Case study 3: Part One

Issues in Growth and Development

Today you note that Kayla is back with Jo for behavioral issues.

HPI: Kayla (mom) is back to visit with Jo, the 5 year-old female child. She is here for complaints of behavioral difficulties and reports since moving back in with her parents that Jo has started throwing tantrums and refusing to obey. The mother reports that she has always been active with frequent changes in activity and difficulty in staying seated or minding her own business. However, since the move and starting kindergarten, others have commented on difficulties in behavior, including Kayla’s own parents and Jo’s teacher. 

PMH: No change in diet; no fever; no communicable disease symptoms; continues children’s chewable multivitamin with iron daily; sleep includes going to bed around 10 p.m. at night and being awakened at 6 A.M. for school.

Discussion Questions Part One:

Provide differential diagnoses with rationale?

Further history and ROS needed to more fully develop your differential diagnoses?

Provide differential diagnoses with rationale?

Oppositional Defiant Disorder 
Kayla is demonstrating behaviors typical of ODD. Since moving in with her grandparents due to her parents’ separation, her mom reports she has started throwing tantrums and refuses to obey. Her mother states that she has always been active and has had difficulty staying seated or minding her own business, but since the move and starting kindergarten, others including her teacher and her grandparents have commented on difficulties in behavior. She is not getting an adequate amount of sleep as 8 hours is not enough for a 5 year old. The recommended amount by the Academy of Pediatrics for children 3-6 Years Old is 10 - 12 hours per day
Rationale: Oppositional defiant disorder is defined in the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) as including persistent symptoms of “negativistic, defiant, disobedient, and hostile behaviors toward authority figures.” A child with ODD may argue frequently with adults; lose his temper easily; refuse to follow rules; blame others for his own mistakes; deliberately annoy others; and otherwise behave in angry, resentful, and vindictive ways. He is likely to encounter frequent social conflicts and disciplinary situations at school. In many cases, particularly without early diagnosis and treatment, these symptoms worsen over time—sometimes becoming severe enough to eventually lead to a diagnosis of conduct disorder. (AAOP)
Adjustment Disorder: 

Kayla has been recently separated from her father and has moved in with her mother and brother to her grandparents. She has entered school for the first time. Her mother said that she has trouble getting her to sleep. Although she has had some trouble staying seated and remaining focused on one activity before all these changes, her behavioral difficulties have become more difficult to manage. Both her teacher and grandparents have commented on this.
Rationale: Adjustment issues are linked to depressive disorders, but can follow any major life stress for a child, such as parental divorce, the death of a loved one, a major move, or similar events. Symptoms usually onset within 3 months of the major life stress, but the symptoms should not be severe enough to be debilitating or last longer than 3 months. (Hayet al., 2012; Marcdante et al., 2011)


Attention Deficit Hyperactivity Disorder:
Kayla is demonstrating signs of hyperactivity which include:  Difficulty engaging in quiet activities and remaining seated, restlessness, Difficulty waiting turn, Interrupting or intruding on others Talking excessively Out of seat when inappropriate, Symptoms of inattention. 
Rationale: The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-V) describes criteria of inattentiveness and hyperactivity/ impulsivity necessary to make an ADHD diagnosis. The following are signs/symptoms used in diagnosing ADHD:

Inattentive
This must include at least 6 of the following symptoms of inattention that must have persisted for at least 6 months to a degree that is maladaptive and inconsistent with developmental level:

· Often fails to give close attention to details or makes careless mistakes in schoolwork, work, or other activities 

· Often has difficulty sustaining attention in tasks or play activities 

· Often does not seem to listen to what is being said 

· Often does not follow through on instructions and fails to finish schoolwork, chores, or duties in the workplace (not due to oppositional behavior or failure to understand instructions) 

· Often has difficulties organizing tasks and activities 

· Often avoids or strongly dislikes tasks (such as schoolwork or homework) that require sustained mental effort 

· Often loses things necessary for tasks or activities (school assignments, pencils, books, tools, or toys) 

· Often is easily distracted by extraneous stimuli 

· Often forgetful in daily activities 

Hyperactivity/impulsivity
This must include at least 6 of the following symptoms of hyperactivity-impulsivity that must have persisted for at least 6 months to a degree that is maladaptive and inconsistent with developmental level:

· Fidgeting with or tapping hands or feet, squirming in seat 

· Leaving seat in classroom or in other situations in which remaining seated is expected 

· Running about or climbing excessively in situations where this behavior is inappropriate (in adolescents or adults, this may be limited to subjective feelings of restlessness) 

· Difficulty playing or engaging in leisure activities quietly 

· Unable to be or uncomfortable being still for extended periods of time (may be experienced by others as “on the go” or difficult to keep up with) 

· Excessive talking 

· Blurting out answers to questions before the questions have been completed 

· Difficulty waiting in lines or awaiting turn in games or group situations 

· Interrupting or intruding on others (for adolescents and adults, may intrude into or take over what others are doing) 

Other
· Onset is no later than age 12 years 

· Symptoms must be present in 2 or more situations, such as school, work, or home 

· The disturbance causes clinically significant distress or impairment in social, academic, or occupational functioning 

· Disorder does not occur exclusively during the course of schizophrenia or other psychotic disorder and is not better accounted for by mood, anxiety, dissociative, personality disorder or substance intoxication or withdrawal 
Disruptive Behavior Disorders

https://www.healthychildren.org/English/health-issues/conditions/emotional-problems/Pages/Disruptive-Behavior-Disorders.aspx

Further history and ROS needed to more fully develop your differential diagnoses
BRIGHT FUTURES GUIDELINES FOR HEALTH SUPERVISION OF INFANTS , CHI LDREN, AND ADOLESCENCE states that certain domains of influence can contribute  individually or in combination, to the development of behavioral problems and disorders in early childhood. By exploring these 4 domains of influence with the parent, the health care professional can better understand and diagnose the behavioral problem. These domains include: Bedtime struggles, Excessive temper tantrums, Excessive activity and Impulsivity, Excessive anxiety. Jo’s behavior characteristics exhibit these domains which have gotten worse since moving in with her grandparents. She has experienced family stress situations, separation from her father, moving from her original home to her grandparents, and starting school.

The following further history will help the NP develop the above differential diagnoses:
· Relatives with ADHD/ODD, ADHD/CD, depressive disorder or anxiety disorder. A child with family members with ADHD/ODD or ADHD/CD should be watched for ADHD/CD as well. Chances of developing CD are also greater if family members have experienced depressive, anxiety, or learning disorders. 

· Stress or conflict in the family. Divorce, separation, substance abuse, parental criminal activity, or serious conflicts within the family are quite common among children with ADHD and coexisting ODD or CD. 
· Broader contextual circumstances, including family stress, family change,

cultural expectations and influences, and child care or preschool experiences

The following ROS will help the NP develop the above differential diagnoses:

· Developmental capacities of the child, especially those connected with the challenges that provoke the concerning behavior.
· Physical health conditions that might influence the child emotionally and behaviorally

· Temperament and sensory-processing abilities of the child

· Although there are no laboratory tests to specifically diagnose any pediatric behavioral disorder, the doctor may use various tests -- such as blood tests and other laboratory measures -- to rule out physical illness or medication side effects as the cause of the symptoms, measure .
· If no physical illness is found, the child may be referred to a child and adolescent psychiatrist or psychologist, mental health professionals who are specially trained to diagnose and treat mental illness in children and teens. Psychiatrists and psychologists use specially designed interview and assessment tools to evaluate a child for a mental illness. The doctor bases his or her diagnosis on reports of the child's symptoms and his or her observation of the child's attitude and behavior.   (Bright future)
Source

ADHD: A Complete and Authoritative Guide (American Academy of Pediatrics) 1/25/2016

Source

ADHD: What Every Parent Needs to Know (American Academy of Pediatrics)

