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Objectives

• Review the current statistics and disease burden 
of common behavioral medicine issues 
encountered in the primary care setting

• Consider best practice approaches to identifying 
and managing these disorders.  

• Review some of the most common behavioral 
medicine conditions in primary care. 

• Review the typical treatments (behavioral and 
pharmacological) for the different psychiatric 
illnesses discussed
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A 70-year-old female presents with a complaint of recent fatigue and “not 
feeling well.” She is unable to provide further details about her fatigue but 
states that she has not felt like doing anything recently. She does not have 
shortness of breath, chest pain, weight gain or loss, hair loss, or constipation. 
Her past medical history is significant only for hypertension that is well 
controlled on hydrochlorothiazide. She is a nonsmoker, does not drink 
alcohol, and has no history of drug use. She is retired and lives alone. Her 
husband died 3 years ago and she has no family in the area but is involved in 
her church, although she says she has not enjoyed her church activities over 
the past few months.

In addition to laboratory testing, which one of the following would be most 
appropriate at this time?

A) Referral to Adult Protective Services
B) Evaluation with the Geriatric Depression Scale or the PHQ-9
C) Paroxetine (Paxil)
D) Sleep study to rule out obstructive sleep apnea
E) Bupropion (Wellbutrin) and referral for Cognitive Behavioral Therapy

Major Depressive Disorder
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Epidemiology

• Common among primary care patients

• 16% prevalence in general population.

• 84% of patients with MDD had a co-
occurring DSM-V diagnosis (61%-Axis I, 30% 
Axis II, 14% with alcohol use disorder)

• Only 60% of patients diagnosed with MDD 
actually received any form of treatment

Best Practice Approach to Diagnosing and 
Managing MDD

• Screening for depression

• Appropriate Diagnostic Evaluation

• Suicide Risk Assessment

• Severity Classification

• Treatment  (psychotherapy, meds, ECT)

• Medication Continuation
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Depression Screening

• USPSTF 

– Screen adults for depression when staff-assisted 
depression care supports are in place to assure 
accurate diagnosis, effective treatment, and 
follow up. Grade: B recommendation.

– Recommends against routinely screening adults 
for depression when staff-assisted depression 
care supports are not in place. There may be 
considerations that support screening for 
depression in an individual patient.
Grade: C recommendation

Depression Screening

• PHQ-9 -Patient Health Questionnaire -9

– Nine questions (0-3 scale)

• PHQ-2 Patient Health Questionnaire – 2

– 2 question pre-screen.  If any positive answer, 
perform PHQ-9

Total Depression Severity

1-4 Minimal depression

5-9 Mild depression

10-14 Moderate depression

15-19 Moderately severe depression

20-27 Severe Depression

http://www.uspreventiveservicestaskforce.org/uspstf/gradespost.htm
http://www.uspreventiveservicestaskforce.org/uspstf/gradespost.htm
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Depression Screening

• Geriatric Depression Scale
– 15 questions – yes or no

– Score grater than 5 suggests depression

• 6-Item Kutcher Adolescent Depression Scale (KADS-6)
– Six questions - Likert 0 to 3

– Less than 5 - probably not depressed

– 6 or greater – Possible depression, further evaluation 
needed

• Edinburgh Postnatal Depression Scale (EPDS)
– 10 questions with unique scaling/scoring

– Maximum 30, 10 or greater – probable depression

Appropriate Diagnostic Evaluation
DSM-V

• At least 5 of elements [must include: 1) depressed mood or 
2)loss of interest or pleasure] present during the same ≥ 2-
week period
– Depressed Mood

– Diminished interest

– ≥ 5% weight gain or loss in one month

– Insomnia or hypersomnia nearly daily

– Psychomotor agitation/retardation

– Fatigue/loss of energy

– Worthlessness or guilt

– Poor concentration/indecisiveness

– Recurrent thoughts of death, SI w/o plan, suicide plan or attempt
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Suicide Risk Assessment

• Crucially important.  

• Should be done at each visit for depression 
management

• Assess degree to which person intends to act 
on any suicidal ideation AND extent to which 
plans or preparations made.

Components of suicide risk assessment

• Presence of suicidal or homicidal ideation, 
intent, plans

• Access to means of suicide, lethality of 
means

• Presence of psychotic symptoms, command 
hallucinations, or severe anxiety

• Presence of alcohol or substance abuse

• History and seriousness of prior attempts

• Family history or recent exposure to suicide
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Severity Classification

• Mild: only 5 or 6 depressive symptoms, with mild 

disability or normal functioning albeit with substantial 

and unusual effort.

• Moderate:  intermediate between mild and severe

• Severe:  (without psychotic features) has presence of 

most criteria symptoms and clear-cut disability.

• Severe:  (with psychotic features) presence of delusions 

and hallucinations (usually auditory). 

Question

A 48-year-old white female complains of anxiety and difficulty 
concentrating at home and at work. She reports that the 
symptoms have increased over the last 2 months because of 
her daughter’s marital difficulties. She has had similar 
symptoms along with intermittent depression since she was a 
teenager. She admits to a loss of pleasure in work and 
recreational activities. Which one of the following is least 
likely to help her coexistent depressive symptoms? 

A. Buspirone (BuSpar)
B. Nortriptyline (Aventyl)
C. Escitalopram (Lexapro)
D. Venlafaxine (Effexor)
E. Paroxetine (Paxil)
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Appropriate Treatment 
Initial treatment modalities include 
pharmacotherapy, psychotherapy, 
combination of medications + psychotherapy, 
or ECT.

MDD Classification Treatment

Mild MDD Psychotherapy OR antidepressant
medication

Moderate MDD Psychotherapy OR antidepressant
medication

Severe MDD w/o psychosis Antidepressant OR combination 
psychotherapy & antidepressant

Severe MDD w/ psychosis Combination psychotherapy & 
antidepressant OR ECT

Pharmacologic Treatment

• SSRIs
– Inhibit pre-synaptic serotonin reuptake
– Metabolized through CP450 (fluoxetine and paroxetine worse 

than others) – watch use with TCAs
– Side effects – agitation, insomnia, GI (nausea, diarrhea, GI 

hemorrhage), sexual dysfunction, increased falls in elderly, 
weight gain, serotonin syndrome (avoid use with MAOs.  Watch 
use with tramadol, high dose triptans, and linezolid).  

– paroxetine should be avoided in pregnancy

• SNRIs
– Inhibit pre-synaptic serotonin and norepinephrine reuptake
– Similar metabolism and SEs as SSRIs
– Cipro can dramatically increase duloxetine levels
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Pharmacologic Treatment

• TCAs
– Block norepinephrine uptake pumps and some serotonin reuptake 

pumps
– Actions on acetylcholine, histamine, and adrenergic cause unwanted 

side effects (weight gain, constipation, dry mouth, orthostatic 
hypotension, reflex tachycardia)

– Side effects less severe with secondary amines (nortryptiline, 
desipramine) than with tertiary amines (imipramine and amitriptyline)

– Metabolized by CP450
– Highly lethal in overdose (respiratory depression, arrhythmias, 

hypothermia, seizures, hallucinations and HTN for up to 5 days)

Pharmacologic Treatment
• Others

– Bupropion – Inhibits presynaptic reuptake of NE and to lesser degree dopamine
• Can be excitatory and can cause psychotic symptoms.  Careful using in pts 

with primarily anxiety symptoms
• May be better choice for pts with more anhedonia because of excitatory 

effects
• Good choice for pts who are interested in quitting smoking
• Lowers seizure threshold so screen for alcohol abuse
• No sexual side effects or weight gain. 

– Mirtazapine (Remeron)– blocks 5-HT2A and 5-HT2C serotonin receptors and 
enhances neurotransmission of serotonin and NE by blocking B-2 adrenergic 
receptors
• SEs include dry mouth, sedation, and weight gain.  Usually give at night.
• Can increase Cholesterol in some pts

– Trazodone – similar mechanism to mirtazapine and similar SEs
• Can be used in lower doses for initial insomnia
• Can cause orthostasis, and ED.  Rarely can cause priapism that needs surgical 

tmt. 



8/3/2018

10

Non-Pharmacologic Treatment

• Psychotherapy
– Many types
– Combo with meds is very effective

• ECT
– Has the highest rates of response and remission than 

any form of antidepressant tmt (70-90%)
• Should be considered for pts with severe MDD that is 

not responsive to therapy and/or meds
• Consider first-line for severe MDD w/ psychotic features
• Very safe and no absolute contraindications

– Confusion and mild retrograde amnesia

Continuation of Antidepressant 
Medications

• Decision to discontinue active treatment
– 6-9 months maintenance medication to 

prevent relapse

– Consider maintenance treatment 
• history of 3 or more prior dx of MDD 

• probability of recurrence,

• frequency and severity of past episodes,

• continuing dysthymia, comorbidities,

• patient preferences.
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Case:  Mrs. Jones

• 35-year-old white female schoolteacher

• Heart murmur was discovered on a routine 
physical examination. An echocardiogram 
revealed mild mitral valve prolapse. EKG in 
office is normal.

• A student at her school recently died suddenly 
on a school field trip because of undiagnosed 
idiopathic hypertrophic cardiomyopathy

• Patient is now afraid she will die in a similar 
manner. 

• She is nervous, sleepless, and fearful of 
physical activity. 

Anxiety Disorders
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DSM –IV Anxiety Disorders

• Generalized Anxiety Disorder

• Panic Disorder

• Posttraumatic Stress Disorder

• Obsessive Compulsive Disorder (vs. PD)

• Specific and Social Phobias

• Agoraphobia w/o hx of Panic Disorder

• Others

DSM –V Anxiety Disorders

• Anxiety Disorders

– GAD (and many more)

• Obsessive-Compulsive and Related 
Disorders 

– OCD, Hoarding, Body dysmorphic. dis, 
trichotillomania, excoriation (picking) dis. 

• Trauma and Stressor Related Disorders

– PTSD ,RAD, ASD, Adjustment dis. 
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Generalized Anxiety Disorder

• One of the most common mental health 
problems in the US.  3.1 % (9.5 million)/yr

• Most common anxiety disorder in primary 
care (5.5-8%).  

• Women twice as likely as men

• Highest rate ages 45-49 y.o.

DSM Criteria for Generalized Anxiety Disorder

• A. Excessive anxiety and worry for at least 6 months, about a number of events or 
activities 
B. The person finds it difficult to control the worry.
C. The anxiety and worry are associated with three (or more) of the following six 
symptoms
– restlessness or feeling keyed up or on edge 
– being easily fatigued 
– difficulty concentrating or mind going blank 
– irritability 
– muscle tension 
– sleep disturbance (difficulty falling or staying asleep, or restless unsatisfying sleep) 

• D. The focus of the anxiety and worry is not confined to features of other Axis I disorder 
(such as social phobia, OCD, PTSD etc.)

•
E. The anxiety, worry, or physical symptoms cause clinically significant distress or 
impairment in social, occupational, or other important areas of functioning.

•
F. The disturbance is not due to the direct physiological effects of a substance) or a 
general medical condition and does not occur exclusively during a mood disorder, 
psychotic disorder, or a pervasive developmental disorder.
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A 24-year-old male complains of feeling on edge all of the time. For the 
past 2 years he has had difficulty controlling his worrying about work, 
school, and relationships. He has had more difficulty concentrating at 
work and school, is more irritable, and has difficulty staying asleep all 
night. He drinks alcohol moderately and does not use drugs. You 
recommend regular exercise and refer him to a therapist for cognitive-
behavioral therapy to help manage his symptoms.

Which one of the following would be first-line medical therapy for this 
patient?

• A) Bupropion (Wellbutrin)
• B) Fluoxetine (Prozac)
• C) Lorazepam (Ativan)
• D) Methylphenidate (Ritalin, Concerta)
• E) Quetiapine (Seroquel)

Treatment of GAD

• Psychotherapy – Cognitive Behavioral
– Reduces symptomatology
– At least as effective as pharmacotherapy
– In additional to traditional CBT techniques 

• monitor symptoms of anxiety with situational factors
• use of self-calming techniques to reduce physiological 

arousal and enhance symptom control. 
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Treatment of GAD- pharmacotherapy
• SSRIs & SNRIs

– Most are now FDA approved. 
– BDZ may be Rx at same time for first couple of weeks

• Benzodiazepines – promote binding of GABA
– Rapid onset and effective
– Habit forming (avoid if addiction hx)
– Not helpful with depression (except alprazolam)

• Short to intermediate-acting= Serax, Xanax, and Ativan
• Long-acting = Valium, Librium and Tranxene

– Watch in elderly and those with hepatic 
metabolism impairment
• Use Serax, Ativan &/or Restoril (less accumulation)

– Taper off if Rx > 4 weeks to avoid withdrawal

Treatment of GAD- pharmacotherapy

• Buspirone – agonist of 5-H1A 
– Non addictive, non sedating alternative to BDZ
– Not first line though: 1-3 weeks delay, short half-

life (multi dose / day), no impact on depression
– SEs – dizziness, blurred vision, nausea
– Pregnancy category B (SSRIs, SNRIs, BDZ – C)

• Other
– Pregabalin (Lyrica®) – inhibitor of excitatory 

neurotransmitters (similar to gabapentin)
• Onset of action in 1st week.  Off-label for FDA
• Marked dose response (min threshold dose 200mg)

– Hydroxyzine (vistaril) –superior to placebo.  No 
rebound anxiety.  Fatigue.  
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Other Anxiety Disorders

• Obsessive Compulsive Disorder – composed of 
obsessions (intrusive thoughts) +/- compulsions 
(rituals)
– Behavioral therapy – focused on exposure and ritual 

(response) prevention (ERP) most effective
– CBT and SSRIs and other commonly used

• Social Anxiety Disorder
– CBT and SSRIs are mainstay. 
– BZD prn.  Remeron.  
– BBlockers for  performance phobia

• PTSD – consult psychiatry
– Requires specialized therapy treatment modalities
– Eye Movement Desensitization and Reprocessing 

(EMDR)

Case:  Seth

• A 23-year-old male comes to your office accompanied 
by his girlfriend to talk about possible attention-deficit 
disorder.

• He minimizes the concerns she raises, which include 
sleeping less (sometimes just 2–3 hours a night), 
rambling on tangentially during conversations, and 
being highly irritable. 

• When you ask him about these observations, he agrees 
that they are true and goes on to explain that he is just 
becoming more social and that his girlfriend is jealous 
of his new popularity with friends he has been meeting 
online. 

• The patient has no personal or family history of 
attention-deficit disorder. His father died at a young age 
as a result of alcoholism. He denies stimulant use and a 
urine drug screen is negative.
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Bipolar Disorder

Bipolar Disorder

• Usually diagnosed ages 18-24. 

• Broad clinical presentations

– Mania, hypomania, psychosis, depression (mod 
and severe and suicide)

– Characterized by variations in mood from 
elation and/or irritability to depression

– Frequent comorbid substance abuse and 
anxiety disorder
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Bipolar 1 

• At least 1 episode of mania followed by 
episodes of depression, hypomania or mania.  
– Must meet criteria for mania

• Usually  diagnosed when pt is in their 20s.  

• Manic episodes often follow psychological 
stressors

• No difference in prevalence between sexes

• Increased incidence in first-degree relatives

• 42% have hx of substance abuse

Mania

• A distinct period of abnormally and persistently elevated, expansive, or 
irritable mood, lasting at least 1 week (or any duration if hospitalization is 
necessary).

• B. During the period of mood disturbance, three (or more) of the following 
symptoms have persisted (four if the mood is only irritable) and have been 
present to a significant degree: 
– 1) Inflated self-esteem or grandiosity 
– 2) Decreased need for sleep (e.g., feels rested after only 3 hours of sleep) 
– 3) More talkative than usual or pressure to keep talking 
– 4) Flight of ideas or subjective experience that thoughts are racing 
– 5) Distractibility 
– 6) Increase in goal-directed activity or psychomotor agitation 
– 7) Excessive involvement in pleasurable activities that have a high potential for painful 

consequences (e.g., engaging in unrestrained buying sprees, sexual indiscretions, or 
foolish business investments) 

• C. The symptoms do not meet criteria for a mixed episode. 
• D. The mood disturbance 1) is sufficiently severe to cause marked impairment 

in occupational functioning, usual social activities, or relationships with 
others, 2) necessitates hospitalization to prevent harm to self or others, or 3) 
has psychotic features.
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Bipolar 2 

• Recurrent episodes of major depression 
and hypomania

– Hypomania – similar to mania but without 
gross lapses of impulse and judgment.  Does 
not cause impairment of function.

– Symptoms of hypomania must be over course 
of four days. 

Treatment

• If acute mania, consult psychiatrist/send for 
acute evaluation.  Police may have to be  
involved in transfer.  May require 
involuntary hospitalization

• Metabolic workup 
– TSH -Pregnancy Test

– UDS - CBC -CMP  

• May start medicine prior to lab results 
return if necessary. 
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Question 

A 34-year-old white male presents with a history and 
findings that satisfy DSM-V criteria for bipolar disorder. 
Which one of the following treatment options is the most 
effective for long-term management of the majority of 
patients with this disorder?

A. Electroconvulsive therapy (ECT)
B. Tricyclic antidepressants
C. SSRIs
D. Monoamine oxidase (MAO) inhibitors
E. Lithium

Pharmacological Treatment

• Lithium
– Classic euphoric mania, mixed manic episode, when 

large single evening dose is needed, pts with liver 
disease, excessive ETOH or cocaine users and pts>65.

– Lots of drug interactions

• Valproic acid (Depakote)
– Classic euphoric mania, mixed manic episodes, mania 

with rapid cycling, long term maintenance, those that 
don’t tolerate lithium, pts with structural CNS disease, 
renal disease and cocaine use and pts > 65

– Lots of drug interactions
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Pharmacological Treatment

• Carbemazepine
– Similar use as in valproic acid and lithium. 

Weight neutral.  Monitor CBC and liver 
enzymes

• Atypical anti-psychotics
– More tolerability. Weight gain and 

hypersomnolence. Screen and watch for DM

• SSRIs
– depression episodes.  Careful not to exacerbate 

manic episode

Other considerations

• Psychotherapy is tailored to pts needs.  

• Family must be educated on disease

• High risk of suicide

– Family needs to know s/s of suicide

– Remove guns from the home

• Discourage substance use

• Spouses and SOs need to know legal rights, 
access to crisis intervention
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Case:  Jumpin’ Johnny
ADD/ADHD

Practice Guidelines:
Key Action Statements

1. In a child 6 to 12 years old who presents with inattention, hyperactivity, impulsivity, 
academic underachievement, or behavior problems, PCP should initiate an 
evaluation for ADHD;

2. The diagnosis of ADHD requires that a child meet DSM criteria;

3. The assessment of ADHD requires evidence directly obtained from parents or 
caregivers regarding the core symptoms of ADHD in various settings, the age of 
onset, duration of symptoms, and degree of functional impairment;

4. The assessment of ADHD requires evidence directly obtained from the classroom 
teacher (or other school professional) regarding the core symptoms of ADHD, 
duration of symptoms, degree of functional impairment, and associated conditions;

5. Evaluation of the child with ADHD should include assessment for associated 
(coexisting) conditions; and

6. Other diagnostic tests are not routinely indicated to establish the diagnosis of 
ADHD but may be used for the assessment of other coexisting conditions (eg, 
learning disabilities and mental retardation)
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Treatments: Age Dependent

• Pre-school (4-5 years of age)

Prescribe evidence-based parent and/or teacher-administered behavior therapy as 
first line of treatment.  May prescribe medication if behavioral interventions do not 
provide significant improvement and there is moderate-to-severe continuing 
disturbance in the child's function.  

When treatment is not available, PCP needs to weigh risks of starting meds

• Elementary school-age (6-11 years of age)

Prescribe medications and/or teacher administered behavioral therapy (preferably 
both).  Evidence is very strong for stimulant meds vs. less strong for atomoxetine
(Straterra ®)  > , guanfacine (Tenex ®, Intuiv®) > clonidine

• Adoclescents (12-18 years of age) 

Prescribe medications for ADHD with assent of the adolescent and consider 
behavioral therapy or both (preferred).

ADD/ADHD
• A. Either 1 or 2:

1. Six (or more) of the following symptoms of inattention have persisted for at least six months to 
a degree that is maladaptive and inconsistent with developmental level:

• Inattentive symptoms
a. Often fails to give close attention to details or makes careless mistakes in schoolwork, work, or other 

activities
b. Often has difficulty sustaining attention in tasks or play activities
c. Often does not seem to listen when spoken to directly
d. Often does not follow through on instructions and fails to finish schoolwork, chores, or duties in the 

workplace 
e. Often has difficulties organizing tasks and activities
f. Often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort
g. Often loses things necessary for tasks or activities 
h. Is often easily distracted by extraneous stimuli
i. Is often forgetful in daily activities

• DSM – V has same criteria but add examples afterwards to help diagnose 
adolescents and adults 
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ADD/ADHD

2. Six (or more) of the following symptoms of hyperactivity-
impulsivity have persisted for at least six months to a degree 
that is maladaptive and inconsistent with developmental level:

• Hyperactivity
a. Often fidgets with hands or feet, or squirms in seat
b. Often leaves seat in classroom or in other situations in which remaining 

seated is expected
c. Often runs about or climbs excessively in situations in which it is 

inappropriate (in adolescents or adults, may be limited to subjective 
feelings of restlessness)

d. Often has difficulty playing or engaging in leisure activities quietly
e. Is often “on the go” or acts as if “driven by a motor”
f. Often talks excessively
g. Blurts out answers before question is completed
h. Often has difficulty awaiting turn
i. Often interrupts or intrudes on others

ADD/ADHD
• < Age 17, must have 6 of 9 criteria for either 

• Age >17, only 5 or more criteria needed

• Age of onset

– DSM-V – sx up to age 12

• Clinical impairment

– DSM V- "...clear evidence that the symptoms interfere 
with, or reduce the quality of, social, academic, or 
occupational functioning."
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Pharmacologic Interventions

• First-line Agents
– Methylphenidate

• Immediate release – Ritalin, Methylin
• Extended release – Ritalin SR, Metadate ER, Methlyn ER
• Long acting – Ritalin LA, Metadate CD, Concerta, Daytrana

patch

– Dexmethylphenidate – Focalin
– Dextroamphetamine

• Short acting – Dextrostat
• Intermediate Acting – Dexedrine spansule, Adderall
• Long acting – Adderall XR

– Adderall is dextroamphetamine mixed with amphetamine

Pharmacologic Interventions

• Second-line Agents

– Non-stimulants 

• atomoxetine (Stratera)

• Third-line Agents

– Antidepressants – bupropion, imiprimine, 
desipramine

– Alpha-2 adrenergic agonist – clonidine, guafacine
(Intuiv)
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A 36-month-old male has persistent deficits in social communication and 
interaction across multiple contexts. He displays restricted and repetitive 
patterns of behavior, interest, and activities.

According to the DSM-5, which one of the following is the most 
appropriate diagnosis?

• A) Asperger syndrome
• B) Autism spectrum disorder
• C) Autistic disorder
• D) Childhood disintegrative disorder
• E) Pervasive developmental disorder not otherwise specified

Question

Autism Spectrum Disorder

• Clinical Presentation

– Deficits in social communication and restricted, repetitive 
patterns of behavior, interest or activities

– Social deficits and delays in spoken language are the most 
prominent features in children < 36mos

– “Joint attention” – ability to coordinate one’s own 
attention between another persona and distant object to 
share interest.  

• Typically present between 12 and 14 mos of age

• If not present > 15 mos of age should be evaluated for 
ASD
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Autism Spectrum Disorder

• Clinical Presentation

– Parents may present with concern for hearing loss – child 
not responding after multiple attempts to gain attention. 

– Delayed language 18-24 mos without compensatory 
pointing/gesturing

– Echolalia alone after 24 mos is associated with ASD

– Signs and symptoms may emerge between 6 and 12 mos

– Reliable diagnosis can be made by 24 mos of age in most 
cases

Autism Spectrum Disorder
• Prevalence

– 1 in 68 children

– M:F of 4.5:1

– Increase in ASD prevalence attributed to evolving criteria, increase in 
social awareness and mandatory availability on treatments

– School-aged children with higher functioning are being diagnosed with 
previously unrecognized ASD. 

• DSM-V
– Created an umbrella diagnosis that includes several previously 

separate conditions

• Autistic disorder

• Asperger syndrome

• Childhood disintegrative disorder

• Pervasive developmental disorder not otherwise specified
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Autism Spectrum Disorder
A.  Persistent deficits in social communication and social 
interaction across multiple contexts, as manifested by the 
following, currently or by history: 

1. Deficits in social-emotional reciprocity, 

2. Deficits in nonverbal communicative behaviors used for social interaction, 

3. Deficits in developing, maintaining, and understanding relationships, 

B.  Restricted, repetitive patterns of behavior, interests, or 
activities, as manifested by at least two of the following, 
currently or by history: 

1. Stereotyped or repetitive motor movements, use of objects, or speech

2. Insistence on sameness, inflexible adherence to routines, or ritualized patterns 
of verbal or nonverbal behavior

3. Highly restricted, fixated interests that are abnormal in intensity or focus.

4. Hyper- or hypo-reactivity to sensory input or unusual interest in sensory aspects 
of the environment

Autism Spectrum Disorder

C.  Symptoms must be present in the early developmental 
period (but may not become fully manifest until social demands 
exceed limited capacities, or may be masked by learned 
strategies in later life).

D.  Symptoms cause clinically significant impairment in social, 
occupational, or other important areas of current functioning.

E.  These disturbances are not better explained by intellectual 
disability (intellectual developmental disorder) or global 
developmental delay. Intellectual disability and autism spectrum 
disorder frequently co-occur; to make comorbid diagnoses of 
autism spectrum disorder and intellectual disability, social 
communication should be below that expected for general 
developmental level.
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Autism Spectrum Disorder

• Screening
– USPSTF and AAFP

• Insufficient evidence to assess the balance of benefits and harms of 
routine screening for autism spectrum disorder in young children for 
whom no concerns of autism spectrum disorder have been raised by 
their parents or a clinician. 

– AHRQ
• in 2014, an Agency for Healthcare Research and Quality systematic review 

found a growing body of evidence that an applied behavior analysis–
based early intensive behavioral intervention, delivered over an 
extended time frame, improves cognitive ability, language, and adaptive 
skills in autistic children.

– AAP 
• Recommends targeted screening for ASD with a validated screening tool 

at 18 and 24 mos for early identification

Autism Spectrum Disorder
• Screening

– Modified Checklist for Autism in Toddlers (M-CHAT)
• Most widely used

• When used alone has poor positive predictive value and a high false-
positive rate.

– Modified Checklist for Autism in Toddlers- Revised with 
Follow UP  

(M-CHAT-R/F)
• Two-stage parent-reported screening tool to assess the risk of ASD

• Free of charge

• Take the M-CHAT-R.  

– For all items except 2, 5, 12 “NO” = increased risk

– For items 2, 5, 12 – “UES” = increased risk

– Low Risk- Score – 0-2 – if child is less than 24 mos, repeat at 24 mos

– Medium Risk – Score 3-7 – Administer the Follow Up part of the C-CHAT-R/F, If 
FU >2 refer

– High Risk – Score is 8 or higher – skip Follow UP part and refer

• Very specific easy to understand instructions
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Autism Spectrum Disorder

• Referral and Diagnosis

– Best practice – comprehensive assessment by 
interdisciplinary team.  Need to definitively diagnose ASD 
and exclude mimickers, comorbid conditions and level of 
functioning. Must use DSM-5 criteria for Dx. 

– Team members may include:
• Audiologist

• Developmental pediatrician

• Occupational therapist

• Psychiatrist

• Psychologist

• Social Worker

• Speech-language pathologist

Autism Spectrum Disorder

• Treatment

– Behavioral
• Early intensive intervention in immersive behavioral therapy for 25 

hours per week in preschool-early school-aged children

– Applied behavioral analysis

» Teaches new skills by reinforcing desirable behaviors

» Leads to improvement in cognitive ability, language and 
adaptive skills

• CBT

– Substantially reduces anxiety in older children who have average to 
above-average IQ
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Autism Spectrum Disorder
• Treatment

– Medical Management

• Adjunctive only

• Targets maladaptive behaviors when intensive behavioral therapy 
less effective

• Treats comorbid diagnoses (GAD, ADD, sleep disorders)

• Aripiprazole (Abilify) and risperidone (Risperdal) only FDA 
approved meds

– ASD associated irritability, aggression, explosive outbursts and self-injury

– Consider side effects of sedation, weight gain, tremor, extrapyramidal side 
effects

• Methylphenidate (Ritalin) for children with comorbid ADHD

– Complimentary/Alternative
• Melatonin – sleep disorders, minimal adverse effects, improves daytime behavior

• Massage therapy – helps with sleep, language, repetitive behaviors, anxiety

• Therapeutic horseback riding – helps irritability and hyperactively, improved social 
communication and new word acquisition

• Vitamin B6 and Mg in large doses – improves behavior, speech, language.  Watch 
side effects. 
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