What is a developmental-behavioral evaluation?

My job as developmental-pediatrician is to assess all aspects of a child’s development – physical, mental, emotional – to try to identify the factors which have resulted in the concerning behavior that led to the referral.  Our evaluation is comprehensive – beginning with a thorough review of all available records from birth to the present (including extensive questionnaires for parents) which usually takes from one-half to one evening for me to study and abstract; continuing with complete physical examination (all elements documented to meet full criteria for a “high complexity” exam); followed by an interview with the parent by the developmental nurse specialist and an interactive interview in the diagnostic playroom with the child by the  developmental-behavioral pediatrician; summarized in a lengthy report (about five hours time to prepare); concluding with a visit between the family and developmental-behavioral pediatrician to explain diagnoses and recommendations (no diagnoses are considered “final” until the parents have reviewed the report in detail to verify accuracy and no recommendations should be adopted unless the parents feel comfortable with the treatment plan as a whole.)  

The last two steps – reviewing the full report and discussing diagnoses – or developing a “whole child” treatment plan are critical to the success of the entire process – the opportunity to go over the report in detail to be sure we have understood and recorded the child’s history accurately and to see if the family has thought of additional important factors that should be included – having the chance to reflect on the meanings and implications of various possible diagnoses – to affirm those which parents believe are valid and disagree with others.  (Parents sign a statement that they will ask questions if they don’t understand something and that they will speak up if they disagree with anything; this is very important to us because we can only succeed as a team.)   Most families would find it difficult to understand the basis and implications of many of the diagnoses because they are quite complex if the child got as far as a developmental-behavioral pediatrician. * (General pediatricians, psychologists, psychiatrists and others deal with straight-forward cases or cases that may be difficult or severe but which are more narrowly focused in scope.)  The children I see have a mixture of physical, mental and emotional conditions that interact to produce the constellation of symptoms exhibited by the child; families need to understand each process and its interaction with other aspects of the child’s overall condition.  We find it particularly important to explain our reasoning to parents’ satisfaction – and to make appropriate revisions if additional information modifies our impressions.   

The other major portion of the evaluation – the real reason for the whole evaluation – is to develop a treatment program as a team.  Treatment plans involve every aspect of a child’s life – nutrition, sleep routines, recreational pursuits, exercise regimens, analysis and help with learning or other delays, play therapy or counseling as indicated, behavior management, stress management, therapy for physical disabilities and medication if warranted by the child’s condition.  Regarding treatment modalities – such as medication – which families may find desirable or objectionable, our handout (enclosed) on possible interventions states quite clearly that we do not insist on any treatment which the parents do not want and will support them if they choose treatments we do not recommend; as long as we have given the family sufficient data with which to make an informed decision, we will work with them to implement the plan they feel is best for their child.  In certain cases, I do believe medication is indicated (see section on “Why medicate a young child?”) but many of our families prefer to postpone or never to initiate pharmacological intervention – and we work just fine together (see handout on “Is Medicine Right for My Child?”)  It is not my role to provide direct on-going care for most conditions but to help the family identify resources for obtaining services – and to initiate treatment if there are logistic delays in connecting with the “long-term” or “specialty” providers.

How much time does it take to make an accurate diagnosis?

It depends on the degree to which the pattern has evolved in the patient and the degree to which the examiner is prepared to recognize the pattern.   

As an intern, walking past an open door in the ER, I casually pointed out what turned out to be the index case of a mini-epidemic of measles; my generation is well acquainted with measles.  Supervising medical students examining neonates, I saw a small puffy foot – the rest of the baby blocked by the student’s body – and directed him to look at her neck and chest; my first neonatology professor had drilled us every day with slide shows of each element of common syndromes - in combination and in isolation - so Turner’s Syndrome was easily recognizable from just a foot.  Classic presentations of acute epiglottitis, dyslexia, cerebral palsy, Angelman’s or Prader-Willi don’t take five minutes for the experienced observer – even from across the waiting room.  In the right setting, it isn’t that hard to distinguish the busy bouncy ADHD patient from the frantic frenzied manic youngster or the anxious agitated autistic child.

Our practice is unique in our preparation: besides studying everything we can about each patient we evaluate, our training, experience, “tools” and procedures contribute to the unusual extent of our preparation.  

Training:  

I am the only board-certified developmental-behavioral pediatrician in this area (one of fewer than 500 nationally); an important pre-requisite for this subspecialty is qualifying first a general pediatrician.

I hold a Ph.D. in Educational Psychology, Master of Arts in elementary education, certification as a reading specialist and as an elementary and biology teacher.

My partner is a developmental specialist nurse who has also taken special studies in body mechanics, exercise physiology, massage, nutrition and other development and health topics.

My partner is a master’s level mental health counselor, specializing in children and families; 25 years ago, (at a large psychiatric facility) she pioneered an adolescent dual-diagnosis addiction unit, which enjoys continued success today.

Experience:

I have taught classes in growth and development of young children for over forty years (and courses for teachers for nearly thirty years on topics from teaching reading or math to classroom management of children with various developmental, behavioral and/or mental health conditions.)

Prior to re-entering private practice, I was medical director of the local Early Intervention program; all I did all day every day was examine children 0-3 years of age to determine if they had any developmental (motor, language, cognitive, social, emotional, personal-adaptive) disorders – and prescribe treatment for them.  These evaluations were about 45 minutes long; what made them so effective is the multi-disciplinary approach (various combinations of OT, SLP, PT, PhD play specialist, social worker, nurse, psychologist.) 

The first five years I was ever in practice, I was the only physician within five (rural Georgia) counties who treated any mental health condition in children.  (My nearest child psychiatrist was over two hours away; there was a kind psychiatrist in a neighboring town that would accept the occasional adolescent.)

As a teacher at nearly every level, with emphasis on early childhood, I have had both intensive and extensive experience with special needs (and just plain needy) children for over forty years.  (As a mother and grandmother, I have lived “real life” with children who have DSM-IV diagnoses.)

Examination area (including diagnostic playroom):

We examine children in two different rooms; our team observes and assesses them from the moment they enter the office suite – as they chafe or not while Mom signs in, what happens on the way to and from the bathroom, etc.  The first examination room is a fairly standard medical exam set-up.  It gives a snapshot of the child in a somewhat-but-not-overwhelmingly stressful situation.

The heart of the examination is the interactive interview conducted in our diagnostic playroom.  This is not a typical therapeutic playroom or free play area or random arrangement of age-appropriate toys.  This particular diagnostic playroom is arranged carefully and deliberately to reveal nearly every aspect of an individual child’s functioning – using play-based assessment.  We set the room up specifically for each child, based on what we have learned from the records and from any prior conversations with the family.  

Organization of procedures and multidisciplinary team approach:

Our examination is very “user-friendly” – and appears routine, almost incidental, to an on-looker.  When I enter the room, I deliberately impinge on the child’s personal space to gauge his reaction – but it just looks like I am greeting everyone and getting seated.  When the developmental nurse asks the child to take off his shoe, she is purposefully evaluating his flexibility (emotional and physical), simple-concrete receptive language, motor praxis, social responsiveness to a stranger’s request, capacity for attending and completing a brief defined task without re-direction, coordination, strength (ability to sustain the posture necessary to pull the shoe off), emotional maturity (including whether or not he turns to Mom or proceeds independently), perseverance  (versus perseveration or giving up too readily), etc.  Our professional observational and inferential “work” may go unrecognized by an anxious parent wondering if the child got his socks dirty between home and here.  

We use our intuition as strongly as our intellect; we engage our right brains as fully as the left.  Everything we do is geared to help us apprehend “who the child is” qualitatively, not just measure milestones or scores on behavior checklists.  We use our whole selves to discover as much of the whole child as we can.

During my playroom visit with the child, the nurse and Mom meet one-to-one in a private setting to give Mom the opportunity to share her observations and concerns. 

Following the examination phase, the nurse(s) and I (and possibly social worker or other professionals) have a team meeting – share what we saw, heard, thought, intuited, came to believe or refuted, agreed or disagreed about (with family and/or each other), think it all means.  

Next I review everything one more time – and then reflect (usually off and on for several days) – before finally writing up my impressions, diagnoses and recommendations.   

* Many children who see me have similar diagnostic “labels.”  I am a subspecialist serving a certain skewed population.  Pulmonologists diagnose a lot of children with “asthma” who have atypical presentations or haven’t responded to standard treatment, so their diagnosis was in question, or who are especially difficult to manage because of co-morbidities.  Nevertheless, the youngsters all have “asthma.”  I see children with disorders of emotional regulation; social adjustment; motor, speech or cognitive skills; personal or adaptive performance.  Each child is unique but their ICD-9 codes are pretty much the same for each category.  

Why medicate a young child?

I am extremely conservative in prescribing medication of any kind for any one.  In patients with ADHD, I avoid psychostimulants (or other medications indicated for ADHD) until we have “ruled out” or treated other conditions such as learning disability, delayed grief reaction, thyroid or other biological disorder, gifted child, anxiety, etc.  Rarely does a child get a psychostimulant from me before second grade.   

I am frank to tell my patients that medicine is poison – all medicine – salt water gargle, vitamin preparations, aspirin, antacids – all of it.  Ibuprofen impairs renal function; acetaminophen is hepatotoxic.  The only justification for medication is if the natural course of the disease is enough worse than the effects of the medicine – and only the patient or his family is qualified to make the judgment of how much “enough” is.  As a physician, my part is to explain the expected influence of the medicine on the course of the disease, likelihood of various risks, alternatives (including no treatment) – and to be sure the family understands the situation so they can make the right decision for their family.

There are three recent developments in our understandings of factors influencing the developing brain, which have changed my thinking about including medication in the treatment modalities for young children with mood disorders.  

1) Over the last decade or two, we have discovered many unique aspects of different stages in neuronal growth and organization.  An especially significant finding that applies to preschoolers is that the brain leaves the synaptic rapidly proliferative phase and enters the “pruning” stage – solidifying frequently used pathways and eliminating seldom used ones.  This process would be accentuated by simultaneous occurrence of “kindling” (“mood disorders created by an interplay between a susceptible genetic diathesis and environmental stressors, which causes actual biological changes at the genetic level that over time lead to the crossing of a neurobiological threshold for a mood episode.  With the onset of each successive episode of mania or depression, these biological changes are reinforced, leading to more frequent and spontaneous episodes.”1) It is currently believed that engineering the child’s environment to promote more healthy responses rather than less adaptive ones can lead to (positive) structural changes in the child’s brain.  (Using fMRI and other imaging techniques, this has been demonstrated to be the case in conditions as diverse as depression and dyslexia.)  The use of an antikindling agent, such as an anticonvulsant, in conjunction with environmental manipulation should offer a synergistic advantage to the young developing brain.  

2) There is convincing evidence that certain abnormal neurochemical processes (seen in conditions such as bipolar disorder) are actually neurotoxic – that the accumulation of particular by-products of improperly regulated neuronal pathways leads to cell injury – and if not reversed, to cell death. (“…excessive activation of NMDA (one type of glutamate neurotransmitter – the main excitatory neurotransmitter in the central nervous system [CNS], released at up to half the synapses of the brain) receptors plays an important role in the pathophysiology of acute CNS injury syndromes such as hypoxia-ischemia, trauma and status epilepticus….Underexcitation of NMDA receptor function also has significant consequences for CNS functioning…. Sustained and severe underexcitation of NMDA receptors in the adult brain is associated with a form of neurotoxicity.  …[In the developing brain] the NRHypo (NMDA receptor hypofunction) state is instilled in the brain by a pathological event very early in life (e.g. prenatally.)  Since some brain regions and their associated mental functions may be more sensitive to disruption by NRHypo, different symptoms may present at different times.  During a specific stage in development, the synaptogenesis stage, neurons with NMDA receptors are exquisitely sensitive to glutamate stimulation and the amount of glutamate stimulation must be regulated within narrow bounds, because either too much or too little can be lethal for the NMDA receptor bearing neuron.  …developing neurons depend on NMDA receptor stimulation for survival and are programmed to commit suicide [die by apoptotic neurodegeneration] if deprived of this stimulation … during synaptogenesis.  …protracted NMDA-receptor hypofunction can trigger irreversible degeneration and death of neurons throughout many corticolimbic regions.”)2 Thus, it is of critical importance to prevent or attempt to reverse any such metabolic derangement – the earlier this is begun the greater preservation of potential for normal development.

3) Finally, science now is linking observed behaviors with measurable brain functions.  Patterns of children’s illnesses can be understood in biological terms – and treated as such – not in isolation but in the context of the whole child.  In the past, we largely had to rely on retrospective analysis to see if we had correctly identified the child’s pattern of dysfunction and treated it appropriately.  In the past, behavioral management and other available treatments were only partially successful in altering the course of children’s mood and other disorders.  Now we can gauge our effectiveness easier, sooner and better.  Now that we can target specific types of neurotransmitters, we can promote normalization of specific brain functions – and create conditions for tremendously enhancing success of all our other interventions.  

1.  Geller, B. and DelBello, M. (2003) Bipolar Disorder in Childhood and Early Adolescence.  New York, NY: The Guilford Press.  www.guilford.com 

2.  Farber, N. and Newcomer, J.  “The Role of NMDA Receptor Hypofunction in Idiopathic Psychotic Disorders” in Geller, B. op cit.

Interventions to consider

Many interventions and treatments may be helpful in treating your child.  We will never tell you that you must or must not engage in anything.  Our job is to advise you of the potential risks and benefits, alternatives and indications for any intervention.  Your job is to choose those treatments you feel will be most helpful and practical for your child and family.  

These interventions are appropriate for all children BUT they must be tailored individually to your child to work the best and to avoid negative interactions with other treatments.  

· Nutrition  (plus supplementation if indicated, such as fish oil, vitamins and minerals)

· Exercise (aerobic, age-appropriate resistance training, coordination and flexibility)

· Stress management (relaxation techniques, conflict resolution, emotional support)

· Recreation program (emphasizing balanced “menu” of fun activities)

· Sleep hygiene (including daily rhythm and evening preparation)

· Risk management, safety practices and equipment 

· Chores (for toddlers and older)

· Parent support (informal, group, professional, class, counseling, etc.)

These interventions may be appropriate depending on your child’s situation; it is crucial to be sure that each intervention carries more potential benefit than risk to your child as an individual and that the treatment plan is an integrated whole.  These remedies require strict medical supervision, no matter how harmless any one may appear in isolation.  The most innocent activity, such as T-ball, may be detrimental in the wrong combination or at the wrong time for your child.

· Club membership (Scouts, etc)

· Acupuncture

· Bladder/bowel training

· Yoga

· Medication

· Occupational therapy

· Speech therapy

· Physical therapy

· ESE services at school

· Private tutoring

· PlayKare therapy

· Music therapy

· Musical instruction

· Sports participation (individual)

· Sports participation (team)

· Homeopathy

· Dancing 

· Chiropractic treatment

· Massage therapy

· Social skills instruction/class

· Private school 

· Withdrawal from daycare

· Change of daycare providers

· Cognitive-behavioral therapy

· Art therapy

· Recreational arts and crafts

· Family therapy

· Individual counseling

· Stress reduction training

· Keyboarding 

· Augmentative communication device

· Stability/mobility aids  (ATENS)

· Specialist consultation

· Specialized testing (incl. blood testing)

· Computer instruction

· Specialized behavior management, ABA, etc.

· Other _____________________

· Other _____________________
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Developmental and Behavioral Pediatric Services
Helene Hubbard PhD, MD      Karen MacDougall RN, MA

408 Manatee Ave East,  Bradenton Fl 34208    

941-922-5366    fax 894-3487     gethelp@kidsdoingbetter.com 
Is Medication Right for My Child?
1.  Is the (condition( worrisome or troublesome for my child and my family?

2.  Is the condition expected to worsen over time without treatment?

3.  Is the untreated trouble worse than the proposed treatment?

4.  Is medication part of a complete, safe and effective treatment plan for my child?

5.  Do I understand what the medicine is supposed to do?

6.  Do I understand the good and bad aspects of this medication?

7.  Do I have a way to observe and record my child(s response to treatment?

8.  Do I have a way to help my child maintain his self-respect as we use medication in treatment?

9.  Do my doctor and I have a good working relationship as a team?

10.  Can I maintain the balance in my own mind of knowing both:

- that all medicine is poison and that any medicine might do anything to anybody at any time

- but that my doctor and I are choosing the course that has the greatest chance of helping with the least   chance of hurting my child?  

and that I am taking action now to protect my child from present and future suffering?

Answer Key:
Questions 1-4:  If the answer to any of these questions is No, your child should not take medicine.

Questions 5-7: If any of these answers is No, you still have (homework( to do before you are ready to use medication safely and effectively.   For now, your child should wait to take medicine.

Questions 8-9: If either of these answers is No, your team has some (team-building( to do before your child can get the intended benefit from medication.  Nearly ready but not quite yet.

Question 10: This is the hardest question.  You must feel comfortable with your decision.

When you hop in the car, buckle up and look both ways before pulling out, you can still get hit by a drug-crazed joyrider or a nose-diving plane; 

but if you stay home worrying about potential danger, you give up your freedom to live your real life.  

Only you can determine how the benefits and risks compare; only you can choose.
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