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TYPES OF PSYCHIATRIC TREATMENT

Drug treatment

Michael Prendergast

There is general agreement that psychoactive
drugs should only be given as part of an overall
treatment plan. It might be thought there would
also be general agreement that the use of
psychoactive drugs should be informed by the
literature but there are such large differences in
prescribing practice between clinicians and
between countries that other factors must be
relevant. Stimulant drugs are probably the best
investigated and best understood psychoactive
drugs in use in childhood and yet they are seldom
prescribed in Britain, where drugs are frequently
used to treat sleep problems and nocturnal
enuresis. 2Both of these conditions are more
appropriately managed with behavioural
methods. On the other hand, some severe

psychiatric problems are unusual and little
researched in childhood or adolescence. One
can appeal to the adult literature but it may not
be relevant. There are a number of recent
reviews of pharmacotherapy which differ in
emphasis and which are helpful in whole or in
part. ?7
There is still quite a gap between our

knowledge of what drugs can do biochemically
and why they make some problems better. Most
psychoactive drugs affect more than one neuro-

transmitter system,8 so this account leaves
neurotransmitters aside and matches opera-
tionally defined syndromes with drugs believed
to alter target symptoms within these syndromes.

Sleep problems
Difficulty in settling, 'midnight intruder', and
dawn rising are common sleep problems in the
toddler years and respond well to behavioural
methods, which are the treatment of choice.9
Prescription of hypnotics to children is con-

traindicated by the British National
Formulary'l; despite this, their use is wide-
spread.' Trimeprazine (Vallergan, Rh6ne-
Poulenc Rorer) works well in the short term"
and may be used in a crisis, for example, when
parents are severely sleep deprived themselves.
Tolerance develops rapidly and if the response
is to increase the dose the child may become
zombie-like and drool throughout the day. Data
sheets for Vallergan now contain an expanded
section on the risk of tardive dyskinesia, which
is another reason for caution. Chloral is an

alternative for short term use. Benzodiazepines
are best avoided in childhood because of their
behavioural toxicity.

Occasional nightmares are common and can

usually be related to a frightening experience. If
frequent they should be inquired into. Night
terrors, sleep walking, and sleep talking are

parasomnias and often respond to explanation
and reassurance. 2 When they are frequent and
occur at a predictable time of the night, they can

sometimes be controlled by pre-emptive
waking.'3 Drug treatment is rarely necessary.

Low dose benzodiazepines have been used and
there are reports of successful use of both
imipramine'4 and carbamazepine'5 which may

be preferred.
Narcolepsy and other hypersomnias are

seldom diagnosed in childhood. Psychostimu-
lants, for example, methylphenidate or dex-
amphetamine, and more recently mazindol,'6
are favoured in the adult literature. Clomipra-
mine may reduce the frequency of narcoleptic
attacks and of cataplexy which is loss of tone
without loss of consciousness.'2 Dietary tyro-
sine supplements have been found helpful in
reducing hypersomnia in adults in some hands'7
but not in others. 8 Quantitative serum tyrosine
monitoring is prudent in childhood.

Confusion and delirium
Confusion and delirium are medical emergencies
and this is the first line of management. Fever
or other signs may point to a medical cause and
non-convulsive status epilepticus is one of many
conditions that must be considered. Drugs may
be responsible, whether medically prescribed or

illicitly obtained, through idiosyncratic reaction
or overdose.
When a drug is responsible for the reaction,

it should be stopped where possible. Disorienta-
tion and behaviour disturbance are often more

prominent at night and chloral is effective if
only night sedation is required.
Where behaviour disturbance is jeopardising

treatment, the short term use of chlorpromazine
is recommended, in doses sufficient to confine
the child to bed, combined with adequate
illumination and sensitive nursing care. Such
reactions are usually shortlived.

Children with dementing illnesses associated
with behavioural problems may rarely require
chronic sedation, for example, chlorpromazine
or thioridazine which should be prescribed in
the lowest dose effective and in higher dose at
night if night time sedation is also required. The
oral route is preferred as intramuscular injections
may be interpreted as attacks. Where tablets are
not tolerated and when thiordazine is chosen,
the suspension should be used as the liquid is
extremely unpalatable.

Schizophrenia, haliucinations, and
neuroleptic drugs
Schizophrenia of adult type is rare in prepuber-
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tal children, although it becomes more common

in adolescence. Its management is a specialist
matter and will often involve inpatient treatment
in a dedicated unit. An underlying physical
disorder should always be sought. Treatment is
symptomatic and based upon the symptoms
present at the time.
As drug treatment hinges upon neuroleptics

with their attendant long term risk of tardive
dyskinesia, non-drug alternatives can and
perhaps should be tried where appropriate,
although it is recognised that most units do not
do this.

Auditory hallucinations may respond to an

ear plug.'9 It should be placed in the more

impaired ear where there is a difference, and
when the patient will tolerate it. Visual hallu-
cinations are usually paroxysmal and distorting
spectacles interfere with them if the patient can

be persuaded to sit down and use them. Both
these types of hallucinations can occur in plain
consciousness in the absence of psychosis.20 21
In these circumstances, compliance with the
treatments suggested above may be easier to
obtain.
The drug treatment of children and adole-

scents with schizophrenia is little researched
and practice is based upon analogy with the
adult literature.

It is important to appreciate the huge differ-
ences in potency between neuroleptics. A dose
of 100 mg of chlorpromazine is equivalent to
100 mg of thioridazine, but 5 mg of trifluopera-
zine and only 2 mg of haloperidol and only 2 mg
of pimozide, but 200 mg of sulpiride and 40 mg
of clozapine. In general, the more potent
neuroleptics carry a greater risk of extrapyra-
midal side effects and the less potent neuroleptics
are more sedative, but still have extrapyramidal
side effects. Dependent upon the degree of
disturbance at presentation, sedation may be
the first priority. Otherwise, a period of drug
free inpatient observation by experienced staff
is preferable and may be all that is required in
some brief psychotic episodes.

Subsequent management in those requiring
medication will comprise a systematic trial of
several weeks of a drug from each of the various
groups given individually according to toler-
ance. Typical representatives would be
chlorpromazine, thioridazine, sulpiride, and
haloperidol. Depot neuroleptics are usually
avoided until a stable response has been
obtained, if they are to be used at all.

Unfortunately, a therapeutic margin between
symptom relief and side effects can be hard to
find in the prepubertal patient.22 Clozapine
offers hope for treatment resistant patients but
it is only licensed for use in children older than
12 years subject to compliance with an expensive
monitoring procedure to guard against agranu-

locytosis.23
Drug treatment mainly affects the positive

symptoms of hallucinations and delusions. It
has very little effect on the negative motivation-
less state that some patients are left with.
Ciompi has drawn attention to the various
patterns of schizophrenic illness.24 Only some
forms imply 'medication of life'. Once control is
achieved, a decision must be made whether to

try the patient on a diminished drug dosage
while still in hospital, or after safe return home.
The issue of continued treatment should be
kept under continual review. Antiparkinsonian
agents are not prescribed routinely but are only
given if the relevant side effects occur.

Patient and parents must be warned of the
possibility of writhing, dystonic movements of
the face and body, and oculogyric crisis in the
first few days of treatment with neuroleptics
and of parkinsonian symptoms of tremor,
rigidity, akinesia, and salivation in the succeed-
ing weeks. All of these symptoms respond to
antiparkinsonian agents or medication reduction.
Acute dystonic reactions are distressing and
they are medical emergencies. Parents ofchildren
who are managed as outpatients may be given a
few procyclidine tablets or equivalent to use, if
required, pending attendance at a casualty
department. Intramuscular injection of an anti-
parkinsonian drug will bring more immediate
relief.
Some patients experience akathisia, an

unpleasant restless agitation, usually within the
first two months of starting a neuroleptic. It can
be difficult to treat without drug reduction.
Adult work indicates akathisia is relatively
resistant to antiparkinsonian drugs but pro-
pranolol may be helpful. Clonazepam has been
shown to be effective in some adolescent
cases.25
More seriously, neuroleptic malignant syn-

drome may present at any time.26 In its florid
state it is characterised by fever, fluctuating
consciousness, autonomic instability, increased
tone, and raised serum creatinine kinase. Formes
frustes occur and fever or raised enzymes may
be lacking. It is a potentially lethal condition.
Neuroleptics must be stopped at once. Symp-
toms may take a week or more to respond but
longer if the patient has taken a depot neurolep-
tic.

Dantrolene and bromocriptine have been
used but the essence of treatment is attention to
fluid balance and cardiorespiratory support in a
medical setting.

Tardive dyskinesia is an important long term
risk of neuroleptic treatment. It may be transient
and appear as a withdrawal dyskinesia lasting
from days to several months, or it may be
persistent. In tardive dyskinesia irregular
choreoathetoid movements occur predominantly
in the buccal-lingual musculature and at the
distal extremities. It is not uncommon in
children exposed to neuroleptic, 25% in one
series. Mentally retarded patients are at greater
risk and also at greater risk of neuroleptic
treatment. Tardive dystonia is a more malignant
variant characterised by sustained contraction
of skeletal musculature, manifest as, for
example, sustained tongue protrusion, disabling
posturing, stridor from laryngospasm, and
dysarthria.7 28 In addition, Gualtieri has des-
cribed a late onset behavioural equivalent of
tardive dyskinesia that he terms tardive akathisia
with dysphoria and motor restlessness.7

All these conditions are difficult to treat
beyond withdrawal of neuroleptics and waiting.
They may be irreversible but remission rates in
children are fortunately higher than in adults.
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Non-extrapyramidal side effects of neurolep-
tics include gynaecomastia, galactorrhoea,
amenorrhoea, weight gain, and jaundice.
Chlorpromazine is particularly associated with
photosensitive reactions and thioridazine with a
pigmentary retinopathy in high dose.

Hypomania and bipolar illness
Hypomania is characterised by elevated mood,
excitement and irritability, pressure of talk and
flight of ideas, which are often grandiose.
Teenagers are disinhibited and sleep little.
Mania is a more florid version of the same. It is
rare, even reportable before the teenage years.29
In the acute phase, sedation with a major
tranquilliser and hospital admission may be
required. Hypomanic episodes may be recurrent,
or more usually part of a bipolar illness.
Children and teenagers with bipolar disorders
have recurrent episodes of severe depression
and hypomania. Lithium carbonate is the treat-
ment of choice.6 30 Because of differences in
bioavailability, it is important to choose a
preparation and stay with it.

Sustained release lithium carbonate can be
given twice daily and blood concentrations are
monitored in the steady state, 12 hours after the
previous dose. In practice this means about five
days after the last dose increase. Target serum
concentrations are usually within the range of
06-1 0 mmol/l. When control is obtained,
measurements are repeated every six weeks or
so and also thyroid function tests and tests of
renal function are performed-less frequently
but more often if there is cause for concern.
Fluid loss through vomiting, diarrhoea, and
sweating in hot weather can all cause toxicity
that is characterised by diarrhoea, vomiting,
tremor, ataxia, dysarthria, and muscular weak-
ness progressing to cardiac arrhythmia, stupor,
and death if lithium is continued. Less severe
side effects include polydipsia, polyuria, weight
gain, and thyroid dysfunction. Previous worries
about nephrotoxicity seem to have been
exaggerated.3'

In rapid cycling bipolar illnesses there are
three or more occurrences within a year. Some-
times there may be several mood swings within
a week. Carbamazepine can be used as an
alternative to lithium carbonate in unresponsive
patients and as a treatment of choice in rapid
cycling patients.32 Dosages are the same as in
the treatment of epilepsy and the sustained
release preparation is preferred.

Depression
Depression of adult type is increasingly recog-
nised in childhood. In the past it was probably
included in the category of emotional disorders
without further inquiry.
When suspected, the child must be inter-

viewed alone and suicidal ideas inquired after.
A decision should be made whether referral for
inpatient treatment is required. Although child
psychiatrists use antidepressants to treat more
serious depressions2 evidence to support this
practice is so far lacking from double blind trials
and the issue is unresolved. There is little
experience with the new antidepressants.

Typically, amitriptyline is used for its sedative
effect in the agitated patient and imipramine is
used for its more stimulant effect in the patient
who has slowed up. Patients and parents should
be warned about the early appearance and
resolution of the anticholinergic effects of dry
mouth, constipation, and blurred vision. These
are not usually problematic if the drug is
introduced slowly. Children seem to require
75-100 mg daily on average and starting at 25
mg at night, the dose can be increased by a
similar increment every three days or so.
The antidepressant effect is not usually

obtained before about 10 days of treatment at
the appropriate dose. In treatment responders
antidepressants are usually continued for about
three months after response is obtained. I do
not usually begin withdrawal of drugs at critical
times, for example, at the start of the new
school year. Intersubject absorption of imipra-
mine varies considerably and monitoring of
blood concentrations is recommended when this
tricyclic is used. Puig-Antich et al have suggested
that a total plasma concentration of 150 ,tg/l
(imipramine and desipramine) is necessary for
therapeutic effect.33 Serial electrocardiographic
(ECG) records are recommended if high doses
of imipramine are needed to achieve this.6
Clearly, parents must understand the need to
supervise the taking of tablets and to keep them
away from the patient and younger siblings.
Childproof containers are essential.34

Sleep deprivation or deprivation of rapid eye
movement sleep as treatments for depression
have yielded inconsistent results but may offer a
treatment alternative for antidepressant resistant
patients.35 36
Very severe depressive illness unresponsive to

antidepressants, depressive stupor, and catatonic
stupor are rare indications for electroconvulsive
treatment. It should not be undertaken without
further supportive consultant opinions, perhaps
from colleagues in adolescent psychiatry and
adult psychiatry, in addition to the usual
thorough discussion with patient and parents.
The great advantage of electroconvulsive treat-
ment is rapid relief when it is successful.37

Obsessive compulsive disorders and
trichotiliomania
The manifestations of obsessive compulsive
disorder include repetitious checking and other
rituals and compulsions which often involve the
whole family. Children who are severely handi-
capped by these symptoms may require inpatient
treatment.

Behavioural management has a role but it is
less powerful in this condition than was originally
thought. Clomipramine is effective, even in the
absence of coexisting depressive symptomato-
logy.38 39Trichotillomania responds to the same
drug,40 but this should not be taken as evidence
that the nature of these two conditions is
similar.

Tics and Tourette's syndrome
Simple motor tics are widespread, transient,
and can usually be managed with explanation
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and reassurance. The syndrome of Gilles de la
Tourette comprises multiple motor tics and
phonic tics. Medication is only indicated when
the tics are intrusive and handicapping. There is
no evidence that early treatment modifies the
course of the disease.

Haloperidol is best researched and often cited
as the treatment of choice.4' Acute extrapyra-
midal reactions are common and patients should
be warned of the possibility of tremor, stiffness,
and oculogyric crisis, all of which will respond
to antiparkinsonian agents, for example pro-
cyclidine. Antiparkinsonian drugs should only
be taken if these problems arise. Haloperidol
can cause excessive sedation which has been
termed a 'fog' state.42 Sulpiride28 and pimozide43
can also cause extrapyramidal reactions but are
less likely to and appear to have broadly similar
efficacy."

Because of reports of sudden death due to
arrhythmias, pimozide is less used now. Prior
ECG and subsequent monitoring is advisable
and a response will have usually been achieved
by 8 mg in a single daily dose if it is to occur.43

Phonic tics are usually the first to respond to
drug treatment and then complex motor tics
and then simple motor tics.

Tourette's syndrome may be associated with
other psychopathology, particularly obsessive
compulsive symptoms. Rhythmic complex
movements that appear compulsive, for example,
repetitive kissing or lining up are called complex
tics in the American literature, but as they seem
to lie between Tourette's syndrome and obses-
sive compulsive disorder, they are perhaps best
referred to as complex movements. Sometimes
these movements are the main problem. Neuro-
leptics usually leave them untouched but they
will often respond to clomipramine where speci-
fic treatment is required.

Tics wax and wane but some children go into
'status tic', a sequence of unrelenting tics and
complex movements that leaves them sore and
exhausted. In the absence of a more specific
remedy, chloral induced sleep will sometimes
bring relief.

Clonidine has its advocates and has the
advantage that it is not a neuroleptic but there
are doubts about its efficacy45 and in my hands
it causes depression and does not affect the tics
at all.

Naturally there are concerns about the lifetime
risk of tardive dyskinesia in this new cohort of
children receiving long term neuroleptics. Drug
free days are advised once or twice a week,
perhaps at weekends, to diminish the lifetime
weight of drug consumed. Treatment alterna-
tives under investigation include buspirone and
calcium channel blockers.

Anxiety, panic attacks, and school refusal
Situational anxieties or phobias are best treated
with behavioural methods. In school refusal in
the younger child, anxieties are multifactorial
and early return to school is the cornerstone of
management. Anxiolytics have been used but
results are conflicting as to their efficacy.
Benzodiazepines are best avoided because of
their addictive potential and propensity to
behavioural side effects.

Free floating anxiety and panic attacks may
be associated with hyperventilation which can
be assessed in the clinic. Propranolol may be
helpful but is contraindicated when there is a
history of asthma or arrhythmia. It has the
advantage that it can be taken 'as required'. The
tricyclic drugs, amitriptyline and imipramine
can be given for their anxiolytic effects. The
present generation of monoamine oxidise
inhibitors (MA0Is) is difficult to use because of
the food restrictions required to avoid a pressor
reaction. The newer reversible inhibitors of
monoamine oxidase, for example, moclobemide
may render this category of drugs more available
to teenage patients.

Hysterical disorders and eating disorders
Hysterical and somatising disorders are included
here because they are sometimes complicated by
depression which should be diagnosed and
treated in the usual way. Likewise, the depres-
sion sometimes found in chronic fatigue syn-
dromes and anorexia nervosa. Abreaction with
intravenous amylobarbitone46 can be helpful in
the management of psychogenic stupor, as it is
difficult to gain therapeutic access to a patient
who can neither move nor talk.47
There is no specific drug treatment for

anorexia nervosa, but both imipramine and
fluoxetine have found support in the treatment
of bulimia nervosa.48

Elimination
The management of encopresis is not usually
undertaken before age 4 years for developmental
reasons. Constipation is frequently associated
and laxatives may be required. The choice of
laxative is important, but 'sister's favourite' is
often prescribed by default. The area has been
reviewed recently by Graham Clayden and is
not further discussed.49

Likewise, developmental considerations
determine nocturnal enuresis is not usually
treated actively before age 5 years. There is
abundant evidence that behavioural methods
are the treatment of choice after physical causes
have been rejected. Some children respond to
simple star charts rewarding dry nights.
Other children require a night trainer alarm

that uses the same principle as the bell and pad
and is equally effective but more convenient.50
Many districts now have enuresis clinics to
provide this service. Despite the above,
amitriptyline and imipramine are still widely
prescribed for nocturnal enuresis by general
practitioners' and child psychiatrists.2 Although
effective in the short term, relapse is frequent
when the drug is stopped and the risk of
overdose by patient or siblings is well known.34
There may be a place for prescribing one of

these drugs in the short term, for example, to
allow a child to go on a school holiday and the
same can also be said for intranasal desmo-
pressin,5' but in the presence of safer, more
effective behavioural methods the widespread
use of drugs to treat nocturnal enuresis cannot
be endorsed.

In daytime wetting, behavioural methods
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including regular potting are the mainstay of
treatment, but urodynamic review should be
considered, particularly when there is associated
urgency. Most of the drugs used by urodyna-
micists can provoke nightmares.

Hyperactivity
Children with pervasive short attention span
and restless, overactive, distractable behaviour
meet criteria for hyperkinetic disorder according
to the International Classification ofDiseases, 9th
revision52 and attention deficit disorder in the
American system Diagnostic and Statistical
Manual of Mental Disorders, 3rd revision
revised.53 Attention deficit disorder defines a
much broader group as it also includes situa-
tional expression of these problems and it is not
further discussed here.

Hyperkinetic disorder, narrowly defined, is
of early onset and occurred at a rate of 17 per
1000 boys aged 6-8 years in the east London
study.54 British child psychiatrists are reluctant
to make this diagnosis but usually identify the
conduct disorder with which it is often asso-
ciated.55 Hyperkinetic syndrome is a handi-
capping condition. Management is difficult and
requires attention to structure and consistency
which usually involves environmental manipu-
lation. Stimulant drugs are widely used in
America; probably the best researched psycho-
tropic drugs in use in childhood and scarcely
used in Britain. Even if reserved for the most
severely afflicted children who show this
behaviour at home, at school, and in the
doctor's office, every health district has
candidate patients.

After diagnosis, baseline parent and teacher
ratings using the Rutter56 or Conners scales57
are completed which takes a few minutes. These
can be repeated serially to assess change.
Methylphenidate58 and dexamphetamine are
both effective. A Yes-No effect is sought. When
there is benefit it is clear and the school dinner
lady will notice if a tablet is omitted. What is
more, the child's improved behaviour is likely
to have a positive effect on family interaction.59

Methylphenidate is only available in the UK
on a named patient basis from the company
(CIBA Laboratories, Horsham, West Sussex
RH12 4AB). It has a short half life and it is
given in divided doses in the range of 03-1 -5
mg/kg/day starting with about 5 mg daily
depending on the size of the child.5 Appetite
suppression is sometimes a problem so I usually
give it after breakfast, after lunch, and maybe
after school. Evening doses cause insomnia.

Reversible growth failure is reported and is
probably related to high dose regimens. Never-
theless, height, weight, and blood pressure
should be measured at each clinic attendance
and this means the clinic should be equipped to
do this. Drug 'holidays' are recommended for
one or two days at weekends if this can be
tolerated and for longer periods at least once a
year. Some children become tearful or depressed
and others may develop obsessive compulsive
behaviour or tics. Tics are usually cited as a
contraindication.6
Dexamphetamine is longer acting and may be

given twice daily. The dose range is similar and
so are the side effects. Some children tolerate
one of these drugs more readily than the other.
It is said that stimulants are ineffective in
hyperactive children who are mentally handi-
capped, but a trial is still worthwhile in selected
cases.60 Although both dexamphetamine and
methylphenidate are controlled drugs, depen-
dence is not a problem with the doses described
here. Low dose imipramine, 25-15 mg daily is a
useful but less potent alternative.6'

Behaviour problems in children with epilepsy
Children with epilepsy are at much greater risk
of behaviour problems. The reasons for this are
multiple but only drug issues are considered
here.

It is profitable to review the anticonvulsants
the child is taking. The behavioural side effects
of carbamazepine are often associated with peak
serum concentrations and a switch to the
sustained release preparation at the same total
daily dose is easy to do, will seldom result in
decreased seizure control62 or deteriorating
behaviour, but sometimes produces a gratifying
behavioural improvement.
The behavioural side effects of phenobarbi-

tone are well known and paediatricians hardly
use it, but some adult specialists who also treat
children are unfamiliar with this side effect.
Clonazepam and clobazam can both cause

profound and chronic behavioural deterioration,
even pseudodementia, if parents do not decide
to stop giving them. There is sometimes cross
reactivity between the two compounds but
sometimes not, so it is worthwhile to try a
switch. Hyperactive children with learning
difficulties and intractable seizures, who have
been on a benzodiazepine from an early age, are
particularly at risk that the drug induced
behaviour will be assumed to be constitutional.63

Vigabatrin has made a notable contribution to
childhood psychopathology and can produce a
spectrum of problems including psychosis.
One is reluctant to treat anticonvulsant

induced hyperactivity with stimulants. Dexam-
phetamine raises the seizure threshold and is
recommended over methylphenidate, which is
said to lower it, in the treatment of constitu-
tionally hyperactive children with epilepsy. In
practice methylphenidate may ameliorate or
alter the seizure pattern in addition to its
expected effect.

Behaviour problems in children who are
mentally handicapped7
Mentally handicapped children who present
with behaviour problems divide conveniently
into two groups those who are on drugs and
those who are not. Those who are on drugs are
probably on too many and sometimes show the
fluctuating symptoms of a subacute confusional
state. Treatment comprises drug rationalisation
and reduction in the shadow of tardive
dyskinesia.

Children and teenagers who present with
behaviour problems severe enough to warrant
consideration ofdrug treatment will usually have
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self injurious behaviour or challenging behaviour
if they do not have a more conventional
diagnosis, for example, depression or bipolar
disorder,64 which should be treated appro-
priately. Sometimes there will be a more
straightforward explanation, for example,
toothache or departure of a familiar member of
staff from a children's home.

Self injurious behaviour, for example, head-
banging or eye gouging is very difficult to
treat.65 Naltrexone has been tried in recent
years with some success.4 66Carbamazepine can
also be used.67 Challenging behaviour usually
refers to explosive and aggressive behaviour in
teenagers with limited language and limited
responsiveness to social cues.
Management is expensive, person intensive

and requires structure, continuity, and environ-
mental manipulation. Regular exercise may also
be of help.68 Drugs may have a role but should
always be assessed with a serial record of the
frequency of the target behaviours against a
baseline taken before the drug was started.

Neuroleptics should be avoided as far as
possible because of the risk of tardive dyskinesia
that can follow even a short period of neurolep-
tic treatment at low dose. Their short term
efficacy is seductive. Dependent upon assess-
ment of the problem, a separate exhibition of

7 69 70 771carbamazepine, propranolol,7 or
lithium6 7 72 may all be considered.

This world of chronic handicap is swept by
enthusiasms. Fenfluramine has fallen out of
favour for autism,4 73 but amantadine and
calcium channel- blockers are on the horizon.74

It is always a serious decision to recommend
parents give drugs to their children. Sometimes,
it is a serious omission not to recommend
parents give drugs to their children.

I am grateful to Mary Eminson for advice and support and to
Claire Brittain for typing the manuscript.
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