-
sis experience higher levels of psychosocial adversity and
may demonstrate conduct problems. 

There are two types of encopresis—that with constipation
and overflow incontinence (called retentive encopresis), and
that without. Children with retentive encopresis often respond
positively to treatment of constipation.

Epidemiology
An estimated 1% of 5-year-olds suffer from encopresis, with
boys 2.5 to 6 times more commonly affected than girls. Chil-
dren with lower cognitive functioning and lower socioeco-
nomic status tend to have higher rates as well.

Etiology
Retentive encopresis often starts with a child who has toilet-
related fears, inadequate or punitive toilet training, or consti-
pation which makes defecating painful. This may set into
motion a cycle of increased avoidance of using the toilet.
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When constipation is more severe, colon motility decreases
and, in severe cases, megacolon with decreased sensation
may result. Liquid stool leaks around the impaction and the
child is unaware and unable to exert control. Stress-induced
diarrhea may also cause encopresis. Nonretentive encopresis
is the deliberate soiling in inappropriate places. Deliberate
soiling suggests that the child is experiencing extreme distress
which he/she is unable to communicate directly (e.g., anger,
fear of abuse, or severe psychosocial stress) or may be sec-
ondary to anal masturbation, sexual abuse, or severe conduct
issues. Nonretentive encopresis is more difficult to treat.

Assessment
The assessment includes a standard complete psychiatric
evaluation. Additionally, a detailed history of bowel function,
nature and pattern of soiling, attempts to train or treat, bath-
room habits, and environment is needed. This is a prototype
disorder for pediatric–child and adolescent psychiatric collab-
oration. Physical disorders (Hirschsprung disease or congeni-
tal megacolon, irritable bowel or inflammatory bowel disease,
thyroid disease, hypercalcemia, lactase deficiency, spina bifida
or other neurological disorder, rectal stenosis, anal fissure or
anorectal trauma) need to be checked and ruled out.

The psychiatric evaluation includes assessment for associated
emotional disorders. Phobic or anxious children may avoid
using the toilet (especially in public places), with soiling when
they can no longer “hold it.” Highly impulsive children with
ADHD or other disorders may not stop to go to the bathroom.
Oppositional, angry, or abused children may soil willfully. Men-
tally retarded children may have difficulty with hygiene and
have difficulty learning to use the toilet appropriately. 

Treatment methods for functional encopresis are provided
in Table 11.1.

FUNCTIONAL ENURESIS

Bedwetting is more common than daytime incontinence. Most
children achieve daytime bladder control 1 to 2 years prior to
nighttime control. It is unusual for a child to display daytime
enuresis without nocturnal enuresis. Children with enco-
presis often also display enuresis. The constipation may lead
to vesico-ureteric reflux and chronic urinary tract infections
as well.
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There are three types of enuresis: nocturnal only, diurnal
only, and both nocturnal and diurnal. Primary enuresis (85%)
is more common than secondary (15%) enuresis.

Epidemiology
An estimated 5 to 10% of 5-year-olds and around 3 to 5% of
10-year-olds suffer from enuresis. This rate decreases to 1%
by adolescence and adulthood. Boys display more primary
enuresis than girls. For both boys and girls, there is a sponta-
neous decline of 5 to 10% of cases per year. Secondary enure-
sis has similar incidence in boys and girls.

Etiology
There seems to be a strong genetic factor for primary enure-
sis. Approximately 70% of children with enuresis (especially
boys) have a first-degree relative with functional enuresis.

TABLE 11.1. Treatment of Functional Encopresis

Retentive Type Nonretentive Type

Medical Laxatives and bowel No specific medical
cleanout intervention

Stool softeners to prevent
constipation 

Cisapride a possible
treatment

Education Educate about bowel
function

Educate about bowel
hygiene

Psychosocial Relaxation training Behavioral shaping
Regular toileting routine Regular toileting

routine
Behavioral treatment Parent-management

training
Biofeedback Assessment and 

treatment if 
abuse or high
environmental
stress

Psychotherapy for Individual and family 
associated disorders therapy
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It may be “maturational,” as children with primary enuresis
tend to have small-volume voiding, low mean bone age,
delayed sexual maturation, and short stature. The relationship
between emotional upset and enuresis is not clear. Children
with anxiety disorders may avoid bathrooms, with resulting
incontinence. Children with ADHD tend to have higher rates
of enuresis. The relationship between sleep architecture and
nocturnal enuresis is unclear, but under investigation.

Assessment
Initial medical evaluation is required to rule out medical
causes (urinary tract infection, urethritis, diabetes mellitus
and insipidus, sickle cell trait, seizure disorder, neurogenic
bladder, genitourinary abnormality, some medications). Fam-
ily history should concentrate on other family members with
a history of enuresis, as well as on family history of diabetes
or renal disease.

The psychiatric evaluation should concentrate on the
assessment of associated psychiatric symptoms (especially
anxiety and ADHD), recent psychosocial stressors or trauma,
and family concern about management of the symptoms.
Early psychoeducation should stress low emotionality toward
the child when he wets and helping the child learn to care

TABLE 11.2. Treatment of Functional Enuresis

Nocturnal Diurnal

Medical Bladder training Bladder training
Bell and pad TCA
Desmopressin
Tricyclic antidepressant 

Educational Hygiene and cleanliness Hygiene and cleanliness
training training

Fluid restriction at night
Waking the child to void

in the night

Psychosocial Monitoring and reward Behavioral program
for staying dry

Avoid punishment or Regular toileting times
ridicule

Psychotherapy for Psychotherapy for
associated disorders associated disorders
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for himself. Additionally, addressing issues of distress, embar-
rassment, and affront to self-esteem is required. 

The medications used to treat nocturnal enuresis include
tricyclic antidepressants (usually imipramine) and desmo-
pressin (DDAVP), which is an analog to antidiuretic hor-
mone and decreases urine output. The bell and pad is a
devise that sounds an alarm when it becomes damp. When a
child urinates in his sleep, the alarm sounds and wakes up
the child and family. Through a classical conditioning para-
digm, the child then begins to wake up spontaneously before
voiding.

Treatment methods for functional enuresis are provided in
Table 11.2.
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Feeding and Eating

Disorders of Infancy or

Early Childhood: Pica,

Rumination Disorder,

Feeding Disorder of Infancy

or Early Childhood

CLINICAL DESCRIPTION

Feeding and eating disorders of infancy or early childhood are
typically diagnosed and treated by primary care physicians.
There are few maladies that are more upsetting than an infant
who is not thriving. Collaboration between the primary care
physician, the child’s caretakers, and mental health professionals

Essential Concepts
• Pica, the eating of non-nutritive substances,

may be normative in very young children,
but increases the risk of lead poisoning.

• Rumination disorder of infancy is a rare,
but potentially fatal eating disorder in the
first year of life.

• Feeding disorder of infancy or early child-
hood is what had historically been called
psychosocial dwarfism or failure to thrive.

• All feeding and eating disorders require a
full medical workup for etiology.

12

PART F
Feeding and Eating Disorders
of Infancy or Early Childhood
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is essential to optimize prognosis. In severe cases, infants die from
malnutrition or the secondary consequences of rumination.

Infants who have had multiple caregivers, neglect or abuse,
and suboptimal care and bonding are at higher risk of eating dis-
orders. However, in some cases, the cause is never elucidated.

KEY POINT

The eating disorders typically come to the attention of child
and adolescent psychiatrists when they are quite severe and
the psychosocial and interactional difficulties are obvious.
These disorders require multidisciplinary and very close col-
laboration between mental health professionals, pediatric
care specialists, and frequently protective services, to ensure
the safety of the child and optimal outcomes of treatment.

PICA

Pica is the eating of non-nutritive substances on a persistent basis
for at least 1 month. This behavior must not be developmentally
appropriate and not part of a culturally sanctioned practice.

Pica is most commonly seen in very young children. It may be
culturally sanctioned in some cultures for pregnant women to eat
bricks or clay. For children, the rates are increased with mental
retardation and pervasive developmental disorders. For individu-
als with severe mental retardation, the rate of pica may be as high
as 15%. Vitamin deficiencies have been postulated as a cause, and
a minority of cases may have a mineral deficiency (e.g., zinc).
Children with pica also eat nutritive foods, so they do not typi-
cally suffer from malnutrition. The most serious complications of
pica are lead poisoning from eating paint chips, mechanical
bowel obstruction from eating hair or other nondigestibles, and
toxoplasmosis or other parasites from eating feces or dirt. Poverty,
neglect, and developmental delay increase the risk of pica.

KEY POINT

Before the age of 24 months, mouthing and eating of non-
nutritive substances is fairly common and does not imply
pica. However, it is essential to ensure that caretakers are
supervising carefully, as infants may choke or get lead poi-
soning from their ingestions.
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RUMINATION DISORDER AND FEEDING
DISORDER OF INFANCY OR EARLY CHILDHOOD

These eating disorders are complex and multidetermined disor-
ders. In general, parent-child interactional deficits are assumed,
although this may not always be evident. We believe that the dis-
orders may be multidetermined—typically with a developmen-
tal or temperamental issue of the child and a poor fit with the
nurturing environment (Table 12.1).

Fortunately, ruminative disorder is rare, but it can be fatal.
Feeding disorder of infancy or early childhood is variable in
its severity—from mild and temporary, to severe and poten-
tially fatal. The majority of children have improved growth,
although they may remain shorter and weigh less through
adolescence than their peers.

TIP

Take a deep breath before starting one of these cases. It is
quite emotionally intense, the potential for treatment splitting
and disagreement is high, and the negative feelings toward
parents of these infants who are literally wasting away can be
counterproductive. Be sure that you have a multidisciplinary
team and talk about and work out the emotional and “split-
ting” issues, in addition to following the weight of the child.
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Our generation has had no Great War, no Great Depression. Our
war is spiritual. Our depression is our lives.

—Chuck Palahniuk

CLINICAL DESCRIPTION

Rates of depression have increased over the past five decades,
with younger age of onset. Many adolescents suffer from brief
periods of depression when they are faced with an upsetting
event or disappointment (breakup with girlfriend or boyfriend,
for example). With increased rates of depressive disorders has
come an increased rate of suicide attempts. However, after a
marked increase, the rates of completed suicides for youth
have declined since 1990, possibly due to improved detection
and intervention of depression. Substance use, concomitant
conduct problems, and impulsivity increase risk.

Major depressive disorder (MDD) and dysthymic disorder
(DD) in children and adolescents are diagnosed in the same
manner as those of adults. However, children and adolescents
may present differently. Irritability, the new onset of opposition-
ality and angry outbursts, and failure to make expected weight

106

Essential Concepts
Screening Questions
• Have you felt down or depressed?
• Have your friends noticed a change in you?
• Have you lost interest in things you used to

like to do?
• Have you been feeling that life will never get

better?

Mnemonic: SIG: E-CAPS

Depressive Disorders:

Major Depression,

Dysthymia, Depression

NOS

13

Stubbe_Ch13_p105-113.qxd  8/11/06  6:44 PM  Page 106



Chapter 13 / Depressive Disorders: Major Depression 107

gain may be indicative of depression in children and adolescents.
A rather precipitous drop in grades may be a clue to diminished
interest and motivation and difficulty concentrating. Depressed
mood and/or loss of interest or pleasure are key characteristics
of MDD. Neurovegetative symptoms are those that suggest
physical manifestations of the depression. Symptoms must be
present for at least 2 weeks and must be functionally impairing
to make a diagnosis of major depression.

KEY POINT

One of the most difficult parts of psychiatry is asking the
uncomfortable questions. Asking about suicide is one of those
questions. However, put it into your repertoire of questions
that you ask all children and adolescents. You may save a life.

MAJOR DEPRESSIVE EPISODE (MDD)

Mnemonic: SIG E CAPS

When checking for neurovegetative symptoms of depression,
think of the mnemonic devised by Dr. Carey Gross at MGH
which refers to what one might write on a prescription sheet
for a depressed patient: SIG: Energy CAPSules

Sleep disorder (either increased or decreased)∗

Interest deficit (anhedonia)
Guilt (worthlessness,∗ hopelessness,∗ regret)
Energy deficit∗

Concentration deficit∗

Appetite disorder (either decreased or increased)∗

Psychomotor retardation or agitation
Suicidality

∗For dysthymia, two of the six starred symptoms must be pre-
sent for a 1-year duration.

CLINICAL VIGNETTE

A 15-year-old adolescent girl presented for her first office visit
because her parents are  concerned that she is depressed. You
ask about sad mood and find out that she has been crying every
day since she broke up with her boyfriend over 2 weeks ago.
She has not wanted to get out of bed, and her friends have
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complained that she doesn’t want to go out with them any-
more. She has typically been an A–B student and failed her
first math test last week. You ask if she has felt as though life
was no longer worth living, and she replies, “Sure, but it
doesn’t do any good. I took 10 Tylenols last week and I’m still
here.” You assess for acute suicidality and ask her mother to
join the session. The girl tells her mother, who responds with
appropriate concern. You determine the patient is safe to go
home, but her mother will secure all medications. You send
her to get blood drawn for liver function tests due to poten-
tial hepatoxicity of acetaminophen, and add thyroid and basic
screening labs to the panel. You call her pediatrician to
inform her of the patient’s depression and overdose. You set
up the patient for a partial hospital program the next day.

Epidemiology
The prevalence of MDD is approximately 2% in preadolescent
children, with a roughly equal prevalence of boys and girls. In
adolescents, the prevalence is approximately 6%, with a
female-to-male ratio of 2:1, similar to the adult population.
Population-based studies estimate lifetime prevalence rates of
MDD by age 19 to be 28% (35% in young women and 19% in
young men). The average duration of an untreated major
depressive episode in a child or adolescent is 7 to 9 months.
Unfortunately, 50% of youth relapse. About 10% will have a
chronic course. Prevalence rates for DD are similar to MDD:
0.6 to 1.7% in children and 1.6 to 8.0% in adolescents. 

It is increasingly clear that depression is often a chronic, recur-
rent disorder likely to continue into adulthood. Comorbid psychi-
atric disorders (especially conduct disorder), exposure to negative
life events, family history of MDD, and conflict within the youth’s
family all lead to a worse prognosis. Additionally, 20 to 40% of
those with childhood-onset MDD with psychotic features, family
history of bipolar disorder, or a hypomanic episode as a result of
antidepressant medications will develop bipolar disorder.

CLINICAL VIGNETTE

A resident was interviewing a 17-year-old twelfth-grade ado-
lescent and asked, “How have you been sleeping?” The youth
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answered, “Terribly. I never get to sleep until 1:00 or 2:00 and
then I can’t get out of bed in the morning.” The resident con-
sidered this statement sufficient to meet the criteria for the
insomnia of depression, until the girl mentioned that she has
been a “night owl” since ninth grade, preferring to stay up at
night Instant-Messaging with friends. It turned out that she
had a sleep cycle disorder (common in adolescents).

Etiology
The etiology of depression is not completely understood. We
know that the following factors play a role: genetic heritabil-
ity, dysregulation of central serotonergic or noradrenergic
systems, hypothalamic-pituitary-adrenal (HPA) axis dys-
function, and the influence of pubertal sex hormones. Per-
sonality factors such as a negative cognitive style have been
implicated. Individuals with negative cognitive styles tend to
see the “glass half empty” in all situations and see little pos-
itive in their lives. The stress-diathesis model suggests that a
negative cognitive style combined with negative life events
and environmental adversity is contributory to MDD.

Assessment
When assessing the child or adolescent who may be
depressed, it is important to perform a comprehensive psychi-
atric evaluation that considers all possible psychiatric disor-
ders, as symptoms of depression overlap with other disorders
(Table 13.1). One should also be alert to the possibility of
mania, as juvenile bipolar disorder frequently presents with a
mixed state of depressive and manic symptoms.

TIP

Contracting for safety is a good way to engage children and
adolescents around their responsibility for safety. However,
don’t put too much faith in them. There is no evidence that
“safety contracts” protect against suicide. Listen to the
patient’s behavior as much as the words.
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KEY POINT

Successful intervention for suicidal behavior in youths targets
three domains: 1) treatment of current psychopathology; 2)
remediation of social, problem-solving, and affective regula-
tion deficits; and 3) family psychoeducation and intervention.

Treatment
Treatment is multimodal and requires a thoughtful, stepwise
intensive treatment of the child and adolescent. Table 13.2
gives the essentials of treatment, elaborating on the types of
psychosocial and medication treatment options available.
Figure 13.1 suggests an algorithm for acute treatment of
major depression.

There has been much recent controversy about the use of
SSRIs and other antidepressants in children and adoles-
cents. The data suggest that antidepressants pose a 4% risk,
versus a 2% risk in placebo, of suicidal thinking or behavior.
This prompted the FDA to issue a “black box” warning for

TABLE 13.1. Assessment Essentials for Depression

1. The clinical interview remains the most accurate method for
assessing the presence of depression.

2. Interview the child or adolescent separately to obtain accurate
information about depressive symptoms.

3. Rating scales may be used as adjunctive measures to elicit more
information about symptoms (such as the Beck Depression
Inventory [DBI] or the Childhood Depression Inventory [CDI]).

4. Assessment of suicidality is an essential component of the
assessment of depression.

5. Both the parents and the youth should be asked about the
presence of suicide risk factors, including the availability of guns,
large quantities of medications, or other potential methods of
suicide.

6. Comorbid conditions such as anxiety disorders, substance abuse,
and disruptive behavior disorders should be evaluated.

7. Physical examination, review of systems, and laboratory testing
should be done to rule out medical causes (e.g., anemia,
infectious illness, hypothyroidism, effects of illicit substances or
medications).
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TABLE 13.2. Essentials of Multimodal Treatment
of Depression

Ensuring Safety

Parent and child psychoeducation—about depression as 
a disease, treatments, and what the patient and family can do to
decrease depression. Education around safety—need to secure
medications. Always ask about guns and be sure there are none
or they are locked.

Hospitalization—If the youth is suicidal or engaging in self-destructive
behaviors, hospitalization needs to be considered.

Partial hospital and therapeutic after-school programs—If the
risk is not imminent, but safety and severity of depression is of
concern, Partial Hospital and Therapeutic After-School Programs
may be considered.

Environmental stress—Identify and minimize stressors. Refer
parents with their own depression or other mental health issues
for treatment as well.

Collaboration with primary care physician—Monitor and
collaborate in ensuring overall health (mental and physical) of
the child is being treated. 

School psychoeducation—with consent, close collaboration
between outside treaters and school personnel is advised.
School counseling and outpatient therapy should be coordinated
with a unified treatment approach.

Psychosocial Treaments

Cognitive-behavioral treatment (CBT)—strongest evidence of
effectiveness. Identifies patient’s cognitive distortions and
promotes more realistic and positive cognitions.

Interpersonal therapy (ITP)—focuses on problematic styles of
interaction that may be a symptom of or a contributor to
depression.

Supportive psychotherapy—helps the child reconnect with prior
coping skills and restore a sense of hopefulness. 

Behavior therapy—focuses on changing behaviors that may fuel
depression. A focus on lifestyle (exercise, getting out, etc.) may
be particularly helpful.

Family therapy—engaging families and working directly with family
relationship and communication difficulties are critical to treating
depressed youth.

Psychodynamic psychotherapy—talking (or play therapy for
younger children). Most helpful for chronic dysthymia and highly
motivated patients (and their families) who are capable of insight.

(Continued)
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suicidality for all of the antidepressants. Notably, there were
no completed suicides in the study samples. Fluoxetine, the
best studied of the medications, is the only one to show a sig-
nificant advantage over placebo in terms of efficacy for major
depression in children and adolescents (although citalopram
has some positive studies, as well). 

Although we do not entirely understand the finding of
increased “suicidality,” activation is a noted side effect of the
selective serotonin reuptake inhibitors (SSRIs), and may result
in more acting-out behavior. The increased energy that is noted
as depression lifts, but before the patient experiences significant
emotional relief, may also increase the potential of self-harm
behavior. The risk of “switching” of children who are predis-
posed, from depression to mania, must always be considered.

In an effort to improve safety and ensure that patients with
major depression receive effective treatment, the following is
recommended for monitoring:

TABLE 13.2. Essentials of Multimodal Treatment of
Depression (continued)

Group therapy—many children and adolescents prefer a group
experience. Can be helpful for support, psychoeducation.
Beware of discussions about self-destructive behavior and
“copycat” behaviors.

Medication Treatment for Depression

Selective serotonin reuptake Inhibitors (SSRIs)
Fluoxetine (Prozac) 8 and older (for MDD, OCD)
Sertraline (Zoloft) 6 and older (for OCD)
Fluvoxamine (Luvox) 8 and older (for OCD)
Citalopram (Celexa) 18 and older
Escitalopram (Lexapro) 18 and older
Paroxetine (Paxil) 18 and older
Other antidepressants
Clomipramine (Anafranil) 8 and older (for OCD)
Bupropion (Wellbutrin) 18 and
Mirtazepine (Remeron) 18 and older
Nefazadone (Serzone) 18 and older
Trazodone (Desyrel) 18 and older
Venlafaxine (Effexor) 18 and older
All antidepressants have a “black box” warning for potential
increases in suicidality. Only fluoxetine is FDA approved for use in
children for major depression.
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1. Discuss risks (including suicidal and self-destructive
behavior) with parents, guardians, and patients. Advise
parents what symptoms (increased agitation, thoughts of
suicide, or anxiety and restlessness) to look for and to call
right away if these new symptoms occur.

2. Set up weekly monitoring visits for the first month, then
twice monthly for a month, and at least monthly thereafter.

The most important aspect of treating depressed children
and youth is engaging them and their families actively in treat-
ment, and providing the intensive, closely supervised treat-
ment necessary to decrease suffering and improve prognosis.

Acute Treatment of MDD 
Mild-Moderate Episode

(few if any symptoms in excess to make diagnosis, mild to 
moderate functional impairment)

1. Start with psychoeducation and psychotherapy (for 4–6 weeks). 
2. If only partial or no response, continue psychoeducation, psychotherapy, and start 
 SSRI (continue for 6–12 weeks). 
3. If no response after 6–12 weeks, switch to another SSRI (continue for 6–12 weeks). 
4. If no response after 6–12 weeks of second SSRI, recheck diagnosis/comorbidities 
 (especially ADHD and anxiety), adherence/compliance, medical illnesses, family 
 functioning, negative life events, parent/sibling illness. Consider referral to 
 specialist. May switch to a second-line antidepressant (buproprion, venlafaxine, 
 nefazodone, mirtazapine). 
5. Continue medication for 6–12 months after a response, then, if no relapse, 
 progressively discontinue treatment. 
6. If a second uncomplicated episode, then continue medication for 1–3 years.

Acute Treatment of MDD 
Severe Episode

(several symptoms in excess of those to make diagnosis and 
symptoms markedly interfere with functioning, suicidality, 

psychotic features, bipolar, and/or recurrent)

1. Start with psychoeducation, psychotherapy, and an SSRI (for 4–6 weeks).
 If suicidality is present, consider safety issues and level of care. 
2. If no response after 6–12 weeks, switch to another SSRI (continue for 6–12 weeks). 
3. If no response after 6–12 weeks, consider referral to specialist or switch to a second-
 line antidepressant (buproprion, venlafaxine, nefazodone, mirtazepine). 
4. Continue medication for 1–3 years. 
5. If two or more complicated depressive episodes, three or more uncomplicated 
 episodes, or chronic depression, then continue medication for 3 years to lifelong.

FIG. 13.1. Suggested algorithm for acute treatment of major
depression. (Reprinted with permission from Cheng K, Myers
KM. Child and Adolescent Psychiatry: The Essentials. Philadelphia,
PA, Lippincott Williams & Wilkins, 2005.)
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Initially thought to be only a disorder of adolescence or adult-
hood, bipolar disorder (BD) is now increasingly being recognized
and diagnosed in prepubertal children. Considerable ambiguity
remains about the actual prevalence of BD in children. Lifetime
prevalence of BD is estimated at 1%. A point prevalence of mania
in 14- to 16-year-olds of 0.6% was identified by Carlson and
Kashani. The comorbidity with ADHD has also not been estab-
lished, although data suggest it may be common (around 30%).
Some symptoms (high levels of activity, talkativeness, appears as
if powered by a motor) may be similar, and it is important to dif-
ferentiate a mood component in the differential diagnosis. Other
frequent comorbidities are conduct disorder, substance abuse dis-
orders, anxiety disorders, trauma-induced disorders, and border-
line personality disorder traits. Schizophrenia may be confused
with bipolar disorder. Although BD in adults tends to be gender
neutral, it is estimated that prepubertal BD is almost four times
more frequently diagnosed in boys. Compared with adults, chil-
dren and adolescents with BD may have a more prolonged early
course and be less responsive to treatment.

CLINICAL DESCRIPTION

Bipolar I disorder requires the existence of a manic or mixed
episode. A manic episode is defined in the DSM-IV-TR as a dis-
tinct period of “abnormally and persistently elevated, expansive,
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Essential Concepts
Screening Questions
• Have you had periods of time when you feel

so happy and energetic that you feel “on top
of the world” or as if you could do anything?

• Have you had periods of time when your friends
said you are talking too much or too fast?

• Has there been a period when you were so
hyper and irritable that you got into lots of
arguments with people?

Mnemonic: DIGFAST

Juvenile Onset Bipolar

Disorder
14
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or irritable mood.” A mixed episode is characterized by “rapidly
alternating mood with symptoms of a manic episode and a
major depressive episode.” Children with manic episodes may
not present with the same discrete periods seen in adults. Early
onset bipolar disorder has been described as highly variable,
often with a rapid-cycling, chronic, nonepisodic presentation.
Additionally, irritability and unpredictable, labile mood and
psychotic features may be more common in young people pre-
senting with the disease.

Bipolar II disorder includes major depressive episodes
alternating with hypomanic episodes. Hypomania may pre-
sent as elevated, expansive, or irritable mood, which is less
severe and less functionally impairing than a manic episode. 

Cyclothymic disorder is a chronic and fluctuating mood disor-
der, with hypomanic and depressive symptoms that are less func-
tionally impairing that BD and that have been persistent for a year.

KEY POINT

Early onset BD often begins with an episode of depression, not
mania. It is estimated that 20 to 40% of youth will “switch” to BD
within 5 years of depression. Features associated with “switch-
ing” include early onset depression, psychomotor retardation,
psychosis, mood lability, seasonal pattern, family history of BD
or mood disorders, and antidepressant-induced hypomania.

Diagnosis of Manic Episode
A mnemonic that is helpful in recalling the essential features
of mania is DIGFAST. The term may refer to the speed with
which a manic patient would dig a hole if put to the task, as
they may appear as if “driven by a motor.” At least three
symptoms are required (four if mood is only irritable):

Distractibility
Indiscretion (excessive involvement in pleasurable activities that

are likely to have adverse consequences)
Grandiosity or inflated self-esteem
Flight of ideas or racing thoughts
Activity increase (increase in goal-directed activity or psychomotor

agitation)
Sleep deficit
Talkativeness or pressured speech

A manic episode must last at least a week or be severe enough
to require hospitalization.
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KEY POINT

The usual adult psychiatric interview to discuss manic and
depressive episodes generally does not work with children.
The onset of the disorder may be more insidious; the pre-
sentation may be “atypical” with psychotic symptoms, suici-
dal attempts, and serious acting-out behavior that may mask
the mood disorder. It is essential to get information from a
variety of sources to clarify timelines, specific mood symp-
toms, sleep patterns, energy level, and course of illness to
more clearly clarify the diagnosis.

TIP

Mood lability (rapid mood swings) and rage outbursts in chil-
dren and adolescents may have many etiologies, including
bipolar disorder. The marked increase in the number of prepu-
bertal children being diagnosed with BD is suspect, as it is
higher than that expected by epidemiological studies in adults.
I have the “Five Stars in Alignment” theory of the increase in
diagnosis. Here are the five stars which I feel have “aligned” to
substantially increase the number of prepubertal children being
diagnosed with bipolar disorder:

1. Children have BD which has gone unrecognized, and we are
now beginning to appropriately diagnose these patients;

2. There is a great deal written about the labile child being
the bipolar child. Parents find this reassuring, in that there
is an actual diagnosis and treatment for the disorder that
they have been struggling with; 

3. Children like the disorder because it helps deflect punish-
ment of “bad” behavior to that of “ill” behavior (“it’s just
another manic episode”); 

4. Psychiatrists like it because it gives a sense of efficacy in
treatment. Also, the same medications may be used to
treat mood lability and aggression as those for BD; 

5. There is insurance parity for bipolar disorder, and pay-
ment may be secured for this diagnosis and not for a
more nebulous diagnosis associated with aggressive
outbursts and labile mood (such as conduct disorder or
many others).
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CLINICAL VIGNETTE

A 12-year-old boy presented due to a new onset of increased
irritability over the past 2 months. He has been talking back to
his parents, and when they say, “No” to a request, he flies into
a rage. They bring him to your office for an evaluation after he
punched and kicked holes in the wall during one of his rages.
His family noted an increase in stress in the family—his grand-
mother, with whom he had been close, died 2 months ago.
Additionally, he had an argument with his best friend, and they
have not been speaking. He has seemed moody and “on edge”
and has not been sleeping well. He was suspended from school
last week for disrespectful behavior. You learn that there is a
strong family history for mood disorder (his mother is
depressed, her brother is bipolar, and his paternal grandfather is
an alcoholic and possibly bipolar; his father drinks a great deal).
The boy has been taking methylphenidate since age 8 for ADHD
with generally good results, although he has always been oppo-
sitional and impulsive. You are considering a diagnosis of bipo-
lar disorder. What else do you want to explore? Rule out any
medical conditions (e.g., thyroid) or beginning experimenta-
tion with substances. His father drinks, his mother is depressed,
and his grandmother recently died—is this an atypical grief
reaction/major depression, or an adjustment disorder related to
domestic violence or other noted stresses? He has ADHD and
oppositionality—is this a secondary conduct disorder? School
issues—social and academic—need to be explored.

Etiology
Etiology is multifactorial. There is genetic loading for all
mood disorders in family members of BD children, some
specificity-increased loading of BD, and family loading that
is higher for childhood onset than for adolescent onset BD.
Earlier onset of BD in adults increases the risk of BD in offspring
during childhood or adolescence. Earlier onset disease often
has a more chronic and debilitating course (Table 14.1).

A link has been reported between bipolar adults and the
serotonin transporter gene. The long (l) allele has been associ-
ated with the prophylactic antidepressant response to lithium.
The short (s) allele has been identified as a risk factor for sui-
cidal behavior (common in BD) and for pharmacologically
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induced mania. There are mixed findings in MRI scans of chil-
dren and adults with regard to brain structure changes.

The environment potentiates a genetic vulnerability. Envi-
ronmental and psychological factors, particularly acute and
chronic stress, have been implicated in the precipitation of
the episodes as well as in prognosis.

KEY POINT

Much is said about the risk of suicide for depressed individuals.
However, bipolar disorder is an even higher risk factor. An indi-
vidual in the throes of grandiosity and feeling good may seem
to be at low risk, but high levels of irritability and impulsivity, and
poor ability to consider consequences increase risk of com-
pleted suicide. Ensuring safety is always the first consideration.

Treatment
Treatment of bipolar disorder includes stabilization of acute
symptoms, as well as longer-term stabilization and maintenance.

TABLE 14.1. Essentials of Assessment for Early Onset
Bipolar Disorder

• Physical examination, review of systems, and laboratory testing
to rule out suspected medical etiologies, including neurological,
systemic, and substance-induced disorders.

• Interview of parents regarding child’s symptoms—timeline,
character, and severity. Ask about child risk-taking behaviors
(substance use, legal issues, sexual acting out, suicidal/homicidal
threats or behavior). Get family genetic history.

• Interview of child/youth—questions, observation, and descrip-
tion of their inner state. Assess thought process, psychotic
symptoms, depressive symptoms, anxiety symptoms. Always
ask about suicidality/homicidality and risk-taking behavior (sub-
stance use, legal issues, sexual acting out). Always ask about
a history of trauma.

• School performance and interpersonal relationships should be
assessed to determine the youth’s functional impairment and
educational needs.

• Rating scales may be helpful (e.g., General Behavior Inventory
[GBI] and the parent version [GBI-P]; or the Young Mania Rating
Scale [Y-MRS] and the parent version [YMRS-P]).

Stubbe_Ch14_p114-119.qxd  8/11/06  6:45 PM  Page 118



Chapter 14 / Juvenile Onset Bipolar Disorder 119

Table 14.2 presents essential issues to consider in treatment
of early onset bipolar disorder.

Treating comorbid psychiatric disorders must be done care-
fully. Stimulants may be used to treat comorbid ADHD once the
patient has been stabilized on a mood stabilizer. In general, anti-
depressants should be avoided; but if the youth becomes
depressed and is not responsive to other pharmacotherapy, cau-
tious use of antidepressants may be necessary. Carefully moni-
tor for manic “activation” or “switch,” as well as suicidality.

Prognosis
Early onset bipolar disorders have a greater chronicity than do
adult onset bipolar disorders and are less responsive to treat-
ment. Up to one-third of children with major depression may
later be diagnosed with bipolar disorder. Risk factors for poor
outcome have been reported to be long episode duration and
high prevalence of mixed mania, psychosis, and rapid cycling.

TABLE 14.2. Essentials of Treatment of Bipolar Disorder

1. Level of care considerations—safety issues are primary.
Hospitalization for acute safety issues. Partial hospitalization,

intensive outpatient treatment, intensive in-home services as
needed for stabilization and safety.

2. Medication treatment 
Mood stabilizer—consider family history of response. Lithium

and divalproex are the fist-line treatment for episodes of
euphoric mania. (Divalproex may be more effective for mixed
or rapid cycling. For females, possible risk of polycystic
ovary and not to be used if pregnant.)

Antipsychotic medication can be used during acute mania with
or without psychotic symptoms to stabilize mood, ensure
safety, and provide sleep. Chronic use may be needed.
(Monitor for “hypermetabolic syndrome” with weight gain,
increased lipids, and possible risk of diabetes.)

3. Psychosocial treatment
Psychoeducation about BD, its risks, treatment, prognosis, and

complications associated with medication noncompliance.
Family therapy to stabilize environment and improve prognosis.
Individual therapy for support. CBT, anger management, or

insight-oriented work may be helpful. Ongoing safety assessment.
Educational—collaboration with school regarding behavioral

management, special educational needs, and appropriate
individualized educational plan.
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Do not anticipate trouble, or worry about what may never hap-
pen. Keep in the sunlight.

—Benjamin Franklin

CLINICAL DESCRIPTION

Most children experience various fears throughout their
childhood, and some of these fears are specific to develop-
mental stage. In contrast to fear, anxiety is defined as an
anticipatory response to perceived threat, either internal or
external. Both fear and anxiety are characterized by distress-
ing “fight or flight” reactions and a plethora of other physio-
logical responses that may affect multiple systems, such as
cardiac, pulmonary, gastrointestinal, and neurological. Anxiety
is further characterized by cognitive symptoms, such as feel-
ings of losing control or losing one’s mind, unwelcome or
intrusive thoughts, inattention, insomnia, and even percep-
tual disturbances, such as depersonalization or vague visual
images. Children who are anxious tend to be frequent doctor
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Essential Concepts
Screening Questions
• Are there things that you are afraid of?
• Do you often feel nervous? Are there par-

ticular things that bring this on?
• Do you have thoughts that you can’t get

out of your head, even though they really
bother you? What are they?

• Are there things that you feel that you must
do to help you feel less anxious—like
washing your hands, checking on some-
thing, or counting things?

• Do others consider you a perfectionist?

Anxiety Disorders:

Generalized Anxiety,

Phobias, and Obsessive-

Compulsive Disorder

15
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visitors, presenting with a variety of vague aches, pains, and
physical symptoms that may frustrate health care providers.
Separation anxiety disorder and selective mutism, two anxiety
disorders that begin in childhood, have been discussed
in Chapters 8 and 9. The present chapter will discuss the
anxiety disorders of generalized anxiety, phobias, and obsessive-
compulsive disorder.

Generalized Anxiety Disorder

Children with generalized anxiety disorder (GAD) worry
excessively about upcoming events and occurrences. This
worry has continued mostly unabated for at least 6 months.
They worry unduly about their academic performance or
sporting activities, about being on time, or even about natural
disasters such as earthquakes. The worry persists even when
the child is not being judged and has always performed well
in the past. Because of their anxiety, children may be overly
conforming, perfectionistic, and unsure of themselves. They
tend to seek approval and need constant reassurance about
their performance and social acceptability. The child may
appear restless, tense, irritable, or fatigued. Somatic com-
plaints are common.

Phobic Disorders

Phobic disorders are heterogeneous, consisting of specific
phobias, which involve a single feared object or situation, or
social phobia, a more serious and impairing condition. Phobic
disorders need to be differentiated from the normal episodes
of fear often seen in childhood. The difference between having
a phobic disorder or an age-appropriate episode of fearfulness
is based on developmental considerations, the length and
intensity of fearful affect, and the severity of accompanying
impairment of everyday functioning. 

Fear and avoidance occur in response to a specific object or
situation in specific phobias. The anxiety is intense and imme-
diate. Animals, natural disasters, blood or injury or enclosed
places are common examples of fears that are common in spe-
cific phobias. However, when the feared object or situation is
not present, the child functions normally.

Social phobia is more common in adults than in children,
but it can be quite debilitating.
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Children suffering from social phobia have a persistent fear
of being embarrassed in social situations, during a perfor-
mance, or if they have to speak in class or in public, get into
a conversation with others, or eat, drink, or write in public.
Feelings of anxiety in these situations produce physical reac-
tions such as palpitations, tremors, sweating, diarrhea, blush-
ing, and muscle tension. Social phobia can lead to school
refusal with subsequent school failure and even truancy
charges. Socially phobic youth frequently avoid all meaningful
social relationships. These children do not have a primary
social disability (as one might see with an autism spectrum
disorder). However, severe avoidance of social situations may
seriously impede normal social development.

TIP

Consider the child’s developmental stage prior to making a
diagnosis of phobia. Developmentally normative fears
include toddlers being terrified by being separated from their
parents, and preschool and kindergarten children being fright-
ened by the dark or “monsters” under the bed; fear of dogs
and getting hurt is common. School-age children may be
scared of using public bathrooms, and teenagers are often
afraid of undressing for gym class or giving a speech in
class. Age-appropriate fearfulness that does not derail devel-
opment is not considered a disorder.

Obsessive-Compulsive Disorder

Obsessive-compulsive disorder (OCD) is characterized by recur-
rent, time-consuming obsessions or compulsive behaviors that
cause distress and/or impairment. The obsessions may be repet-
itive intrusive images, thoughts, or impulses. Often the com-
pulsive behaviors, such as hand-washing or cleaning rituals, are
an attempt to displace the obsessive thoughts. There is a strong
familial component to OCD, and there is evidence from twin
studies of both genetic susceptibility and environmental influ-
ences. Tic disorders and OCD may have similar genetic origins,
as they tend to co-occur in families. There is evidence that
about 10% of the individuals with OCD may have the symp-
toms precipitated by pediatric autoimmune neuropsychiatric
disorders associated with streptococcal infections (PANDAS).
Although evidence remains equivocal, antineuronal antibodies
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formed against the group A beta-hemolytic streptococcal cell
wall antigens may cross-react with caudate neural tissue. This
should be considered for children whose symptoms correlate
with recurrent strep infections. About half of all adults seek-
ing treatment for OCD report that it began in childhood or
adolescence.

Epidemiology

As a group, anxiety disorders affect up to 20% of youth up to
age 18 years. Clinically, anxiety disorders are diagnosed
equally in men and women, but in epidemiologic samples
they are more frequently found in women. Generalized anxi-
ety disorder is thought to affect 3 to 6% of youth. Specific
phobias affect about 3% of children. Girls tend to suffer from
phobias more commonly than boys, but for both genders the
disorder wanes with age. Social phobia has been estimated to
affect 1% of children and adolescents at any point in time.
Lifetime prevalence may be as high as 13%.

Etiology and Risk Factors

Many investigators postulate that children are born with bio-
logically or constitutionally predetermined temperaments,
some of which are a liability for the development of anxiety
disorders. Familial factors, both genetic and environmental,
contribute to anxiety disorders. General anxiety disorder and
major depression seem to have the same genetic risk factors.
On the basis of new neuroimaging studies, it is hypothesized
than anticipatory anxiety is associated with the cingulated
portion of the limbic system, phobic avoidance is associated
with the prefrontal cortex, and panic is associated with the
brainstem. Serotonin receptor site dysregulation is also posited.
The biological vulnerabilities are then variably affected by
environmental factors to form clinically significant anxiety
symptoms. The environmental factors may be diverse, includ-
ing neurobiological insults, exposure to trauma, emotionally
unavailable parents who are not attuned to the child’s needs,
or, for the most vulnerable youth, simple uncertainties such as
peer teasing or parental discord. Infants who are temperamen-
tally inhibited have higher rates of anxiety disorders in later
life. Prospective studies have shown an increased risk of mul-
tiple anxiety disorders in middle childhood for children who
were classified as behaviorally inhibited as preschoolers.
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CLINICAL VIGNETTE

You are called as a consultant to a school to assess Jenn, a 13-year-
old eighth-grade girl who has refused to come to school. You find
out that Jenn has a long history of multiple absences in school,
but this year she came only a few days at the beginning and now
is not coming at all. Her mother reports that she has attempted
to “drag” her daughter to the car, but Jenn screams and
scratches. When she has managed to drive her to school, Jenn
will not get out of the car, and even the school social worker and
principal cannot persuade her. When you get more history you
find that Jenn suffered from separation issues in preschool and
kindergarten. The school nurse knows her well, as she visits fre-
quently with complaints of stomachaches and headaches. She
refuses to speak in class. She avoids the lunch room and is quiet
and nonparticipative in class. Despite this, she had been getting
straight A’s in school until recently, as not coming to school has
negatively impacted her grades. Homework sent to her home is
done completely and neatly. Jenn has one friend with whom she
spends time. You suspect social anxiety with school phobia. What
else should you do? First, talk with the primary care doctor.
Chances are the girl has been a frequent visitor there with a vari-
ety of somatic complaints. Does she have any medical problems?
Try to ascertain if she has been traumatized (bullied, etc.) in
school as a reason for her refusal. Get a family history and devel-
opmental history from the parents. Discuss the course of the dif-
ficulties with the school. Interview Jenn and ask about depres-
sive, anxiety, and psychotic symptoms. If she is suffering from
school phobia or social anxiety, consider medication (SSRI), psy-
chotherapy, and an intensive, slow but progressive reintegration
into school (often starting with tutoring after school). This is
one of the few times that benzodiazepines are indicated in child
and adolescent psychiatry. Rapid and effective treatment of the
anxiety to help the child be able to get back to school will sub-
stantially improve prognosis.

Assessment

When assessing the child or adolescent for whom you sus-
pect an anxiety disorder, it is important to consider other psy-
chiatric disorders, as well as potential for comorbidities
(Table 15.1).
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Children may suffer from both internalizing and externalizing
disorders. Co-occurrence of the inattentive type of ADHD and
anxiety disorder is not infrequent. If using a stimulant, “start low
and go slow” to minimize the risk of increasing anxiety.

TIP

Inquire about caffeine intake and counsel to minimize it. Caffeine
is a known cause of anxiety.

Treatment
Treatment is multimodal and requires a thoughtful, stepwise
intensive treatment of the child and adolescent. Table 15.2
gives the essentials of treatment, elaborating on the types of

TABLE 15.1. Assessment Essentials for Anxiety Disorders

1. Rule out physical causes such as hyperthyroidism, side effects to
medications (allergy/asthma medications, etc.), substance abuse,
or other medical conditions.

2. Get data from multiple sources. Children are often reluctant to
talk about their worries. Be sure to get a family genetic history
of anxiety disorders, as well as depression and other mood
disorders and tics.

3. Younger children may better communicate their anxieties through
drawings or play techniques. 

4. Determine the trigger(s) for the anxiety. Does the anxiety only
occur in a specific situation? Does it occur “out of the blue”?
Does it occur in anticipation of something? Is it pervasive?

5. Understand the environmental and family factors that may
affect the youth’s anxiety. How do the parents react? Are there
family conflicts or other stresses contributing to the anxiety?

6. Screen for comorbid psychiatric disorders: mood disorders,
psychosis, eating disorders, tic disorders, and disruptive
behavior disorders. 

7. Consider the use of symptom rating scales to better categorize,
understand, and monitor the child’s anxieties. Yale-Brown
Obsessive Compulsive Scale (Y-BOCS), the Screen for Child
Anxiety Related Emotional Disorders (SCARED), the Social Phobia
and Anxiety Inventory for Children (SPAI-C), and the Revised
Children’s Manifest Anxiety Scale (RCMAS) are suggestions.
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psychosocial and medication treatment options available. For
mild to moderate anxiety, evidence-based psychotherapies
and psychoeducation should be used first, with adjunctive
medication if necessary. There is evidence that some milder
forms of anxiety may have a more prolonged course if med-
ications are started initially. However, for disabling anxiety,
consider concomitant psychotherapy and medication.

TABLE 15.2. Essentials of Multimodal Treatment
of Anxiety

1. Psychoeducation of parent and child about the nature of
anxiety, how it can affect family relationships, how family
members can inadvertently perpetuate the symptoms through
their own anxiety, and how the family can support the child in
overcoming his or her anxiety.

2. Cognitive-behavioral therapy should comprise first-line treatment.
There are evidence-based treatments for OCD (exposure and
response prevention), phobias, and other anxiety disorders.

3. School intervention when the anxiety is seriously impairing
school functioning.

4. Medications
1st line: SSRIs—remember that SSRIs can induce anxiety or

even panic symptoms in vulnerable individuals so “start low and
go slow.” Sometimes, benzodiazepines are started concurrently
with an SSRI and later tapered once the SSRI confers therapeutic
benefits. The SSRIs that are FDA approved for OCD in children
include fluoxetine, sertraline, and fluvoxamine (chlomipramine, a
TCA, is also approved).

2nd line: benzodiazepines such as alprazolam, lorazepam,
and clonazepam can be useful in the short-term treatment of
anxiety, e.g., to reintegrate the child into school. Remember to
taper slowly to avoid rebound anxiety.

3rd line: alpha-2a-agonists—guanfacine and clonidine may be
useful for symptoms of hyperautonomic arousal such as
palpitations and tachypnea.

Others: tricyclic antidepressants (TCAs)—requires EKG and
blood level monitoring, but may be effective.

Buspirone—a few case reports of effectiveness in mild anxiety.
Anticonvulsant agents—case reports for the use of

gabapentin, topiramate, and oxcarbazepine. Consider using
when other agents have been ineffective.

Antipsychotic agents—may be useful when all other medications
have not been successful or in children with borderline reality
testing and high levels of agitation.
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Anxiety disorders affect a large portion of children and
adolescents, causing them tremendous suffering and interfer-
ing with optimal development in many domains (social, aca-
demic, and life skills). Currently, cognitive behavioral treat-
ments are the best supported interventions and should
comprise the first line of treatment. Pharmacotherapy can aug-
ment psychosocial treatments individualized to each youth’s
circumstances and response to psychotherapeutic interven-
tions. Early and effective treatments may improve long-term
prognosis.
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A body seriously out of equilibrium, either with itself or with its
environment, perishes outright. Not so a mind. Madness and
suffering can set themselves no limit.

—George Santayana

CLINICAL DESCRIPTION

Early onset schizophrenia (EOS), with an onset prior to age 18,
is an often debilitating disorder characterized by deficits in
affect, cognition, and the ability to relate socially with others.
This is a rare, but serious disorder, often associated with sig-
nificant morbidity, chronicity, and psychosocial impairment.

The first important point is that psychosis and schizophre-
nia are not interchangeable. Psychosis is a general term refer-
ring to disordered processing of thoughts and impaired grasp
of reality. As such, psychosis or psychotic-like symptoms can
occur as a part of many psychiatric syndromes other than
schizophrenia, including

• Depression
• Mania
• Schizophreniform disorder
• Psychotic disorder NOS
• Overwhelming stress (brief psychotic disorder)
• Dissociative disorders

128

Essential Concepts
Screening Questions
• Have you had any experiences like dreaming

when you’re awake?
• Do you ever hear or see things that other

people can’t hear or see?
• Do you feel that people are saying bad things

about you?
• Do you feel that there is anyone who is out to

get you?

Early Onset

Schizophrenia and Other

Psychotic Disorders

16
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• Anxiety disorders (especially PTSD and OCD)
• Substance intoxication or withdrawal
• Personality disorders (PDs)
• Delirium or dementia
• Autistic disorder

Intermittent psychotic symptoms may be frequently observed
in children ill enough to require psychiatric hospitalization for a
number of disorders. The evaluation of psychotic symptoms in
children is complicated as well, as childhood is a natural time for
fantasy, imaginary friends, and other illogical thoughts. Differen-
tiating an “overly rich imagination” from a thought disorder may
occasionally be difficult. Illogical thinking, social isolation, and
inappropriate affect may be seen in autistic disorder, but very
early onset, developmental history, and clinical features of lack
of social reciprocity as well as the lack of positive symptoms of
schizophrenia (such as hallucinations) differentiate the two dis-
orders. Brief psychotic symptoms may be seen during times of
stress for a number of children with a variety of vulnerabilities.
The symptoms may respond positively to environmental modi-
fications to decrease stress. The take-home point: Evaluate every
patient for psychotic symptoms, but don’t rush to a diagnosis of
early onset schizophrenia.

KEY POINT

Positive symptoms of schizophrenia include the symptoms
that are actively experienced by the individual—florid halluci-
nations, delusions, and thought disorder. Negative symptoms
describe a lack of normal experiences, and include flat affect,
anergia (lack of energy), and poverty of speech and thought.

In children with early onset schizophrenia (EOS), hallucina-
tions, thought disorder, and flattened affect are the most con-
sistent symptoms (Table 16.1). It is important to distinguish
between psychotic thought processes and developmental delays
or language disorders.

The types of schizophrenia include paranoid, disorganized,
catatonic, undifferentiated, and residual. Schizophreniform
disorder includes the same symptoms as schizophrenia, but
the episode lasts between 1 and 6 months, whereas schizo-
phrenia lasts for 6 months or more including the prodromal,
active, and residual phases. Good prognostic features of schiz-
ophreniform disorder are rapid onset of psychotic symptoms,
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confusion, good premorbid social and occupational function-
ing, and absence of blunted or flat affect.

Epidemiology
The usual onset of schizophrenia is late adolescence to early
30s, with men affected on average 5 years earlier than
women. It is estimated that 1% of adults suffer from this dis-
order. Childhood onset schizophrenia is a rare disorder,
thought to have a prevalence of 1 to 2 per 1,000. Boys tend to
be affected about twice as often as girls. The onset tends to be
insidious in most children. There is either a deterioration or
failure to reach the expected level of interpersonal, academic,
or social achievement. Cognitive functioning tends to be in
the low average to average range. Schizophrenia interferes
with a child’s ability to acquire new information and skills,
and he or she tends to fall behind peers academically.

Etiology and Risk Factors
Schizophrenia is a neurobiological illness of complex etiology.
As a heterogeneous disorder, no single model of genetic
inheritance has been found. It is likely that susceptibility
genes act in conjunction with developmental and environ-
mental factors to cause this disorder. Heritability is substantial,
with the lifetime risk of developing schizophrenia 10 times
higher in first-degree biological relatives of affected individuals
when compared to the general population. Other risk factors
include obstetrical complications, neurological and seizure
disorders, and viral or autoimmune factors. 

Neurobiological abnormalities have been found in EOS,
including deficits in smooth pursuit eye movements and

TABLE 16.1. DSM-IV-TR Criteria for Schizophrenia

Requires two symptoms for 1 month, plus 5 months of prodromal
or residual symptoms.

Mnemonic: Delusions Herald Schizophrenic’s Bad News
Delusions
Hallucinations
Speech disorganization
Behavior disorganization
Negative symptoms (flat affect, paucity of speech, or avolition)

Adapted from American Psychiatric Association (2000), Diagnostic and Statistical Manual of
Mental Disorders, 4th ed. Text revision. Washington, DC. American Psychiatric Association.
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autonomic responsivity, as well as anatomic and functional
changes in brain neuroimaging. Increased ventricular volumes,
abnormal hemispheric asymmetries, reduced temporal limbic
structure volumes, and abnormal morphology of temporal
and frontoparietal cortices have been reported.

We no longer believe that psychological or social factors cause
schizophrenia. However, in the context of vulnerability, environ-
mental stress, including high expressed emotion (EE) within the
family, may affect the timing, severity, and course of the illness.
Thus, psychosocial interventions are critical to prognosis.

KEY POINT

Family high EE has been demonstrated in adult schizophrenic
patients to be a risk factor for relapse and poor functioning.
EE is the tendency of a family to be highly emotional, loud,
and reactive. Family psychoeducation and therapy may
improve prognosis by helping family members communicate
less emotionally.

CLINICAL VIGNETTE

You are on the Children’s Psychiatric Unit of a hospital
admitting an 11-year-old boy for threats to kill himself with
a knife and then running after his younger brother with a knife
threatening to kill him. The boy appears agitated and illogical,
although you are finally able to help him calm down and dis-
cuss the incident of the day. He reports that his “voices” were
telling him to get the knife and “kill.” As you get further his-
tory, you find that he has never mentioned hallucinations
before. He has had episodes of moodiness, threats to kill
himself, and socially isolated and irritable behaviors inter-
mittently for several years. You learn that he was started on
an antidepressant medication about 3 weeks ago to treat his
depression and suicidal thoughts. What further workup is
needed to clarify the nature of the psychotic symptoms? 

The presentation is likely irritable mania with psychotic
features. Hospitalize for safety. Stop the antidepressant med-
ication. Get a medical workup to rule out substance use and
thyroid problem, and get general screening labs. Get a more
thorough history—talk to outpatient treaters, school, and
child and family. Get more thorough family history. Antipsy-
chotic medication may be indicated initially, but you may try
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to taper after mood stabilizer is at therapeutic level. Discharge
planning should consider school, needed intensity of outpa-
tient services, and close medication and safety follow-up.

Assessment
When assessing the child or adolescent for whom you sus-
pect a psychotic disorder or early onset schizophrenia, it is
important to consider other psychiatric disorders, as well as
potential for comorbidities (Table 16.2).

TIP

Ask about substance experimentation, and follow up with tox-
icology screens for all new onset psychosis.

TABLE 16.2. Assessment Essentials for Early Onset
Schizophrenia

1. A systematic psychiatric history focusing on a longitudinal
understanding of the patient’s current and past symptomatology
should be obtained.

2. Thorough inquiry about family history of psychiatric disorders and
medical illnesses. A cultural history is also needed because cultural
and religious beliefs taken out of context may seem psychotic.

3. Multiple informants about child’s history and functional level
(e.g., child, parents, teachers, past treatment providers) should
be included in the evaluation process. 

4. Psychoeducational testing is suggested.
5. A comprehensive physical examination is necessary to rule out

organic causes of psychotic symptoms. There are no specific
laboratory tests, neuroimaging procedures, or other medical
workup that is diagnostic. However, EOS is quite rare, and
neuroimaging, EEG, and laboratory tests to rule out structural
brain abnormalities, seizures, or autoimmune, infectious, thyroid,
substance-induced, or other etiologies are often indicated.

6. Younger children may better communicate their psychosis and
perceptual disorganization through drawings or play techniques. 

7. Baseline and follow-up rating scales that assess positive and
negative symptoms and psychosocial functioning are helpful in
monitoring the effectiveness of treatment interventions (e.g.,
Positive and Negative Syndrome Scale for Schizophrenics
[PANSS]; Symptom Onset in Schizophrenia [SOS]).
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Treatment
Treatment of children with schizophrenia is assumed to be the
same treatments that are effective in adults, with modifications
for developmental stage and environmental circumstances. A
multimodal, multisystems approach that is set up for a long-
term course is required. Treatment of nonschizophrenic psy-
chotic disorders requires many of the same services. The med-
ications to treat psychosis are similar, but if the psychosis
emanates from a mood or other disorder, antipsychotics may
be used adjunctively to treat the psychotic symptoms, but it
may not be the mainstay of psychopharmacological treat-
ment. Family therapy and pharmacotherapy combined with
social skills training has demonstrated effectiveness in adult
patients. Table 16.3 gives the essentials of treatment.

Antipsychotic medications are the foundation for the treat-
ment of psychotic disorders. With childhood-onset schizo-
phrenia, the child will likely require medications for a very

TABLE 16.3. Essentials of Multimodal Treatment
of Schizophrenia

1. Psychoeducation of parents and child about the nature of the
illness, necessity for treatment compliance, and to provide
support and hope for the child and family about the potential to
improve with treatment.

2. Psychosocial treatments, including social skills training,
supportive psychotherapy, behavior modification, and cognitive-
behavioral therapy of dysphoria are all appropriate and should
be considered as needed for an individual patient.

3. School interventions may be required to ensure that any special
learning needs are addressed. Additionally, children who are quite
disabled by the disorders may require special education services
and a therapeutic educational program in order to learn.

4. Medications 
1st line: Atypical antipsychotics: risperidone, olanzapine,

quetiapine, aripiprazole, ziprasidone
2nd line: Typical antipsychotics: haloperidol, thiothixene,

chlorpromazine, trifluoperazine, molindone
3rd line: Clozapine, augmentation with lithium or other mood

stabilizer, electroconvulsive therapy

Note: Recommendations are drawn from the adult literature and
clinical consensus as controlled trials are not yet available
justifying the atypical agents as first-line treatments in youth.
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prolonged period of time. There is evidence that psychosis left
untreated for substantial amounts of time may have a worse
prognosis than illness that is treated in its prodromal or early
phases. For this reason, judicious use of antipsychotics in a
timely manner is recommended. The potential longer-term
side effects of the medications (tardive dyskinesia, weight gain
or diabetes, cognitive blunting) need to be weighed against the
medication effectiveness. Using the smallest amount of medica-
tion possible to control the symptoms, exercise and nutrition
plan, and close medication monitoring are required. Typical
antipsychotics may be as effective as atypical antipsychotics and
cause less weight gain. However, dystonias and the potential
for tardive dyskinesia and negative symptoms may be of
higher risk.

TIP

Be sure to take a careful assessment of the child’s strengths,
weaknesses, and environmental resources when devising a
treatment plan. Focus on enhancing strengths, while inten-
sively treating the most disabling symptoms.
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Eating Disorders:

Anorexia Nervosa

and Bulimia Nervosa

CLINICAL DESCRIPTION

Eating disorders in adolescence and young adulthood are quite
common, especially in women. Dieting is very frequent, and
attempts to be “as thin as possible” may evolve into a serious,
disabling, and even life-threatening disorder. An estimated
10% of individuals with serious eating disorders die from com-
plications of the disorder, and another 5% die from suicide. 

The two primary eating disorders are anorexia nervosa,
with extreme weight loss, and bulimia nervosa, marked by
binge eating and often, although not necessarily, with purging
(Tables 17.1 and 17.2).

KEY POINT

Individuals with eating disorders may be secretive about the
disorder because they fear intervention or are ashamed. Typ-
ically, individuals with anorexia nervosa hide the fact that they
are not eating for fear that they will be “forced” to eat more
calories. Individuals with bulimia nervosa are often embar-
rassed about the disorder and will binge in secret. The clini-
cian should always ask about eating and, with adolescents,
also ask the family about their observations of a change in
eating patterns or weight. Approximately 10 to 15% of eating-
disordered individuals are male, with an especially high preva-
lence in gay men. Therefore, screening questions for eating
disorders should be included in all interviews.

Essential Concepts
Screening Questions
• How is your appetite?
• What do you think about your current weight?
• When you look in a mirror, what do you

think about how you look?
• Do you ever make yourself throw up after

you eat?

135
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Epidemiology
Among women, the lifetime prevalence of anorexia nervosa is
0.5 to 1% and of bulimia nervosa about 4%. Most commonly,
the disorder starts in adolescence, often precipitated by a
stressful life event. When anorexia nervosa occurs in prepu-
bertal children, it tends to be part of more severe psy-
chopathology, but it is also more likely to resolve. Females are
affected 10 times more often than males. The eating disorders
tend to be diseases of Westernized countries. In the United
States, Whites are more often affected than African Americans
or Hispanic Americans.

Etiology and Risk Factors
A combination of biologic, psychological, environmental, and
social factors has been implicated in the pathogenesis of eat-
ing disorders. Both anorexia and bulimia nervosa are more

TABLE 17.1. DSM-IV-TR Criteria for Anorexia Nervosa

Mnemonic: Weight Fear Bothers Anorexics
Refusal to maintain body Weight above 85% of expected weight
Intense Fear of gaining weight or becoming fat
Distorted Body image
For women: Amenorrhea (the absence of at least three menstrual

cycles)
Types: Restricting type or binge-eating/purging type

Adapted from American Psychiatric Association (2000), Diagnostic and Statistical Manual of
Mental Disorders, 4th ed. Text revision. Washington, DC. American Psychiatric Association.

TABLE 17.2. DSM-IV-TR Criteria for Bulimia Nervosa

Mnemonic: Bulimics Over-Consume Pastries 
Recurrent episodes of Binge eating (at least twice a week for

3 months) that feel Out of control
Excessive Concern with body shape and weight
Purging behaviors, such as self-induced vomiting; misuse of laxatives,

diuretics, enemas, or other medications; fasting; excessive exercise
Types: Purging type or nonpurging type

Adapted from American Psychiatric Association (2000), Diagnostic and Statistical Manual of
Mental Disorders, 4th ed. Text revision. Washington, DC. American Psychiatric Association.
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common in high-risk groups that require highly focused
attention on weight and appearance, such as ballet, ice-
skating, and other sports. High achieving, perfectionistic,
competitive individuals with underlying low self-esteem tend
to be more commonly affected. Mood disorders, anxiety dis-
orders, substance use, and personality disorders tend to be
common comorbidities. Individuals with anorexia nervosa
tend to be exquisitely sensitive to perceived rejection, hostil-
ity, and conflict. From a family theory perspective, anorexic
families often present a conflict-free exterior. This façade is
thought to mask a lack of intimacy, enmeshment, rigidity, and
conflict. The symptoms of anorexia are thought to focus the
family away from the conflict and thus maintain family
“homeostasis.” In fact, once a pattern of disordered eating
begins, multidetermined factors maintain and promote the
dysregulated eating patterns. These may include stabilization
of the family, binding of anxiety and dsysphoria, and positive
reinforcement emanating from compliments about weight
loss that may be received from coaches or friends.

KEY POINT

Severe eating disorders are among the most challenging dis-
orders to treat. Engagement of the patient may be very diffi-
cult, as he or she often does not want to gain weight and will
engage in increasingly secretive and deceptive maneuvers to
avoid taking in calories. I have seen girls sew lead weights into
their underclothing prior to being weighed to avoid their weight
loss being detected. This lack of joint and collaborative vision
of treatment is one of the most difficult aspects of the disorder.
Sensitivity and empathy for the patient, along with steadfast
adherence to basic physical safety guidelines, are the corner-
stones of all treatment.

TIP

Although eating-disordered patients may be furious about the
limits placed in the course of treatment, they are also often
relieved that there is external control at a time when they feel
out of control.
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KEY POINT

Body mass index (BMI: kg/m2) is used to indicate the degree of
severity of anorexia nervosa in an individual. A BMI of 17.5 kg/m2

correlates with a body weight of less than 85% of the expected.

Assessment
When assessing the child or adolescent for whom you sus-
pect an eating disorder, it is important to ensure an appropri-
ate medical workup and to consider comorbidities, which
tend to be common (Table 17.3).

TABLE 17.3. Assessment Essentials for Eating Disorders

1. A comprehensive physical examination is necessary to rule out
organic causes of anorexia. Additionally, the physical
examination and laboratory assessment should screen for
malnutrition and substance use. Anorexia nervosa may present
with cachexia, dry skin, lanugo, bradycardia and hypotension,
amenorrhea, mild anemia, low serum albumen, and a variety
of other abnormalities depending on the degree of cachexia.
Bulimia nervosa may present with decreased gag reflex, moth
eaten or rough teeth, hypertrophy of the parotids, and
electrolyte imbalances.

2. Historic data should be collected from multiple sources. Expect
the eating-disordered youth to minimize his or her symptoms
and the parents to have significant gaps in their observations
of pathologic eating patterns. 

3. Psychiatric comorbidity should be identified because eating-
disordered patients commonly suffer from comorbid depressive
disorders, substance abuse, anxiety disorders, and personality
disorders.

4. Family dynamics should be assessed because eating-disordered
behaviors tend to exacerbate pathologic family interactions, and
such interactions impede recovery.

5. Screening tools such as the “SCOFF” or the Eating Disorders
Diagnostic Scale questions may be useful in identifying eating-
disordered youths when reviewing mental health status.
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TIP

Ask about substance experimentation and follow up with tox-
icology screens for all bulimia patients. If suspected, screen-
ing for laxative and diuretic use is also advised. 

CLINICAL VIGNETTE

You are asked to evaluate a 17-year-old junior in high school in
late spring. She has been diagnosed with ulcerative colitis,
which has been stable for the past 6 months. Despite the fact
that her medical condition has stabilized, she has demonstrated
ongoing weight loss and dysphoria. Upon meeting, you note
that she tends to minimize the effect of her medical issues on
her life, and to be quite unconcerned about her recent 18-lb
weight loss. She is dressed in baggy sweatshirt and baggy sweat
pants, and appears quite cachectic. She denies restricting her
food intake, stating that she is just “not hungry.” She is quite
happy that she does not presently require steroids, as they
“made me fat.” She has joined the cross-country team and runs
at least 4 miles daily. You highly suspect anorexia nervosa,
which had its onset with the stress of the medical issues and the
weight gain associated with prednisone for her colitis. Her fam-
ily, with high achieving, intense parents, had not noted how sig-
nificant her weight loss was until it was brought to their atten-
tion in a follow-up visit with the gastroenterologist. The girl
states that she is “fine” and tells her parents she does not need
a “shrink”; she doesn’t know why they even brought her to one.
She is medically at a BMI of 17.3 kg/m2 and is determined to be
safe for outpatient treatment. You recommend an intensive pro-
gram of outpatient psychotherapy, family therapy, weekly
weights, and close medical follow-up. You consider a trial of flu-
oxetine for treatment of obsessionality and depression.

Treatment
Treatment of children and adolescents with eating disorders is
assumed to be the same treatment that is effective in adults,
with modifications for developmental stage and environmental
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circumstances. In general, family engagement and family ther-
apy are cornerstones of treatment. No specific medications tar-
get eating disorder per se. For that reason, using medications
only as needed for specific target symptoms and comorbidity
is advised. Table 17.4 gives the essentials of treatment.

TABLE 17.4. Essentials of Multimodal Treatment
of Eating Disorders

1. Psychoeducation of parents and youth about the nature of the
illness and the necessity of intensive treatment.

2. Determine level of care (inpatient, residential, partial hospital,
intensive outpatient, or regular outpatient treatment) that is
appropriate depending on the severity of the disorder and
medical compromise.

3. Set behavioral goals for improving medical and nutritional status.
4. Reestablish eating as a process based on hunger and satiety cues

as well as nourishment needs (e.g., meal support therapy [MST]).
5. Family therapy with a focus on decreasing enmeshment and

parental control while facilitating the youth’s individuation and
minimizing dynamics that promote disordered eating.

6. Developing the patient’s and family’s tolerance for negative
emotions, including the use of anxiety management skills.

7. Supportive psychotherapy, rapport and trust-building, and
cognitive-behavioral treatment to help develop adaptive
cognitive techniques for addressing the distortions regarding
weight and body image.

8. Specific skills building regarding development of a balanced
lifestyle, including work, play, and social relationships. 

9. School interventions may be required to ensure that the
patient is able to maintain appropriate academic progress,
while decreasing excessive anxiety and hours of
perfectionistic re-doing of homework. The school nurse and
mental health professionals in the school need to be aware
of and follow any treatment plans.

10. Medications—there are no medications specifically targeting
eating disorders. 

1st line: Selective serotonin reuptake inhibitors. For treatment of
obsessionality, depression; may help in reducing risk of relapse.

2nd line: Atypical antipsychotics: risperidone, olanzapine. May
be used to facilitate weight gain in anorexic patients by reducing
anxiety and thought distortions and increasing appetite.

Other medications as appropriate for targeted symptoms
and comorbid conditions.

(Continued)
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TIP

Patients with eating disorders are often quite reassuring to
their therapist that they are okay and have their eating issues
under control. Be sure to not fall into the trap of agreeing
with the patient in minimizing serious symptoms. Although
inpatient treatment of eating disorders is becoming less
common, ongoing weight loss in the face of medical com-
promise requires intensive medical and psychiatric stabiliza-
tion (often on medical floors or combined medical/psychi-
atric units).

TABLE 17.4. Essentials of Multimodal Treatment
of Eating Disorders (continued)

Note: Recommendations are primarily drawn from the adult
literature, as there are few controlled trials with adolescents.
In general, medication is used for specific target symptoms
and comorbidities. Start low and go slow, and monitor vital
signs and electrocardiograms.
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First you take a drink, then the drink takes a drink, then the
drink takes you.

—F. Scott Fitzgerald

CLINICAL DESCRIPTION

Substance use disorders (SUDs) are among the most preva-
lent psychiatric disorders in young people. Although experi-
mentation with alcohol and drugs is sometimes considered
one of the rites of passage for American youth, there is a high
risk for misuse, addiction, and serious negative consequences
(legal, social, and safety). Additionally, the treatment of any
other psychiatric disorders is complicated by concomitant
substance use. See Table 18.1 for diagnostic criteria for sub-
stance abuse.

Compared to adults, adolescents with SUDs present with a
greater number of drugs used at any time. While substance-
dependent youth may present with symptoms of tolerance,
they present less often with symptoms of withdrawal or other
symptoms of dependence noted in Table 18.2.

In general, substance abuse is a disorder that starts in ado-
lescence or early adulthood. In evaluating even a prepubertal
child, however, you have a goal to understand if smoking or
substance use is present, to understand the nature and sever-
ity, and to ensure that it is addressed in treatment. Minors
tend to have a higher rate of risk-taking behaviors than
adults. They may begin to steal, lie, and participate in crimi-
nal behavior to support a habit. SUD youth often have comor-
bid conduct disorders. 

142

Essential Concepts
Screening Questions
• Do you smoke cigarettes?
• How often do you drink?
• Do you use any recreational drugs, such

as marijuana, LSD, or cocaine?

Substance Use

Disorders
18
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KEY POINT

Youth don’t tend to tell parents or other adults about their
experimentation with substances. The first clues may be a
decline in grades, irritability, or hanging out with a different
group of friends. Ask about that.

TABLE 18.1. DSM-IV-TR Criteria for Alcohol/Substance
Abuse

A maladaptive pattern of alcohol/substance use leading to clinically
significant impairment or distress, as manifested by at least one
of the following:

1. Failure to fulfill major role obligations at work, school, or home
2. Recurrent alcohol use in situations in which it is physically

hazardous
3. Recurrent alcohol-related legal problems
4. Continued alcohol use despite persistent problems caused by

its use 

Adapted from American Psychiatric Association (2000), Diagnostic and Statistical Manual of
Mental Disorders, 4th ed. Text revision. Washington, DC. American Psychiatric Association.

TABLE 18.2. DSM-IV-TR Criteria for Alcohol/Substance
Dependence

Mnemonic: Tempted With Cognac. To be considered alcohol (or other
substance) dependent, the patient must meet at least three of
the following seven criteria:

Tolerance—a need for increasing amounts of alcohol to achieve
intoxication

Withdrawal syndrome
Loss of Control of alcohol use (five criteria follow):

More alcohol ingested than the patient intended
Unsuccessful attempts to cut down
Much time spent in activities related to obtaining or recovering

from the effects of alcohol
Important social, occupational, or recreational activities given up

or reduced because of alcohol use
Alcohol use continued despite the patient’s knowledge of significant

physical or psychological problems caused by its use

Adapted from American Psychiatric Association (2000), Diagnostic and Statistical Manual of
Mental Disorders, 4th ed. Text revision. Washington, DC. American Psychiatric Association.
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TIP

Although education about the dangers of substance use is
important, it does little to dissuade youth, for whom worries
of failing health seem light-years away, from experimenting.
Providing alternatives, such as sports or other interests,
alcohol-free parties, and other supervised activities is more
effective at preventing use.

Epidemiology
It is estimated that over 5 million youth, by age 16, have met
the diagnostic criteria for a SUD. In 2003, SUDs were second
only to disruptive behavior disorders as the most commonly
diagnosed psychiatric disorders in youth—an estimated
12.2% by age 16. In general, boys outnumber girls in rate of
substance use. By age 16, 14% of boys and 10% of girls will
have experienced an episode of SUD. Tobacco, alcohol, and
marijuana are the most commonly used drugs. Almost half of
all 12th graders in a recent National Institute of Drug Abuse
survey used alcohol within the past month, and around a
quarter smoked cigarettes or marijuana. Amphetamines were
the second most commonly abused illicit substance, with use
by about 5% of high school students. Other substances were
less frequently used. By 12th grade, 4% of youth have used
anabolic steroids at least once.

Etiology and Risk Factors
There is a complicated and multifactorial set of risk factors for
substance abuse (Table 18.3). Alcoholism is the most thor-
oughly studied of the SUDs. It has a fairly significant genetic
vulnerability, with up to 25% of fathers or brothers of an alco-
holic individual also suffering from alcoholism. Children of
parents with SUDs who are adopted at birth to nondrug-using
families have a higher rate of developing SUD than does the
general population. Ineffective parenting and inadequate nur-
turing also increase the risk for developing a SUD. Poor
parental supervision and perceived parental approval (or lack
of disapproval) of drug use also increase risk.
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KEY POINT

Individuals have the highest risk for continuous lifelong prob-
lems with substances if they started using them before the
age of 15 years. Marijuana tends to be a “gateway drug” with
marijuana use preceding that of cocaine, hallucinogens, and
other dangerous substances. However, most marijuana
users do not go on to use other substances. With the excep-
tions of cocaine and prescription drugs, most drug use tends
to decrease after the age of 25.

Assessment
When assessing the child or adolescent for whom you sus-
pect a substance use disorder, it is important to ensure an
appropriate medical workup and to consider comorbidities,
which tend to be common (Table 18.4).

CLINICAL VIGNETTE

This is an excerpt from an interview of a 16-year-old young man
whom a resident is evaluating in outpatient clinic for a change in
his behavior—he has become quite irritable and defiant of rules,
his grades are slipping, and he has started staying out past cur-
few at night. His parents and teachers suspect that he has started
using substances, but he has denied it. When the resident meets
him, the youth is charming, engaging, and cooperative.

Interviewer: You seem to be a popular guy.
Youth: Sort of, I guess.

TABLE 18.3. Risk Factors for Substance Use Disorders

• Chaotic home environment
• Parental substance abuse
• Parental mental illness
• Ineffective parenting
• Lack of parental involvement
• Failing school performance
• Poor social coping skills
• Association with conduct-disordered peers
• Perceived parental/peer/community approval of drug use
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Interviewer: Do you and your friends smoke when you hang
out together?

Youth: Sometimes.
Interviewer: Get invited to parties?
Youth: Yeah, some. 
Interviewer: Besides alcohol, what is available at the parties?
Youth: Just a little weed.

From there, the resident has set the stage for the expectation
of alcohol and drugs to be at parties, and assuming he may be
experimenting with them. She can then get to know more
details about the drugs available and which ones this young
man is using.

TABLE 18.4. Assessment Essentials for Substance Use
Disorders

1. A comprehensive physical examination, with screening laboratory
tests, including liver function tests, blood count, and toxicology
(drug) screen.

2. Historic data should be collected from multiple sources (patient,
parents, siblings, teachers, caseworkers, and peers, if possible).
The patient alone is likely to minimize or deny use.

3. Try to determine how many psychoactive substances are being
used and how available they are. Where and with whom is he or
she using?

4. Determine if the youth has drug use, abuse, or dependence.
5. Assess family and home situation. How closely is the youth

supervised? What is the overall communication level, involvement,
and home support for the youth?

6. Obtain a genetic family history of substance abuse as well as
alcohol and substance use by members of the family in the home.

7. Assess for other psychiatric comorbidity.
8. Substance abuse rating instruments can be helpful in screening

for SUDs and for monitoring treatment response (e.g., Substance-
Abuse Subtle Screening Inventory [SASSI]; Personal Experience
Screening Questionnaire [PESQ]; Adolescent Diagnostic
Interview [ADI]).

Another screening tool normed for individuals over 16 is the
CAGE Questionnaire—a mnemonic for attempts to cut back on
drinking, being annoyed at criticisms about drinking, feeling
guilty about drinking, and using alcohol as an eye opener).
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TIP

A word about confidentiality: Just as suicidal risk cannot be
kept confidential, neither should dangerous substance abuse
or dependence. Be sure that you don’t tell the youth that all
of the information he tells you is confidential, such that you
are in a dilemma if you find out about substance abuse.
Instead, let him know that you will support him in telling his
parents if there is something that puts him at risk that they
need to know.

Treatment
Treatment of children and adolescents with substance use
disorders is multimodal and family centered (Table 18.5).
No specific medications have demonstrated effectiveness in
children and adolescents at curbing drug craving. The youth
should stop using substances and be reassessed for psychi-
atric comorbidity prior to starting a medication to target
symptoms of the comorbidity. Effective treatment of ADHD
may decrease the risk of substance abuse.

TABLE 18.5. Essentials of Multimodal Treatment
of Substance Use Disorders

1. Psychoeducation of parents and youth about the nature of the
illness (including relapsing nature of SUDs) and the necessity of
treatment.

2. Family therapy and involvement are critical to treatment.
Improving communication is the primary focus. Additionally,
addressing issues such as lack of parental involvement in the
child’s life, the need for clear family rules, and untreated parental
SUDs may be targeted. Multisystemic therapy (MST) may focus
on removing the youth from environments that trigger the use. 

3. Set up a plan to avoid situations that trigger substance use
(such as friends or hangouts).

4. Cognitive behavior therapy may be used to target thinking errors
associated with substance abuse and to increase self control.

5. Group therapies and 12-step approaches may be helpful. Beware
of the risk of “peer deviancy training” in groups with conduct
disorders, in which younger, more naïve members learn “bad
habits” from other group members.

(Continued)

Stubbe_Ch18_p142-148.qxd  8/11/06  6:50 PM  Page 147



148 Section III / GENERAL PSYCHIATRIC DISORDERS

KEY POINT

One of the best deterrents to substance abuse in teens is
open communication at home. Parents who confront their
teen if they suspect substance use, let him or her know that
they do not condone it, and provide a safe environment in
which to disclose his or her use and get help with abstinence
tend to have briefer and less severe periods of use and to
have better long-term prognosis.

TABLE 18.5. Essentials of Multimodal Treatment
of Substance Use Disorders (continued)

6. Inpatient rehabilitation may be required for drug dependence.
Intensive outpatient services are also indicated for the more
seriously impaired youth.

7. School interventions may be required to ensure that the youth is
receiving the services required to help motivate and engage him or
her in the academic process. School counseling is often indicated.

8. There are medications aimed at treating intoxication states and
withdrawal conditions, preventing continued use, and providing
narcotic maintenance (e.g., naltrexone, disulfiram, methadone
for heroin addiction, and benzodiazepines for withdrawal states).
In general, substance abuse treatment tends to minimize
psychotropic medication use. To fully assess psychiatric
comorbidities, the substance use disorder must have been
addressed. However, medication may be indicated for
comorbidities.

ADHD comorbidity: Substance abuse has been demonstrated
to be lower when ADHD is effectively treated. Atomoxetine,
bupropion, or guanfacine may be indicated first-line. The long-
acting stimulant medications (that cannot be crushed and
snorted) may also be used carefully in an at-risk population if
the medication administration is closely monitored.

Use other medications as appropriate for targeted symptoms
and comorbid conditions.

In general, it is advised that a youth be observed for several
weeks off substances to determine whether another psychiatric
condition persists prior to starting a medication.
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Trauma-Related

Disorders 

All children have to be deceived if they are to grow up without
trauma.

—Kazuo Ishiguro 

CLINICAL DESCRIPTION

Many children grow up with the scars of physical or sexual
abuse, domestic violence, or other traumas. Natural disas-
ters, war, and serious illness with painful procedures are
other sources of trauma. It is impossible to grow up without
some bad things happening. However, for some children,
the horrors they have had to endure have left serious emo-
tional scars.

Posttraumatic stress disorder (PTSD) is an emotional dis-
order that occurs following an overwhelming and frighten-
ing event that threatened serious bodily harm. It results in a
re-experiencing of the traumatic event and avoidance of sit-
uations that activate traumatic memories. In infants and
young children, neglect or maltreatment may result in emo-
tional consequences as well (Table 19.1). Reactive attach-
ment disorder (RAD) is characterized by disturbed and dis-
trusting social relatedness caused by grossly pathogenic care.
This disorder results in the child displaying severe inhibition
and hypervigilance in social interactions (inhibited type) or

149

19

Essential Concepts
Screening Questions
• Have you ever had anything really bad

happen to you?
• Have you ever been physically hurt by

someone?
• Have you been touched in a manner that

you didn’t like?
• Do you ever have thoughts or images that

pop into your mind of something bad that
has happened in the past?
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indiscriminate attachment and familiarity with any adult who
is nice to them (disinhibited type). Children who are trau-
matized often are quite reactive and stress sensitive, tend to
perceive the world as a dangerous place, and tend to interpret
other people’s behavior as menacing or aggressive.

TABLE 19.1. DSM-IV-TR Criteria for Posttraumatic Stress
Disorder

Trauma exposure The child has been exposed to an event
that involved threatened death or
serious injury to him/herself or others.

The child’s response to the trauma was
expressed by disorganized or agitated
behavior (or intense fear, helplessness,
and horror).

Trauma re-experience Repetitive play of trauma themes in young
(1 or more) children. Recurrent intrusive distressing

recollections of the event (images,
thoughts, or perceptions) for others.

Frightening dreams or recurrent dreams
of the event.

Trauma-specific reenactment in young
children. Acting or feeling like the
traumatic event was recurring, e.g.,
flashbacks.

Intense psychological distress
or physiological reactivity on exposure
to something that resembles the
traumatic event.

Trauma avoidance Efforts to avoid thoughts, feelings, activities
(3 or more) that prompt recollection of the trauma.

Inability to recall aspects of the trauma.
Diminished interest or feelings of

detachment.
Restricted range of affect.
Sense of foreshortened future.

Increased arousal Difficulty falling or staying asleep.
(2 or more) Irritability or outbursts of anger.

Difficulty concentrating.
Hypervigilance and/or exaggerated

startle response.

Adapted from American Psychiatric Association (2000), Diagnostic and Statistical Manual of
Mental Disorders, 4th ed. Text revision. Washington, DC. American Psychiatric Association.
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CLINICAL VIGNETTE

Sylvia is a 5-year-old girl who was adopted from an orphanage
in Europe at the age of 3. Her biological parents were both sub-
stance abusers, and Sylvia had lived on the streets with them,
exposed to neglect and unknown traumas, until she was 2, at
which time she arrived at the orphanage, poorly nourished and
“famished.” Sylvia quickly made friends at the orphanage, call-
ing all of the women who worked there “Mama.” When she was
adopted by parents from the United States, she called her new
mother “Mama” right away and seemed to attach immediately.
Sylvia has been well cared for by her parents and has been in
very good day-care when her parents are at work. Difficulties
with severe temper tantrums when she does not get her way
prompted the day-care provider to suggest referral.  When you
meet her, Sylvia is a beautiful, blue-eyed girl who immediately
takes your hand to walk to your office. She is chatty and has
mild articulation errors, but otherwise seems to be developing
well. You play together, and she directs the action of dolls in
the dollhouse repeatedly being attacked by ”burglars”. When it
gets time for her to leave your office and the toys with which
you have been playing, she begins to pout, cry, and refuse to go
with her mother. You are concerned about Sylvia’s trauma his-
tory and her symptoms of RAD, disinhibited type.

KEY POINT

PTSD is only one of several diagnosable psychiatric disorders
that may emerge from trauma. Depression, other anxiety dis-
orders, substance abuse, conduct problems, and (in infancy)
reactive attachment disorder are others. Screen for these,
as well.

KEY POINT

Exposure to violence during childhood often negatively impacts
development in multiple domains. Be attentive to neurophysio-
logical signs (stress response, startle and hyperarousal reac-
tions, dissociation), altered cognitions (feeling vulnerable, sense
of foreshortened future, lowered self-confidence, and guilt), and
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emotional development (core identity, view of the world, social
relationships). All aspects of the child’s development may be
impacted.

Epidemiology
Trauma is a common occurrence in our communities. The
National Center on Child Abuse and Neglect reported in
2000 that over 3 million children per year are referred to
child protective services for abuse or serious neglect. One-
third of these cases are substantiated and half of these (over
half a million) are so severe that the children are removed
from their homes. Community violence, domestic violence,
natural disasters, accidents, and other events may be so
severe as to leave permanent scars on the child’s developing
personality. In inner cities, children may be exposed to shoot-
ings or stabbings (up to 40% according to Schwab-Stone).
September 11th was a national trauma, which affected chil-
dren in the vicinity much more intensely.

It appears that children are more sensitive to the effects of
trauma than adults and consequently may exhibit higher
rates of PTSD development. Community-based studies reveal
a lifetime prevalence for PTSD of approximately 8% of the
adult population in the United States.

Etiology and Risk Factors
The etiology of PTSD requires an overwhelming stressful
event. However, not all individuals who experience severe
trauma develop a disorder. Clearly, there is a complex inter-
play between the environmental event, the person’s premorbid
psychological health and psychosocial support network, and a
neurobiological cascade that characterizes the pathogenesis.

One important factor is whether the trauma was a single event
or multiple events. Children’s symptoms also vary as a function
of age and developmental phase. Single-incident trauma can
have a profound and long-lasting effect. Half of victims generally
recover within 3 months, but many remain ill for a year or more,
with symptoms reemerging following a subsequent trauma or
life stress. Complex trauma consists of multiple exposures to
stressful events over time. There is an estimated 37.5% lifetime
prevalence for PTSD in victims of substantiated childhood
abuse and neglect. Chronic trauma adversely affects personality
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development. Symptoms of chronic trauma are impairment of
affect regulation, chronic destructive behavior to self and others,
dissociation, and problems with attention and somatization. The
individual may suffer from brief psychotic symptoms.

Early life trauma affects multiple neurobiological functions.
Dysregulation of the hypothalamic-pituitary-adrenal (HPA) axis
and the secretion of the stress hormone cortisol are noted in
children and adults. Maltreated children have shown overall
smaller cerebral volumes, with normal hippocampal size, in
neuroimaging studies. Multiple neurotransmitters have been
implicated in the traumatic stress response as well. It is clear
that severe stress leads to global dysregulation (neuroendocrine,
biological, psychological, and developmental) and the high
potential for longer-term emotional and behavioral sequellae.

Assessment
When assessing the child or adolescent for whom you sus-
pect abuse, neglect, or there is a known trauma, it is impor-
tant to ensure an appropriate medical workup and to con-
sider comorbidities, which tend to be common (Table 19.2).

TABLE 19.2. Essentials for Assessment of Trauma in
Children

1. A comprehensive physical examination, with screening for
physical injury or sexual abuse, as appropriate.

2. Historic data should be collected from multiple sources regarding
the trauma (or suspected trauma) and the child’s symptoms.

3. Forming a rapport and providing a safe environment in which to
assess the child are critical.

4. Ask direct questions about the trauma of the traumatized children.
5. If a child is reluctant to talk directly about the trauma

(or developmentally would not be expected to do so), help the child
communicate his or her inner life experience through nonverbal
methods, e.g., play or artwork.

6. Assess family and home situation. Is it a safe environment for
the child? Are protective services involved (or do they need to
be)? Was the entire family traumatized? What supports does the
family require to provide for the traumatized child?

7. Assess for psychiatric comorbidity.
8. Structured rating instruments may be helpful as one component

of a comprehensive evaluation (e.g., Trauma Symptom Checklist
for Children [TSCC]; Child Posttraumatic Stress Reaction Index
[CPTS-RI]).
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CLINICAL VIGNETTE

This is an excerpt from an interview of a 6-year-old girl who
was in a car accident in which her babysitter, the driver, died.
She is in the hospital a week later being treated for a broken
leg and cuts. She has been tearful and irritable, and eating
poorly. You are a consultant asked to see her around “pro-
cessing the trauma.” You met her one other time, and are
back to see her.

Interviewer: You were in a very bad accident. Can you tell
me about it?

Sarah: It wasn’t an accident!
Interviewer: Tell me what you mean.
Sarah: I was mad.
Interviewer: You were mad?
Sarah: Yes! I wanted to go to the store, and she said we

had to go home.
Interviewer: And then?
Sarah: I think she’d had it with me.
Interviewer: How do you mean?
Sarah: She said, “No, Sarah. We need to get home

today to practice the piano before your lesson.”
I think she just didn’t want to deal with me
anymore.

Interviewer: Are you thinking you caused the crash?
Sarah: How else could it have happened?

Sarah is presenting with classical survivor guilt. She was
attempting to resolve in her own mind how this horrible
accident could have happened. She has been living with the
shame and guilt that she caused the accident, and that her
babysitter wanted to “get away” from her. When that was
finally talked out, over a period of weeks, her severe dyspho-
ria and irritability began to subside.

TIP

A word about mandated reporting. All physicians, teachers, and
mental health providers are mandated reporters. If there is rea-
son to suspect abuse or neglect, you are mandated to inform
your state’s protective service agency. There is a hotline and a
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form to be filled out. If you are treating a child who informs
you of being hit with a belt, touched inappropriately, etc., you
must file. Unless contraindicated for a specific reason, rap-
port may be maintained if you talk with the parents or
guardians about why you are concerned and inform them
that you will be filing a report. You are modeling honesty,
openness, and your dedication to the safety of the child.

Treatment
Although much remains to be done, there is an increasing
literature on the treatment of trauma in children. A
“prevention-intervention” model incorporates triage for chil-
dren exposed to violence, support and strengthening of cop-
ing skills to prepare for anticipated trauma and grief
responses, treatment of other disorders that may develop or
be exacerbated in the context of PTSD, and treatment of acute
PTSD. All humans have the basic need to feel connected and
share with others. Providing the time and a format for the
child to put experience into words and thus share traumatic
events with others in a safe and secure manner can be a
potent early intervention. A well-planned treatment typi-
cally includes an admixture of cognitive-behavioral, family-
supportive, and psychodynamically informed psychotherapy
in several phases: initial or preventive therapy, long-term
therapy, and pulsed intervention (Tables 19.3 and 19.4).
Central to almost all treatment strategies is the emphasis on
re-exposing the individual to traumatic cues under safe con-
ditions, and incorporative mastery elements in a structured
and supportive manner.

TIP

Trauma can have negative effects on personality develop-
ment. Early detection, intervention, and a plan to ensure that
the child is safe and the risk of repeated trauma is mini-
mized will most effectively improve prognosis. One of the
most satisfying aspects of child psychiatry is the opportunity
to prevent disability—treatment of trauma is one of the most
important and promising of those opportunities.
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TABLE 19.3. Essentials for Treatment of Traumatized
Children

1. Initial intervention—debriefing. This is an opportunity for children
to share their experiences in a safe and nurturing setting. Critical
incident stress debriefing, psychological first aid, or just the
opportunity for children to clarify and talk about (or draw or play
about) their traumatic experience is the initial intervention. Triage
children who display serious symptoms for more intensive
treatment.

2. Psychoeducation of parents and children about the components
of PTSD and the specific rationale for therapy is critical. 

3. The treatment provided may depend on whether there was a
shared trauma (such as the 9/11 attacks) or an individual one
(such as being a victim of sexual abuse). 

4. Psychosocial therapies
• Group cognitive-behavioral treatment for PTSD (such as that

formulated by Amaya-Jackson and colleagues)
• Trauma-focused cognitive-behavioral therapy (TF-CBT)
• Brief therapy with controlled exposure to traumatic cues

and “working through”
• Family therapy—to help the family learn coping strategies,

increase communication, and help them meet the child’s
needs adequately

• Group therapy and shared working through
• Long-term and intermittent supportive therapy—continuity with

the therapist can be very helpful in ongoing working through
issues of trauma in a longer-term or intermittent or “pulsed”
therapy manner.

5. School interventions may be required to ensure that the youth is
receiving the services required to help him or her feel safe and
secure in school. School counseling is often indicated.

6. Medications—as an adjunct to treat overwhelming anxiety, facilitate
functioning, and help the child to be more amenable to
psychotherapy. The decision to use medication is based on target
symptoms, their severity, and the degree of disability they cause.
Table 19.4 gives the medications that may be effective in the
treatment of PTSD.
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Adjustment Disorders 

Every new adjustment is a crisis in self-esteem

—Eric Hoffer 

CLINICAL DESCRIPTION

Life is full of events that cause upset and stress. At times a par-
ticular stress may precipitate a significant decline in ability to
cope. When this happens, a child, adolescent, or adult may
experience extreme distress, depression, anxiety, or behavioral
symptoms as a consequence. We diagnose an adjustment dis-
order when the symptoms are not specifically related to
bereavement and do not meet criteria for another Axis I or II
disorder, but have resulted in significant impairment in func-
tioning within 3 months of the stressor. In children and ado-
lescents, divorce or separation of parents, a move to a new
school or home, or being teased at school may result in a dis-
tress reaction. When the reaction is excessive and interferes
with daily life tasks, it becomes an adjustment disorder.

CLINICAL VIGNETTE

Brittany is a 13-year-old seventh-grade girl presenting with
symptoms of anxiety, crying spells, and recent shoplifting,
which was quite uncharacteristic, as she was described by
her parents as an honor student who had been very well
behaved. Her parents have been arguing a great deal, and last
month announced to Brittany and her 7-year-old sister that

Essential Concepts
Screening Questions
• Has there been something that happened

recently that has caused you to feel partic-
ularly upset?

• What was it? When did it happen?
• What type of response have you had to

that event?

159
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160 Section III / GENERAL PSYCHIATRIC DISORDERS

they are divorcing. Her father will be taking a new job and
moving 2 hours away. Brittany speaks freely to you and
relates that she “had a perfect life, and now it is totally
ruined!” She is quite close to her father and feels abandoned
by his move. Her parents, although well meaning, tried to
shield the issues from the children by stating, “It will all work
out.” They subtly and not so subtly let the children know that
this was not a topic for discussion. Brittany tells you that she
has begun to hang out “with other kids from broken homes,
since I am one now.” The shoplifting and other behaviors are
a manifestation of her distress (and possibly an attempt to
reunite her family).

KEY POINT

An adjustment disorder is an appropriate diagnosis to make
for a child or adolescent who is responding acutely to a
stressor. If the stressor is significant, consider posttraumatic
stress disorder (PTSD) as a diagnosis. If there is a more
chronic disorder that does not resolve with the resolution of
the stress, rethink the diagnosis.

Epidemiology
Adjustment disorders tend to be common. It is estimated that
between 2 and 8% of youth in community samples suffer
from this disorder. For clinical samples, the rate is higher.

Etiology and Risk Factors
The diagnosis of adjustment disorder assumes a stressor.
However, as with PTSD, some children and adolescents
respond more negatively to stress than others. There are
important intrinsic factors that modulate the impact of a dis-
tressing event. Cognitive and emotional development and pre-
stress self-esteem and level of psychosocial support all medi-
ate the reaction the child has to the stress. Because children
often link unrelated events as cause-and-effect phenomena,
they may feel guilt and distress over uncontrollable events that
they did not cause.
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Chapter 20 / Adjustment Disorders 161

TIP

Children with chronic illnesses will often meet criteria for an
adjustment disorder. New diagnoses of juvenile diabetes or
epilepsy commonly lead to adjustment difficulties. The child
and family need a great deal of support to prevent more sig-
nificant and permanent psychiatric disability.

Assessment
The primary issue in assessment is determining if there is a
pre-existing psychiatric disorder that has been exacerbated by
stress, or if the stress reaction constitutes PTSD, a major
depressive episode, or other psychiatric disorder.

Treatment
Treatment of children and adolescents with adjustment dis-
orders is focused on two primary issues—resolving the acute
stressor and shoring up coping mechanisms. Family inter-
vention is typically the treatment of choice—helping the fam-
ily cope with the stress, helping the family support the child,
and decreasing the “sick role” labeling of the child. 

Psychoeducation of children, adolescents, and families
about reactions to stress is the first aspect of treatment. Sup-
portive psychotherapy, family counseling, and brief, focused
treatment of the presenting symptoms are indicated. Pharma-
cological treatment to target the child’s reactive symptoms
and alleviate immediate stress may be useful in specific situ-
ations. In general, there is very little research around the effi-
cacy of medications for the treatment of adjustment disorder.

CLINICAL VIGNETTE

Sharelle is a 10-year-old girl who tends to be a perfectionist
and does very well in school. There is a strong family history
of anxiety disorders and obsessive-compulsive personality in
her biological father and grandfather. Sharelle had no signifi-
cant symptoms until approximately 1 month ago, when she
was at a sleepover at a friend’s home and became ill in the night
(vomiting). She now presents a month later, fearful of going to
school for fear of the humiliation of vomiting in public. In fact,
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162 Section III / GENERAL PSYCHIATRIC DISORDERS

it has been a week since spring break (a week of school vaca-
tion) and she has only gone to school once. When she got to
school, she went immediately to the nurse stating she was ill
and needed to go home. She has started eating less and is los-
ing weight. You diagnose an adjustment disorder and begin
psychoeducation, supportive psychotherapy, relaxation treat-
ment, and medication to target her phobic reaction to going
to school. With some low-dose benzodiazepines and the psy-
chosocial treatments, she is able to get back to school. Ongo-
ing anxiety symptoms (continued preoccupation about vom-
iting) suggest that she may require a longer-term treatment
with an SSRI and cognitive-behavioral therapy as well. In this
case, the stressor (vomiting) may be the first symptom of the
onset of a longer-term anxiety disorder.
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Psychiatric Emergencies

in Child and

Adolescent Psychiatry

CLINICAL DESCRIPTION

The suffering of children and youth in the throes of a psychi-
atric emergency is palpable. They frequently feel desperate
and hopeless. Suicidal ideation, suicide attempt, or seriously
out of control behavior are the most common child and ado-
lescent psychiatric emergencies and will be the focus of the
chapter (Table 21.1).

In assessing children and youth in crisis, you are faced
with the difficult decision regarding the management of
these patients, such as when to recommend (or require) hos-
pitalization, how to facilitate acute outpatient treatment,
dealing with recurrent suicide attempts, and ameliorating
the social chaos that often surrounds these youth. These
decisions are taxing even for experienced physicians. Assess-
ing and providing stabilization for youth in psychiatric crisis
are critical skills for all child and adolescent psychiatrists
(Table 21.2). 

21

Essential Concepts
• The top priority is to minimize the acute risk

of the child or adolescent causing harm to
himself or others.

• Ask the child or adolescent directly
about suicidal and homicidal thoughts
and intent.

• The youth may minimize risk of danger-
ousness. Be sure to get history from multiple
sources in your assessment.

• Is there concurrent substance use?
• Is there an acute psychiatric disorder that

requires treatment, such as psychotic or
manic symptoms?
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TABLE 21.1. Types of Psychiatric Emergencies for Children
and Adolescents

Suicidal ideation, intent, gesture, or attempt
Serious aggression toward others or threats of violence (including

firesetting or sexual perpetration)
Psychosis or mania
Acute anxiety or panic
Conversion symptoms 
Anorexia nervosa or bulimia nervosa
Running away or high-risk behaviors
Delirium or acute mental status change
Substance abuse
Victim of physical or sexual assault or abuse
Acute school refusal

TABLE 21.2. Essential Emergency Child and Adolescent
Psychiatric Assessment

1. Rule out an acute medical issue (such as overdose, intoxication,
head trauma, or other).

2. Demographics—age, residence, caretakers.
3. Presenting complaint—details of the events that precipitated

the crisis assessment.
4. History of present illness—symptoms have presented for how

long? How severe? Acute stressors. Get information from
multiple sources (youth, parent/guardian, teachers or others,
as appropriate).

5. Psychiatric history—prior treatment, taking medications,
psychiatric symptoms (depression, suicide attempts, psychosis,
aggression, substance abuse).

6. Risk assessment—suicidal thoughts, prior attempts, intent,
what means, physical or sexual abuse, recent stressors, access
to means (firearms, medication, etc.), homicidal thoughts,
revenge fantasies, level of impulse control.

7. Developmental history—learning issues, friends, regression in
functioning.

8. Family situation—living situation, communication in the family,
abuse, neglect, or substance use in the family, family support,
supervision, firearms or other dangers in the home.

9. Family genetic history of psychiatric illness, suicide,
incarceration, learning issues.

10. Medical history—current or prior acute or chronic illness,
medication.

(Continued)
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KEY POINT

Youth may say that they are “fine” and minimize the risk of
their violent or suicidal behavior once they are calm. You must
check with others to determine how serious the behavior was.
Even if the youth has calmed, if the behavior put him or her
in serious danger, acute treatment in the hospital or other
intensive treatment setting may be required.

TIP

An emergency evaluation must be brief and focused. Assess
immediately for the acute potential for the child hurting him-
self or others. Rule out acute intoxication, overdose, or med-
ical illness with a change in mental status (such as delirium
or psychosis). Ensure that the patient is safe and contained
as you get the remainder of the information required. 

KEY POINT

Risk factors are cumulative for predicting suicide. The sever-
ity of stressors is also important in predicting suicidal behav-
ior, especially severe acute stressors.

Epidemiology of Suicidality
In the United States, approximately 2 million teenagers attempt
suicide each year, while 2,000 die of suicide. Suicide is the
3rd leading cause of death for those aged 14 to 18, and the

TABLE 21.2. Essential Emergency Child and Adolescent
Psychiatric Assessment (continued)

11. Mental status exam—with focus on thought process, psychosis,
organicity, hopelessness, insight and judgment, motivation for
help, ability to form alliance, acute psychiatric status (review of
psychiatric symptoms, including neurovegetative symptoms,
psychosis, mania, obsessive thoughts, etc.), suicidal thoughts,
and thoughts of revenge.
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12th leading cause of death among children aged 13 and
younger. Firearms are the most common method of suicide,
followed by hanging, jumping, carbon monoxide poisoning,
and self-poisoning. Firearms are clearly the most lethal
method of suicide attempt, being 200 times more likely than
drug overdose to end in death. The use of alcohol combined
with access to firearms has emerged as the major factor dif-
ferentiating completed suicides from attempts.

The Centers for Disease Control and Prevention found that
19% of high school students had “seriously considered suicides,”
with nearly 15% having made a specific plan, 9% having made
an attempt, and 2.6% having made a medically serious attempt.
Thus, suicidality is of epidemic proportions. Females tend to
contemplate suicide or attempt suicide more often, whereas
males tend to complete suicide more often, using more lethal
means. In males, a history of suicidal behavior increases the
risk of completed suicide. In females, the association is present,
but not as strong. There was a marked increase in suicide rates
in the several decades prior to 1990. The good news is that the
numbers of completed suicides in teens has declined over the
past decade.

Etiology and Risk Factors
Although the exact etiology of suicide is unknown, multiple
risk factors have been identified, as summarized in Table 21.3.
Most, although not all, suicidal youth have a major psychiatric
disorder—usually a mood disorder, although substance abuse,
conduct disorder, and psychosis increase risk as well. Youth
who are struggling with issues of sexual orientation may be
highly stressed and at increased risk of self-harm.

CLINICAL VIGNETTE

This is an excerpt from an interview of a 16-year-old young
woman whom a resident is evaluating in outpatient crisis clinic
for suicidality. She told a counselor at school that she wanted
to kill herself, and the resident was asked to “clear her” before
she was allowed to return to school. Her parents and teachers
report that she has seemed depressed and withdrawn over the
past month. She broke up with her boyfriend of 6 months the
week before. The family is appropriately concerned about her
and has been trying to get her in to see a child and adolescent
psychiatrist, but the appointment is still another 3 weeks away.
When you meet the girl, she appears irritable and dysphoric.
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168 Section IV / SPECIAL CLINICAL CIRCUMSTANCES

Interviewer: You told your school counselor that you were
feeling suicidal. Tell me about that.

Youth: What’s the use, anyway?
Interviewer: How long have you been feeling this bad?
Youth: A very long time. But it got worse when I found

out my boyfriend was cheating on me. It seems
that I can’t trust anyone.

Interviewer: You must have been very hurt.
Youth: Yeah, I guess you could say that. 
Interviewer: So hurt you wanted to die?
Youth: It’s not just that. It seems like there is no hope.

My grades are slipping. I have disappointed
my parents. My best friend moved away last
year. I just can’t take it anymore.

TABLE 21.3. Essential Risk Factors for Suicidality

1. History of suicidality (past attempts predict future suicidality)
2. Lethality of suicide attempt or intent
3. Psychiatric disorders that fuel suicidality

• Bipolar disorder
• Depression 
• Substance abuse
• Psychosis
• Conduct disorder, especially impulsive/aggressive

4. Personality traits
• Impulsivity
• Aggression
• Perfectionism/Inflexibility
• Hopelessness

5. Family factors 
• Parental mood disorders, suicidality, substance abuse
• Family conflict and poor communication
• Poor supervision and poor support

6. Acute stressors
• Loss—romantic, parents, peers, prestige
• Disciplinary crisis
• Legal involvement/incarceration
• School failure

7. Access to means
• Firearms
• Other highly lethal means
• Inadequate supervision
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From there, the resident asks more specific questions about
suicidal plans, intent, and psychiatric symptoms (neurovege-
tative symptoms of depression, substance use, psychotic
symptoms, etc.). Concern about the level of hopelessness
precipitated her admission to an adolescent psychiatric inpa-
tient unit for acute treatment and stabilization.

TIP

A word about confidentiality: Suicidality and homicidality cannot
be kept confidential. If you have reason to believe a child or
youth is in danger, you must ensure treatment. Rarely, but occa-
sionally, this may mean involuntary commitment for treatment.
A need to notify may be required if the youth is homicidal.

Treatment
Treatment of children and adolescents with acute psychiatric
emergencies is multimodal, with the first requirement of ensur-
ing safety. Tables 21.4 and 21.5 provide a treatment decision
tree and appropriate treatment interventions for suicidal youth.

TABLE 21.4. Treatment Decision Tree for Suicidal Youth

1. Suicide attempt
• Emergency room and crisis stabilization
• Hospitalize on psychiatric unit

2. Suicidal ideation with plan or suicidal ideation with highly lethal
thoughts
• Urgent outpatient psychiatric assessment if interim safety

can be ensured
• Parents must agree to supervise adequately and to secure

lethal means of self-harm in home while awaiting urgent
outpatient assessment

• Emergency room evaluation if interim safety cannot be ensured
3. Suicidal ideation without a plan

• Routine psychiatric assessment if within reasonable time, if
parental supervision is adequate, and if removal of means of
self-harm ensured

• Urgent psychiatric assessment if due to exacerbated psychiatric
disorder, or if routine appointment not readily available, or if parent
cannot adequately supervise or secure means of self-harm
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170 Section IV / SPECIAL CLINICAL CIRCUMSTANCES

TABLE 21.5. Treatment Essentials for Suicidal Youth

1. Identification and development of a continuum of interventions,
including use of emergency room, crisis services, inpatient unit,
outpatient services, “wrap around” services, and respite care

2. Development of a treatment team that includes various
providers: primary care provider, primary mental health clinician
and/or child and adolescent psychiatrist, school counselor, and
other clinicians as needed and available

3. Active diagnosis and aggressive treatment of psychiatric illness
4. Individual therapies emphasizing the development of problem-

solving skills and impulse control, cognitive-behavioral
therapies, and dialectic behavioral therapy, as appropriate

5. Family interventions, emphasizing the development of nonviolent
conflict resolution and enhanced communication skills

6. “Harm reduction” through modifications of stressful life
obligations such as school schedule

7. Development of family and community resources; emphasize
community supports for youth with psychiatrically compromised
parents or from unsupportive homes

KEY POINT

Suicide prevention strategies include those designed to increase
recognition of youth at risk and facilitate referral to mental health
services, as well as those designed to address risk factors.
Education, screening, peer support programs, school and com-
munity gatekeeper training, crisis services/hotlines, and inter-
ventions after a suicide to prevent “contagion” are current meth-
ods used to decrease the risk of suicide in the population.

TIP

Ask what the youth aspires to do. If he or she is forward
thinking, that is a good prognostic sign.

TIP

Recently devised youth self-report scales for assessing suici-
dality which may be useful include the Columbia Suicide Screen
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(CSS), Reasons for Living Inventory for Adolescents (RFL-A), and
the Child and Adolescent Suicide Potential Index (CASPI).

Treatment of Aggression
Violent and out-of-control behavior is another common psy-
chiatric emergency. Utilize the assessment above for determi-
nation of acute dangerousness. Treatment essentials are elab-
orated in Table 21.6.

TABLE 21.6. Treatment Essentials for Violent Youth

1. Determine cause of out-of-control and violent behavior. Ensure
there is not an organic delirium or acute substance intoxication.

2. If the child is at acute risk of harm to self or others, safe and
appropriate use of seclusion or restraint or medications
(commonly an atypical antipsychotic with or without a
benzodiazepine or diphenhydramine may be used).

3. Hospitalize if there is overt threat or aggression, especially with
access to weapons, active psychosis, or inability to calm. Even
if the aggressive behavior resolves in the emergency room, the
risk for harming others in the home (e.g., a baby) and for a
rapid re-escalation of aggressive behavior must be determined.

4. After safety is ensured, the goal of treatment is to address the
underlying cause of out-of-control behavior. Use medication
therapy, anger management training, parent-management
training, and other interventions on a longer term basis.

5. If hospitalization is not immediately required, formulate a safe
disposition plan, including rapid follow-up care and assessment
of the need for child protective service involvement for acute
issues in the family.

6. Ensure follow-up for regular treatment with a multimodal and
multidisciplinary team.

7. Rating scales, such as the Overt Aggression Scale (OAS), may
be helpful for ongoing monitoring of aggressive potential.
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Child Neglect and Abuse

CLINICAL DESCRIPTION

Despite laws to protect them, the number of abused and
neglected children in the United States has increased
dramatically—likely due to an increase in maltreated children as
well as increase in ascertainment and reporting. An estimated
almost 900,000 reports of child maltreatment were substantiated
in 2002. Of these, 60% involved child neglect, 20% physical
abuse, 10% sexual abuse, and 7% emotional maltreatment (see
Table 22.1). An estimated 1,400 children died of maltreatment in
2002. Eighty percent of perpetrators of physical abuse were par-
ents, but less than 3% of all parent perpetrators were associated
with sexual abuse. Girls are five times more likely to be the vic-
tim of sexual abuse. Infant boys have the highest rate of fatalities.

It is clear from these statistics that child abuse and neglect are
of epidemic proportions. Developmental, psychiatric, and phys-
ical scars are the result. Chapter 19 reviews the psychiatric dis-
orders associated with trauma. The present chapter will review
risk and protective factors for child abuse and neglect, and dis-
cuss the role of individual assessment and intervention, as well
as societal education and policy advocacy to help improve the
care of infants, children, and adolescents in our country.

Essential Concepts
• All assessments of children and adoles-

cents should include an evaluation for
abuse or neglect.

• Children may be reluctant to disclose abuse.
Information from multiple sources (including
school, primary care physician, siblings,
babysitter, child, parent, and protective ser-
vices) may be indicated.

• Ask the child directly about means of disci-
pline at home.

• Ask the child directly about having been
touched in private places or asked to do
things to other people’s privates.

22
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KEY POINT

Children often have a clear sense of needing to remain secre-
tive about abuse or neglect. The child’s fear of parents “get-
ting in trouble,” retribution for “telling,” or the fear of being
removed from the home all are incentives for a child to fail to
disclose abuse.

TIP

Practice asking each child about abuse or neglect. The more
you do it, the less uncomfortable you will feel, and the less
anxious the child will be about answering. Suggestions
include, “If you do something wrong, how do you get punished
at home?” Also, “Has anyone ever hurt you?” Additionally, “Has
anyone touched you in a way that made you feel scared? Has
anyone touched your privates?” If you suspect that a child has
been physically or sexually abused, you may have a small doll
and ask, “Show me with this doll what happened to you.” If it
seems that legal charges may be pressed, you may want to
curtail further investigation and refer to specialists who will do
a forensic type of evaluation that may be used in court.

TABLE 22.1. Definition of Child Maltreatment: Child
Abuse Prevention and Treatment Act

• Physical abuse: infliction of physical injury as the result of
punching, beating, kicking, biting, burning, shaking, or otherwise
intentionally harming a child

• Sexual abuse: fondling a child’s genitals, intercourse, rape,
sodomy, exhibitionism, and commercial exploitation through
prostitution or the production of pornographic materials

• Neglect: failure to provide for a child’s basic needs: 1) physical
neglect, 2) educational neglect, 3) emotional neglect, and 4)
medical neglect

• Emotional abuse (psychological/verbal abuse, mental injury):
acts, failures to act, by parents or other caregivers that have
caused or could cause serious behavioral, cognitive, emotional,
or mental disorders
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Assessment
Physicians should have a high index of suspicion for abuse
when evaluating an injured child whose presentation is atyp-
ical. The history may yield clues such as delayed seeking of
medical care, an explanation for an injury that does not fit the
injury or the child’s developmental level, and frequently
changing stories (Table 22.2).

Etiology and Risk Factors
A multitude of factors place children at risk for maltreatment.
Current theories of child maltreatment integrate risk factors into
three primary systems: 1) the child; 2) the family; and 3) the
community and society. Although no child deserves to be mis-
treated, a child’s characteristics may significantly elevate the like-
lihood of maltreatment. It is the complex interaction between
the child’s risk factors and that of the family and society that lead
to maltreatment. Risk factors and protective factors are specified
in Tables 22.3 and 22.4.

TABLE 22.2. Essentials of Assessment of Suspected
Abuse or Neglect

1. Physical examination for injuries that are not consistent with the
history
• Multiple injuries at various stages of healing
• A history of failure to thrive
• A history not consistent with the injury
• Bruises in the pattern of a belt or fingers
• Spiral fractures or rib fractures
• Burns in a cigarette shape
• Head and eye injuries, hemorrhages on fundoscopic

examination
• Unexplained serious abdominal injuries
• Any injury to genitals

2. Full history from multiple informants (speak to them separately)
regarding events, and assessment for inconsistency of reports

3. Assessment of new onset of sleep disturbance, startle reaction,
regression, decline in academic and social functioning, or new
psychiatric symptoms

4. Assessment for attachment issues, failure to thrive, PTSD,
behavioral difficulties, sexual acting out or sexually provocative
behaviors, or other psychiatric disorders
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TIP

All mental health professionals, physicians, and teachers are
mandated reporters. That means that you are legally required
to report to the state protective service agency any suspected
cases of child abuse or neglect.

TIP

At times, children and adolescents will falsely accuse parents
or others of abuse. Often the motivation (anger and revenge,
or being triangulated between two families) may be obvious.

TABLE 22.3. Essential Risk Factors for Child Maltreatment

1. Child factors
• Premature birth and low birth weight, in utero exposures,

birth anomalies
• Difficult temperament
• Physical/cognitive/emotional disability or chronic illness
• ADHD, aggression, and behavior problems
• Childhood trauma
• Younger age

2. Family factors
• Domestic violence
• Poor family communication and problem-solving skills
• Parent having been maltreated as a child
• Highly stressed family—financial stress, single parent, lots

of children in the home, low employability, disability
• Parental psychopathology, substance abuse, poor impulse

control
• Inaccurate knowledge and expectations about child

development
3. Social and environmental factors

• Low socioeconomic status (SES), homelessness
• Dangerous neighborhood
• Social isolation and lack of support
• Lack of access to health care and child care
• Poor schools
• Exposure to environmental toxins
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Mandated reporting to the state protective service agency is
required if there is legitimate suspicion of abuse and neglect.
The accusations may then be investigated to ascertain the
credibility.

Treatment
The initial goal of treatment is to ensure that the child is safe
and to prevent further abuse. This is typically done in concert
with the protective service agencies. The child may be
removed from the home and placed in foster care, a group
home, or another out of the home living situation. The abuser
will require treatment, close monitoring, and support if the
child is to remain in the home or return to the home.

TABLE 22.4. Protective Factors to Prevent Child
Maltreatment

1. Child factors
• Ability to recognize danger and adapt
• Ability to distance oneself from intense feelings
• Ability to imagine oneself at a time and place in the future in

which the perpetrator is no longer present
• Good health
• Average or above intelligence
• Hobbies or interests
• Good peer relationships and social skills 
• Easy temperament
• Positive self-esteem
• Internal locus of control

2. Family factors
• Secure attachment
• Parental working through of their own abuse histories
• Supportive family environment
• Household rules and supervision
• Extended family support
• High parental education
• Family expectation of prosocial behavior

3. Social and environmental factors
• Middle to high SES
• Access to health care and child care
• Sufficient housing

(Continued)
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Therapies for maltreated children are individualized, based
on diagnoses generated from a complete developmental psy-
chiatric or multidisciplinary evaluation that incorporates a
developmental psychiatric component. Medication therapy
may be appropriate to treat the secondary target symptoms,
such as anxiety, depression, or agitation. Early detection and
intervention improves prognosis. Children may remain in the
home safely if the parents are highly motivated to receive
help via intensive in-home supports and are receiving their
own psychiatric or substance abuse treatment, and the abuse
was not life-threatening or severe.

KEY POINT

Physicians must provide the advocacy required to ensure that
risk factors for child abuse and neglect are minimized. Ensur-
ing access to care, providing supports to families with young
children, parenting classes, appropriate and safe housing, and
quality day-care are protective factors that minimize the poten-
tial for serious abuse and neglect. The scars of abuse and
neglect can be avoided in many instances. Parents generally
love and care for their children, and abuse them only when
their own stress is overwhelming. Advocacy by physicians,
mental health professionals, teachers, and families is needed
to provide the social and community supports that will help
families function in a more nurturing manner toward children.

TABLE 22.4. Protective Factors to Prevent Child
Maltreatment  (continued)

• Steady parental employment
• Good schools
• Religious affiliation
• Adults outside the family who serve as positive role

models/mentors

Stubbe_Ch22_p172-178.qxd  8/11/06  6:54 PM  Page 177



Stubbe_Ch22_p172-178.qxd  8/11/06  6:54 PM  Page 178



V

TREATMENT

Stubbe_Ch23_p179-182.qxd  8/11/06  6:55 PM  Page 179



CLINICAL DESCRIPTION

When parents or guardians bring their child for evaluation by
a mental health professional (especially a physician) they
may be riddled with guilt, fearful of the diagnosis, and anx-
ious about the potential of being blamed for the child’s diffi-
culties. They may see their child’s failings as evidence of their
inadequacy as parents. 

The reason and source of referral for a child or adolescent
receiving a psychiatric evaluation is essential to determine.
Ask why the family is coming now. Begin the evaluation with
as much clarity as possible about the process—first the evalu-
ation, and then the feedback and recommendations for treat-
ment. Treatment of psychiatric disorders tends to be shrouded
in mystery and ambiguity for many people. Parents may fear
the use of medication. They may be concerned about stigma.
Clarify these issues early and often.

The feedback about evaluation findings should begin a dia-
logue about the child’s strengths, weaknesses, diagnosis, and
target symptoms.

180

Principles of Treatment

Planning
23

Essential Concepts
• An appropriate treatment plan emanates

from a thorough psychiatric evaluation.
• Sensitive feedback about the results of the

evaluation sets the stage for providing
treatment recommendations.

• A therapeutic alliance must be forged with
both the patient and his or her parents or
guardians.

• Setting a stage of mutual respect and open
communication at the outset of treatment
begins an alliance that may be the most
powerful therapeutic tool you have.
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KEY POINT

Clarify the nature of confidentiality of treatment with the child and
the family. In general, the younger the child the more that is
shared about the general progress of treatment. It is important
that the parents have a clear understanding of the treatment
goals and methods, such that they understand the process of
psychotherapy and pharmacotherapy. There can be confidential-
ity as to the content of the therapy unless there is a potential that
the child is self-destructive or destructive to others. Suicidality,
antisocial behaviors, sexual promiscuity, and substance use are
issues that do not have confidentiality if the child is at serious risk
of harm. Usually it is reassuring to the child and promotes a
sense of safety when the limits of confidentiality are elaborated.

TIP

In general, the postevaluation feedback is with parents and
guardians first. However, with adolescents, it is advised that
they have the option of being present at meetings with the
parents when the findings of the evaluation and recommen-
dations are being made. It is also helpful to discuss with an
adolescent what they would like their parents to be told
about the content of your meetings with him or her, and to
give some feedback about the issues you think he or she is
dealing with. The general approach is to join with the ado-
lescent in working together for common goals.

KEY POINT

The intensity of the treatment (inpatient, partial hospital,
in-home services, or outpatient therapy) is the first determina-
tion. Secondly, determine whether treatment will be sequential
(for example, starting with psychotherapy and only adding
medication if the therapy does not work), or multimodal (start-
ing several interventions at once). Much depends on the acuity
and functional impairment of the symptoms. Many children
require multimodal treatment in a variety of systems (family,
individual, school, etc.). The physician should help coordinate
the treatment and be an active member of the treatment team. 
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TABLE 23.1. Setting the Stage for Treatment

• Set aside sufficient time to discuss the results of your evaluation
of the child. A therapeutic alliance with the parents may be initi-
ated via open communication and a nonblaming, but clear diag-
nostic formulation of the components of their child’s strengths as
well as challenges.

• Formulate a treatment plan with goals and objectives. Use a
biopsychosocial formulation to focus your treatment plan. 
• Biological—what is the psychiatric diagnosis? Identify if there

is a biological treatment (medication) that may be helpful. Is
there need for further testing (psychological, laboratory, etc.)
to assess physical health and biological strengths and
vulnerabilities?

• Psychological—what are the psychological symptoms? Are
there psychotherapeutic techniques that will be helpful?

• Family and social issues may be a primary target of treatment.
Family conflict is often an issue. Friends, social network, and
school may be other areas of need. 

• Set priorities—choose to target the most impairing symp-
toms first.
• Safety of the child, including risk of harm to self or others. 
• Symptoms that are likely to worsen without rapid treatment

(such as school avoidance).
• Problems that are most urgent to the child and family.
• Symptoms that are most amenable to treatment.

• Parents, and usually the child, should help determine which
treatment strategy to follow. Parental motivation or ability to
carry out a treatment plan is a primary factor.

• The treatment plan should be consistent with the family’s
resources (time, money, and emotional).

• Discuss the evidence base for treatment. If there are treatments
that have been demonstrated to be effective, discuss them with the
parents. Risks of the intervention as well as benefits (and risks of no
intervention) should be discussed. If there isn’t much evidence for a
treatment, say so. Also say why you are recommending the treat-
ment(s) you are.

• Treatment planning (and communication about treatment
progress) is an ongoing process. Continue to reassess the child
and his or her response to interventions and make appropriate
modifications.
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Psychopharmacology 

It is part of the cure to wish to be cured.

—Lucius Annaeus Seneca

GENERAL PRINCIPLES AND CLINICAL
CONSIDERATIONS

The essential consideration in using medications for the
treatment of psychiatric disorders in children and adoles-
cents is being clear what the diagnosis and target symptoms
are, knowing the risks and benefits, and being thoughtful
and careful about medication use. While this is important
for all of medicine, it is even truer in the treatment of chil-
dren, whose bodies and nervous systems are not yet fully
developed.

Pharmacotherapy should be part of a broader treatment
plan in which consideration is given to all aspects of the
child’s life. It should not replace psychosocial and educational

Essential Concepts
• Medication may be an important component

of a multimodal treatment plan for a child
suffering from behavioral and emotional
problems.

• For all psychotropics used, there should be
a careful consideration of risks and benefits
of the treatment with the family/guardian
and education and assent of the child.

• Rating forms of symptoms prior to and follow-
ing the initiation of medication may be helpful
in quantifying effectiveness as well as side
effects.

• Take a careful medical and medication/sub-
stance history prior to the initiation of any
medication, with laboratory, ECG, or other
tests as appropriate.

183
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interventions. Likewise, medication should not be thought of
as the treatment of last resort, when everything else has
failed. Realistic expectations of pharmacotherapy based on a
clear definition of which target symptoms may be effectively
ameliorated as well as what cannot be reasonably expected
(e.g., changing the child’s attitude) are the ingredients for
successful intervention. 

Even as there needs to be care taken in using medication,
we also know that untreated disorders (such as depression,
mania, and psychosis) have worse prognoses. There is evi-
dence that early detection and medication intervention with
prodromal schizophrenia may improve lifetime prognosis and
functioning. We also know that children who are unable to
pay attention will miss out academically and socially on early
developmental tasks. Thus, risks of using medication must be
weighed against not only the benefits but also the risk of not
treating, which may be chronicity and social incapacitation.

KEY POINT

Many of the medications used for the treatment of psychi-
atric disorders in children and adolescents are considered
“off-label,” or not approved by the U.S. Food and Drug Admin-
istration (FDA) for the pediatric population. For many med-
ications, the intensive testing required for FDA approval has
not been sought by the medication manufacturers. For this
reason, medications determined to be effective with adults
are used with children. Because children are not just “minia-
ture adults,” the medications should be used more judi-
ciously, carefully, and only with clear indications and target
symptoms.

Evaluation and Treatment
The sine qua non of all psychiatric care is a thorough evalua-
tion, using multiple informants. This includes ensuring good
physical health, and getting baseline laboratory and physical
assessment data, as indicated. Table 24.1 highlights the essen-
tials of evaluation prior to the use of pharmacotherapy.

Once the decision has been made that pharmacotherapy is
appropriate for the symptoms and functional disability with
which the child or adolescent presents, follow the plan for
pharmacotherapy outlined in Table 24.2.
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TABLE 24.1. Evaluation Essentials for the Use of
Pharmacotherapy

1. Conduct a comprehensive psychiatric evaluation of the child
or adolescent, including information from multiple sources,
assessment of the family, and family history of psychiatric and
medical disorders.

2. Provide careful diagnostic and psychiatric symptom review with
the patient and caregivers.

3. Ensure a physical examination.
4. Collect baseline laboratory and physical assessment data where

warranted. Consider baseline rating scales of target symptoms.
5. Determine indicated nonpharmacologic interventions for the

diagnosed disorder.
6. Consider the risks and benefits of pharmacotherapy.
7. Consider the risks and benefits of specific medications relevant

to the disorder.
8. Conduct a formal consent procedure with the parent and youth.

Give handouts on medications, where appropriate.

TABLE 24.2. Essentials of Pharmacotherapy

1. Review the patient’s (and pertinent family) medical history, drug
allergies, and past drug reactions.

2. Identify treatable symptoms and establish treatment goals.
3. Initiate medications at low doses and assess dosing schedule

(for ease, effectiveness, and to minimize side effects).
4. Monitor therapy regularly.

• Ask patient and parents about presence of adverse reac-
tions and side effects.

• Perform routine physical assessments (blood pressure,
height, weight, etc.).

• Use rating scales to assess side effects, as available.
5. Limit and manage side effects.

• Start medications at low doses and titrate slowly.
• Avoid adding medications that may cause drug interactions.
• Identify need for medications that treat side effects

(e.g., benztropine, diphenhydramine). 
6. Determine treatment duration.

• Evaluate effectiveness of medication and dosage after
2–6 weeks.

• Duration of therapy—reevaluate need for medication every
6 months.

(Continued)
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MAJOR CLASSES OF MEDICATIONS USED
IN CHILD AND ADOLESCENT PSYCHIATRY

Stimulant Medications
The stimulant medications act to enhance dopamine and
noradrenergic transmission. They improve both cognitive
and behavioral functioning. They are considered the first-line
medications in the treatment of attention deficit hyperactiv-
ity disorder (ADHD). Stimulants are the most prescribed psy-
chotropic agents for children in the United States.

The stimulant medications come in short and longer acting
preparations. The most commonly reported side effects of stim-
ulant medications are appetite suppression and sleep distur-
bance. Less frequently, mood disturbance, headaches, abdomi-
nal discomfort, increased lethargy, and fatigue or “spaciness”
have been reported. There may be increases in heart rate and
blood pressure, and monitoring is suggested. Additionally, all
stimulants may exacerbate tics. Although the etiology remains
unclear, some ADHD children taking stimulants may demon-
strate growth delay. “Drug holidays” (summers or other periods
of time not taking the stimulant) typically remediate that delay.
Table 24.3 gives information relevant to the use of stimulant
medication in clinical practice.

TIP

There has been concern raised in Canada and later in the
United States that Adderal XR and possibly other stimulants
may increase the risk of sudden death. Although epidemio-
logically this has not been substantiated, a careful individual
and family history of heart arrhythmias and monitoring of
heart rate, blood pressure, and EKG, as indicated, are advised
for Adderal XR and the other stimulant medications.

TABLE 24.2. Essentials of Pharmacotherapy (continued)

7. Minimize duplicate therapy and polypharmacy.
• Monotherapy is preferred when possible.
• Consider potential drug–drug interactions when combining

medications.
8. Coordinate care with the patient, caretakers, all health care and

mental health care providers, and the family pharmacist.

Stubbe_Ch24_p183-199.qxd  8/11/06  6:57 PM  Page 186



187

(C
on

tin
ue

d)

T
A

B
L

E
 2

4.
3.

St
im

u
la

n
t 

M
ed

ic
at

io
n

s

Ph
ar

m
ac

ok
in

et
ic

Av
er

ag
e 

D
ai

ly
Pa

ra
m

et
er

s
D

ru
g

C
he

m
ic

al
 E

ffe
ct

D
os

e 
R

an
ge

(d
ur

at
io

n)
M

on
ito

ri
ng

A
m

ph
et

am
in

e 
M

ix
tu

re
s

Ad
de

ra
ll 

Bl
oc

ks
 r

eu
pt

ak
e 

of
 D

A
2.

5–
40

 m
g

4–
6 

h 
Bl

oo
d 

pr
es

su
re

, h
ei

gh
t, 

w
ei

gh
t

an
d 

N
E,

 in
hi

bi
ts

 M
AO

1–
3 

di
vi

de
d 

do
se

s

Ad
de

ra
ll 

XR
10

–3
0 

m
g 

Q
AM

12
 h

D
ex

tr
oa

m
ph

et
am

in
e

De
xe

dr
in

e 
Bl

oc
ks

 r
eu

pt
ak

e 
of

 D
A

5–
40

 m
g

4–
6 

h 
Bl

oo
d 

pr
es

su
re

, h
ei

gh
t, 

w
ei

gh
t

an
d 

N
E,

 in
hi

bi
ts

 M
AO

1–
3 

di
vi

de
d 

do
se

s

De
xe

dr
in

e
5–

40
 m

g 
Q

D
6–

8 
h

sp
an

su
le

s

M
et

hy
lp

he
ni

da
te

Co
nc

er
ta

Bl
oc

ks
 r

eu
pt

ak
e 

of
 D

A
18

–5
4 

m
g 

Q
AM

12
 h

 
Bl

oo
d 

pr
es

su
re

, h
ei

gh
t, 

w
ei

gh
t

M
et

ad
at

e 
CD

20
–6

0 
m

g 
Q

AM
9 

h

Stubbe_Ch24_p183-199.qxd  8/11/06  6:57 PM  Page 187



188

T
A

B
L

E
 2

4.
3.

St
im

u
la

n
t 

M
ed

ic
at

io
n

s 
(c

on
ti

nu
ed

)

Ph
ar

m
ac

ok
in

et
ic

Av
er

ag
e 

D
ai

ly
Pa

ra
m

et
er

s
D

ru
g

C
he

m
ic

al
 E

ffe
ct

D
os

e 
R

an
ge

(d
ur

at
io

n)
M

on
ito

ri
ng

A
m

ph
et

am
in

e 
M

ix
tu

re
s

Fo
ca

lin
5–

20
 m

g
3–

5 
h

Bl
oo

d 
pr

es
su

re
, h

ei
gh

t, 
w

ei
gh

t
2 

di
vi

de
d 

do
se

s

Ri
ta

lin
 IR

5–
60

 m
g

3–
5 

h
2–

3 
di

vi
de

d 
do

se
s

Ri
ta

lin
 S

R
20

 m
g 

Q
D

8 
h

O
th

er

Cy
le

rt
 (p

em
ol

in
e)

Bl
oc

ks
 r

eu
pt

ak
e 

of
 D

A
37

.5
–1

12
.5

 m
g 

Q
D

6–
8 

h 
Li

ve
r 

en
zy

m
es

, h
ei

gh
t, 

w
ei

gh
t

DA
, d

op
am

in
e;

 N
E,

 n
or

ep
in

ep
hr

in
e;

 M
AO

, m
on

oa
m

in
e 

ox
id

as
e.

Stubbe_Ch24_p183-199.qxd  8/11/06  6:57 PM  Page 188



Chapter 24 / Psychopharmacology 189

Antidepressant Medications
Antidepressant therapy is composed of four main drug
classes: tricyclic antidepressants (TCAs), selective serotonin
reuptake inhibitors (SSRIs), newer atypical antidepressants,
and monoamine oxidase inhibitors (MAOIs). The MAOIs are
associated with a number of dietary and therapeutic restric-
tions that make the use of this medication in children and
adolescents unpopular. This section will focus on the other
three categories of antidepressants.

In clinical practice, antidepressants are essential options for
patients with unipolar depression or anxiety. Care must be taken
to assess for a previous history of mania-like symptoms and to
monitor for activation and fluctuations in suicidality with treat-
ment. The SSRIs have been demonstrated effective in the treat-
ment of depression. The other classes of medication may be ben-
eficial for an individual patient, but have less evidence of
effectiveness for depression. However, the TCAs and atypical
antidepressant medications may be useful for treatment of other
psychiatric disorders, such as anxiety, enuresis, insomnia, and
ADHD. Each antidepressant class has a unique mechanism of
action and side-effect profile. Information regarding the use of
antidepressants with young people is summarized in Table 24.4.

TIP

Remember that antidepressant effectiveness is not immediately
apparent. Initial improvement can be expected after 4 to 6
weeks of pharmacotherapy, but substantial improvement may
not be apparent until up to 12 weeks. Once the patient has
achieved a remission of symptoms, the antidepressant should
be continued for a duration of at least 9 months in order to pre-
vent relapse. Patients with three or more episodes of depression
and those whose first episode was unusually severe are at high
risk of recurrence and should be considered for maintenance
therapy. Watch carefully for “switching” or induction of mania.

KEY POINT

Among the antidepressants, only fluoxetine is approved by the
FDA for use in treating major depressive disorder in pediatric
patients. Fluoxetine, sertraline, fluvoxamine, and clomipramine
are approved for OCD in pediatric patients. Antidepressant
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192 Section V / TREATMENT

medication may effectively ameliorate depression in youth. In
the Treatment for Adolescents with Depression (TADS) study,
71% improved with both fluoxetine and CBT, 60% improved
with fluoxetine alone, 43% improved with CBT alone, and 34%
improved with placebo.

KEY POINT

In October 2004, the U.S. Food and Drug Administration (FDA)
issued a black box warning for all antidepressants used in the
pediatric “age range.” This was prompted by concerns that anti-
depressant use may exacerbate suicidal thinking and behaviors
in vulnerable children and adolescents who are treated with these
medications. The FDA warning emphasizes the need for careful
clinical monitoring of young patients receiving antidepressants.
FDA recommended guidelines include weekly monitoring for the
first 4 weeks after initiating antidepressant medication, then
every other week for the second 4 weeks, then assessed every
3 months while on the medication. Assess for worsening of
depression or suicidality and symptoms of activation (anxiety, agi-
tation, disinhibition, panic, irritability, insomnia, akathisia, or
mania/hypomania). Of note, there were no completed suicides by
antidepressant users in the studies cited by the FDA.

Mood Stabilizers
There are three commonly used and well-studied mood stabi-
lizers: lithium, valproate, and carbamazepine. Of the three, only
lithium is FDA approved for the treatment of bipolar disorder in
adolescents (over the age of 12). Valproate is becoming increas-
ingly popular for the treatment of mania in children and ado-
lescents. It appears to be as effective and may be better tolerated
in some patients. Information regarding the clinical use of these
three major mood stabilizers is summarized in Table 24.5.

Anti-Anxiety Medications
Drugs with anxiolytic activity include benzodiazepines, bus-
pirone, TCAs, SSRIs, alpha-2a agonists, such as clonidine or
guanfacine, and beta-blockers. Of these, only benzodiazepines
and buspirone are specifically considered anxiolytics.
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194 Section V / TREATMENT

Benzodiazepines are used in the treatment of acute anxiety,
panic, and sleep disorders, and may be useful for acute treat-
ment of neuroleptic-induced akathisia. Benzodiazepines
potentiate the inhibitory effects of GABA. The disadvantages
of benzodiazepines are their sedation, disinhibition, and psy-
chological and physical dependence. For these reasons, ben-
zodiazepines are rarely used in child and adolescent psychia-
try as maintenance medications, but may have utility in the
acute management of severe anxiety (such as debilitating
school-related anxiety) for a brief period of time.

Buspirone is an azapirone anxiolytic. Unlike benzodi-
azepines, the anxiolytic effect of buspirone is not immediate
and can take up to 2 to 3 weeks. Advantages are that it is not
associated with dependence or withdrawal reactions and has
no demonstrated potential for abuse. However, clinically bus-
pirone may not be as effective as an anxiolytic, and data regard-
ing its use in children are sparse. Information about the use of
anxiolytics in clinical practice is summarized in Table 24.6.

Antipsychotic Medications
Antipsychotic medications are used to treat children with seri-
ous psychopathology including psychotic disorders, depres-
sion with psychotic features, mania, autism spectrum disor-
ders, Tourette disorder, self-injurious behaviors, and severe
aggressive behaviors.

There are two general classes of antipsychotics used in clin-
ical practice: the traditional antipsychotics and the atypical
antipsychotics. Both categories of antipsychotics effectively
treat the hallmarks of psychosis, that is, the positive or active
symptoms including hallucinations, delusions, bizarre behav-
ior, disordered thinking, and severe agitation. The newer atyp-
ical antipsychotics are more successful at ameliorating the neg-
ative symptoms of schizophrenia such as apathy and avolition.
It is this latter action plus their less severe side effect profile
that has led to the atypical antipsychotics replacing the tradi-
tional antipsychotics as first-line antipsychotic medications.

Potential long-term complications of most atypical antipsy-
chotics include hyperprolactinemia, extrapyramidal symp-
toms (EPS), and tardive dyskinesia (TD), although TD is less
common with atypical antipsychotics than with the typicals.
Additionally, the FDA has issued a warning that all of the
atypical antipsychotics carry a risk of precipitating type-2
diabetes. Olanzapine and clozapine are associated with the
greatest weight gain and glucose intolerance. Ziprasidone has
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the fewest metabolic side effects, but must be monitored for
prolonged conduction (QTc) on electrocardiogram. Aripipra-
zol reportedly causes the least hyperphagia and therefore
should have a decreased risk of metabolic syndrome. 

For the use of all antipsychotics, monitoring with the
Abnormal Involuntary Movement Scale (AIMS) for the devel-
opment of tardive dyskinesia and the Simpson-Angus Scale
(SAS) for extrapyramidal symptoms is recommended.  These
are found in Appendix 1.

Information regarding the use of antipsychotics in clinical
practice is summarized in Table 24.7.

Other Agents
A variety of other agents have been used in the treatment of
child and adolescent psychiatric disorders. A few of these agents
will be briefly discussed and are summarized in Table 24.8.

Atomoxetine (Strattera) is the first nonstimulant medica-
tion approved for the treatment of ADHD. Although its true
mechanism of action is unknown, it is thought to be related
to the selective inhibition of the presynaptic norepinephrine
transporter. Although it has not demonstrated superior effec-
tiveness to stimulant medications, it may be useful for youth
who do not tolerate stimulant medication well, or who suffer
from both ADHD and tics.

The alpha-adrenergic agonists, clonidine and guanfacine,
were originally used as blood pressure medications, but have
been used widely in child and adolescent psychiatry. They are
the first-line treatment for tics. These medications may also
have utility for treating the hyperactivity and impulsivity of
ADHD. Additionally, the adrenergic agonist medications have
been used successfully in treating some anxiety disorders,
such as posttraumatic stress disorder, in which there is physi-
ological arousal with increased sympathetic outflow. Cloni-
dine is especially helpful in settling youth at night so they can
sleep. Other uses have included the control of aggression
toward self and others in youth with developmental disorders.

Diphenhydramine (Benadryl) and hydroxyzine (Atarax,
Vistaril) are antihistamines used for a variety of psychiatric
disorders and side effects of psychiatric medications. Diphen-
hydramine has been used effectively to treat sleep distur-
bances, anxiety, and EPS. Hydroxyzine is commonly used for
the treatment of anxiety. Both medications may be activating
or may cause visual perceptual disturbance in a small group of
children who are sensitive to the central anticholinergic effect.
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Whenever two people meet there are really six people present.
There is each man as he sees himself, each man as the other per-
son sees him, and each man as he really is. 

—William James

GENERAL PRINCIPLES AND CLINICAL
CONSIDERATIONS

Psychotherapeutic interventions are indicated for the major-
ity of psychiatric disorders in children and adolescents. For
psychotherapy to be effective with youth, the parents or
guardians need to be engaged—to be educated about their
child’s problems and share a vision with the therapist regard-
ing the goals of treatment and the therapeutic interventions.
In fact, family therapy or working with the parents to help
them learn and utilize more effective parenting skills may be
the modality of choice for some difficulties.

200

Essential Concepts
• Psychosocial interventions include the full

range of nonpharmacologic treatments that
engage the child, adolescent, and family in
the process of adaptive change.

• The type of psychosocial intervention rec-
ommended depends on the presenting
symptoms and evidence for the type of
intervention that works best for the child’s
specific difficulty.

• Use goals and objectives for treatment to
remain focused and to ensure ongoing
assessment of effectiveness or needed
modifications.

• In working with children and adolescents,
both the parents or guardians and the
identified patient need to be engaged in
the therapeutic process.

Psychosocial

Interventions
25
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Chapter 25 / Psychosocial Interventions 201

A key to effective psychosocial treatment is to choose the types
of intervention that are most helpful for the problem at hand.
This requires familiarity with the range of levels of care, as well as
a wide variety of therapeutic techniques and their indications.

Practical Aspects of Psychotherapeutic
Applications
Ideally, the mental health service delivery system provides an
integrated continuum of care at a variety of levels of intensity
and utilizing individualized modalities specific to the child’s
particular needs. The child and family can easily access
appropriate services as the clinical situation warrants.

Although the ideal continuum of services may not be avail-
able, children live in systems (family, school, etc.), and it is
incumbent upon the child and adolescent psychiatrist to assess
and help the child and family access needed services. Child and
adolescent psychiatric disorders cannot be successfully treated
unless the family dynamics and the system environment are con-
sidered. Often, the therapist coordinates with the school, child,
family, social service agency, pediatrician, juvenile court person-
nel and/or any other significant providers in the child’s life.

Choosing appropriate modalities of treatment is informed by
a thorough psychiatric evaluation. An appreciation of the child’s
level of physical, cognitive, and emotional development is
required to set appropriate goals and tailor effective interven-
tions. All therapeutic interventions focus on helping the child
and family gain skills required for more adaptive and healthy
development and coping, and enhancing his or her overall level
of functioning. Table 25.1 summarizes the types of psychosocial
treatments that are indicated for various types of difficulties.

Individual Psychotherapies
While there are many forms of psychotherapy, all of them fol-
low a basic psychotherapeutic process, which has been well
described in a 1982 publication by the Group for the
Advancement of Psychiatry Committee on Child Psychiatry.
Table 25.2 outlines this five-stage process.

The Psychotherapeutic Process
Establishing a working relationship, or engagement period, is the
first stage of any psychotherapy. This process begins with the
very first encounter. In transference, your patient unconsciously
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reenacts a past relationship and transfers it to the present
relationship with you. Be aware that transference reactions
will occur with the child as well as with his or her parents or
guardians. Transference may be positive or negative (or, most
commonly, a bit of both). Try to identify and work with trans-
ference early on. Retaining children and families in treatment
is perhaps the biggest challenge—about 50% of children who
begin treatment drop out before the therapy is successfully
completed. This may be most common with the most severely
ill youth and families, where the patient and his or her family
(or both) may have a basic difficulty with engagement and
trust. Maintaining a collaborative relationship with the
guardians is integral to treatment integrity for the child.

TIP

What kind of credentials do you have? When asked this at the first
meeting, it may feel like a vote of “no confidence” from the par-
ents and youth you are meeting—especially if you are still in
training. Be aware that many parents (or sophisticated adoles-
cents) are concerned about whether they can be understood
and helped. Try a response to that basic issue. “I’m a ______
(e.g., resident, fellow, faculty, etc.) here at ________ (name of
clinic or hospital). Are you concerned about my ability to
help you?”

Other key issues to be aware of in the engagement period
include empathic connection (recognizing and identifying
with the patient’s feelings), countertransference (the thera-
pist’s own feelings toward the patient and family), and
appropriate therapeutic distance (how much or little to let a
family know about you and how clear you are about the
boundaries of the therapy). Working with children and youth
can be quite complicated, as the therapist must be aware
of and manage all of the issues of the child, as well as those
of the parents.

Countertransference refers to the whole range of emotions
that you may feel toward your patient (or his or her family),
whether positive or negative. Novice interviewers have a ten-
dency to try to suppress or ignore such feelings, especially
when they are negative. Don’t. These countertransference
feelings represent some of the most clinically valuable mate-
rial available to you. Whatever feelings your patient (or his
or her family) elicits in you are feelings she probably elicits
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208 Section V / TREATMENT

in most other people she encounters in her life. Knowing
this can give you powerful insight into the nature of her
problems.

Problem analysis is the stage in therapy where the issues to
be addressed in therapy are identified. The parents and child
will be helpful in identifying the problem list of issues they
are motivated to change.

Developing an explanation of the problem is included in the
“feedback session” to parents and youth. It outlines your under-
standing of the problem(s) and your recommendations for
types of treatment. Ideally, an agreed upon treatment plan will
result.

Establishing and implementing the formula for change is what is
typically understood as the “therapy.” It includes the sessions
with the child, adolescent, family or group that are focused on
working on the problems identified. Although there may be
many theoretical bases and types of treatment, the collaborative
work for adaptive change, with the ongoing assessment and read-
justment of the therapy as needed, is key to all treatment
modalities.

Termination is the portion of the therapy that prepares the
child and family for ending the treatment. Sometimes, prema-
ture termination or “dropping out” will prohibit this. However,
even in brief therapy (or unanticipated abbreviated therapy), a
review of progress and any needed follow-up is essential.

TIP

The child or adolescent is typically brought by adults for
treatment. Many times the identified child patient does not
want to be there. He may feel that he is being punished or
find it embarrassing to be brought for treatment with a
“shrink.” Address the resistance to treatment directly with
the child and parent. For example, “You seem like you really
don’t want to be here. Is there something we can do together
to make it more comfortable?” Children will often engage with
the use of toys. Adolescents may wish to draw as they talk.

KEY POINT

Consent is a process by which a patient formally agrees to an
evaluation or treatment. Informed consent for treatment with
medication or psychotherapy can only be provided by adults
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that are legal guardians. However, assent (by minors) is also
essential to the treatment process. In some states, minors
can consent to psychotherapy without their parents’ consent.
Although this may occasionally be indicated, in general family
or guardian involvement in the psychotherapeutic process is
crucial. The consent process for psychotherapy, as with phar-
macotherapy, includes providing the reasons that you con-
sider the treatment medically indicated (benefits), as well as
any potential risks (including the time and expense involved).
Having both the minor patient and legal guardians maximally
involved in understanding and consenting (as well as collabo-
rating) is usually key to successful treatment.

KEY POINT

Confidentiality is one of the primary tenets of psychotherapy.
However, there are times when confidentiality must be bro-
ken. Inform children, youth, and parents/guardians of the con-
fidentiality rules—that information discussed will be kept pri-
vate unless there is risk to the youngster involved. The risks
would include concern of abuse or neglect, issues of danger-
ousness (suicidality or homicidality), and serious risk-taking
behaviors (drug use, running away, and potentially unsafe sex-
ual practices). Inform the youth that you will help her talk to
her parents about these issues if they come up. The fact that
you inform the youth up front about the “rules,” will help her
maintain trust, even if you do need to help her tell her parents
(or inform her that you are going to tell her parents) about
these issues.

CLINICAL VIGNETTE

A 16-year-old girl has been discharged from her third psy-
chiatric hospitalization for cutting and suicidality. She has
left her prior therapist in favor of starting at a new clinic
(for unclear reasons). A second-year child and adolescent
psychiatry resident is meeting the patient for the intake
interview.

Interviewer: You have been in outpatient treatment before.
Tell me, why did you decide to change clinics?
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210 Section V / TREATMENT

Patient: My last therapist was such a jerk. I really don’t
think she knew what she was doing. How long
have you been a psychiatrist?

Interviewer: (Immediately feeling defensive.) Well, I am a
second year child psychiatry resident.

Patient: A resident! They had residents at the hospital
and they never know what to do with me. Even
the attendings are stumped. How many chroni-
cally suicidal adolescents have you treated . . .
and did they live?

Interviewer: (Increasingly uncomfortable and caught off
guard). Well, I have treated a number of suici-
dal adolescents.

Patient: How many?
Interviewer: (Regaining composure and suddenly aware of

how suspicious and frightened the patient is).
Are you concerned that I won’t understand or be
able to help you?

The patient then became tearful. Her feelings of being aban-
doned and not lovable, with her defensive antagonistic,
angry, distrustful and somewhat grandiose behaviors became
more obvious, and could gradually be discussed.

Evidence-Based Psychotherapies (EBPs)
EBPs refer to psychosocial treatments for which systematic
controlled studies have established efficacy. The American
Psychological Association has defined EBPs as treatments
that have 1) randomized controlled research; 2) research
designs with adequate sample size and defined study popula-
tions, 3) independent replication, and 4) taken into account
feasibility, generalizability, cost and benefit. EBPs may be
effective for depression, OCD, anxiety disorders, PTSD, and
conduct problems. A summary of EBPs used in child and ado-
lescent psychiatry is found in Table 25.3.

TIP

If a child or adolescent presents with a specific fear or phobia
and you do not have expertise in desensitization or exposure
and response prevention techniques, you may need to refer
the child to a colleague who has this expertise. Get to know
the types of therapies indicated for presenting disorders and
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TABLE 25.3. Examples of Evidence-based Psychotherapies

Psychiatric Evidence-based
Problem Psychotherapies Developers

Anxiety Coping cat Kendall
Coping koala Barrett
Family anxiety Dadds

management

OCD CBT for OCD March

Depression CBT for depression Asarnow, Stark
IPT-A Mufson et al.
Primary and secondary Weisz

control enhancement
training

Adolescent coping Clarke
with depression

ADHD DCP Barkley
STP Pelham

Conduct disorder PSST and PMT for Kazdin
conduct disorder

MST Henggeler
Anger control training with Feindler

stress inoculation
Anger coping program Lochman
Behavior parent training Patterson

for youth with
conduct problems

Incredible years BASIC Webster-
parent training program Stratton

ODD Parent—child interaction Hood
therapy for oppositional
children

DCP Barkley

Borderline DBT Linehan
personality (see Katz in
disorder bibliography)

SUD MST Henggeler

OCD, obsessive—compulsive disorder; CBT, cognitive-behavioral therapy; IPT-A, interper-
sonal psychotherapy for depressed adolescents; ADHD, attention deficit hyperactivity disor-
der; DCP, defiant children program; STP, summer treatment program; PSST, problem-solving
skills training; PMT, parent management training; MST, multisystemic therapy; ODD, opposi-
tional defiant disorder; DBT, dialectical behavior therapy; SUD, substance use disorders.
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the individuals in your community to whom you may refer.
Additionally, consider continued “tooling”—learning a variety
of therapeutic techniques not only during your residency, but
continuing to gain clinical skills through seminars and super-
vision to be proficient at a variety of therapeutic techniques.

WORKING WITH FAMILIES

Accurate psychiatric assessment and effective treatment of an
individual child must involve an examination of family
process. Family process refers to the repetitive patterns of
interaction between members. Principles of family process
are based on common patterns of family interactions. All fam-
ilies develop certain patterns of interaction—some may be
adaptive and a source of family strength to be enhanced. Oth-
ers may be maladaptive and the source of intervention. 

Types of maladaptive or pathological family dynamics include:

• Powerful nonverbal communication that seeks to cut off
real discussions of issues.

• Families that tend to maintain homeostasis, even when
repetitive patterns are (or become as children develop)
dysfunctional.

• Resistance of self-differentiation of family members.
• Enmeshment in which members are overconcerned or

overinvolved in each other’s lives. Boundaries in the fam-
ily may be diffuse.

• Overly rigid boundaries that lead to disengagement of
family members and little sense of family loyalty or unity.

• Triangulation of family dynamics, in which two family
members unite against another family member.

• Family members may have an inability to manage stress-
ful emotions and use the identified patient as the focus for
all family angst or pathology.

• Families will try to include treating clinicians into their
family “dance.” At times, the clinician can contribute to
maladaptive family dynamics by colluding with parents in
a maladaptive manner of understanding and behaving
toward their child.

KEY POINT

The “identified patient” may be the individual that the family
has identified as the “problem.” However, often the family
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system itself may be dysfunctional, with the child’s behavior
a manifestation of that dysfunction. It is essential to have an
assessment of family functioning (even if the child’s family is a
nontraditional family—grandparents, foster parents, or others).
Be sure to have a family evaluation as part and parcel of all
evaluations and family intervention included in the treatment
process.

The Family Assessment
There are a number of theoretical approaches to assessing and
treating families. The typical family assessment includes both
a structured portion, as well as a more unstructured time.
Construction of a family genogram is a common technique
for assessing family function and understanding a family’s
history and patterns. The genogram maps out how family
members are biologically and legally related one to another
from one generation to the next. Typically, genograms start
with the child’s grandparents or great grandparents and add
all subsequent family members. Any psychiatric, school,
legal, substance use or other illnesses and suicides or other
illnesses can be added next to each family member’s circle
(for females) or square (for males), so that it includes a family
history of illness as well as a family history of interactions.

Another useful technique in assessing families is to get the
entire family together to talk about a “typical day.” You may
ascertain when family members wake up, how they manage to
get organized and out of the house in the morning, who is in
charge of what, and when they are together (or not together).
Ask about who sleeps where. Also ask about what each mem-
ber likes about the family, and if they could change something
about their family, what it would be. Including even little ones
(the 4-year-old is often the one that “spills the beans” about
dysfunctional family secrets) gives a good overall sense of the
family’s strengths, vulnerabilities, and areas of need.

Assessing parental skills is another valuable tool in the
assessment of the family. Behavioral interventions (such as
sticker charts and other rewards for positive behaviors) may
be quite useful in treating behavior disorders in children. Uti-
lizing a functional analysis of problem behaviors (triggers for
when they occur, what makes them better, what makes them
worse, how are they managed) may help generate a simple and
easily implemented behavior plan. The hope is to decrease
high emotion (yelling) and optimize positive reinforcement
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skills toward positive child behaviors. This decreases the con-
flict in the home and minimizes the negative attribution
(“bad” boy) toward the child. I recommend to families that
they focus on positive reinforcement (stickers, rewards,
praise, privileges) of appropriate behaviors, using time-out
from fun activities when the behavior is maladaptive or
unsafe. Parent management training (PMT) is an evidence-
based treatment for training parents to work with children
with conduct issues in a consistent manner utilizing proven
behavioral techniques. This may be the most effective single
treatment for the child or adolescent with conduct disorder in
the absence of more complex psychiatric pathology. 

Family Therapy
Although families should be involved in almost all therapies
for children and youth in some manner, at times treatment
intervention is most effectively centered on the family
dynamics. There are a number of family therapy perspectives
that inform the type of family intervention utilized. 

Common indications for family evaluation and interven-
tion are the presence of serious medical conditions or psy-
chiatric disorders, the passing of important life-cycle transi-
tions and events, and failure of nonfamily therapy–oriented
psychological or medical treatments. At times, the assessment
will identify serious substance abuse or mental health issues
in a parent which require referral and treatment. Family therapy
may be useful in helping the family cope with the parent’s
illness. However, it is essential to avoid inadvertently allow-
ing the child to be in a caretaker role for a parent. If parental
psychopathology endangers the child, protective services
may need to be involved.

Although child and adolescent psychiatrists often do a
great deal of psychoeducation with parents, family therapy
may not be an area of expertise. Every clinician should
develop techniques for family assessment, engaging the fam-
ily in the understanding and treatment of the child, and an
awareness of when family therapy needs to be a primary focus
of the treatment of an individual child or adolescent. Chil-
dren or adolescents with serious medical or psychiatric dis-
orders will require a thorough family evaluation and inter-
vention. If you do not have expertise in family therapy,
identify resources that can provide this. I recommend having
several clinicians with whom you gain a good working rela-
tionship for cross-referral within a clinic or in the community.
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Splitting treatment can be quite effective if there is good com-
munication among clinicians regarding the focus of the treat-
ment. Poor communication among several providers invites
splitting or fragmentation of treatment.

SUMMARY

Psychosocial treatments are indicated for almost all psychi-
atric disorders affecting children and adolescents. First, pro-
vide a thorough assessment of child and family functioning.
Identify both strengths and weaknesses of the child and fam-
ily. Use this information to formulate an individualized treat-
ment program that takes into account the level of intensity of
intervention required, the type(s) of therapies indicated, and
the involvement of the family in the therapeutic process. Sys-
tems of care, wrap-around services, and in-home interven-
tions are supports that may be helpful for families and chil-
dren with functionally disabling symptoms. The child and
adolescent psychiatrist formulates an individual case, devel-
ops skills at identifying the appropriate interventions for an
individual child and family, and works collaboratively within
a broader system of care to ensure that the child or adolescent
receives the most integrated and effective treatment possible. 
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Education is not the filling of a pail but the lighting of a fire.

—W. B. Yeats

GENERAL PRINCIPLES AND CLINICAL
CONSIDERATIONS

An estimated 3 to 10% of children in public school demon-
strate significant and impairing psychopathology. Additionally,
between 70 and 80% of children who receive mental health ser-
vices receive them in schools. For many of these children, school
is their only mental health resource. Schools are required by law
to educate children and youth. Emotional, behavioral, and learn-
ing disorders that interfere with that education become the
purview of schools via special education or Section 504 services.

216

Essential Concepts
• The Individuals with Disabilities Act (IDEA)

mandates that all children who need special
services receive them in the least restrictive
appropriate environment.

• Children who receive special education
services have an Individualized Educa-
tional Plan (IEP) which specifies the type of
special services required and to be pro-
vided to the child.

• There is a full range of modifications within the
educational system for children with special
needs, depending on the severity, chronicity,
and ability of the child to learn in each setting.

• In working within the school setting, the
child and adolescent psychiatrist must
understand the school culture and work
collaboratively with multidisciplinary school
personnel, the student, parents, primary
care physician, and any outpatient treaters
to help the school set up an appropriate
educational plan for the student.

Psychoeducational

Interventions 
26
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For most children, school is a stabilizing part of their lives.
They gain self-esteem and a feeling of self-efficacy through
learning, socializing, sports and games, and a positive rela-
tionship with their teachers, the significant adults outside of
the home. For children and adolescents with psychiatric and
learning disorders, however, school may be a very negative
place, where they feel at a loss as to how to make and keep
friends, pay attention, control their behavior, or keep up with
their work. Understanding how children function at home, as
well as how they function at school, is important in under-
standing the nature of the emotional problems and the envi-
ronmental triggers that exacerbate or ameliorate them.

Children spend a great deal of time in schools. Although all
schools have similar mandates and requirements, each school
has its own unique character and culture. Children who may
thrive in one school environment may struggle in another. It
is extremely gratifying to work in the school setting as part of
a team that helps a youngster who is troubled or troubling to
be more successful. To do so, you must understand some of
the basic laws and requirements, as well as types of services
that may be provided in the school. Additionally, going into the
school culture, you must always be ready to learn—about the
unique aspects of the school, the strengths and areas of weak-
ness, resource availability, and how to negotiate successfully
within the educational system.

KEY POINT

A child and adolescent psychiatrist may provide support to a
school in a myriad of ways:

• Direct treatment within the school (school-based clinic model)
• School-based evaluations and recommendations for individ-

ual students who have been identified as having difficulties
• Consultation—providing expert opinion to the school with

regard to programming, curriculum, or services
• Collaboration—ongoing contact with school, student, etc.

in the joint process of improving outcome

Practical Aspects of Working in Schools:
IDEA vs. Section 504 (Table 26.1)
The Individuals with Disabilities Education Act (IDEA) and
Section 504 of the Rehabilitation Act of 1973 allow for
special services for children with special needs. IDEA is a
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federal law that guarantees special education and related
services for those students who meet the criteria for eligi-
bility. Every child with a disability is entitled to a free
appropriate education (FAPE) designed to meet his or her
individual needs.

Some children with special needs are not served under
IDEA but are served under Section 504. This is a civil rights
law that prohibits discrimination on the basis of disabling
conditions. If a child is deemed to have a mental or physical
impairment that affects a major life function (but the impair-
ment does not have a significant adverse effect on educational
performance), he or she is eligible for Section 504 services.
Some families prefer to have their children receive services
under Section 504, because they are not then “labeled” as
special education students.

Special Education Services
Children are assessed to have a disability via individualized
evaluation examining all aspects of a potential disability. To
qualify for special educational services, a child must have a
handicapping condition that interferes with educational per-
formance. At-risk infants and toddlers with developmental
delays are eligible for services. School services for children
with special needs begin at the age of 3.

There are 13 categories of disability specified under IDEA
(as noted in Table 26.1). The ones typically relevant to men-
tal health professionals include autism (any autism-spectrum
disorder), emotional disturbance (ED), and other health
impairment (often used for attention deficit hyperactivity dis-
order, ADHD). There are approximately 5.5 million children
with disabilities who receive special education services in the
United States.

ED is defined as a condition that exhibits one or more of
the following characteristics over a long period of time and to
a marked degree and that adversely affect a child’s educa-
tional performance:

• An inability to learn that cannot be explained by intellec-
tual, sensory, or health factors

• An inability to build or maintain satisfactory interper-
sonal relationships with peers and teachers

• Inappropriate types of behaviors or feelings under normal
circumstances
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Chapter 26 / Psychoeducational Interventions 221

• A general pervasive mood of unhappiness or depression
• A tendency to develop physical symptoms or fears associ-

ated with personal or school problems

Psychiatric Evaluations Within the School Setting
Child and adolescent psychiatrists may be requested to pro-
vide a psychiatric evaluation for a school system. This is often
to assess a child or adolescent who is demonstrating signifi-
cant emotional and/or behavioral difficulties that are disrup-
tive to the other children and for whom the school personnel
feel at a loss as to how to be helpful. Often, there have been
a number of interventions already tried.

KEY POINT

There is a new vocabulary to learn when you work with
schools. You have already learned IDEA, Section 504, and
FAPE. Although states vary in some of the acronyms, these
are the basics that are fairly widely used:

PPT (Planning and Placement Team) or IEP Meeting—PPT meet-
ings (also called IEP meetings) are those meetings that are held
with appropriate membership (regular education teacher, special
education teacher, school administrator, and parent, at minimum)
to make any legally binding decisions and plans about a child’s
school curriculum that varies from the standard curriculum.

IEP—Individualized Educational Plan. This is the plan that
includes goals and objectives, and specifies the hours of ser-
vice provided and by whom they will be provided for any child
who receives special education services.

IEP Meeting—(also called a Planning and Placement Team
or PPT meeting). Makes any legally binding decisions and
plans about a child’s school curriculum that varies from the
standard curriculum.

LEA—Local Educational Agency. This is typically the town
or district that funds the educational services for the child. 

Procedural Safeguards—must be given to the legal guardians
at key points in the educational process. The Safeguards out-
line the legal rights of the family/legal guardians regarding
the educational process and include specifications about
evaluations, prior written notice of meetings and changes in an
educational plan, parental consent, child’s school placement,
mediation, due process, and appeals process.
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222 Section V / TREATMENT

KEY POINT

Legal and Ethical Aspects of the Consultation

1. Parents may refuse direct interaction between the psychiatrist
and their child. Parents must consent to direct assessment
(although not indirect consultation to school personnel).

2. Risk assessment—in situations of acute suicidality or
homicidality, the consultant may facilitate appropriate
emergency treatment.

3. Suspected abuse—school personnel and medical personnel
both have the obligation to report.

TIP

I recommend setting aside at least 21/2 to 3 hours for a
school-related evaluation. I use the following format to most
efficiently gain the information required for a thorough psy-
chiatric evaluation in the school setting. For practicalities and
convenience, the schedule may change to suit the situation.

1. Clarify guardian consent, understanding of the nature of
the consult, and consultation question.

2. Request to have school records sent to you ahead of time,
so that you can review—prior testing, behavior plans, PPT
minutes, and the IEP (if the child has already been designated
eligible for special education services) are all documents that
you will find helpful.

3. 30 minutes: Meet with school personnel who know the
child. Get details about the major difficulties observed,
what interventions have been tried and how they worked,
and strengths of the child.

4. 60 minutes: Parent interview—I encourage both parents to
come (even if they are divorced). Review the history:
developmental, family, medical, psychiatric and diagnostic
symptom review. What is the parental view of their child’s
difficulties and strengths—at home and at school? What do
the parents feel would be helpful? Get Release of
Information forms signed for primary care physician and
any mental health treaters.

5. 60+ minutes: The student interview—if the child is young,
a classroom observation may be indicated (about
30 minutes). Observe adaptive and maladaptive behavior.
Meet individually with the child for a fairly standard mental
status examination, which usually includes drawing, talking,
and/or playing, depending on the age and interests of the
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Chapter 26 / Psychoeducational Interventions 223

child. Include diagnostic and risk assessment questions
(abuse, neglect, substance use, homicidality, suicidality) as
for all psychiatric assessments. What does the child like to
do, how does she feel about school, what problems does
she feel interfere with school behavior?

6. Wrap-up—if time and schedules permit, I typically meet
with school personnel to review the day and preliminary
thoughts. Any further information or clarification about
the child is gathered. Schedule the PPT meeting (usually
about 2 weeks later). 

7. After leaving—call other sources of information (primary
care physician, mental health treaters, or others) and write
up the report. Fax the report to the school (if they requested
the evaluation) first. Then review the findings with the parents
(ideally in person, but sometimes over the phone) prior to the
PPT. Go to the PPT meeting to verbally detail findings and
recommendations, and work with the Team in formulating
a plan.

The School Evaluation Report:

• Identifying information (name of student, date of birth,
date of assessment, sources of information

• Reason for evaluation and referral questions
• History of present difficulties
• Pertinent history: developmental, medical, psychiatric, school
• Interview of the child: mental status examination (and

observation, if applicable)
• Diagnosis
• Formulation
• Educational recommendations (as specific as possible

about the components of an educational plan that would
be expected to improve functioning)
• Special education eligibility discussion (e.g., emotional

disturbance, other health impaired, etc.)
• Need for further assessment—cognitive and acade-

mic testing, speech and language, OT, etc.
• Type of classroom setting—number, student-teacher

ratios, special tutoring or resource room support,
paraprofessional assistance, etc.

• Behavioral plans (from functional assessment of behaviors)
• Other services—social work or other in-school mental

health support, social skills groups, modified PE, etc.
• Other recommendations—school–parent interface, how

the outpatient team may be involved, special school
activities for self-esteem or relationship building

Stubbe_Ch26_p216-228.qxd  8/11/06  6:59 PM  Page 223



224 Section V / TREATMENT

• Noneducational recommendations about treatment or other
services the family may implement that are not directly
related to the school responsibility to educate the student

CLINICAL VIGNETTE

The following is the diagnosis, formulation, and educational
recommendations sections of a psychiatric school evaluation. 

Diagnosis:

Axis I: Bipolar disorder 
Attention deficit hyperactivity disorder, combined
type
Oppositional-defiant disorder

Axis II: Deferred
Axis III: No active medical conditions
Axis IV: Educational and social supports
Axis V: Global assessment of functioning = 50

Formulation

John Smith is a 12-year-old regular education student with a
history of difficulties with distractibility and inattention,
intermittent temper outbursts, and periods of mood instabil-
ity which have interfered with social relationships and his
ability to make expected gains academically. John’s present
and prior psychological testing suggests that he is a bright boy
with many cognitive skills and assets. “Cognitive strengths
include a well-developed fund of knowledge, excellent mental
computational skills and exceptional visual-motor construc-
tion ability. Cognitive challenges include inconsistent perfor-
mance on grapho-motor tasks, a relative weakness in auditory
attention and working memory, challenges with executive
functioning and inconsistent access to memory skills.”

Despite his considerable talents in many areas, John is not
doing well academically and socially. John has biological vul-
nerabilities in the areas of attentional issues, a biologically
based mood disorder, and difficulties with executive function-
ing that impair his judgment and ability to control his
impulses. At a developmental time when he should be increas-
ingly motivated by skill acquisition and increasingly inter-
ested in peer relationships, group affiliations, and out-of-
family adult role models, John is shutting himself off from
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Chapter 26 / Psychoeducational Interventions 225

many of these opportunities. John presents with very fragile
self-esteem and exquisite sensitivity to perceived rejection or
embarrassment. John seems to perceive the world as a menac-
ing, unfair, and rejecting place, where he is constantly in jeop-
ardy of humiliation. This world view leaves him hypersensi-
tive to any perceived criticism, often misperceiving neutral or
mildly negative interactions as true affronts to his self-esteem.
His fear of feeling inadequate is so great at present that he
often cannot tolerate a paper being examined and corrected. 

John has symptoms that meet diagnostic criteria for ADHD
(difficulties with sustained attention, distractibility) and
oppositional-defiant disorder (constant rejection of limits and
refusal to cooperate). However, the more concerning issue at
this point for John is his high level of emotional distress. His
mood swings, high levels of anger, grandiosity, misperceptions
and suspiciousness, extreme reactivity, and very poor self-
concept indicate a mood disorder (bipolar disorder). Despite
his desperate efforts to hide his unhappiness, it pervades his
behavior, frequently presenting as oppositionality, frustration,
or anger.

A key issue in programming academically for John is
engagement. At the present time, he is quite defensive and
mistrustful, and his work productivity is minimal. An acade-
mic environment with minimal stimulation and a high degree
of structure, which works well for simple ADHD with opposi-
tionality, has not been particularly successful for John. For
him, refusal to do work is frequently an interpersonal issue
(fear of not doing it perfectly, fear of embarrassment). Helping
John feel in control, such that he does not feel excessively vul-
nerable, while helping him contain his acting out (disruptive,
uncooperative) behaviors and gaining self-esteem through
genuine effort, rather than product only, will likely be key.

John has many strengths. He can be engagable and engag-
ing. He has a number of interests. He is athletic and bright. He
is creative, interesting, and fun. He wants to be successful. He
desperately craves acceptance and relationships with his peers
and adults. He has responded very positively to a home tutor
who works closely with John in a nonconfrontive manner and
has been able to help John engage and learn the material.

Recommendations

Educational Recommendations

1. It is recommended that the Planning and Placement Team
review the criteria for eligibility for special education ser-
vices, under the exceptionality of Emotional Disturbance.
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226 Section V / TREATMENT

John has demonstrated an inability to build and maintain
satisfactory interpersonal relationships with peers and
teachers, inappropriate behaviors and feelings under nor-
mal circumstances, and a general pervasive mood of
unhappiness for the academic year, or longer. 

2. The initial task is to help John improve his productivity
(allow himself to engage in the academic work). Thus, a
focus on effort, rather than product, will be essential. The
following interventions are recommended:
• A consistent behavior management plan between home

and school, which provides for consistency of expecta-
tions and continuity of rewards and consequences.
John should be optimally engaged to ensure “buy-in”
on his part; additionally, parents, outpatient treater, and
school personnel should be involved. 

• Goal of appropriate academic behavior (doing work)—
It is recommended that John receive a reward (com-
puter time or other activity) after a brief time of gen-
uine academic effort, with the effort time expected to
gradually increase as John is able to do his work. 

• Goal of appropriate social behavior (not being disrup-
tive or disrespectful)—A separate reward (positive time
with teacher, counselor, mentor, etc.) for appropriate
classroom behavior, to begin with brief times and
increased as he masters this, is recommended.

• Goal of engagement—John may respond positively to
extra “special” responsibilities that highlight his strengths
(messages to the office, computer assistance, public pre-
sentations, or “managing” something), helping him to
feel special, valued, and needed, and allowing him to
form meaningful relationships with school personnel.

• The present pattern of severe work refusal and disrup-
tive behaviors in the classroom suggests that this is a
maladaptive pattern that will require a very different
educational approach. John has done well at home
with a tutor in a quiet setting. Having a one-to-one
tutor out of the classroom for academic subjects to
break the maladaptive pattern, help John engage, catch
up in his learning, and experience success academi-
cally and interpersonally is recommended. The tutor
will need to be an individual who understands and is
able to work empathically with John’s confrontive
style. This plan should be tried, with John involved in
working out the details. If it is successful, the plan
should continue uninterrupted with a “re-integration”
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plan (slowly starting to get back into resource room
and other classes as he is ready).

• Special educational support (direct and indirect) to
help with curriculum development, provide oversight
to the academic work, help with organizational skills,
and ensure consistent implementation of the behavior
plan is recommended. 

• Modifications for ADHD—preferential seating, cuing,
monitoring, and teaching organizational skills are rec-
ommended for John.

• Work volume should be minimized, when possible, to
decrease the frustration and overwhelming aspects of
the tasks for John. Concept acquisition and effort
should be rewarded.

• Modifications for learning issues—A specific organiza-
tional skill development plan (organizational check-
lists, homework notebook, etc.) is recommended.
Developing computer and word processing skills may
be particularly helpful to John in getting his thoughts
onto paper effectively. 

• Social skills development—It is recommended that
John receive in-school counseling at least 30 minutes
weekly for support, and problem-solving and coping
skills work. A small social skills group (lunch group or
other) to help John gain the skills he needs socially for
acceptance and friendships is recommended.

• Lunch in a quiet place with a few other students or
teachers, as appropriate.

• Regular communication and consensus among the
school personnel, John’s parents, and outpatient men-
tal health treater (Dr. Jones) will be essential to his
comfort level in school, to consistent and unified
behavioral management planning and implementation,
and to ensure that any difficulties are promptly and
effectively addressed. It is recommended that a meet-
ing to review John’s progress and the success of a new
program occur within 1 to 2 months after it is imple-
mented, for early evaluation and modification of the
plan, as appropriate.

3. If John is unable to make academic and social progress
within the public school setting, he will require a special
educational placement in a day school with expertise and
a full therapeutic curriculum for working with students
with emotional, attentional, and behavioral difficulties.
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TIP

Students are invited to the IEP meetings, and may be in atten-
dance. Word your findings in lay language that is nonjudgmen-
tal and matter of fact. If the student is there, be sure to talk to
him directly about findings and engage him in the solution.
Although initially uncomfortable, having the student in the meet-
ing frequently helps him feel more engaged in the plan and less
as though a plan is being “done to him” if the discussion is sen-
sitive, respectful, and highlights strengths as well as difficulties.
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GENERAL PRINCIPLES AND CLINICAL
CONSIDERATIONS

The consultation role is very different from a treatment role.
Child and adolescent psychiatrists may consult to many differ-
ent systems: pediatric inpatient, outpatient, and specialty ser-
vices, courts, schools, mental health service agencies, disaster
victims and service providers, policy-makers, the media, and
many others. Although there are many unique aspects of con-
sultation to a specific system, there are also many similarities.
The present chapter will set a framework for systems-based
consultations, with special attention to consultation-liaison to
pediatrics, court-ordered consultations, systems consultations
to schools and service agencies, and crisis consultation after
a disaster.

Framework for Consultations
The clearer roles, responsibilities, and expectations are prior
to a consultation, the more satisfied all will be with the con-
sultant’s involvement and the more helpful the recommenda-
tions will be.

Essential Concepts
• Clarification of the role of the consultant is

essential to successful consultation to any
system.

• As a consultant, address each of the “Who,
What, Where, When, Why, How?” questions.

• Consultations occur to many systems and
in many venues. Consultations to systems
require a broad perspective and expertise
about how the system works and how to
negotiate within each system.

• Intervening in disasters is a systems-based
consultation that provides services to opti-
mize outcomes for a large number of trau-
matized children and families.

Consultations to Systems

of Care 
27

229
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1. WHO? The Consultee and Confidentiality Parameters
a. Who is requesting the consultation? What is the system

involved?
b. Clarify the multidisciplinary staff that may be affected

by the consultation—clarify their goals and ensure
their input and involvement.

c. Clarify confidentiality, with whom the consultant will
interact, informed consent around consultant interac-
tions (if relevant), and nature of the recommendations
(written report, verbal, case conference, etc.) and with
whom it will be shared. 

2. WHAT? Clarification of the Consultation Question and
Wishes/Needs of the Consultee
a. What are the consultation questions? Seek to under-

stand the consultee’s concerns and help focus the con-
sultation question.

b. Are the goals for the consultation realistic? Success
depends on realistic expectations and a shared consen-
sus about the nature of the problem.

c. Clarify the role of the consultant—whether the consul-
tation is direct (direct observation/assessment of an
individual child with recommendations) or indirect
(consultation to treaters or personnel only).

d. Clarify (if possible) if the request is for a “hired gun”
vs. an impartial consultant.

3. WHERE? Where will the consultation take place? 
a. Choose the location that is most convenient
b. Be sure that you are “in the mix” with the personnel,

students, patients, etc. to whom you are providing the
consultation.

4. WHEN? What is the time frame to complete the
consultation?
a. Is there time to complete the consultation requested?

5. WHY? Why is the request for consultation being made at
this time?
a. Sometimes the ostensible reason for the request covers a

“hidden agenda,” such as staffing issues, conflict among
staff, difficult parents, or others.

6. HOW? How will the consultation proceed?
a. How much of the workup has been done before pro-

ceeding with the consultation?
b. How will the consultant get the information needed to

proceed with the consultation?
c. How will the results of the consultation be communicated?
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Models of Consultation-Liaison to Pediatricians
Several models of consultation-liaison have been developed
in response to the kinds of consultations requested by pedia-
tricians and to the kinds of psychological reactions promi-
nent in hospitalized pediatric patients and their families.

1. Anticipatory Model—this is a consultation to a child and
family in anticipation of a difficult procedure. Pretreat-
ment psychiatric consultation to assess the strengths and
vulnerabilities of the family and to prepare the child and
family accordingly may be very helpful. This process may
help avert serious psychological reactions or ensure that
psychiatric support is in place if or when they occur.

2. Case Finding Model—this includes liaison work—regular
ward meetings with pediatric and nursing staff that
enhance the functioning of the unit and help with early
identification of patients at risk. This model may encom-
pass the (often not specifically requested) identification of
staff communication or systems and relational issues to be
addressed.

3. Education and Training Model—training for pediatricians,
pediatric house-staff, nurses, and collaborative case con-
ferences and didactics enhance the effectiveness of all the
treaters of the children and families.

4. Emergency Response Model—this model ensures consul-
tation coverage for children and adolescents in acute cri-
sis. The consultation request is typically urgent, such as
how to manage an acutely upset, aggressive, or suicidal
patient on the wards.

5. Continuing and Collaborative Care Model—this is best
suited for children with recurring or chronic medical illnesses
and may occur in inpatient or outpatient settings, or both.

Consultation to the Courts
Court-ordered consultations may include psychiatric assess-
ments of children and youth who have committed crimes (such
as competency to stand trial and “amenability to treatment”
evaluations), custody evaluations, or expert witness testimony. 

Juvenile Court. Mental health professionals are called on
by the juvenile court to perform evaluations, make treatment
and program recommendations, and provide consultation and
expert testimony. Youth who have been accused of committing
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a crime are often released to the custody of a parent or
guardian unless a judge deems detention necessary for the
protection of the community or is otherwise in the child’s best
interest. The juvenile delinquency proceeding includes the
“adjudication hearing” (trial). If the youth is found guilty, he
is “adjudicated” (convicted). If there has been adjudication,
the case proceeds to the “dispositional” (sentencing) phase. At
the preadjudicatory and postadjudicatory stages of a juvenile
delinquency proceeding, the need for treatment, appropriate
type of treatment, and likelihood of benefit from treatment
are questions posed to mental health treaters. Issues of
competency to stand trial are usually more relevant for older
youth who have been referred to the adult criminal court due
to the youth’s age, seriousness, or chronicity of offenses.

TIP

For consultations to the juvenile justice system, review the
who, what, where, when, why, and how questions. Clarify for
yourself, the youth and family, and the court what the nature
of confidentiality is. In general, court-ordered evaluations have
no confidentiality, and the youth needs to be informed of that
(what he or she says may end up in your report to the court).

Custody Consultations. Most divorcing parents make
their own custody arrangements. About 25% of divorces
experience substantial or intense conflict over custody.
Contested custody occurs in about 5 to 8% of parental divorces.
Most of these cases settle during the trial, but for 1.5% of
families, the judge determines the custody or visitation issue.

Mental health professionals who have a confidential indi-
vidual therapeutic relationship with a child typically do not
participate in the custody evaluations (as this jeopardizes the
confidential and neutral relationship). Although a parent can
subpoena a therapist, usually the therapeutic confidentiality
will be honored.

Consultation to the court in the matter of child custody
may be a prolonged and bitter dispute. Consultants again
need to review the “who, what, where, when, why, and how”
questions of the consultation. In particular, is the child and
adolescent psychiatrist impartial (hired by the court for the
purpose of the evaluation) or hired by one of the parents as
an expert witness for his or her case. The typical questions
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posed by the court for the child and adolescent psychiatrist
expert witness include:

• With whom should the child live?
• Which parent should have legal decision-making authority

regarding education, medical decisions, religion, financial
support, vacations, and so forth?

• How can the opportunities for the child to maintain a use-
ful and sound relationship with both parents be optimized?

Court-ordered evaluations are not confidential. Ensure knowl-
edge of this, and get signed consent forms to talk to any outside
treaters or agencies.

TIP

Testifying in court may seem particularly daunting to the novice.
The primary issues to consider are as follows: 1) The reason you
are testifying in court (are you the expert witness who has
reviewed evidence or done an evaluation on which you are
reporting, are you subpoenaed for a child abuse or state cus-
tody issue, etc.?; 2) What your opinion actually is (and why) dis-
tilled down to a conclusion that is understandable and in lay
terms; 3) You are not the one on trial. Resist acting in a defen-
sive, adversarial, or know-it-all manner. Be truthful, answer ques-
tions simply, and don’t let yourself be flustered by an aggressive
attorney. Your opinion is being requested because you have
valuable information or expertise to offer the court that will help
inform the judge or jury’s decision. I recommend reviewing your
findings and conclusions carefully with an attorney before you
testify. Anticipate the issues beforehand so that you may
address them appropriately when you are on the stand.

Systems-Based Consultation to Schools
Some school-based consultations are not focused on an indi-
vidual child, but on the system. In particular, a variety of
schools may find the expertise of a child and adolescent psy-
chiatrist or other mental health professionals useful. This
allows a venue in which to problem-solve a host of issues—
overall behavioral management in the classroom, substance and
mental health issues in the school, or “staffings” about specific
children, with problem solving about recommended tech-
niques for addressing emotional and behavioral issues of that
child prior to requiring a formal assessment or plan. Table 27.1
outlines the components of a systems-based consultation.
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KEY POINT

Schools do not often request a systems consultation. How-
ever, if you consult to a school system, you may note recur-
rent issues and themes. For example, in one school to which
I consulted, there were a number of questions by teachers
and guidance staff about the marked increase in children
diagnosed with bipolar disorder, and how to deal with
them (and their families, who came to the school after vis-
iting a website and demanded a number of services). Train-
ing in-services, “case conference” discussions, and review-
ing some literature, as well as devising an overall strategy of
understanding (similarities and differences) and program-
ming for children and youth with mood instability were very
helpful to the school staff.

TABLE 27.1. Components of a Systems-based Assessment

1. Assess the power structure, administration–teacher working
relationship, school–central administration relationship, parental
involvement, and strengths and weaknesses of communication
channels, coping mechanisms (maladaptive such as scapegoating
or more productive problem solving), resources, and morale. 

2. Consultation questions often do not involve an interest in systems
assessment—it is frequently threatening and requires a great
deal of trust-building and empathy.

3. Ally with consultee
a. Validate consultee perceptions
b. Share anxiety
c. Cultivate respect for everyone

4. Diminishing resistances
a. Find each person’s contribution
b. Ask additional questions before posing a solution
c. Status-equilibrating statements

5. Align consultee objectives
a. Use consultee’s own words
b. Find where good intent went awry
c. Help others see the child(ren) differently
d. Appeal to shared values in posing solutions
e. Build bridges between and beyond members of the existing

system
f. Reconsider underlying fears if consultees cannot work toward

a solution

(Continued)
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TABLE 27.1. Components of a Systems-based Assessment
(continued)

6. Act
a. Expand the consultee’s skills
b. Identify one step up from the current situation and start solution

plans there
c. Identify individual timetables
d. Move the system from reactive to proactive

Consultation to Systems of Care
Child and adolescent psychiatrists are called on to consult to
a variety of systems that care for children and adolescents.
Child welfare services in which children and adolescents may
be cared for include foster care homes, group homes, youth
shelters, domestic violence shelters, mentorship programs, or
other systems of care.

When child service agencies are overwhelmed or faced with
situations of crisis, they may call on mental health profession-
als for help. Quite often, these agencies have difficulty in artic-
ulating the type or degree of problem that they are having.
First, the mental health consultant must help the requesting
person or agency define the problem and refine the questions
that they wish to have addressed. Second, the consultant must
be clear about his or her role as a helper in the problem-
solving process. The consultant must recognize the limits of
his or her knowledge and power. Consultants should recognize
that issues related to insight, unconscious motivation, and act-
ing out may be encountered and dealt with in the consultation
process. It is important not to become the individual therapist
for those to whom you consult, but to identify and work with
the issues that arise in a manner that may promote growth of
the team. Finally, by taking the time to understand the culture
of the consultation site through a naturalistic or ethnographic
intervention, the consultant is better able to understand the
point of view of the client. This allows the mental health con-
sultant’s knowledge of child psychiatry to be most useful to
agency personnel, volunteers, and the children who are served
by these programs. The typical consultation includes staff that
have attempted to work out a difficulty and have not been suc-
cessful. The first task of the consultant is to ascertain the type of
help that is needed; it can be categorized into one of two types:
(1) clinical consultation and (2) programmatic consultation.

Clinical consultation is usually related to an individual
person, family, or group. Usually the consultant is asked to
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“reveal” information about the individual that will improve
the agency’s ability to serve the client. Most commonly, this is
the “acting out” or rageful child or adolescent. 

Programmatic consultation usually relates to the staff and
programmatic curriculum of an agency. Programmatic consul-
tation is directed toward broader organizational change with the
goal of improving the care provided or services rendered. Iden-
tification of training needs, or providing useful training, educa-
tion, and supervision may be a key aspect to programmatic
consultation.

Crisis Consultations
After the terrorist attacks of 9/11 “disaster psychiatry” has
become a more essential skill. Bombings, shootings, and vio-
lent crimes personally affect an increasing number of chil-
dren and youth in the United States. It is estimated that 10%
of all public schools experience one or more serious violent
crimes (i.e., murder, rape or sexual battery, suicide, physical
attack or fight with a weapon, or robbery) that were reported
to local law enforcement officials during any school year (4%
elementary, 19% middle school, 21% high school).

These startling statistics make it more essential that child
and adolescent psychiatrists are able to intervene effectively
in a crisis situation. I will focus on schools here, as that is the
most common consultation venue for crisis-based interven-
tion to a group.

Table 27.2 outlines the issues and elements of consultation
to schools to prepare for and to intervene effectively in a crisis.

TABLE 27.2. Systems Consultation for Disaster Prevention
and Intervention

1. School’s Preparedness for a Disaster
a. Safe School plans
b. Schools vary widely in their preparedness to respond to a

crisis
c. Collaboration with law enforcement, community agencies,

other mental health workers, school personnel, parents,
students, etc. is essential for an effective crisis response plan
that is flexible enough to be adapted to a variety of situations
and uses as its foundation principles of developmental
psychology, stress management, and crisis intervention

(Continued)
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TABLE 27.2. Systems Consultation for Disaster Prevention
and Intervention (continued)

2. Elements of Consultation
a. Effective coordination of the elements of crisis response is

fundamental—usually by administrative office of school
b. Needs assessment—key school personnel, students, and

parents
c. Data gathering about nature and effect of crisis
d. Support for crisis intervention workers is key

3. Direct Services
a. Debriefing—individuals with shared experiences are brought

together to discuss their personal reactions, through which
mutual support may be derived. 

b. Critical Incident Stress Debriefing (CISD) by Mitchell is one
model.

i. Ventilation of intense emotions
ii. Exploration of intense emotions
iii. Group support
iv. Initiation of the grief process within a supportive

environment
v. Reduction of the “fallacy of uniqueness”
vi. Reassurance that intense emotions under such conditions

are normal
vii. Preparation for the continuation of the grief/stress process

in the near future
viii. Warning of possible emotional, cognitive, and physical

symptoms
ix. Education regarding normal and abnormal stress

response syndromes
x. Encouragement for continued group support or other

professional assistance
xi. Classroom meetings to help children talk on their own

level about their experience, fears, perceptions, and
reassurance of adults to care for them

xii. Drawing, story telling, or story writing may be useful
xiii. Early identification of PTSD symptoms
xiv. A discussion of hope and reparations at age-appropriate

level
xv. Ensuring that children experience a unified adult

concern and attendance to their safety which will help
them with their fears, and letting parents know the usual
manifestations in a child of that age and warning signs
of need for further intervention.

(Continued)
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TABLE 27.2. Systems Consultation for Disaster Prevention
and Intervention (continued)

xvi. Parent support, school personnel support, direct
services, screening, and providing an atmosphere of
understanding and support may also be needed

c. School Personnel
i. Teachers and school personnel will need to meet

separately for support, debriefing, and education about
dealing with the crisis with the children

ii. Education about PTSD symptoms in children and adults
and when professional help is needed, and stress relief

iii. Education about maintaining an atmosphere of
familiarity and routine for students

d. Parents
i. Group meetings with parents may be indicated
ii. Review of event, support, brief didactics, question-and-

answer, and advice on how to help themselves and child
cope with disaster—when to seek professional help

e. Media
i. May be key to effective crisis response
ii. May add to disruption by secondary trauma of graphic

coverage, etc. 
iii. Interface with media and parents about how to monitor,

limit, or support exposure to media coverage
iv. Positive use of media for education about potential

psychological response and community resources and
assistance

f. Recovery Environment
i. The reaction of the greater community may enhance

or disrupt recovery (secondary or “process trauma”)

SUMMARY

The child and adolescent psychiatrist may serve a number of
roles within the overall health and mental health service
delivery system. Consultation to systems in which children
and youth receive services is one of the ways to make a sig-
nificant and positive impact. Seminars, readings, and active
learning with a more experienced child and adolescent psy-
chiatrist are all ways to gain and improve consultation skills.
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1. Identifying information
a. Age, sex, grade in school, with whom the child lives
b. Referral source
c. Sources of information (parents, teachers, pediatri-

cian, child, etc.)
d. Chief complaint or reason for referral (the chief com-

plaint may differ between parent and child)
2. History of present illness 

a. Difficulties that prompted the evaluation
b. Context in which problems occur
c. Review of psychiatric symptoms

3. Past psychiatric history (THOMAS)
a. Treatment (Hospitalizations, residential or day treat-

ments, Outpatient)
b. Medications—History and present psychotropic med-

ication use
c. Attempts at Suicide or self-injurious behaviors

4. Medical history (MIDAS)
a. Current Medications
b. Medical Illnesses
c. Primary care Doctor
d. Allergies
e. Surgeries

5. Developmental and social history
a. Pregnancy (including any medications, substances,

major illness, or complications), delivery, and early
infancy including temperament

b. Developmental milestones and toilet training
c. Educational history from preschool on (including any

special services or special education)
d. Social history (peer relationships, activities, sexual

behavior, etc.)
e. Electronics (use of Internet, video games, TV, movies—

how much, what type; for older children/adolescents
ask about any Internet sites of which their parents
would not approve)

Essentials of the Child

and Adolescent

Psychiatric

Evaluation/Report

1a
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f. Cultural context (migration history, ethnic identifica-
tions, religious affiliations, etc.)

g. Trauma history (physical or sexual abuse, neglect, wit-
nessing violence) and level of psychosocial adversity

h. Substance use
i. Legal history and risk-taking behaviors
j. Sexual behavior
k. Child and family strengths and weaknesses

6. Family history
a. Family constellation/genogram
b. Parental employment
c. Psychiatric, learning, legal, substance abuse, or med-

ical difficulties of genetically related family members
7. Mental status examination

a. Appearance and behavior: grooming, dress, dysmor-
phia, injuries, eye contact

b. Ability to cooperate/social relatedness
c. Speech and language: fluency, volume, rate, and lan-

guage skills
d. Motor function: activity level, attention, impulsivity,

coordination, tics
e. Mood and affect: neurovegetative symptoms, manic

symptoms, range of affect
f. Thought process and content:  psychotic symptoms

(hallucinations, delusions, thought disorder)
g. Anxiety: fears and phobias, obsessions or compulsions,

posttraumatic anxiety
h. Conduct symptoms:  oppositionality,  aggression (ver-

bal or physical)
i. History of trauma
j. Assessment of risk: suicidal or self-abusive thoughts/

behavior, thoughts or plans to harm others, sexual
behaviors, Internet usage, legal issues, cigarettes, sub-
stance or alcohol usage

k. Cognitive functioning:  clinical estimate of cognitive
skills and development

l. Insight and judgment
8. Clinical formulation (including strengths and prognosis)
9. Diagnosis (DSM-IVTR)

10. Treatment recommendations
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Developmental delay:__________________________
Social relatedness:_____________________________
Learning issues:_______________________________
Enuresis/encopresis:____________________________
Tics:_________________________________________
Substance use:________________________________
Safety to self and others:________________________
Depression
• Symptoms (5/9, 2 weeks): ___ depressed mood

___ sleep disorder ___ interest deficit ___ guilt
___ energy deficit ___ concentration deficit
___ appetite disorder ___ psychomotor retardation/agitation
___ suicidality

Mania
• Symptoms (3+ for 1 week or severe):

___ distractibility ___ indiscretion
___ grandiosity ___ flight of ideas
___ activity increase ___ sleep deficit
___ talkativeness

Psychosis/schizophrenia
• Symptoms (2/5, 1 month): ___ delusions

___ hallucinations ___ disorganized speech
___ disorganized/catatonic behavior
___ negative symptoms

• Prodrome/residual (1/2, 6 months):
___ negative symptoms
___ 2 positive symptoms

Anxiety
• Separation anxiety (3+ for 4 weeks):

___ distress/separated ___ worry/attachment figure
___ worry about separation ___ school refusal  
___ fear of being alone ___ fear of sleeping away
___ nightmares ___ physical complaints

• GAD (3/6, 6 months): ___restless ___ fatigue
___ conscious ___ irritable ___ muscle tension
___ insomnia

• Panic (4/13, recurrence + 1 month of worry):
___ shortness of breath ___ faint ___ palpitations
___ trembling ___ sweating ___ choking ___ nauseous
___ depersonalization/derealization ___ numbness/tingling

242

Psychiatric Review

of Symptoms
1b
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___ chest pain ___ fear of dying ___ fear of losing sanity
___ chills/hot

• OCD: ___ obsessions ___ compulsions ___ interfere/time
consuming (not conscious)

• PTSD (1 month):
Re-experience (1/5): ___ memories ___ dreams ___ flashbacks
___ distress/re-exposure ___ physiologic reactivity/re-exposure
Avoidance (3/7): ___ thoughts/feelings ___ activities/situations
___ amnesia ___ less interest ___ estrangement ___ restricted
affect ___ thought of no future
Arousal (2/5): ___ sleep ___ irritability ___ consciousness  
___ hypervigilant ___ startle

• Social phobia (3/3): ___ fear/social ___ exposure/panic
___ avoid/social

Attention deficit hyperactivity disorder
• Inattentive (6/9): 

___ careless mistakes ___ attention difficulty
___ listening problem ___ loses things ___ fails to finish 
___ organization problem ___ reluctant/mental effort
___ forgetful ___ easily distracted

• Hyperactive/impulsive (6/9):
___ restless/runs ___ unable to wait
___ not play quietly ____ on the go ___ fidgets 
___ answers blurted ___ doesn’t stay in seat
___ talks excessively ___ interrupts

Behavior disorder
• Oppositional defiant (4/8 last 6 months):

___ resentful ___ easily annoyed
___ argues/adults ___ loses temper
___ blames others ___ annoys deliberately
___ defies rules ___ spiteful

• Conduct disorder (3/15 past year + 1 past 6 months):
___ bullying  ___ animal cruelty ___ destroying property
___ force sex ___ cruel ___ using weapon ___ set fires 
___ break-ins ___ school refusal ___ everyday lying
___ stealing/confronting ___ stealing/not confronting
___ fighting ___ outlate ___ run away from home

Eating disorder
• Anorexia (4/4): ___ refuse/maintain weight

___ fear of fat ___ body distortion ___ amenorrhea
• Bulimia (5/5): ___ binge eating ___ lack/control

___ inappropriate weight/loss behavior
___ >2 times/week for 3 months 
___ self-evaluation of body shape
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Medication

Appointment Record
1c

Medication Appointment Record

Child’s Name D.O.B. Date of Service

Current Medication: 1) 3)

2) 4)

SUMM ARY OF PROGRESS :

CHANGES  OF TARGE T SYMPTO MS:
SYMPTO M QUANTITAT IVE INTENS ITY AND F REQ UENCY (CURRENT)

Current Physical Complaints:   No   Yes
Recent Injuries, Illnesses:  No Yes

Concurrent Medicat ions:   No  Yes

Weight Height  Blood pressure Pulse  

SIDE EFFECTS:

Scale:    1– Mild     2 – – Moderate     3  Severe
Side Effect s N Y Comment Side Effects N Y Comment
Fatigue, tiredness Tremor
Restlessness Stiffness
Increase  activity Slow movement
Drowsiness Poor coordination
Difficulty sleeping Poor memory
Headache Tics
Dizziness Other neurological
Dry mouth Constipation
Blurred vision Decreased  appetite
Hearing problems Increased appetite
Tinnitus Weight gain
Other ENT prob Weight loss
Difficulty breathing Other GI symptoms
Other respiratory
prob

Difficulty urinating

Palpitations Enures is
Fainting Other urinary symptom

O

Abdominal pain Rashes

Sexual problems

Other

Other

Nausea

Vomiting

Diarrhea

ther cardiovasc.Sx. Itchiness

d
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MSE:

Changes in Diagnoses:

GAF:

CLINICIAN-RATED  GLOBAL IMPROVEME NT
Rate total improvement, whether or not in your judgment it is due e ntirely to current  treatment,
compared  to the patient’s condition AT INITIAL EVALUATION.  How much has patient
changed?

0 – Not assessed
1 – Very much improved
2 – Much improved
3 – Minimally improved

4 – Not changed
5 – Minimally worse
6 – Much worse
7 – Very much worse

Assessment/Plan

Medications Prescribed:

Next Appt    MD Name Signature Date
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Directions for administration: Ask patient to remove shoes
and socks.

1. Ask patient to remove anything in his/her mouth.
2. Ask if there is anything wrong with his/her teeth.

Dentures?
3. Ask patient if he/she notices any movements in mouth,

face, hands, or feet. Ask if it bothers him/her or interferes
with activities.

4. Have patient sit in firm, armless chair with both hands
on knees, legs slightly apart, feet flat on floor. (Look at
entire body for movements in this position.)

5. Ask patient to lean forward and let arms dangle. Look for
movements.

6. Ask patient to open mouth. Observe for tongue move-
ments. Repeat.

7. Ask patient to protrude tongue. Observe for tongue
movements. Repeat.

8. Ask patient to tap thumb with each finger as rapidly as
possible for 10–15 seconds first with right hand, then
left. (Observe facial and leg movements.)

9. Flex and extend patient’s right and left arms. (Note rigidity.)
10. Ask patient to stand up. (Observe body in profile.)
11. Ask patient to extend both arms outstretched in front

with palms down. (Observe trunk, legs, and mouth.)
12. Have patient walk, turn, and come back. (Observe hands

and gait.) Repeat.

RATINGS:

Facial and Oral Movements
1. Muscles of facial expression (e.g., movement of forehead,

eyebrows, periorbital area, cheeks; include frowning,
blinking, smiling, grimacing)

None 1 2 3 4 5  Severe
2. Lips and perioral area (e.g,. puckering, pouting, smacking)

None 1 2 3 4 5  Severe
3. Jaws (e.g., biting, clenching, chewing, mouth opening,

lateral movement)
None 1 2 3 4 5  Severe

Abnormal Involuntary

Movement Scale (AIMS)
1d
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4. Tongue (rate only increase in movement in and out of
mouth)

None 1 2 3 4 5  Severe

Extremity Movements
5. Upper (arms, wrist, hands, fingers). Include choreic

movements (i.e., rapid, objectively purposeless, irregu-
lar, spontaneous), athetoid movements (i.e., slow, irregu-
lar, complex, serpentine). Do NOT include tremor.

None 1 2 3 4 5  Severe
6. Lower (legs, knees, ankles, toes) (e.g., lateral knee move-

ment, foot tapping, heel dropping, foot squirming, inver-
sion and eversion of foot).

None 1 2 3 4 5  Severe

Trunk Movements
7. Neck, shoulders, hips (e.g., rocking, twisting, squirming,

pelvic gyrations)
None 1 2 3 4 5  Severe

Global Judgments
8. Severity of abnormal movements:

None 1 2 3 4 5  Severe
9. Incapacitation due to abnormal movements:

None 1 2 3 4 5  Severe
10. Patient’s awareness of abnormal movements:

No awareness 1 2 3 4 5  Aware/
Severe distress

11. Current problem with teeth (or dentures)?
1. No 2. Yes

12. Does patient wear dentures? 1. No 2. Yes

Test for tardive dyskinesia induced by antipsychotic medication.
Adapted from Department of Health and Human Services: Public Health Service; NIMH
Treatment Strategies in Schizophrenia Study, ADM-117, 1985. (public domain)
http://www.mhsip.org/library/pdfFiles/abnormalinvoluntarymovementscale.pdf
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1. Gait: Examine patient walking—his gait, swing of his
arms, general posture.
0. Normal
1. Diminution of arm swing when walking
2. Diminution of swing and rigidity in arms
3. Stiff gait and arms held rigidly before the abdomen
4. Shuffling gait with propulsion and retropulsion

2. Arm dropping: Patient and examiner raise arms to shoul-
der height and then let drop.
0. Normal free fall with loud slap and rebound
1. Fall slowed slightly—less audible slap and little rebound
2. Fall slowed, no rebound
3. Marked slowing; no slap
4. Arms fall with resistance (as if through glue)

3. Shoulder shaking: Examiner bends arm at right angle,
takes patient’s left elbow in one hand, left hand in the
other, and rotates arm and humerus. Repeats with right
hand.
0. Normal
1. Slight stiffness and resistance
2. Moderate stiffness and resistance
3. Marked rigidity—difficulty with passive movement
4. Extreme stiffness and almost frozen shoulder

4. Elbow rigidity: Passively bend and flex elbow while
observing and palpating biceps.
0. Normal
1. Slight stiffness and resistance
2. Moderate stiffness and rigidity
3. Marked rigidity—difficult with passive movement
4. Extreme stiffness and almost frozen elbow

5. Wrist rigidity: Examiner holds wrist in one hand and fin-
gers in the other and passively bends and flexes wrist.
0. Normal
1. Slight stiffness and resistance
2. Moderate stiffness and resistance
3. Marked rigidity—difficulty with passive movement
4. Extreme stiffness and almost frozen wrist

6. Leg pendulousness: Patient sits on exam table and legs
swing freely. Examiner raises the leg and lets fall.
0. Legs swing freely
1. Slight diminution of leg swing

248

The Simpson-Angus

Scale (SAS)
1e
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2. Moderate resistance to swing
3. Marked resistance and damping of swing
4. Complete absence of swing

7. Head dropping: Examiner has patient lie on exam
table—lifts head up slightly and then drops.
0. Head falls completely and quickly
1. Slightly slowed fall of head and less thump
2. Moderate slowing of head drop
3. Head falls stiffly and slowly
4. Head does not reach the examining table

8. Glabella tap: Patient told to open eyes wide and not blink.
Glabella is tapped and number of successive blinks counted.
0. 0–5 blinks
1. 6–10 blinks
2. 11–15 blinks
3. 16–20 blinks
4. 21+ blinks

9. Tremor: Patient observed walking normally.
0. Normal
1. Mild finger tremor
2. Tremor of hand or arm occurring spasmodically
3. Persistent tremor of one or more limbs
4. Whole body tremor

10. Salivation: Patient is observed while talking and then
asked to raise his tongue.
0. Normal
1. Excess salivation with some pooling
2. Excess salivation and may interfere with talking
3. Speaking with difficulty because of excess salivation
4. Frank drooling

Test for extrapyramidal side effects of antipsychotic medication.
Adapted from Simpson GN, Angus JWS. A rating scale for extrapyramidal side effects.
Acta Psychiatr Scand 1970;212(suppl 44):11–19.
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Rating Scales2a

BROADBAND SCALES

Age of
Scale Reporter Youth Items Supplier

Semistructured
Diagnostic Scales

Diagnostic Interview for Youth 9–17 Interview a
Children (DISC 2.3) Parent 6–17 Interview

Schizophrenia Affective Youth 9–17 Interview b
Disorders (K-SADS) Parent 6–17 Interview

Checklists
Child Behavior Checklist

(CBCL)
Teacher Report Form Teacher/ 6–16 120 c
(TRF) parent
Caregiver Report Form Parent/ 1.5–5 102 c
(C-TRF) teacher
Youth Self-report (YSR) Youth 11–18 105 c

Behavior Assessment Parent 2.0–18 134-160 d
Scale for Children (preschool
(BASC-2) latency,

adolesc)
Teacher 139 d
Youth 65 d

self-report
Swanson, Nolan, Parent or 5–11 90 e

Pelham-IV (SNAP-IV) teacher
Brief Psychiatric Rating Parent/ 6–16 21 f

Scale for Children teacher
(BPRS-C)

(a) DISC 2.3 Development Group, Columbia University: disc@childpsych.columbia.edu
(b) K-SADS, Western Psychiatric Institute and Clinic: www.wpic.pitt.edu/ksads
(c) ASEBA: www.aseba.org
(d) AGS Publishing: www.agsnet.com
(e) Swanson, Nolan, and Pelham-IV: www.adhd.net (public domain)
(f) Psychopharmacol Bull 1985;21(4):753–770. (public domain)
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Test Test Age Range Supplier

Intelligence

Stanford-Binet 2–23 yr a
WPPSI-III 2:6–7:3 yr b
WISC-IV 6–16:11 yr b
WASI 6–89 yr b
K-ABC-II 2:5–2:5 yr c
Leiter all ages c
TONI 6–85 yr c

Achievement

KTEA 4:6–90 yr d
WIAT 4–85 yr b
Wide Range Achievement Test 5–85 yr b, c

Adaptive

AAMR 3–21 yr c
Adaptive Behavior Assessment 0–89 yr d

System-II
Vineland Adaptive Behavior Scales-II 0–18:11 yr d

Personality Self-Report

Jesness Inventory Revised 8 yr and older f
MMPI 14 yr and older g
Personality Inventory 9–19 yr b, c

For Youth
Million Adolescent 13–19 yr g

Clinical Inventory

Projective

Rorschach 5 yr and older b, c, g
Thematic Apperception Test 4 yr and older b, c, g

Neuropsychological

NEPSY 3–12 yr b, c
WRAML 2 5–90 yr b, c

Commonly Used Tests:

Assessment of Children

and Youth

2b
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Test Test Age Range Supplier

Memory

Rey-Osterrieth Complex Figure Test 5–94 yr c
Wisconsin Card Sorting Test 6.5–89 yr c

WPPSI, Wechsler Preschool and Primary Scale of Intelligence; WISC, Wechsler
Intelligence Scale for Children; WASI, Wechsler Abbreviated Scale of Intelligence;
K-ABC-II, Kaufman Assessment Battery for Children, second edition; Test of Nonverbal
Intelligence (TONI); KTEA, Kaufman Test of Educational Achievement; WIAT, Wechsler
Individual Achievement Test II; AAMR, Adaptive Behavior Scale; BASC-2, Behavior
Assessment System for Children, second edition; MMPI, Minnesota Multiphasic
Personality Inventory; NEPSY, A Developmental Neuropsychological Assessment;
WRAML 2, Wide Range Assessment of Memory and Learning, second edition.

Suppliers:
(a) Riverside Publishing Company, www.riverpub.com
(b) PsychCorp, www.harcourtassessment.com
(c) Psychological Assessment Resources, www.parinc.com
(d) AGS Publishing, www.agsnet.com
(e) ASEBA Research Center, www.ASEBA.org
(f) Multi Health Systems, www.mhs.com
(g) Pearson Assessments, www.pearsonassessments.com
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ADHD: Inattentive CALL FOR FrEd (6/9)
Hyperactive-Impulsive RUNS FASTT (6/9)

Oppositional defiant disorder REAL BADS (4/8)
Conduct disorder BAD FOR A BUSINESS (3/15

past yr; 1 past mo)
Separation anxiety PUSH NAGS (3/8)
PTSD Remembers (1) Atrocious (3)

Attacks (2)
Major depression SIG E CAPS (4/8)
Manic episode DIGFAST (3/7)
Schizophrenia Delusions Herald Schizophrenic’s

Bad News (2/5)
Anorexia nervosa Weight Fear Bothers Anorexics

(4/4)
Bulimia nervosa Bulimics Over-Consume Pastries

(4/4)
Substance abuse Tempted With Cognac (3/7)
Alcoholism CAGE (2/4)

259
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General
American Academy of Child and Adolescent Psychiatry
Facts for Families
www.aacap.org

American Academy of Pediatrics
www.aap.org

National Alliance for the Mentally Ill (NAMI)
www.nami.org

Medication
Dulcan MK, Lizarralde C. Helping parents, youth, and teachers
understand medications for behavioral and emotional problems.
A resource book of medication information handouts. 2nd ed.
Washington, DC: American Psychiatric Publishing, 2003.

Wilens TE. Straight talk about psychiatric medications for kids.
New York: Guilford Press, 1999.

Anxiety Disorders
DuPont Spencer E, Dupont R, Dupont C. The anxiety cure for
kids: a guide for parents. Hoboken, NJ: John Wiley & Sons,
2003.

Attention Deficit Hyperactivity Disorder
Barkley RA. Taking charge of ADHD: the complete authoritative
guide for parents. New York: Guilford Press, 1995.
Children and Adults with Attention Deficit Hyperactivity Dis-
order (CHADD). http://www.chadd.org
National Attention Deficit Disorder Association (ADDA).
http://www.add.org

Autism
Autism Society of America. http://www.autism-society.org
Siegel B. Help children with autism learn: a guide to treatment
approaches for parents and teachers. Oxford: Oxford Univer-
sity Press, 2003.

Resources for Parents4
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Appendix 4 / Resources for Parents 261

Eating Disorders
Marcontell D, Michel SG, Willard A. When dieting becomes
dangerous: a guide to understanding and treating anorexia and
bulimia. New Haven: Yale University Press, 2003.

Learning Disabilities
National Center for Learning Disabilities. www.ncld.org

Mood Disorders
Fristad MA, Goldberg Arnold JS. Raising a moody child: how
to cope with depression and bipolar disorder. New York: Guil-
ford Press, 2004.
Miklowitz DJ. The bipolar disorder survival guide: what you
and your family need to know. New York: Guilford Press, 2002.
Papolos DE, Papolos J. The bipolar child: the definitive and
reassuring guide to childhood’s most misunderstood disorder.
New York: Broadway Books, 2002.
The Depression and Bipolar Support Alliance. www.dbsalliance.org
Bipolar Disorders Information Center. http://mhsorce.com/bipolar/

Obsessive Compulsive Disorder
Chansky T. Freeing your child from obsessive-compulsive disor-
der: a powerful, practical program for parents of children and
adolescents. New York: Three Rivers Press, 2001.
Obsessive-Compulsive Foundation. http://www.familymanagement.
com/facts

Substance Abuse
Schaefer D, Espeland P., eds. Choices and consequences: what to do
when a teenager uses drugs/alcohol: a step-by-step system that
really works. New York: New American Library Trade, 1998

Tourette Syndrome
Haerle T, Eisnreich J. Children with Tourette Syndrome: a par-
ent’s guide (special needs collection). Bethesda, MD: Woodbine
House, 2003.
Tourette Syndrome Association. www.tsa-usa.org
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Abelson JF, Kwan KY, O’Roak BJ, et al. Sequence variants in SLITRK1
are associated with Tourette’s Syndrome. Science 2005;October
14:317–320.

Amaya-Jackson L, Reynold V, Murray MC, et al. Cognitive-behavioral
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Benzodiazepines
anxiety disorders and, 124, 126t
characteristics of, 194, 195t
PTSD and, 158t

Best friends, 11
Beta blockers, 157t
Billing, 17–18
Biopsychosocial formulation, 28
Bipolar disorder. See Juvenile onset

bipolar disorder
Birth to Three Early Intervention, 34
Black box warning, 110, 192
Body mass index, 138
Bowlby, John, 8
Brief Psychiatric Rating Scale for

Children, 250t
Bulimia nervosa, 136t. See also

Eating disorders
Bupropion (Wellbutrin)

ADHD and, 65t
characteristics of, 191t
depression and, 112t
Tourette disorder and, 91
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Buspirone (BuSpar)
anxiety disorders and, 126t
characteristics of, 194, 195t

C
Caffeine, 125
Carbamazepine

characteristics of, 193t
PTSD and, 158t

Caregiver Strain Questionnaire, 256t
Caregiver-Teacher Report Form, 250t
CD. See Conduct disorder
Center for Epidemiologic Studies-

Depression Scale for
Children, 252t

Child and Adolescent Functional
Assessment Scale, 255t

Child and Adolescent Suicide
Potential Index, 171, 254t

Child Behavioral Checklist, 250t
Childhood disintegrative disorder.

See also Pervasive
developmental disorders

characteristics of, 49t
PDDs and, 46

Children’s Aggression Scale, 251t
Children’s Depression Inventory, 252t
Children’s Depression Rating

Scale, 252t
Children’s Global Assessment

Scale, 255t
Children’s Manifest Anxiety

Scale, 252t
Children’s Post-Traumatic Stress-

Reaction Index, 253t
Chlorpromazine (Thorazine)

ADHD and, 66t
CD and, 75t
characteristics of, 197t
EOS and, 133t

Chronic motor or vocal tic disorder,
87–88. See also Tourette
disorder

Cisapride, 96t
Citalopram (Celexa)

characteristics of, 190t
depression and, 112t
PDDs and, 56t
PTSD and, 157t

Clinical Global Impressions, 255t
Clomipramine (Anafranil), 112t
Clonazepam (Klonopin)

anxiety disorders and, 126t
characteristics of, 195t
PTSD and, 158t

Clonidine (Catapres)
ADHD and, 66t
anxiety disorders and, 126t
CD and, 76t
characteristics of, 196, 199t
PDDs and, 56t
PTSD and, 157t
Tourette disorder and, 91t

Clozapine (Clozaril)
CD and, 75t
characteristics of, 198t
EOS and, 133t

Cognitive behavioral treatment (CBT)
anxiety disorders and, 126t
depression and, 111t
eating disorders and, 140t
EOS and, 133t
substance use disorders and, 147t
trauma and, 156t

Cognitive development stages, 5t–7t
Cognitive problem-solving skill

training, 75t
Cognitive style, 109
Colic, 9
Columbia Impairment Scale, 255t
Columbia Suicide Screen, 170, 254t
Communication

in infant development, 9–10
substance use disorders and,

147t, 148
Concerta. See Methylphenidate
Concrete operations, 6t, 11
Conduct disorder (CD), 69–78

assessment of, 74t
clinical description of, 70–71
clinical vignette of, 77–78
comorbid disorders and, 72
diagnosis of, 71t
EBPs for, 211t
epidemiology of, 72
essential concepts of, 69b
etiology of, 72
prognosis of, 74, 77
rating scales for, 251t
risk factors for, 73t–74t
symptoms of, 243
treatment of, 74, 75t–76t

Confidentiality, 209
homicidality and, 169
substance use disorders and, 147
suicidality and, 169
treatment and, 181

Conners Rating Scales,
Revised, 251t

Consent, 208–209
Constipation, 95–96

Stubbe_Index_p271-284.qxd  8/11/06  7:07 PM  Page 273



274 Index

Consultations, 229–238
court, 231–232
crisis, 236
custody, 232–233
disaster prevention, 236t–238t
essential concepts of, 229b
framework for, 229–230
general principles of, 229
models of, 231
schools and, 233–234
to systems of care, 235–236
systems-based, 233, 234t–235t,

236t–238t
Conversion symptoms. See

Emergencies
Coprolalia, 88
Countertransference, 207–208
Credentials, 207
Custody consultations, 232–233
Cyclothymic disorder, 115. See also

Juvenile onset bipolar disorder

D
Delirium, 128–129. See also

Emergencies
Dementia, 128–129
Depressive disorders, 106–113

in adolescent development, 13
assessment of, 109, 110t
CD and, 70
clinical description of, 106–107
clinical vignette of, 107–109
EBPs for, 211t
epidemiology of, 108
essential concepts of, 106b
etiology of, 109
psychosis and, 128–129
rating scales for, 252t
resources for parents on, 261
safety contracts and, 109
suicidal behavior and, 110
symptoms of, 107, 242
treatment of, 110, 112–113

acute, 113f
medical, 112t
psychosocial, 111t–112t
safety and, 111t

Desipramine
ADHD and, 66t
PTSD and, 157t

Desmopressin, 98t
Development of language, 10

stages of, 2–4
adolescent, 12–13
infancy, 4, 8–10

phobic disorders and, 121–122
prenatal, 4
preschool, 10–11
school-age, 11–12

strength and resilience in, 3
theorists of, 5t–7t
trauma and, 151–153, 155

development and, 2b
Developmental disorders. See also

Learning disorders; Mental
retardation

of coordination, 45
of language, 51t

Developmental individual difference
relationship model, 54t

Dexedrine. See Dextroamphetamines
Dextroamphetamines

ADHD and, 65t
characteristics of, 187t
PDDs and, 56t

Dextrostat. See Dextroamphetamines
Diagnostic Interview for

Children, 250t
Diazepam (Valium)

characteristics of, 195t
PTSD and, 158t

Diphenhydramine (Benadryl),
196, 199t

Discrete trial training, 54t
Disruptive behavior disorders. See

Attention deficit hyperactivity
disorder; Conduct disorder;
Oppositional defiant disorder

Dissociative disorders, 128–129
Down syndrome, 36
Droperidol, 75t
Dyspraxias, 51t
Dysthymia. See Depressive disorders

E
Early onset schizophrenia (EOS),

128–134
assessment of, 132, 132t
clinical description of, 128–129
clinical vignette of, 131
epidemiology of, 130
essential concepts of, 128b
etiology of, 130–131
PDDs and, 51t
psychosis and, 128–129
rating scales for, 253t
risk factors for, 130–131
symptoms of, 128, 130t, 242
treatment of, 133–134, 133t
types of, 129
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Eating disorders, 135–141. See also
Emergencies

anorexia nervosa and, 136t
assessment of, 138, 138t
body mass index and, 138
bulimia nervosa and, 136t
clinical description of, 135
clinical vignette of, 139
epidemiology of, 136
essential concepts of, 135b
etiology of, 136–137
external control and, 137
patient engagement and, 137
rating scale for, 253t
resources for parents on, 261
risk factors for, 136–137
secretiveness and, 135
substance use and, 139
symptoms of, 243
treatment of, 139–141, 140t–141t

EBPs. See Evidence-based
psychotherapies

Egocentricity, 11
Electroconvulsive therapy, 133t
Elimination disorders, 94–99

clinical description of, 94–95
essential concepts of, 94b
functional encopresis and, 95–97
functional enuresis and, 97–99

Emergencies, 164–171
aggression and, 171
assessment of, 165t–166t, 166,

170–171
clinical description of, 164
confidentiality and, 169
essential concepts of, 164b
policy on, 20
suicidality and, 166–171

assessment of, 170–171
clinical vignette of, 167–169
epidemiology of, 166–167
etiology of, 167
risk factors for, 166–167, 168t
treatment of, 169, 169t–170t

types of, 165t
Emotional abuse. See Abuse and

neglect
Encopresis, 94–97

assessment of, 96–97
clinical description of, 94–95
epidemiology of, 95
essential concepts of, 94b
etiology of, 95–96
treatment of, 96t
types of, 95

Enuresis, 94–95

assessment of, 98–99
clinical description of, 94–95
epidemiology of, 97
essential concepts of, 94b
etiology of, 97–98
treatment of, 98t
types of, 97

EOS. See Early onset schizophrenia
Erikson, Erik, 4, 5t–7t, 10, 13
Escitalopram (Lexapro)

characteristics of, 190t
depression and, 112t
PDDs and, 56t

Evaluations, 14–32
basic principles of

billing and, 17–18
buy-in and, 16
clinical practice boundaries

and, 20
introductions and, 19
negotiation and, 21
school-parent tension and, 16–17
setting the stage and, 17–22
special considerations and, 15

clinical vignettes in, 16–17,
21–22, 32

components of, 22, 23t
assessment instruments and,

27–28
diagnosis and, 29
family assessment and, 24–26
formulation and, 26, 28–29
mental status examination

and, 26
rating scales and, 26–28,

250t–256t
essential concepts of, 14b,

240–241
findings in

family feedback and, 29
lay language and, 30

medical factors in, 24t
purpose of, 16
treatment recommendations and,

30–32
Evidence-based psychotherapies

(EBPs)
definition of, 210
examples of, 211t

Expressed emotion, 131
Expressive language disorder, 45
Extremity movements

AIMS and, 247
SAS and, 248–249

Eyberg Child Behavior Inventory,
251t
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F
Facial and oral movements

AIMS and, 246–247
SAS and, 249

Failure to thrive, 8–9
Families, 212–215

assessment of, 24–26, 213–214
depression and, 111t
feedback and, 29
identified patients and, 212–213
PDDs and, 55t
rating scales for, 26, 256t
therapy for, 214–215

Family Adaptability Cohesion
Evaluation Scale, 26, 256t

Family Assessment Devise, 26, 256t
Family Assessment Measure, 256t
Family Environment Scale, 26, 256t
Fantasy thinking, 11
FAPE. See Free appropriate education
FDA. See Food and Drug

Administration
Feeding and eating disorders,

100–103
clinical description of, 100–101
essential concepts of, 100b
feeding disorder of infancy or

early childhood and, 100b,
102t, 103

pica and, 101
rumination disorder, 102t, 103

Feeding disorder of infancy or early
childhood

characteristics of, 102t
clinical description of, 103
essential concepts of, 100b

Fitzgerald, F. Scott, 142
Fluoxetine (Prozac)

characteristics of, 190t
depression and, 112t
FDA approval of, 189, 192
PDDs and, 56t
PTSD and, 157t

Fluvoxamine (Luvox)
characteristics of, 191t
depression and, 112t
PDDs and, 56t

Focalin. See Methylphenidate
Food and Drug Administration (FDA)

“black box” warning and, 192
fluoxetine approval by, 189, 192
lithium approval by, 192
off-label medications and, 184

Formal operations, 7t, 13
Four Ps, 28–29
Franklin, Benjamin, 120

Free appropriate education (FAPE),
220–221

Freud, Sigmund, 4, 5t–7t, 10–11, 13
Functional impairment rating

scales, 255t

G
Gabapentin, 126t
Gait, 248
Gateway drugs, 145. See also

Substance use disorders
Generalized anxiety disorder, 121.

See also Anxiety disorders
Genetic code, 4
Genital phase, 7t, 13
Genograms, 25
Glabella tap, 249
Goodness of fit, 8
Group therapy

ADHD and, 65t
substance use disorders and, 147t
trauma and, 156t

Guanfacine (Tenex)
ADHD and, 66t
anxiety disorders and, 126t
CD and, 76t
characteristics of, 196, 199t
PDDs and, 56t
PTSD and, 157t
Tourette disorder and, 91t

H
Habit reversal training, 91t
Haloperidol (Haldol)

ADHD and, 66t
CD and, 75t
characteristics of, 197t
EOS and, 133t
PDDs and, 55t
PTSD and, 158t
Tourette disorder and, 91t

Havens, Lester, 14
Health Insurance Portability and

Accountability Act, 19
Hoffer, Eric, 159
Homicidality, 169
Hydroxyzine, 196, 199t
Hyperphagia, 36

I
IDEA. See Individuals with

Disabilities Education Act
Identity formation, 13
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Identity vs. role confusion, 7t, 13
Imaginary friends, 11
Imipramine (Tofranil)

ADHD and, 66t
characteristics of, 190t
PTSD and, 157t

Incontinence, 95
Individuals with Disabilities

Education Act (IDEA)
characteristics of, 217,

218t–219t, 220
learning disorders and, 42
PDDs and, 50

Industry vs. inferiority, 6t, 11
Infant development, 4, 8–10

clinical vignette of, 8–9
communication in, 9–10
pruning in, 8
risk factors in, 10
sensorimotor stage of, 9
temperament in, 8
theoretical models of, 4, 8

Information processing, 13
Initiative vs. guilt, 6t, 10
Intelligence tests, 257t
Interpersonal therapy, 111t
Intimacy, 13
Ishiguro, Kazuo, 149

J
James, William, 200
Jesness Inventory Revised, 257t
Juvenile court consultations, 231–232
Juvenile onset bipolar disorder,

114–119. See also Mania
assessment of, 118t
clinical description of, 114–115
clinical vignette of, 117
comorbidities with, 114
essential concepts of, 114b
etiology of, 117–118
manic episodes in, 115
mood lability in, 116
prevalence of, 114
prognosis of, 119
suicide and, 118
treatment of, 118–119, 119t

K
Kanner, Leo, 47
Kaufman Assessment Battery for

Children, 39, 257t
Kaufman Test of Educational

Achievement, 257t

L
Lability, 116
Language development, 10
Latency stage, 6t, 11
Laxatives, 96t
Learning disorders, 41–45

basic principles of, 41–42
characteristics of, 43t
clinical course of, 44t
clinical vignette of, 45
developmental skills disorders

and, 45
diagnostic criterion of, 42
differential diagnosis of, 44t
epidemiology of, 42, 43t
essential concepts of, 41b
etiology of, 43t
resources for parents on, 261
treatment of, 44t

Leiter International Performance
Scale, 39, 257t

Lithium
CD and, 75t
characteristics of, 193t
EOS and, 133t
FDA approval of, 192
PDDs and, 56t

Lorazepam (Ativan)
anxiety disorders and, 126t
characteristics of, 195t
PTSD and, 158t

M
Major depression. See Depressive

disorders
Mandated reporting

of abuse and neglect,
154–155, 175

of homicidality, 169
psychiatrist’s role and, vii

Mania. See also Emergencies
definition of, 114–115
diagnosis of, 115
psychosis and, 128–129
rating scale for, 251t
symptoms of, 242

Marijuana, 145. See also Substance
use disorders

Mathematics disorder, 43t–44t. See
also Learning disorders

Mecamylamine, 91t
Medication appointment form,

244–245
Medication resources, 260
Melatonin, 56t
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Memory tests, 258t
Mental retardation, 34–40

assessment of, 39
basic principles of, 35
clinical vignette of, 37–38
comorbid mental disorders and,

35–36
diagnostic criterion of, 35
epidemiology of, 35
essential concepts of, 34b
etiology of, 36t
medications and, 37
PDDs and, 47, 51t
quality of life and, 37
severity of, 36t
treatment of, 39–40
variability of, 35

Metacognitive capacity, 13
Metadate. See Methylphenidate
Methylphenidate

ADHD and, 65t
CD and, 75t
characteristics of,

187t–188t
PDDs and, 56t

Metoprolol, 76t
Million Adolescent Clinical

Inventory, 257t
Minnesota Multiphasic Personality

Inventory, 257t
Mirtazepine (Remeron)

characteristics of, 191t
depression and, 112t

Mixed receptive-expressive language
disorder, 45

MMR. See Mumps, measles,
and rubella

Mnemonics, 259
Modafinil (Provigil), 66t
Molindone, 133t
Monoamine oxidase inhibitors, 66t.

See also Antidepressants
Montessori, Maria, 2
Mood and Feelings Questionnaire,

252t
Mood lability, 116
Mood stabilizers

CD and, 75t
characteristics of, 192, 193t
EOS and, 133t
PTSD and, 158t

Motivation, 70–71
Multidimensional Anxiety Scale for

Children, 252t
Mumps, measles, and rubella

(MMR), 53–54

N
Nadolol, 76t
Naltrexone, 56t
Nefazadone (Serzone)

characteristics of, 191t
depression and, 112t
PTSD and, 157t

Neglect. See Abuse and neglect
Neuroleptics, 91t
Neuropsychological tests, 257t
Nicotine receptor antagonists, 91t
Nisonger Child Behavior Rating

Form, 251t
Nortriptyline (Pamelor)

ADHD and, 66t
characteristics of, 190t

O
Object permanence, 9
Obsessive-compulsive disorder

(OCD)
characteristics of, 122–123
EBPs for, 211t
mental retardation and, 36
PANDAS and, 122–123
psychosis and, 128–129
rating scale for, 253t
resources for parents on, 261
symptoms of, 243
tic disorders and, 122

OCD. See Obsessive-compulsive
disorder

Olanzapine (Zyprexa)
ADHD and, 66t
characteristics of, 197t
eating disorders and, 140t
EOS and, 133t
PDDs and, 55t
PTSD and, 158t

Oppositional defiant disorder, 69.
See also Conduct disorder

rating scales for, 251t
symptoms of, 243

Optimal stimulation, 8
Oral stage, 4, 5t
Orgasm, 13
Overt Aggression Scale, 171, 251t
Oxcarbazepine

anxiety disorders and, 126t
PTSD and, 158t

P
Palahniuk, Chuck, 106
PANDAS. See Pediatric autoimmune

Stubbe_Index_p271-284.qxd  8/11/06  7:07 PM  Page 278



Index 279

neuropsychiatric disorders
associated with streptococcal
infections

Parent behavioral management training
ADHD and, 65t
CD and, 75t
PDDs and, 55t

Parenting Satisfaction Scale, 256t
Parenting Stress Index, 256t
Paroxetine (Paxil)

characteristics of, 191t
depression and, 112t

PDDs. See Pervasive developmental
disorders

Pediatric autoimmune
neuropsychiatric disorders
associated with streptococcal
infections (PANDAS),
122–123

Pemoline (Cylert)
ADHD and, 66t
characteristics of, 187t

Perpetuating factors, 28–29
Personal Experience Screening

Questionnaire, 253t
Personality disorders

EBPs for, 211t
psychosis and, 128–129

Personality Inventory for Youth, 257t
Personality self-report tests, 257t
Pervasive developmental disorder,

not otherwise specified. See
also Pervasive developmental
disorders

characteristics of, 49t
PDDs and, 46

Pervasive developmental disorders
(PDDs), 46–56

basic principles of, 47
characteristics of, 48t–49t
clinical vignette of, 53
comorbid mental disorders and,

47, 50
diagnostic criterion of, 47
differential diagnosis for, 51t
epidemiology of, 47
etiology of, 51t
evaluation for, 52t
list of, 46
mental retardation and, 47
MMR and, 52–53
psychosis and, 128–129
rating scales for, 253t
resources for parents on, 260
treatment of, 50, 52

educational, 54t

psychopharmacological,
55t–56t

psychosocial, 55t
Phallic-Oedipal phase, 6t, 10
Pharmacotherapy. See

Psychopharmacology
Phenelzine, 66t
Philosophy, 13
Phobic disorders. See also Anxiety

disorders
characteristics of, 121
developmental stages and,

121–122
rating scales for, 252t
symptoms of, 243

Phonological disorder, 45
Physical abuse. See Abuse and neglect
Piaget, Jean, 4, 5t–7t, 9, 10, 11, 13
Pica

clinical description of, 101
essential concepts of, 100b

Pimozide, 91t
Pindolol, 76t
Positive and Negative Syndrome

Scale for Schizophrenia, 253t
Posttraumatic stress disorder

(PTSD), 149–158
adjustment disorders and, 160
assessment of, 153, 153t
clinical description of, 149–150
criteria for, 150t
development and, 151–153, 155
epidemiology of, 152
essential concepts of, 149b
etiology of, 152–153
psychosis and, 128–129
risk factors for, 152–153
symptoms of, 243
treatment of, 155

essentials of, 156t
medications for, 157t–158t

Practical Guide series, viii–ix
Precipitating factors, 28–29
Predisposing factors, 28–29
Prenatal development, 4
Preoperational phase, 6t, 10
Preschool development, 10–11
Projective tests, 257t
Propranolol

CD and, 76t
PTSD and, 157t

Protective factors, 28–29
Pruning, 8
Psychiatric emergencies. See

Emergencies
Psychoanalytic drive theory, 5t–7t
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Psychodynamic psychotherapy, 111t
Psychoeducational interventions,

216–228
children and

anxiety disorders and, 126t
eating disorders and, 140t
EOS and, 133t
substance use disorders and, 147t
trauma and, 156t

clinical vignette of, 224–227
essential concepts of, 216b
FAPE and, 220–221
general principles of, 216–217
IDEA vs. Section 504 and,

218t–219t
legal and ethical aspects of, 222
parents and

ADHD and, 65t
anxiety disorders and, 126t
eating disorders and, 140t
EOS and, 133t
substance use disorders and, 147t
Tourette disorder and, 91t
trauma and, 156t

schools and
evaluation reports in, 223–224
evaluations in, 221–223
working in, 217, 220

special education services and,
220–221

terminology of, 221
Psychopharmacology, 183–199

evaluation for, 184, 185t
FDA approval of, 184
general principles of, 183–184
medications in

antianxiety, 192, 194, 195t
antidepressant, 189,

190t–191t, 192
antipsychotic, 194, 196,

197t–198t
mood stabilizing, 192, 193t
other, 196, 199t
stimulant, 186, 187t–188t

treatment essentials for, 184,
185t–186t

Psychosexual development
stages, 5t–7t

Psychosocial development
stages, 5t–7t

Psychosocial interventions, 200–215
clinical vignette of, 209–210
confidentiality and, 209
consent and, 208–209
countertransference and, 208
credentials and, 207

essential concepts of, 200b
families and

assessment of, 213–214
identified patients and,

212–213
therapy for, 214–215

general principles of, 200–201
therapeutic process in, 201,

205t–206t, 207
types of, 202t–204t

Psychotic disorders, 128–129. See
also Early onset
schizophrenia; Emergencies

PTSD. See Posttraumatic stress
disorder

Puberty, 12
Public health, 60
Purpose, 13

Q
Quetiapine (Seroquel)

ADHD and, 66t
characteristics of, 198t
EOS and, 133t
PDDs and, 55t
PTSD and, 158t

R
Rating scales, 26–28, 250t–256t. See

also Tests
AIMS and, 246–247
broadband, 250t
for externalizing disorders, 251t
for family functioning, 26, 256t
for functional impairment, 255t
for internalizing disorders, 252t
for other disorders, 253t–254t
in psychiatric evaluations, 26–28
SAS and, 248–249

Reactive attachment disorder. See also
Posttraumatic stress disorder

clinical description of, 149–150
clinical vignette of, 151
PDDs and, 51t

Reading disorder, 43t–44t. See also
Learning disorders

Reasoning, 10
Reasons for Living Inventory for

Adolescents, 171, 254t
Rehabilitation Act of 1973. See

Section 504
Release of Information forms, 19
Religion, 13
Resilience, 13
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Resources for Parents, 260–261
Rett disorder. See also Pervasive

developmental disorders
characteristics of, 49t
PDDs and, 46

Rey-Osterrieth Complex Figure
Test, 258t

Risperidone (Risperdal)
ADHD and, 66t
CD and, 75t
characteristics of, 197t
eating disorders and, 140t
EOS and, 133t
PDDs and, 55t
PTSD and, 158t
Tourette disorder and, 91t

Ritalin. See Methylphenidate
Role identification, 10
Rorschach Test, 257t
Rumination disorder

characteristics of, 102t
clinical description of, 103
essential concepts of, 100b

S
A Safe Place (Havens), 14
Safety contracts, 109
Salivation, 249
Santayana, George, 128
Schemas, 9
Schizophrenia. See Early onset

schizophrenia
Schizophrenia Affective Disorders

scale, 250t
School refusal, 82. See also

Emergencies
School-related interventions

ADHD and, 65t
consultations and, 233–234
EOS and, 133t
Tourette disorder and, 91t
trauma and, 156t

Screen for Child Anxiety and Related
Emotional Disorders, 252t

Section 504, 217, 218t–219t, 220
Secure attachment, 8
Selective mutism, 83–86

assessment of, 84–85
clinical description of, 83
clinical vignette of, 85–86
epidemiology of, 83–84
essential concepts of, 83b
etiology of, 84
PDDs and, 51t
therapy for, 85

Selective serotonin reuptake
inhibitors (SSRIs). See also
Antidepressants

anxiety disorders and, 126t
characteristics of, 190t–191t
depression and, 112t
eating disorders and, 140t
PDDs and, 56t
PTSD and, 157t

Selegine, 66t
Self-reliance, 12
Seneca, Lucius Annaeus, 183
Sensorimotor phase, 5t, 9
Separation anxiety disorder, 79–82

assessment of, 81
clinical description of, 79–81
development and, 12
diagnosis of, 80t
epidemiology of, 81
essential concepts of, 79b
etiology of, 81
treatment of, 81–82

Sertraline (Zoloft)
characteristics of, 191t
depression and, 112t
PDDs and, 56t
PTSD and, 157t

Sexual abuse. See Abuse and neglect
Sexual drive, 11
Sexual maturity, 12
Simpson-Angus Scale (SAS),

248–249
Social Phobia Anxiety Inventory

for Children, 252t
Social smiles, 9
Social stories, 54t
SSRIs. See Selective serotonin

reuptake inhibitors
Stanford Binet Intelligence Scale,

39, 257t
Stimulants

ADHD and, 63–64
CD and, 75t
characteristics of, 186, 187t–188t
PDDs and, 56t
safety of, 63
Tourette disorder and, 91

Stool softeners, 96t
Stranger anxiety, 10
Stress

abuse and neglect and, 177
psychosis and, 128–129

Stuttering and communication
disorder, 45

Substance Abuse Subtle Screening
Inventory, 253t
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Substance use disorders, 142–148.
See also Emergencies

abuse criteria and, 143t
ADHD and, 148t
assessment of, 145–146, 146t
clinical description of, 142
clinical vignette of, 145–146
comorbidities of, 148t
confidentiality and, 147
dependence criteria and, 143t
EBPs for, 211t
education and, 144
epidemiology of, 144
essential concepts of, 142b
etiology of, 144
rating scales for, 253t
resources for parents on, 261
risk factors for, 144, 145t
treatment of, 147, 147t–148t

Suicidality, 166–171. See also
Emergencies

adolescent development and, 13
antidepressants and, 110, 112
asking about, 107
assessment of, 170–171
bipolar disorder and, 118
CD and, 70
clinical vignette of, 167–169
confidentiality and, 169
epidemiology of, 166–167
etiology of, 167
interventions and, 110
rating scales for, 254t
risk factors for, 166, 167, 168t
safety contracts and, 109
treatment of, 169, 169t–170t

Supportive psychotherapy
depression and, 111t
EOS and, 133t
Tourette disorder and, 91t
trauma and, 156t

Survivor guilt, 154
Sutter-Eyberg Student Behavior

Inventory, 251t
Swanson, Nolan, Pelham IV

for ADHD, 251t
broadband use of, 250t

Symptom Onset in Schizophrenia, 253t
Symptoms review, 242–243

T
Talking pets, 11
Tardive dyskinesia, 246–247
Teacher Report Form, 250t
Temperament, 8

Test of Nonverbal Intelligence, 39, 257t
Tests. See also Rating scales

for aggression, 171
for behavior, 77–78
culture, ethnicity, and language

and, 38
of intelligence, 257t
for learning disorders, 39, 42
other, 257t–258t
of personality, 257t

Thematic Appreciation Test, 257t
Thioridazine

ADHD and, 66t
PDDs and, 55t

Thiothixene, 133t
Tic disorders, 87–88. See also

Tourette disorder
AIMS and, 246–247
essential concepts of, 87b
OCD and, 122
PDDs and, 50
rating scale for, 253t

Topiramate, 126t
Tourette disorder, 87–93

ADHD and, 91–93
assessment of, 89, 90t
case vignette of, 92–93
comorbidities with, 89–90
differential diagnosis of, 89–90
epidemiology of, 88
essential concepts of, 87b
etiology of, 89
resources for parents on, 261
treatment of, 90–92, 91t

Transient tic disorder, 87–88. See
also Tourette disorder

Tranylcypromine, 66t
Trauma. See also Posttraumatic

stress disorder; Reactive
attachment disorder

assessment of, 153, 153t
clinical vignette of, 154
development and, 151–153, 155
epidemiology of, 152
rating scales for, 253t

Trauma Symptom Checklist for
Children, 253t

Trazodone (Desyrel), 112t
Treatment planning, 180–182

confidentiality and, 181
essential concepts of, 180b
postevaluation feedback and, 181
setting the stage in, 182t

Tremor, 249
Tricyclic antidepressants (TCAs).

See also Antidepressants
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ADHD and, 66t
anxiety disorders and, 126t
characteristics of, 190t
enuresis and, 98t
PTSD and, 157t
Tourette disorder and, 92

Trifluoperazine, 133t
Trunk movements, 247
Trust vs. mistrust, 5t, 8

V
Valproate

characteristics of, 193t
PTSD and, 158t

Valproic acid, 193t
Venlafaxine (Effexor)

ADHD and, 65t
characteristics of, 191t
depression and, 112t

Verbal apraxia, 51t
Videogames, 59
Vineland Adaptive Behavioral Scale,

39, 255t

W
Wechsler Abbreviated Scale of

Intelligence, 257t
Wechsler Individual Achievement

Test, 42, 257t

Wechsler Intelligence Scale
for Children, 257t

learning disorders and, 42
mental retardation and, 39

Wechsler Preschool and Primary
Scale of Intelligence, 257t

Wide Range Achievement
Test, 257t

Wide Range Assessment of Memory
and Learning, 257t

Wisconsin Card Sorting Test, 258t
Written language disorder, 43t–44t.

See also Learning disorders

Y
Yale Global Tic Severity Scale, 253t
Yale-Brown Obsessive Compulsive

Scale, 253t
Yeats, W. B., 216
Young Mania Rating Scale, 251t
Youth Self-report, 250t

Z
Ziprasidone (Geodon)

ADHD and, 66t
characteristics of, 198t
PDDs and, 55t
PTSD and, 158t
Tourette disorder and, 91t
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