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{ Intl'oductlon of the Column] The Journal presents the Column of Case Studree of Mental Health in Gener&l Pmetlce
mvers:ty of Melhourne The Column 8 purpose is to respond to the mereasmg needs of mental health servtces in Chma Thlough. . . .‘~.,
study and analysts of mental health cases, we hope to 1mprove understandmg of mental lllneasee lI'l Chmeae primdry health set- B
tmgs, and lo bmld capactty amongst commumty health profeasmnals in managmg mental lllnesses m general practice. Pauent -
centred whole - person approach in general practice is the best way to maintain alnd improve the physlcal and ;mental, health of resr-' iy
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to the Cnlumn Y Profeasor Blashki , Professor Judd and Professor Piterman are authors of General Practice Psyohtatry The Journal' ‘
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tal health in prlmary health care will 1each new helghts under th1s mtematmnal cooperauon h "
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[ Key words] . Attention deficit hyperactivity disorder; Childhood; Mental health; General.practice
1 . : 5 E . :

Compared to adults, children, particularly boys, are often relatively inattentive, impulsive and busy (hyperactive) . If these

. S e behaviours are much more.excessive and pervasive than expected in

; a child of the same developmentsl ‘age, - and cause impairment in
_ Affilistion; Monash Unwerstty i Vlctona 3806 Austraha (Bruce
Tonge, Leon Prterman ~ Hui Yang) Umversrty of Melhourne, ) Vtctona

3010, Austraha (Flonn Judd Gramt B]ashkr) .

the child’s social life and leaining,  then the child has the neurode--
velopmental condition of Attention Deficit Hyperactivity Disorder
(ADHD) 'L Prevalence éstimates vary because of differing didgnos-’
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tic ¢riteria and cultural and social factors from. ahout 1. 5% -of 6 —
12 year olds in Europe, to 5% in the USA™!, In Chijna, estimates
vary widely from 1% - 14% ' and about 6% in Hong Kongm

There are on]y several hundred spec1allst clinicians available in ma-
mland China with expemse in ADHD therefore the condttlon is
greatly underdlagnosed and undertreated usually w1th herbal reme-
dies, Under diagnosis m1ght ‘also be influenced by the stlgma associ-

[2]

ated “with mental 1llness in chlldren . ADHD s twide as common in

boys. : _

The General Practitioner plays a central role in assessment and
manégemerit because they unHerstand thie family, social and cultur-
al énvirenment 'of 'the child. The GP'can assess whether the behav-
iour is developmentally excessive, and if services ate available,
refer on for assessment''to. a" specialist paédiatrician -or- psychia-
trist. The GP'can then-follow up and monitor treatment and link the
family into local support services and liaise with the schoot'?’, .
1. History. . C o TR

Anthony L is; the 8 year. old son of Chmese parents. currently
living in Australia for business and study reasons. Anthony attends a
locgl primary school, In class he .cannot sit still, imerrupts the
toacher, runs out of the room, keeps touching other. children on
the head ancl is unable to complete any schoolwork. He ig friendly
but cannot persist in_games, He has dlfﬁculty writing and readlng e-
ven though he Speaks Engllsh well. At home he is constantly mov-
ing, He is unable to foous on a gaine, sit still to eat a meal, or
watch the; TV..He cannot complete ‘tasks . such- as .dressing: him-
self, He has d1£flcu1ty sottling to sleep but is then up early and does

not stop all day. He interrupts the conversatlon of his parents and

visitors. His parents’ Jove him bt are upset and stressed by his con-
stant demandmg behaviour and schuol failure. Recently e has been

refusing to get ready for 'school, complamlng of stomach pams and
is distressed when’ hrs parents take him’ to school but he does ssttle
quickly after they leave hlm On questlomng regardmg Anthony 8
family history” it was dlscovered that a patemal uncle and young a-

dult male cousin have a htstory of leammg d1fflcult1es, 1mpuls1ve'

antisocial hehavmur and unstable employment
2 Developmental hjstory o

The pregnancy was formal although Anthony s mother smnked
cigareties heavily, a habit she has now ceased. Delwery was at full

term but labour was precipitous (1.5 hours) . Anthony was bom

blue requiring suction and oxygen with: Apgar'scuré of 2 at one mi-

nute and 6 at five minutes. Anthony has remained relatively small for
his weight and height (5th percentile) . He was an iritable and
restless baby who had difficulty settling to breast feeding and slept
poorly. He walked at 12 months but was delayed in the development
of his fine motor skills and handedness. He still does not have a
clear hand preference. A developmental assessment revealed a scat-
ter of abilities in the low normal range but with delay in short terri
auditory memory and fine motor skills,

3. Examinatton -~ .° - o oo

- Thraughout the. consultation, Anthony was on the move from

one toy to another without completing an activity such as assembling.

a-toy -train track. He' often interrupted. his parents. with irrelevant
comments but was friendly and made.good eye contact. When asked
to draw a peraon he was easily distracted for example by a faint

]PChmese Generall’rchc

C

noise outside the room. He needed prompting to complete the draw-

ing which lacked detail and was immature for a child his age: When
asked to draw & person, he used a clumsy pencll grasp. When asked
to write his name ‘and a slmple sentence, the letters were uneven in
size and spacing wnth some omission and the spelling was incorrect.
On physlcal examination h]s vital 31gns were normal, including
abdotdinél and neurbloglcal ‘examination, - which were' both unre-
markable, '
4, Questlons Lot it
- Question 1 ¢ What is the most llke]y psychologlcal dlagnosxs‘?,
4. 2 Question 2, What are the associated psychological or neuro-
developmental problems and differential diagnoses. to consider? '
4.3 Question 3:What further assessment and. 1nvest1gat10ns should
be consldered‘?
4.4 Question 4 What causes ADHD?-
4.5 Question 5: What non — pharmaeological intervention should
be considered? :
4,6 Question 6. What medical management would be the appro-
priate. for Anthony?
5  Answers
5.1 . Answer 1; What is. the most likely psychologlcal dtagnosm'?
The likely d1agn031s is Hyperkmetlc Disorder ( ICD - 10) or
ADHD (DSM - IV) of the combined inattentive hyperactwe
type[l =31 He has developmentally excessive: inattention, hyper-
aclivity, impulsiveness and disorganisation,
- These symptoms severely interfere with his school work, social
interactions, play and family life, The symptoms commenced before
the age of seven, have pers1sted for more than six munths “and are

pervasive { oconr in more than one sefting) .

5.2 'Answer2: What are the associated psychuioglcal or neurode-

'velopmental problems and differential dnagnoses to consider?

“which can be diagnosed according to the ICD - 10 are;

Ch]ldren with ADHD often have a range of other assucmted cognilive
and emotmnal and behavioural problems The ‘most frequent of these
(1) spe-‘
cific developmental disorders of scholastic skills ( for example with
readmg, spelling or anthmetlc) or Motor Function or Speech and
(2) Cnnduct D;sordels, such as 0ppns1tmna1 Defiant
(3 Emotional Dlsorders of childhood such as Separa-

Language
Disorder.

"tion, Phobic or Social Anxiety Disorder perhaps with somatic symp-

toms, {4) Mood Disorder such as a Depressive episode. (5) Tic
Disorders... (6) Non = Organic Sleep Disorders.;. (7) Pervasive
Developmental Disorder such as Chﬂdhood Auttsm (8) Mental
Retardation ( Intellectual Disability) *,

For Anthony the GP should consider Specific Developmental
Djsorders with hand wntmg, reading, fine — motor skills ( neces-
sary to manipulate and hold a pencll) and language (short term au-
ditory memory problems) . He is unable to retain and work on ver-

“bal instriictions which fogether with his distractibility mean that he

often does not know what he is meant to be doing in class and is dis-
organised, ‘ .

The GP should also consider Separatmn and Snctal Anxiety
Disorders with school refusal and somatic symptoms of stomach
pain, There are multiple uiiderlying reasons for Anthony's anxiety a-
bant going to school including his increasing learning and social dif-
ficulties as well as the criticism of his behaviour and school failure



by the teacher and:his parents. :

5.3 Answer 3; What further assessment and lnvestlgatwns should
be considered? The abdomlnal pam may need to be further investi-
gated to rule ‘out'an’ orgamc ¢ause prior to' attnbutmg the symptom to
anxiety. The GP. would investigate this pain at a ‘simple level given
that this situation specific-in order to reassure the parents that ‘the
pain is related'to his anxiety about going to 'school, - and deperding
on the clinical presentation some simple téests suck as a stool micro
and culture of an ‘abdominal x —ray may be warranted. -

School report findings can. he very helpful, Cognitive - assess- -
ment for example 1Q and learning ahility tests may help get:a more
in depth:picture. of the child. Specialised tests such as EEG brain_ .

scan or even a Chromosome analysis maybe useful if a genetic disor-
der is suspected.

5.4  Answer 4, What causes ADHD‘? For some children w1th‘ o
ADHD, the symptoms are the result of a spemfm bram dlsorder due "‘_7_1
to a condition such as Foetal Alcohol Syndrome or an acquired brain
injury, or a genetic disorder such as Fragile X' Sy;ldrofﬁe. For most

children, ADHD will be the result of an interaction of biological
(genetic and familial influences ), psychological (e g delay in
the development of short term auditory memory) and social (family
conflict and parenting difficulties ) factors, Most children with

ADHD also have other developmental and behavioural problems

such as anxiety and school refusal, opposmonal and defiant behay-
iour, tics, depression and irritability, learning difficulties (spell-

ing, reading, numeracy) and problems with ecoordination and’

spéech!t* %,

In Anthony's case, . the development-of ADHD may be due in
part-to-the neonatal effects on his brain of maternal tobscco use and
a precipitous delivery and perinatal hypoxia. There may also be some
patemal genetic influences given the family hlstory of learning and
beha\uour problems

Symptoms of ADHD usually 1mprove as chlldren mature, The
ma]onty will not quahfy for a diagnosis of ADHD when they reach a-
dulthood but' manyrmll still continue to have sonie symptorhatic ‘im-
pairment in their daily life"" ~*). Subsequent mental health and be-
havioural problems in adult life include difficulties with relation-
ships, employinent, and alcohol sind substance abuse™ ™. The'e-
mergence of Conduet Disorder in adolescence can develop into crim-
inal bﬂhavmur gnd - Personality : Disorder. Associated anxiety might
develop into Obsessive Compulswe Disorder. Depression is an in-
creasing risk dunng adolescence angl suicidal behaviour can be a
consequence of 1mpulsweness If & reliable childhood developmemal
history is unavallable then differentiating ADHD from B1polar Mood
D1sorder in-adults car be difficult.

5:5" ‘Answer 5: ‘What non - pha.rmacolugical intervention should
be considered? Parent’education about the condition'and advice on
managing difficult behaviour, ‘pethaps using #n enline or printed

parenting, programme can - be helpful'®' , Special educational  tech-,

nigues at school such as breaking tasks into simple steps, modifying
the environment to reduce d:slracllons and rewarding small aghieye-
ments are helpful, The use of written cheeklists te help the child to
be hetter organised ean be very helpful, for example lists to gmde
dressing and school bag packing, and a clear timetablé for da]ly ac-

» 2197 -

livities. Psychological treatment for the associated anxiety might be
indicated such as the use of relaxation exercises and paricipation in
a social skills training group'®). There is insufficient ewdence on the

- benefits of diets'to ecommend their use,  although some food addi-

tives 'such as tartrazine” ( yellow colouring) can adversely st:mulate
behaviour™*!. : ‘ Co

5.6 -Answer'6: What medical management would be the appropri-
ate for Anthony? There is extensive .evidence -that “stimulant

drugs™ %! ( methylphenidate and dexamphetamine sulfate) reduce

* symptoms of ADHD, improve learning, family and social problems

for up to three, years. To date 'there is no clear evidence of longer
teria benefile. Stimulant drugs arve short acting (2 -6 hours) and
are usually given 2 - 3 times a day but. not in the evening to avoid
disturbing sleep. Common side effacts mclude appetite suppression
(with delay in pubertal maturatlon) headaches, anxiety and iri-

.ta]:nhty, tics and initial insomnida (but this is ‘algo .8 symptom of

ADHD). .
pressure (whmh need monitoring ) ard psychotic symptoms might

More rarely palpltalmns and minor increases in blood

accur.

Drug treatments should be initiated by a specialist but can be
monitored weekly by the GP until a therapeutic response is estab-
lished, then monthly Occasmna],ly 1llegal use of the drug by child
or parent might occur.

The GP shculd monitor blood pressure, pulse height
weight, sleep, appetlte, tics and moud Slow rolease forms of
stimulant drigs mlght also be available if a more evén level of medi-
cation is required over ten hours or if compliance and administration
of the drug by the teacher is a problem. Second line drug treatments
inelude
dine, Neuroleptics such ‘as risperidone have no clear ‘henefit. on
symptoms of ADHD but might be used by a specialist for aggression
or unstable mood. The use of a symptom checklist i is the best way to

afomoxetine’ or perhaps  imipramine ‘or  cloni-

mOnltOl‘ response to trealment
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