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Y
oung children whose cognitive and emotional functioning and/or communication style and/or

social relatedness is in some way “atypical” have both fascinated and plagued mental health

clinicians for many years.  The fascination comes from trying to understand the13 ,18

psychopathology and somehow fit the clinical picture into an existing diagnostic category. The

consternation comes from knowing that the clinical picture presented by many of these children does not

fit neatly into any existing diagnostic category, with the result that one must either choose the “best fit,”

knowing that the fit is poor, or use a “wastebasket” (poorly defined) diagnostic category whose name does

not convey much about the specific clinical picture with which the child presents. In the past, the less

clearly defined diagnoses have included: “borderline”;  “schizoid”;  “atypical pervasive developmental7,11 19

disorder” (APDD);  “pervasive developmental disorder not otherwise specified” (PDDNOS);  or “psychotic6 2,16

disorder not otherwise specified” (PDNOS).  The “best fit” diagnostic categories have usually been limited3

to: an autistic disorder or schizophrenia of childhood.  1

There have been several recent attempts to delineate sets of clinical characteristics of some of these

“atypical” children so as to have a “label” with which to better communicate to other clinicians the nature

of their psychopathology, and to be somewhat more specific in a descriptive sense about the nature of the

psychopathology. Thus, diagnoses such as multiple complex developmental disorder (MCDD),  multiplex15,17

developmental disorder (MDD),  multidimensionally impaired syndrome (MID),  and multisystem5,10 9

developmental disorder (MDI)  have appeared in the scientific literature as clinicians have tried to use20

clusters of symptoms to split off groups of children from the lumps of poorly defined diagnostic categories

or poor fits used for many atypical children.

We at the Children’s Evaluation and Rehabilitation Center are often asked to diagnose young children

with atypical development, and we have, in the past, formulated a cluster of symptoms of such children

and used the “label” APDD. Such children had unusual or abnormal speech and/or expressive language,

impaired social relationships characterized by variable relatedness, ritualistic or manneristic behaviors,

Multiplex Complex (Multiplex) Developmental Disorder (MCDD) is a proposed developmental disorder
(or syndrome) designed to encompass preschool and early school age children who have consistent
and enduring deficits in affect regulation, relatedness, and thought. Such children are thought to
represent another variant in the spectrum of pervasive developmental disorders (PDDs). We present
clinical data on 15 preschool children with developmental disorders diagnosed as having a MCDD.
The developmental disorders were a language disorder and/or mental retardation. Each of the
children was diagnosed using criteria reported on by Towbin et al in 1993. The most common
symptoms of a MCDD in this population were: disturbed attachments (82%); idiosyncratic anxiety
reactions (64%); episodes of behavioral disorganization (64%); and, wide emotional variability (54%).
Although the proposed syndrome of a MCDD appears to be a useful concept in diagnosing preschool
children with developmental disabilities and comorbid emotional/behavioral disorders, there appears
to be at least two distinct clusters of behaviors seen in such children. One cluster approximates a
borderline syndrome, while the other is more clearly in the PDD spectrum.
Keywords: bipolar disorder, developmental disabilities, mental retardation, multiple complex
developmental disorder, pervasive disorder
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TABLE 1. DIAGNOSTIC CRITERIA:  MULTIPLE COMPLEX DEVELOPMENTAL DISORDER 
a

Multiple complex developmental disorder is a serious, early onset and persistent disturbance affecting several
major domains of functioning, including the following three major areas:

Regulation of affective state and anxiety is impaired beyond that seen in children of comparable age, as
exemplified by several of the following:

•Intense generalized anxiety or tension
•Fears and phobias (often unusual or peculiar)
•Recurrent panic episodes or flooding with anxiety
•Episodes of behavioral disorganization punctuated by markedly immature, primitive, or violent behaviors
•Significant and wide emotional variability with or without environmental precipitants
•Frequent idiosyncratic or bizarre anxiety reactions

Consistently impaired social behavior/sensitivity, as exemplified by the following types of disturbances:

•Social disinterest, detachment, avoidance, or withdrawal despite evident competence
•Severely impaired peer relationships
•Markedly disturbed attachments: high degrees of ambivalence to adults (especially parents/caretakers)
•Profound limitations in the capacity for empathy or understanding others’ affects accurately

Impaired cognitive processing (thinking disorder), as exemplified by some of the following difficulties:

•Irrationality, sudden intrusions on normal thought process, magical thinking, neologisms or repetition of
  nonsense  words, desultory thinking, blatantly illogical, bizarre ideas
•Confusion between reality and inner fantasy life
•Perplexity and easy confusability (trouble understanding social processes or keeping thoughts “straight”)
•Delusions, overvalued ideas, including fantasies of omnipotence, paranoid preoccupations, over-
  engagement with fantasy figures, grandiose fantasies of special powers, and referential ideation

The syndrome appears during the first several years of life and lasts longer than six months.

The child is not suffering from autism or schizophrenia.

Adapted from Klin et ala 5

and had associated features such as affective disturbances, excessive anxiety, a short attention span

and/or hyperactivity, a thought disorder or preservative behavior. Over the years it became apparent that

there are other constellations of symptoms with which children with atypical development present. The

MCDD cluster has been especially attractive as it captures a group of children that are otherwise difficult

to categorize. (Table 1) This diagnosis has a different emphasis from the APDD diagnosis in that enduring

fluctuations in affective state (anxiety), and thinking (thought disorder) are two of the three main

diagnostic criteria rather than being associated features as they are in the APDD diagnostic profile. The

third element in the MCDD syndrome is social impairments in relatedness of an inconsistent,

unpredictable or odd manner, similar in nature to those described in the APDD syndrome. A major

discrepancy between the variability in relatedness of the children described as having an APDD and those

given the diagnosis of MCDD is the nature of the attachments displayed by the latter group. The children

with MCDD are described as having ambivalent attachments marked by needy, controlling, oppositional,

or aggressive behaviors, with splitting love-hate behaviors toward significant others. When the child’s

functioning is marked by dysregulation of affective state (anxiety, overwhelming rage, loss of control),

impaired cognitive processing (rapid regression in thinking and reality testing), an extreme vulnerability

to stress and the phenomenon of “splitting,” we feel that such a child is closer to children described as

being “borderline” than to children described as having an APDD.7,8

METHOD

Towbin et al  have proposed that children diagnosed as having MCDD can be differentiated15
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TABLE 2. AGE OF FIRST CONCERN AND AT DIAGNOSIS

All MCDD

(N = 15)

MCDD-BPD

(N = 6)

MCDD-PDDNOS

(N = 9)

Age at first concern by guardians
(mos. ± SD) (Range in mos.)

27.7 ± 8.2
(17 – 40)

28.0 ± 8.0
(24 – 40)

26.4 ± 9.4
(17 - 36)

Age at diagnosis of MCDD (mos. ± SD) (Range
of mos.)

67.9 ± 19.6
(40 – 118)

65.6 ± 13.8
(47 – 79)

70.8 ± 22.7
(40 – 118)

from children with pervasive developmental disorder (PDD) or borderline personalities but when there is

an administrative need for an official diagnosis from the Fourth Edition of the Diagnostic and Statistical

Manual of Mental disorders (DSM-IV), a child felt to have a MCDD must have a DSM-IV diagnostic code.

We have tended to use a code for either a PDD or a personality disorder, usually borderline. The choice

depends on the clinical picture with which the child presents. Since there are 14 different diagnostic

criteria which involve three different types of impairment, and there needs to be four diagnostic criteria

present for the diagnosis to be made, the type of psychopathology present can vary somewhat from child

to child. If we feel this clinical picture is more like a PDD than a personality disorder (with borderline

characteristics), then the PDDNOS diagnostic code is used. If, on the other hand, borderline characteristics

seem to predominate, the diagnostic code for a BPD is used.

What follows is the clinical presentation of 15 children who were diagnosed as having a MCDD after

a multidisciplinary workup. Nine of those children were felt to resemble children with a PDD while the

remaining six were felt to be more like borderline children. The symptoms of PDD were taken from DSM-IV.

RESULTS

Age at Initial Concern and Diagnosis

Parents of these children reported that they first became concerned about these children at a mean

age of 27.7 months. (Table 2) There was no appreciable difference between the borderline and the PDD

group with respect to age at first concern. The diagnosis of MCDD was made about 3-1/2 years later (mean

age 68.9 months). The youngest age at which a child was diagnosed as having MCDD was 40 months,

while the child who was oldest in this group when he received the MCDD diagnosis was 118 months at

the time.

Presenting Complaints

The most common presenting complaints were language/communication problems (93%). Table 3) This

was followed by conduct problems (violence, aggression 73%), hyperactivity/ impulsivity (67%) and sleep

problems (67%). More than half (60%) of the children presented with affective symptomatology, and 53%

of the children presented with at least one of the following: anxiety; short attention span; temper tantrums;

a low frustration tolerance; or a developmental delay. 

MCDD Symptoms

The highest percentage of MCDD symptoms with which these children presented were in the category

of dysregulation of affective state. (Table 4) Ten (67%) of the children had high frequencies of idiosyncratic

anxiety reactions, while nine children (60%) had episodes of behavioral disorganization and/or wide

emotional variability. The remainder of the symptoms of dysregulation of affective state were manifested

by fewer than 30% of the children. With regard to impaired social behavior, the only symptom shared by

more than 50% of the children was disturbed attachments and no more than 35% of the children

manifested any of the symptoms of impaired cognitive processing.

PDD vs. Borderline

Those children who were felt to be more “borderline” than PDD tended to have more unusual fears or

phobias (50% vs. 11%) while those who were felt to be more PDD had more difficulty initiating or
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maintaining peer relationships (44% vs. 0%) and had more trouble understanding social processes (44%

vs. 0%).

TABLE 3. PRESENTING SYMPTOMS

SYMPTOMS

All MCDD

(N = 15)

MCDD-BPD

(N = 6)

MCDD-PDDNOS

(N = 9)

N % N % N %

Language/Communication deficit 14 93 5 83 9 100

Aggression/Violence 11 73 5 83 6 67

Hyperactivity/Impulsivity 10 67 4 67 6 67

Sleep Problems (onset, maintenance) 10 67 4 67 6 67

Affective symptoms 9 60 5 67 4 44

Low frustration tolerance 8 53 5 83 3 33

Excessive fears 8 53 2 33 6 67

Short attention span 8 53 2 33 6 67

Temper tantrums 8 53 2 33 6 67

Developmental delays 8 53 3 50 5 56

Disinterest in others/Isolation 6 40 1 17 5 56

Coordination/Balance 5 33 0 0 5 56

Intolerance of change 5 33 1 17 4 44

Talking to oneself 5 33 1 17 4 44

Memory deficits 4 27 2 33 2 22

Headaches 3 20 1 17 2 22

Bizarre thinking 2 13 2 33 0 0

Those children who were felt to be more “borderline” than PDD tended to have the “borderline”

symptoms of unstable and intense interpersonal relationships, affective instability, and difficulty

controlling anger. (Table 5) Three children (50% of the group felt to be more “borderline” than PDD) had

signs of an identity disturbance. Two of these children (both 6 years old) had signs of sexual identity

confusion while the third had signs of multiple personalities. The child who demonstrated potentially self-

damaging impulsivity had started fires and would place small objects into electrical sockets.

Those children who were felt to be more PDD than “borderline” were more likely to: have difficulty

developing peer relationships; use language in a stereotyped or repetitive way; be ritualistic; and be

manneristic. (Table 6) Seventy-three percent of the entire group had stereotyped or repetitive use of

language while 89% of those labeled as having PDDNOS had this symptom. 

Comorbid Diagnosis

Since there are no rules regarding whether or not there can be diagnosis comorbid with MCDD,

additional diagnosis were used whenever they seemed applicable. (Table 7) Nine (60%) of the children were

diagnosed as having a language disorder, four (33%) had a phonological disorder, and four (27%) met

diagnostic criteria for an Attention-Deficit/Hyperactivity Disorder (ADHD) as listed in DSM-IV. One was

a child with mental retardation and two were children with borderline intellectual functioning. The other

comorbid diagnosis included: an atypical eating disorder (hyperphagia);  four different anxiety disorders4

(generalized, phobic, separation, and an obsessive compulsive disorder); oppositional defiant disorder;

dissociative disorder NOS; reactive attachment disorder; and, stuttering disorder. 
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TABLE 4. MCDD CRITERIA MET BY THE 15 CHILDREN

MCDD  CRITERIA

All MCDD

(N = 15)

MCDD-BPD

(N = 6)

MCDD-

PDDNOS

(N = 9)

N % N % N %

1. Regulation of affective state and anxiety is impaired
beyond that seen in children of comparable mental
age by two or more of the following:

a. intense generalized anxiety, diffuse tension, or 
irritability;

2 13 1 17 1 11

b. unusual fears and phobias that are peculiar in content
or in intensity;

4 27 3 50 1 11

c. recurrent panic episodes, terror or flooding with anxiety; 2 13 0 0 2 22
d. episodes lasting from minutes to days of behavioral

disorganization or regression with the emergence of 
markedly immature, primitive, and/or self-injurious 
behaviors;

9 60 3 50 6 67

e. significant and wide emotional variability with or
without environmental precipitants;

9 60 4 67 5 56

f. high frequency of idiosyncratic anxiety reactions such
as sustained periods of uncontrollable giggling,
giddiness, laughter, or “silly” affect that is inappropriate
in context of the situation.

10  67 4 67 6 67

2. Consistent impairments in social behavior and
sensitivity (compared with children of similar
mental age) manifested by one of the following:

a. social disinterest, detachment, avoidance, or withdrawal
in the face of evident competence (at times) of social
engagement, particularly with adults. More often
attachments may appear friendly and cooperative but
very superficial, based primarily on receiving material
needs;

4 27 2 33 2 22

b. inability to initiate or maintain peer relationships; 4 27 0 0 4 44
c. disturbed attachments displaying high degrees of

ambivalence to adults, particularly parents/caregivers, 
as manifested by clinging, overly controlling, needy
behavior, and/or aggressive, oppositional behavior.
Splitting affects with shifting love-hate behavior toward
parents, teachers, or therapists is common;

13 87 5 83 8 89

d. profound limitations in the capacity of empathy or to
read or understand others affect accurately.

1 7 0 0 1 11

3. Impaired cognitive processing (thinking disorder)
manifested by one of the following:

a. thought problems that are well out of proportion with
mental age, including irrationality, sudden intrusions
on normal thought processes, magical thinking,
neologisms or nonsense words repeated over and over,
desultory thinking, blatantly illogical bizarre ideas;

5 33 3 50 2 22

b. confusion between reality and fantasy life; 4 27 1 17 3 33
c. perplexity and easy confusability (trouble with

understanding ongoing social processes and keeping
thoughts “straight”);

4 27 0 0 4 44

d. delusions, including fantasies of personal omnipotence,
paranoid preoccupations, over-engagement with fantasy
figures, grandiose fantasies of special powers and
referential ideation.

4 27 2 33 2 22
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TABLE 5. PREVALENCE OF BORDERLINE PERSONALITY DISORDER (BPD) CRITERIA

                              IN CHILDREN LABELED BPD (N=6)

BPD  CRITERIA N %

1. Frantic efforts to avoid real or imagined abandonment 1 17

2. A pattern of unstable and intense interpersonal relationships characterized by
alternating between extremes of idealization and devaluation

6 100

3. Identity disturbance: markedly and persistently unstable self-image or sense of self 3 50

4. Impulsivity in at least two areas that are potentially self-damaging (e.g., spending, sex,
substance abuse, reckless driving, binge eating)

1 17

5. Recurrent suicidal behavior, gestures, or threats, or self-mutilating behavior 0 0

6. Affective instability due to a marked reactivity of mood (e.g., intense episodic dysphoria, 
irritability, or anxiety usually lasting a few hours and only rarely more than a few days)

6 100

7. Chronic feelings of emptiness 0 0

8. Inappropriate, intense anger or difficulty controlling anger 5 83

9. Transient, stress-related paranoid ideation or severe dissociative symptoms 4 67

Family Background
The ethnic makeup of this population was somewhat different from the ethnic makeup of the clinic.

(Table 8) In this group 80% were Hispanic, 13% African-American and 7% other, whereas the clinic

population is 51% Hispanic, 30% African- American and 8% non-Hispanic Caucasians with  the remainder

other or unknown. Most of the children (67%) lived with at least one birth parent,

and less than half of the parents (45%) were employed. Sixty-seven percent of the parents of children

diagnosed as PDDNOS were employed, while only 20% of the parents whose children were diagnosed as

BPD were employed. Most (67%) of the index children had siblings. Just over half (56%) of the children

diagnosed as PDDNOS had siblings, while 83% of those diagnosed as having BPD had siblings. There was

a family history of psychiatric illness (e.g., depression, psychosis) in 40% of the children, and a family

history of ADHD or a developmental disability in 60% of the cases. There were only two families with a

history of mental retardation (one in each group). More than half (53%) of the mothers reported exposing

the children to teratogens during the pregnancy, with 33% of the mothers of children diagnosed as having

BPD so reporting, while 67% of the mothers of children diagnosed as PDDNOS admitted to exposing their

children to teratogens during their pregnancy.

CASE PRESENTATIONS

CASE OF H

H was referred to our Center at CA 3-6 years because of delayed development. His history included fetal

distress, polyhidramnios and induced labor. Birth weight was 8 lbs. 1 oz.  H’s mother became concerned

about his development at about the age of three years when he was not yet talking, beginning to “act

hyper,” and starting to throw toys. Because H had a “big head” a CT scan was done. There were no

evidence of an intracranial progressive illness.

H’s language development was delayed. When seen at 3-8 years he was using two word phrases. He

tended to have delayed echolalia consisting of expletives (e.g., “stop it!” or “come here!”). He also cursed.

H was reported to have the following symptoms of a PDD; he preferred solitary activities; he tended to

echo; he did not engage in make believe play; and, he was fascinated with movement (e.g., spinning wheels

of toys). H had six of the DSM-IV symptoms of hyperactivity/impulsivity and two symptoms of inattention.

He also had three of the DSM-IV symptoms of an Oppositional Defiant Disorder. 



55

Mental Health Aspects of Developmental Disabilities April/May/June 2001 Vol. 4, No. 2

TABLE 6. PREVALENCE OF PERVASIVE DEVELOPMENTAL DISORDER (PDD) CRITERIA

MCDD  CRITERIA

All MCDD

(N = 15)

MCDD-BPD

(N=6)

MCDD-PDDNOS

(N = 6)

N % N % N %

1. Qualitative impairment in social interaction, 

as manifested by at least two of the 

following:

a. marked impairments in the use of multiple 

nonverbal behaviors such as eye-to-eye gaze, 

facial expression, body postures, and gestures 

to regulate social interaction;

7 47 3 20 4 27

b. failure to develop peer relationships appropriate

to the developmental level;

8 53 2 13 6 40

c. lack of spontaneous seeking to share 

enjoyment, interests, or achievements with 

other people (e.g., by a lack of showing, 

bringing, or pointing out objects of interest);

7 47 2 13 5 33

d. lack of social or emotional reciprocity. 6 40 1 7 5 33

2. Qualitative impairments in communication 

as manifested by at least one of the 

following:

a. delay in, or lack of, the development of spoken

language (not accompanied by an attempt to

compensate through alternative modes of

communication such as gestures or mime);

0 0 0 0 0  0

b. in individuals with adequate speech, marked

impairment in the ability to initiate or sustain a

conversation with others;

8 53 4 27 4 27

c. stereotyped and repetitive use of language or

idiosyncratic language;

11 73 3 20 8 53

d. lack of varied, spontaneous make-believe play 

or social imitative play appropriate to 

developmental level.

3 20 1 7 2 13

3. Restricted repetitive and stereotyped 

patterns of behavior, interests, and activities 

as manifested by at least one of the 

following:

a. encompassing preoccupation with one or more

stereotyped and restricted patterns of interest 

that is abnormal in either intensity or focus;

8 53 3 20 5 33

b. apparently inflexible adherence to specific

nonfunctional routines or rituals;

6 40 1 7 5 33

c. stereotyped and repetitive motor mannerisms 

(e.g., hand or finger flapping or twisting, or 

complex whole body movements;

5 33 0 0 5 33

d. persistent preoccupation with parts of objects. 4 27 2 13 2 13
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TABLE 7. OTHER DIAGNOSES/COMORBIDITY

COMORBIDITY

All MCDD

(N = 15)

MCDD-BPD

(N = 6)

MCDD-

PDDNOS

(N = 9)

N % N % N %

Attention-Deficit/Hyperactivity Disorder 4 27 3 50 1 11

Oppositional Defiant Disorder 1  7 1 17 0 0

Generalized Anxiety Disorder 1 7 1 17 0  0

Separation Anxiety Disorder 1 7 1 17 0 0

Specific Phobia 1 7 0  0 1 11

Obsessive Compulsive Disorder 1   7 0 0 1 11

Dissociative Disorder NOS 1 7 0 0 1 11

Language Disorder 9 60 3 50 6 67

Borderline Intellectual Functioning 2 13 1 17 1 11

Mental Retardation 1 7 0 0 1 11

Phonological Disorder 5 33 2 33 3 33

Stuttering Disorder 1 7 1 17 0 0

Reactive Attachment Disorder 1 7 0 0 1 11

Eating Disorder NOS 2 13 1 17 1 11

H’s mother reported that H tended to have a “change of personality” in that he would go from happy

to sad or from crying to being silly from one moment to the next. She felt that H  “finds everything funny”

in that he tended to laugh when he did “bad things” (e.g., throwing or breaking toys). He was described

as being destructive in that “he wants to break everything.” Episodes of throwing toys, climbing, or moving

pieces of furniture could go on “all day.” H was said to “like to feel pain,” to “hurt himself,” and to “like to

see blood.” He was said to  “try to cut himself” with a toy or a sharp object. He would bang his head against

walls.

When H did play with other children he usually ended up arguing with them or wanting 

to have what they had. He would snatch toys from other children and then “get an attitude” when he could

not have the toy. He was said to go with any strange adult after starting a conversation with them or taking

candy from them. 

Some of the clinicians doing his evaluation felt that he was cute, appealing, and well related, while

others reported that he was withholding, defiant, and difficult to engage. He was said to be serious, prefer

his own agenda and have a limited ability to use language for social purposes. His eye contact became

better as the sessions wore on, and he was aggressive to some examiners.

During his psychiatric evaluation, H did not appear to be interested in interacting with the examiner.

He interacted with his mother by at first telling her to “lookit” while he was playing, and then by throwing

toys on the floor and smiling or shouting “No!” when his mother tried to get him to stop. H later moved his

chair so that his back was against a file cabinet and began to bang his head against the file cabinet. As

he did so, he laughed and said “I will break this; I could break this; I would break this; I could break it.”

When H’s mother said that he had broken a television set, H said “I break that; I break it. Fuck it. Fuck

it. Fuck it.” He accompanied his comments with laughter and ended with “Fuck it. I got to do pee pee.”

When H returned from the bathroom, he began to turn the lights in the room on and off while saying “I

touch it light.”

H then began to push a play table toward his mother while laughing. He would have struck his mother

with the table but for the fact that he was hampered by the corner of the examiner’s desk which was in
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the way. There then ensued a struggle between H and his mother for control of the table with H shouting

“Drop it,” while his mother said “You are not stronger than me.” This episode ended when H was asked

to draw a picture of a person and he began to do so. 

H’s preschool teacher reported that he preferred to play alone but he did have friends and he did play

with other children. 

H was felt to have the following symptoms of a MCDD: episodes of behavioral disorganization; wide

emotional variability; disturbed attachments with both aggression and oppositional behavior directed

toward his mother; and, behaviors which appear to reflect fantasies of personal omnipotence. In addition

to a MCDD, H was diagnosed as being a child with  mild mental retardation and a mixed receptive and

expressive language disorder. 

TABLE 8. FAMILY BACKGROUND AND HISTORY

DEMOGRAPHIC AND GENERAL DATA

All MCDD

(N = 15)

MCDD-BPD

(N = 6)

MCDD-

PDDNOS

(N = 9)

N % N % N %

Ethnicity
Hispanic
African-American
Other

12
2
1

80
13
7

6
0
0

100
0
0

6
2
1

67
22
11

Living with birth parent(s) 10 67 4 67 6 67

Parent(s) employed 5 33 1 20 4 44

Family history of psychiatric illness 6 40 2 33 4 44

Family history of developmental disorder 9 60 3 50 6 67

Teratogen exposure during gestation 8  53 2 33 6 67

Male/Female ratio 11:4 5:1 6:3

H was followed up at CA 6-7 years. In the interim he had been treated with counseling and

methylphenidate, fluoxetine and risperidone. These medications were all discontinued because of side

effects and, at CA 6-6 years he was taken to a psychiatric emergency room by his mother because of

aggressive behavior towards her. H was in special education and receiving counseling, speech therapy, and

occupational therapy in school. His teacher reported that he had regressed and was demonstrating

“primitive” and “preservative” behaviors (e.g., crawling on the floor and making animal noises). He was said

to be angry and aggressive and to have “random bizarre” behaviors with uncontrollable laughter,

undressing himself and urinating on himself. H’s visit to the emergency room resulted in his being again

put on methylphenidate.

H’s mother then reported that H’s favorite activity was throwing toys. He enjoyed water play and would

“flood the bathroom.” Since again starting to take methylphenidate, H had begun to “pee” all over the

bathroom, (e.g., in the tub, on the floor, etc.). H was said to “see things that are not happening” (e.g., he

complained that people were laughing at him or “bothering” him). He would say that he heard people

laughing at him. His mood continued to be labile. 

When  seen alone by the Center’s psychiatrist, H made intermittent eye contact and engaged in a

number of preservative behaviors. When his mother and a younger brother entered the room, H began to

direct aggression toward his mother and inanimate objects by throwing and kicking. He then demonstrated

intense anxiety over a spider and began to mimic his mother’s comments and to  throw toys at her. When

questioned about his feeling that people were laughing at him, he shouted “dirt, dirt, dirt” and began to

laugh. As H continued to laugh and kick at objects in the examining room, his mother tried to restrain him

and his affect changed from laughter to crying. 
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At that point the symptoms of a MCDD were: unusual and intense fears; episodes of behavioral

disorganization; idiosyncratic anxiety symptoms (giggling, laughter); disturbed attachments (aggressive

and oppositionalism towards his mother); and, paranoid preoccupations. 

In H’s case the diagnostic code used was that of a BPD. He appeared to have unstable and intense

interpersonal relationships, affective instability, inappropriate and intense anger; and paranoid ideation.

It was thought that this affective instability might represent an early bipolar disorder.

CASE OF K

K was referred to our Center at CA 5-5 years because it was felt that he might not be ready for school.

His history included delivery via a repeat C-section and normal developmental landmarks. There were no

concerns about K until he was three years old and his parents separated. He then began to have episodes

which occurred three to four times per day. These episodes involved closing his eyes and saying he could

not see. He refused to open his eyes saying that they hurt. He would then “cry hysterically” for about 15

minutes while saying “I can’t see” and “it hurts.” These episodes had persisted over the next three years

and, at the time of his referral, were occurring about once every three months. K had been seen by a

neurologist who felt that his symptoms were “psychological.” 

K had been sleeping with his mother “forever.” While asleep he ground his teeth, moved “constantly”

and was enuretic at night three times per month. K reported being afraid of being alone in some of the

rooms in his house. He reported being afraid of monsters, and, at the time of his evaluation, was not using

the toilet in his house because of fear that there was a monster in the toilet. He had been encopretic for

three days. He reported having headaches at least once a day. 

K was said to be “very moody.” “Moodiness” involved aggressive behaviors (he would “always hit” his

brother) and temper tantrums when frustrated. K was said to cry every day and to laugh for no apparent

reason. 

K enjoyed lining up objects, playing with water, and playing with fake money with the picture of

presidents on them. In addition to lining up the money he would carry the money around in an envelope.

He was said to be interested in “history,” “government,” and “the flag.” He had four U.S. flags and tended

to march with them. Since the death of his maternal grandfather (whom he had never seen), K began to

pretend that any box was a casket and would lie down in them. He also developed an interest in

cemeteries.

K was reported to have five of the DSM-IV symptoms of hyperactivity/impulsivity and five symptoms

of inattention. He was also reported to have some behaviors suggestive of a PDD. These included: not

spontaneously sharing interests; preferring solitary activities; preservative make believe play; a restricted

range of interests; and, engaging in some stereotyped motor mannerisms.

K’s teacher said that he was distractible, impulsive, disorganized, “not aware of his actions,” and that

he had a short attention span. Regarding his social interactions, she reported that K could be friendly or

aggressive; initiate contact by pushing others or “shoving their belongings”; and follow or imitate responses

or gestures of others.

K did not respond to the clinician’s questions or comments during the initial portion of the psychiatric

evaluation. He made intermittent eye contact. Although he did not respond when his mother discussed

the topic of his eyes, he seemed upset when his interests in money and presidents were being discussed.

He then looked at his mother and asked her “How you know my things?” When his interest in caskets and

cemeteries was discussed, K said “I like my father. He is funny. I like him.” K’s mother, who had been

separated from K’s father for two years because they “didn’t get along,” said that K was referring to his

deceased maternal grandfather. 

K’s family had a history of anxiety disorders but K was thought to have a MCDD. He was said to have

disregulation of affective state and anxiety with recurrent panic episodes, significant and wide emotional

variability, and idiosyncratic anxiety reactions marked by inappropriate laughter. He had also suddenly

become more afraid of using the toilet than he had in the past. K had difficulty initiating or maintaining

peer relationships, and he had disturbed attachments in that he was overly controlling and oppositional.

He also appeared to have an impairment of cognitive processing marked by an over-engagement with
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fantasy figures, and he appeared to be easily confused as he had trouble understanding how his mother,

with whom he lived, knew about the toys with which he played. 

K was officially diagnosed as having PDDNOS and a separation anxiety disorder.

DISCUSSION

We have presented data on 15 children diagnosed as having a MCDD. The use of this diagnosis to

classify atypical children, has increased in our Center despite the fact that it is not a diagnosis officially

recognized by the American Psychiatric Association. This diagnosis  is felt to be useful for some children

when no officially recognized diagnosis seems to fit the clinical picture with which these children present.

The familial risk factors for the children in this group are prenatal exposure to teratogens (more likely

in the group diagnosed as PDDNOS), and family histories of both psychiatric illness and developmental

disabilities. 

The most frequent presenting problem in this group of children was language delay or deviance (14 of

15 children). This is also true of many children with PDDs, but the associated presenting symptoms often

present in the MCDD presenting symptoms often present in the MCDD children (conduct problems and

affective symptomatology) are less often the presenting symptoms seen in children with PDDs. It was this

combination of symptoms reflecting communication disorders, disruptive behaviors and affective

dysregulation that suggested the diagnosis of MCDD should be considered. In addition, less than one half

of the children in this group presented with social skills difficulties as a chief complaint. Another factor

which argued against a diagnosis of a PDD in this group was that not one of the children in this study

were reported to have had delays in the development of spoken language without an attempt to

compensate through gestures. 

As we began to use the concept or “diagnosis” of MCDD, and we were forced to use an official DSM-IV

diagnosis, it appeared to us that there were two DSM-IV diagnoses which might be appropriate. Some

appeared to have more symptoms of a PDD while some appeared to be more nearly like children with a

BPD. The BPD group had a predominance of the MCDD criteria of unusual fears and phobias and the BPD

symptoms of unstable and intense interpersonal relationships, affective instability and difficulty controlling

anger. The PDD group were more likely to have had the MCDD criteria of difficulty initiating or maintaining

peer relationships, and trouble understanding social relationships, and trouble understanding social

processes. This group were more likely to have the PDD criteria of difficulty developing peer relationships,

using language in a stereotyped or repetitive fashion and engaging in ritualistic or manneristic behaviors.

All of the five children who presented with balance problems were also placed in the PDD group, suggesting

that this group might have had more “soft signs” than the BPD group.  12

It is interesting to note that 80% of the children in the total group and all of the children who were

placed in the BPD category, were of Hispanic origin. This raises the possibility of a cultural bias or a

clinical presentation based on cultural characteristics.  This issue has not thus far been raised in any of14

the previous literature about children characterized as having MCDD. 

As we continue to use the concept of MCDD as a diagnostic entity, we will follow this group to ascertain

the short and long term outcome and to determine if the two subgroups outlined in this study hold up with

regard to differential outcome and response to treatment. There should also be a more in depth exploration

into the issue of possible differences in the amount or type of soft signs between the two groups. 
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