Psychiatry—Attention Deficit, Disruptive Behaviors, Autistic Disorders
Attention Deficit and Hyperactive Disorder


ADHD affects all those involved with the patient’s life.  There are three subcategories: 1) Inattentive type 2) Hyperactivity-impulsive type 3) combined type.  Be sure to r/o any type of learning disorder.  At home, these patients constantly need attention.  Patients become very angry if they are neglected.
Diagnosis – DSM-IV

1) Onset prior to age 7

2) Behavior is not consistent with age development

3) Six symptoms involving inattention, hyperactivity/impulsive behavior.  Must occur in 2 settings

Inattention

1) Not listening – trouble following directions

2) Not concentrating

3) Not paying attention to details because they cant concentrate

4) Easily distracted – academic performance is impaired

5) Forgetful

Hyperactivity/Impulsivity

1) Interrupting – speaking out of turn

2) Fidgeting

3) Leaving seat

4) Talking excessively
Epidemiology

1) About 3-5% of school-aged children have this

2) 3-5x more common in boys

3) Can exist with mood disorders, personality disorders, and conduct disorders

4) Most cases remit in adolescence but 20% go on to adulthood
Etiology

1) Genetic – higher incidence in twins

2) NTs – noradrenergic dysfunction, abnormal EEG
3) Neurophysiological

4) Psychological factors – long for attention
Management

Pharmacotherapy

1) CNS stimulants – methylphenidate (Ritalin) has a DOA of 3-5 hours and has a calming/focusing effect; Dextroamphetamine (Dexedrine) and pemoline (Cylert)

2) SSRI/TCA – help impulsive behaviors
3) Antipsychotics 
Psychotherapy

1) Group therapy

2) Family counseling
DISRUPTIVE BEHAVIORAL DISORDERS

Conduct Disorder


Conduct disorder is characterized by a violation of social norms and rules.  Presents with at least 3 of the following within the past year: aggression toward people/animals, destruction of property, deceitfulness/theft, and violation of rules
Epidemiology

1) Much higher in boys 

2) Usually begins by age 14

3) 40% risk of developing antisocial personality disorder

4) Associated with increased ADHD and learning disorders, mood disorders, and substance abuse
Etiology

1) Genetic and psychosocial factors

Management

1) Firm rules

2) Psychotherapy – behavior modification, problem solving skills

3) Pharmacotherapy – antipsychotics/Lithium, SSRIs help with impulsivity, irritability and mood swing; and Clonidine (A2 agonists) might decrease aggressive behaviors
Oppositional Defiant Disorder


Oppositional defiant disorder is a less severe form of conduct disorder characterized by disobedience towards authority figures.  Patients have normal intelligence but perform poorly in school.  Children rebel against authority to establish autonomy.  There is no serious violation of social norms
Clinical Manifestations – 6+ months of negative, hostile, and defiant behavior with at least four
1) Frequent loss of temper

2) Arguments with adults

3) Defying adult rules

4) Annoying people

5) Easily annoyed

6) Anger/resentment

7) Spiteful

8) Blaming others for mistakes
9) Impairment in social, occupational, or academic functioning
Epidemiology

1) 16-22% in children >6 years.  

2) Usually has begun by age 8

3) Before puberty it is found more in girls; after puberty it is found more in boys

4) Associated with substance abuse, mood disorders, and ADHD

5) Remits in 20% of children, may progress to conduct
Management

1) Individual psychotherapy – behavior modification with positive reinforcement

2) Parenting skills training
Mental Retardation


Mental retardation is significantly below average intellectual or general functioning for chronological age.  IQ 70 or less by Stanford-Binet (<2) or WISC-III (Wechsler Intelligence Scale for Children – used for school age children).  The average is 100.  Deficits in adaptive skills appropriate for the age group.  Onset is prior to age 18.  
Epidemiology

1) 1% of population

2) 85% are mild cases

3) Affects males 2x more 
Etiology

1) Genetic – Down’s syndrome; Fragile X syndrome is a mutation of the X chromosome

2) Prematurity
3) Hypothyroidism, malnutrition
4) Prenatal infection and toxins (TORCH infections) – can lead to hearing loss, mental retardation, or seizures while being infected in utero.  
Clinical Manifestations

1) Failure to meet intellectual developmental markers

2) Persistence of infantile behavior – low frustration tolerance, hyperactivity, aggression, self-interest behavior, injuries, and mood instability

3) Decreased learning ability

4) Lack of curiosity

5) Inability to meet educational demands of school
Diagnosis

1) IQ less than 2 standard deviations below the mean

2) Denver Developmental Screening
Types

1) Profound – IQ less than 25.  No language, motor impairment.  Need constant care

2) Severe – IQ 25-40.  Speech and motor ability is poor.  May be able to care for themselves (little things).  Need an institutional setting

3) Moderate – IQ 40-50.  Trainable with simple tasks. Communication is inadequate.  Have social isolation.  Need supervision while performing activities

4) Mild – IQ 50-70.  Succeeds in special education.  Social and occupational qualities are mildly impaired
Management

1) Develop potential of person to the fullest

2) Special education and training

3) Treat coexisting disorder

Complications

1) Social isolation

2) Unable to care for self

3) Unable to interact with others
Learning Disorders


Learning disorders are the most common cognitive disorders.  DSM-IV defines learning disability as individual achievement that is substantially below that expected.  Problem with reading, known as dyslexia, where the words are reversed.  Not due to sensory deficits, poor teaching, and cultural factors.  Due to abnormal attention, memory, or visual perception.
Epidemiology

Reading Disorder

1) 4% of school age children

2) Boys  4x greater than girls
Math Disorder

1) 5% of school age children 

2) More common in girls
Written Expression

1) 10% of school age children

2) Male to female unknown
Etiology

1) Genetic

2) Abnormal development

3) Perinatal injury

4) Neurological/medical conditions

Treatment

1) Remedial education

PERVASIVE DEVELOPMENTAL DISORDERS


Pervasive developmental disorders are problems with social skills, language, and behaviors.  Impairment is noticeable at early age of life
Autistic Disorder


Autistic disorder is usually apparent by age 3.  Children have abnormal eye contact usually.  On autopsy, the brain is usually heavier, the limbic has excess cells that are small, Purkinje cells in cerebellum are immature and there is widespread dysfunction in cortical or subcortical levels of the brain.  Six of the following must be present.

Impaired social Interaction (2)

1) Impairment in nonverbal communication – facial expression, gestures are inappropriate

2) Failure to develop peer relations – no social connection or interest in their surroundings

3) Lack of social/emotional reciprocity
Delayed Communication Skills (1)

1) Lack of or delayed speech

2) Repetitive use of language

3) Lack of varied, spontaneous play
Repetitive Patterns of Behavior (1)

1) Inflexible rituals and routines – hand flapping, twisting, and rocking
2) Preoccupation with parts of objects

3) No imaginative play, no creativity
Epidemiology

1) 0.02-0.05% children less than 12

2) Boys 5x higher than girls

3) Genetic

4) Co-morbid fragile X syndrome, mental retardation, seizures

5) Presents at early age (<3) with delayed developmental milestones

6) 70% are also mentally retarded
Etiology

1) Prenatal neurological insults

2) Genetic

3) Immunological and biological factors
Management

1) Remedial education

2) Behavioral therapy

3) Neuroleptics – control aggression, hyperactivity, and mood swings

4) Haloperidol/Risperidone – treat aggressive tendencies and self-mutilating behaviors
5) SSRI – control repetitive behaviors
Asperger’s Disorders


Asperger’s disorder is a mild form of autism.
Epidemiology

1) B>G

Etiology

1) Unknown

2) Genetic

3) Infectious

4) Perinatal
Clinical Manifestations

1) Obsessive interest in a single object or topic

2) Can have high level of vocabulary and formal speech

3) Repetitive routines and rituals
4) Inability to interact with peers
5) Problems with nonverbal communication
6) Clumsy motor movements
Managements

1) Supportive

2) Social skills training, behavioral modification – give predictive schedule and reinforce positive behavior

3) SSRIs for repetitive behavior and impulsiveness

Complications

1) High suicide risk

Rett’s Disorder


Rett’s disorder is failure of the infant normally with normal prenatal and perinatal development.  Decreasing head circumference from 5-48 months
Clinical Manifestations

1) For first 6m-5 years of life, development is normal

2) Then increased head growth

3) Then rapid deterioration (1-4y)

4) Ataxia – severe or profound mental retardation/epilepsy

5) Eventually stop walking
Epidemiology

1) 5-48 months

2) Seen in girls only

Etiology

1) Genetic mutation – gene that produces a protein that suppresses brain development
Criteria for Diagnosis
1) Normal development before 6m

2) Normal-sized head at birth – slow head growth

3) Severe impairment in the usage of language

4) Repetitive hand movements with hand washing, hand wringing, or hand clapping

5) Ataxia
Management

1) Supportive for muscle rigidity

2) Constant care
Tourette’s Disorder


Tourette’s disorder is characterized by multiple daily motor and vocal tics prior to age 18.  Motor tics involve the face and head and can progress to extremities.  Vocal tics include barking/grunting.  Coprolalia is shouting of obscene words at inappropriate words.  Echolalia is the repeating of words
DSM-IV Criteria

1) Multiple motor/vocal tics – almost every day for at least one year

2) Almost every day for one year

3) Onset prior to age 18

4) Impaired social/occupational functioning
Epidemiology

1) 0.05%  of children

2) 3x more common in boys

3) 7-8 years of age

4) Comorbid OCD and ADHD
Etiology

1) Genetic

2) Neurochemical – impaired regulation of dopamine in caudate nucleus

Management

1) Haloperidol

2) Supportive
School Avoidance


School avoidance is the most common emotional problem encountered in pediatric primary care.  Child complains of somatic complaints.

Separation Anxiety Disorder
Epidemiology

1) 4% of school aged children

2) Onset is 7 or before
Etiology

1) Genetic/environmental stressors

2) Maternal anxiety and overprotective parents increase the risk
Clinical Manifestations

1) Excessive anxiety over leaving parents or other major attachment – refuse to go to school or sleep alone, distressed on leaving parents, worried about events that might lead to separation, and symptoms present for at least 4 weeks

2) Most children recover in one year
Management

1) Family therapy

2) Supportive psychotherapy

3) SSRI

4) BDZ

Complications

1) Increased risk for developing panic disorder

