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I
n 1982, a new genetic syndrome was

identified: Smith-Magenis Syndrome (SMS)

the result of a deletion of chromosome

locus 17p11.2. SMS is described as a genetically

based disorder characterized by developmental

disability (typically in the moderate to profound

range), medical concerns, distinct physical

features, and, perhaps its most salient feature, a

behavioral phenotype that includes both strengths

and challenges. As infants, parents often describe

their children as “perfect babies” as they rarely

cry. Individuals with SMS are often described as

responding well to structure and routine,

exhibiting an eagerness to please, and having a

well developed sense of humor. Despite these

attributes, behavioral challenges are very

prominent in this syndrome: erratic sleep

patterns, resulting from a phase shift of circadian

rhythms of melatonin and a paradoxical diurnal

secretion of this hormone,  self-injurious behavior2

(in particular head banging, wrist and hand-

biting, the pulling out of fingernails and toenails

(onychotillomania), and the insertion of foreign

bodies into body orifices (polyembolokoilamania),

impulsivity and interpersonal aggression have all

been associated with SMS.  This behavioral9

constellation can pose potentially serious barriers

to the attainment of optimal quality of life and

community integration. Understanding the

behavioral phenotype of SMS is essential to

developing a comprehensive, interdisciplinary

approach to both pharmacological and behavioral

interventions.

Much of the available literature focuses on

anecdotal accounts of interventions used to

manage challenging behaviors of individuals with

SMS, with few details provided on the specific

medications and dosing ranges used as well as

the effectiveness of behavioral strategies.  The2,12

following case report demonstrates the efficacy of

a biopsychosocial interdisciplinary approach in

treating an individual with SMS who has a

lengthy history of challenging behavior including

interpersonal aggression, self-injury and sleep

disturbance. This case report demonstrates the

value of (1) retrospective review of the chronology

of major life events in the individual’s life to

formulate their relevance to the individual’s

current presentation and establishing hypotheses

regarding mental disorder diagnoses; (2) review of

a detailed medication history, particularly in the

context of current pharmacological literature

involving this syndrome; (3) incorporation of

polypharmacy into a multi-modal psychosocial

treatment plan; (4) use of detailed objective

monitoring systems to support or refute
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diagnostic hypotheses and determine the potential

efficacy of recommended psychopharmacology;

and (5) development of a specific protocol for the

administration of pro re nata (PRN) medication.

Outcomes arising from this comprehensive

approach will be discussed, including the

establishment of a co-morbid diagnosis of a

posttraumatic stress disorder with resultant

discontinuation of a longstanding mechanical

restraint program and associated sustained

improvement in the frequency and intensity of

objectively monitored aggression, self-injury and

sleep pattern.

CASE REPORT

Ms. L was a 34-year-old single female with

SMS who resided in a group home setting. She

was referred for psychiatric consultation to

address:

• Psychomotor agitation and aggression

necessitating use of manual and mechanical

restraints prior to the psychiatric consultation;

• An intermittently disturbed sleep pattern

characterized by initial insomnia and multiple

nighttime awakenings; and

• Intense affective responses associated with

challenging behavior, as documented above, in

correlation with both positively and negatively

anticipated events.

Limited prenatal and post-natal information

was available regarding Ms. L. She was delivered

vaginally after twenty-seven hours of labor, with

a birth weight of 6 pounds, 5 ounces. Her

biological mother was 18 at the time of Ms. L’s

birth. Ms. L was adopted at age 7 weeks. Globally

delayed developmental m ilestones were

documented. A strabismus was identified at age 2

years and a hearing deficit identified at age 4. Ms.

L’s history of challenging behavior was

characterized by self-injury (in particular head

banging and repeated tissue damaging

masturbation and gouging of her genital area) and

interpersonal aggression (often occurring as part

of a catastrophic reaction). Onychotillomania,

polyembolokoilamania (primarily placing foreign

objects in her ears), encopresis, fecal smearing

and the tearing of her clothes were also

documented. Due to the intensity of her

challenging behavior, she was subsequently

placed by her adoptive family in a series of foster

homes at age six. Subsequent to a police

investigation into allegations of abuse at a home

in which she lived, she was ultimately placed in a

regional facility for individuals with developmental

disabilities at age 10. In this facility, Ms. L was

assessed at age 18 years as having mild mental

retardation (Peabody Picture Vocabulary IQ of 57

and a Vineland Social Maturity Scale rating of age

equivalency 7 to 9 years). She was also diagnosed

as having a behavioral disorder (in the absence of

a more definitive diagnosis) and hyperactivity, and

was noted to continue to be self-abusive and to

have a speech deficit. An additional diagnosis of

an obsessive-compulsive disorder in the absence

of valid documentation of signs and symptoms of

this illness was proposed, as was a tentative

diagnosis of fetal alcohol syndrome in 1997. The

diagnosis of an obsessive-compulsive disorder

appeared to be based upon observations of

insomnia, a decrease in appetite, impulsivity,

resistance to change, over-arousal and a constant

tendency to seek attention from staff. No specific

discussion of a need for symmetry, hoarding

c o m p u l s i o n s ,  c h e c k i n g  c o m p u l s i o n s ,

completeness or incompleteness compulsions, or

those involving personal hygiene were

documented. Ms. L failed to respond to a trial of

clomipramine (Anafranil) at a maximal dose of

200mg. over several months. She was thought to

briefly respond to the selective serotonin reuptake

inhibitor (SSRI) sertraline (Zoloft), although the

parameters of improvement were not well

documented. A 17p11.2 deletion was confirmed by

fluorescent in situ hybridation (FISH) analysis at

the age of twenty-nine.

During her long-term institutional placement,

Ms. L presented with multiple behavioral

challenges. These included a disturbed sleep

pattern, self-injury and interpersonal aggression,

which failed to respond to trials with thioridazine

(Mellaril) and haloperidol (Haldol). At age 17, she

began to exhibit stripping and was noted to be

increasingly sexually active. She was enrolled in

a full-time day placement at this facility at age 19

and was noted to respond favorably to the adult

education program, as evidenced by anecdotal

reports of behavioral improvement, skill

acquisition and an eventual transfer to a

community school placement and a transitional

home within the actual facility. At age 20, Ms. L

exhibited a resurgence of challenging behavior.

This appeared in temporal association with the

death of her adoptive father. In addition to the re-

emergence of self-injurious behavior, psychomotor

agitation and emotional lability at this time, she

reported fears of death and of thunderstorms.
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During this time, despite attempts to support Ms.

L in the transitional residential program through

the use of (1) a behavioral intervention with

provisions for manual and mechanical restraint,

(2) haloperidol (Haldol) prescribed at a maximal

dose of 21mg. per day, (3) carbamazepine

(Tegretol) prescribed at 600mg. per day, (4)

benztropine mesylate (Cogentin) prescribed at

1mg. p.o. o.d., and (5) lorazepam (Ativan)

prescribed at 1mg. p.o. q6h on a PRN basis, her

behavioral challenges resulted in her return to a

ward at the facility. 

The chronicity and intensity of Ms. L’s

challenging behavior in the latter part of her

institutionalization was deemed sufficient to

justify the prescription of the more restrictive use

of mechanical restraint including restraining

mittens, ankle, wrist and chest restraints, a

restraining jacket, a papoose board and ultimately

the use of a five-point bed restraint. Psychological

staff of the referring institution strongly

recommended the continuation of a behavioral

program, which included provisions for manual

and mechanical restraint, during discharge

planning discussions which preceded Ms. L’s

move to a community-based setting. This

planning process involved multidisciplinary

consultation resulting in the development of a

comprehensive essential life plan. This plan

identified specific personal preferences,

descriptions of essential and preferred supports

and preferred styles of interaction with Ms. L. In

addition, information related to the needs of

individuals with SMS and a list of areas of

concern with respect to community integration, as

detailed by Ms. L’s support staff in her

institutional setting, were documented. In her

essential life plan, Ms. L’s positive reputation

included observations that she was hard-working,

had a good memory, was willing to negotiate in

some contexts, was trustworthy, sensitive,

loveable and funny, had a steadfast spirit, was a

woman of routine, and was sociable, strong and

resourceful. Her future support team was

reminded that she would benefit from full-time

work and would react adversely to expectations of

being engaged in purposeless work tasks. Her

need to be “the first one to speak to you in the

morning” was thought to be very significant. It

was important to acknowledge that she would do

best if she “lived with people who didn’t touch her

stuff.” She was noted to “hate to take time to go to

the bathroom” and efforts were to be made to

avoid having her “wait for a long time.” Her love

for music, pictures, a marker board and

electronics were noted. The latter is consistent

with other behavioral observations of individuals

with SMS.  Her positive responsiveness to5

predictability and routine and her lack of

responsiveness to punishing consequences were

detailed. Through consultation w ith a

psychometrist, an objective monitoring system

was developed to guide the establishment of a

comprehensive support plan to optimize Ms. L’s

integration into her new community home. This

objective monitoring system initially demonstrated

(1) specific symptoms that clustered in an

anxiety/hyperactive category (for example,

emotional lability and an irritable affect, muscle

tension, periods of psychomotor agitation, sleep

disturbance, pacing, ordering rituals, frequent

ruminations and a sense that Ms. L “lives on the

edge”), (2) an initial pattern of warning signs and

triggers preceding periods of extreme challenging

behavior (for example, anticipation of novel

events, fatigue correlated with her sleep

disturbance, task demands when Ms. L was

exhibiting an anxious affect, a perceived invasion

of her personal space), and (3) a number of

strategies that appeared to have a calming effect

on Ms. L (for example, a stop light program in

which the residence was divided into red, yellow

and green zones, a moratorium on task demands

being asked by support providers for one hour

following Ms. L’s exposure to novel events and the

implementation of relaxation training).

Upon discharge from the regional facility,

choral hydrate was prescribed at a dose of 500mg.

p.o. q6h on a PRN basis for sleep or agitation. The

rationale for the prescription of this particular

medication was not well documented preceding

her transfer. This medication was quickly found to

be ineffective by community care providers, with

a resultant need to continue the intermittent use

of mechanical restraints. To address a perceived

urgent risk of harm to both Ms. L and those

supporting her, a psychiatric recommendation

was made to commence lorazepam at a dose of

1mg. q1h, with a maximum of four doses in

twenty-four hours. A very short dosing interval

was chosen specifically to allow the team to

efficiently determine an optimal escalating dose of

lorazepam for Ms. L. At the same time, a historical

review of documentation provided by Ms. L’s

institutional care providers demonstrated that

previous trials of psychotropic medication had

included responses to both carbamazepine

(Tegretol) and buspirone (Buspar). Unfortunately,
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the records lacked specific documentation

regarding objective measures of their efficacy. It

was also noted that she had not had specific trials

of serotonergics, with the exception of

clomipramine and sertraline, and had not been

prescribed benzodiazepines on a regular basis.

With the exception of  carbamazepine, no mood

stabilizers, melatonin or atypical antipsychotic

medications had been prescribed. It was noted

that the emerging case report literature regarding

individuals with SMS suggested that these drug

classes may be of benefit in some situations.  4,6

The intensity of Ms. L’s aggressive behavior

created a need to develop a written PRN protocol

that specifically delineated planned and

consistent dispensing of lorazepam in correlation

with planned behavioral approaches in response

to identified patterns of escalating behavior

demonstrated by Ms. L. Factors to consider in

optimizing such PRN use are documented in

recent literature.  To objectify potential responses7

to behavioral and pharmacological approaches to

Ms. L’s chronic sleep disturbance, a formal sleep

charting system was implemented. This

implementation was guided by literature

suggesting that the majority of individuals with

SMS indeed have a chronically disturbed sleep

pattern.14

Efforts to establish a comprehensive client

profile detailing major life events including an

elaboration of historical reports of emotional,

physical and sexual abuse yielded documentation

of abuse (after initial systemic resistance to its

release of this information was overcome by

strenuous advocacy). Based on a review of this

information, the differential diagnosis was

expanded to include posttraumatic stress

disorder, rather than attributing all of her

challenging behavior to the behavioral phenotype

of her SMS. The team was cognizant of literature

highlighting the increased risk of abuse  and8

assertions by some that there is an increased

prevalence of posttraumatic stress disorder in

individuals with developmental disabilities.  A11

plan to operationalize and chart signs and

symptoms of this disorder was developed. During

the use of manual restraint, Ms. L was noted to

use sexually explicit language and gestures. She

demonstrated persistent symptoms of over-

arousal, including initial insomnia, and had

considerable difficulty maintaining her sleep. Her

irritability and explosive anger, low frustration

tolerance, and self-destructive and impulsive

behavior were all thought to be consistent with a

posttraumatic stress disorder, as was her need for

reassurance and perseverative questioning

regarding upcoming events. On further

observation, she was noted to have intermittent

periods of difficulty concentrating in which she

engaged in the use of a child’s voice, perseverated

about sexual experiences and demonstrated

physiological indicators of over-arousal (muscle

tension, flushed face, change in the tone of her

voice and derogatory self-talk). 

At this time, a further review of the efficacy of

PRN lorazepam determined that it had little

positive benefit for Ms. L, despite its initial

apparent efficacy. Lorazepam was discontinued

and chlorpromazine (Thorazine), a sedating

traditional antipsychotic, was commenced at

25mg. q2h PRN, with a maximum of four doses in

a twenty-four hour period. The attainment of

further retrospective information demonstrated

that Ms. L had had a trial of methylphenidate

(Ritalin) 20mg. p.o. t.i.d. and imipramine (Tofranil)

at a dose of 50mg. p.o. q.h.s at age eight.

Although at this time she did not appear to fulfill

specific criteria for an attention deficit disorder

with hyperactivity, given the potential for this

disorder to be present in the life histories of

individuals with SMS, as well as her persistent

sleep disturbance and impulsivity, clonidine was

commenced at 0.1mg. p.o. q.h.s. for five days and

then increased to 0.05mg. at 1800 hrs and 0.1mg.

q.h.s. Recent literature has hypothesized that

overactivity, inattentiveness, and challenging

behavior in general, in individuals with SMS may

be directly correlated with sleep deprivation and

inappropriate diurnal melatonin release. The

prescription of acebutolol (Sectral), a selective

1beta -adren erg ic  an tagon is t  has  been

demonstrated to suppress this inappropriate

pattern with behavioral improvement in a

published case series.2

On further assessment, initial reported

benefits of chlorpromazine (Thorazine) were now

judged to be equivocal. Further objective

monitoring was felt to have established a

diagnosis of a posttraumatic stress disorder. In

this context and given the intensity and frequency

of Ms. L’s challenging behavior and the

concomitant use of manual and to a less extent

mechanical restraint, a number of further

pharmacological recommendations were made.

It was noted that with the prescription of

clonidine, there was a 21% decrease (1.2 hours

per night) in daily average hours of sleep and an

increase in incidents of irritability; possibly a
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paradoxical response to clonidine. It was

subsequently discontinued.

Melatonin was recommended based on

preliminary findings of a reversal of the day/night

secretion patterns of the principle metabolite of

melatonin (6-sulphatoxymelatonin) in individuals

with SMS.  This was ultimately not implemented10

as melatonin was an unregulated substance in

Canada at the time of this recommendation, and

an ethical consensus regarding its acquisition

could not be established amongst support team

members.

The introduction of fluvoxamine (Luvox), an

SSRI, at a dose of 50mg. p.o. q.h.s., was made to

address her anxious and irritable affect and to

mitigate her posttraumatic stress disorder

symptoms of hyperarousal and dissociation.3

An increase in the PRN dose of chlorpromazine

(Thorazine) to 50mg. p.o. q1h was made, with a

maximum of four doses in twenty-four hours.

Chlorpromazine was also recommended one hour

after retiring for sleep in the evening if Ms. L

remained awake.

A behavioral program was designed to allow

Ms. L (1) to adapt to her new environment, (2) to

establish a trusting relationship with her family,

(3) to establish rapport with community

professionals, and (4) to promote skill acquisition,

psychological well being and safety. With the

awareness of Ms. L’s strengths, the program was

based upon “catching Ms. L doing well.” A list of

reinforcers was established which had meaning

for Ms. L and were utilized to reinforce pro-social

and appropriate behavior. A functional analysis of

target behaviors was carried out. Proactive

techniques were developed to address periods of

transition, to establish boundaries with respect to

personal space, to avoid miscommunication, to

minimize over-stimulation and to teach calming

techniques to reduce anxiety. Vigilance was

maintained with respect to timing of task requests

and the identification of setting conditions in

which Ms. L would be more likely to respond with

challenging behavior. Her support team attempted

to adjust their expectations to her fatigue

secondary to her sleep disturbance and were

vigilant to signs of physical illness given her

relative insensitivity to pain.  Teaching involving12

feeling identification and expression to address

the potential correlation between felt negative

emotion on Ms. L’s behalf and the demonstration

of challenging behavior was provided. Continuing

emphasis on the understanding of Ms. L’s

challenging behavior from the perspectives of both

her syndromal phenotype and her posttraumatic

stress disorder contributed to team cohesiveness

and a strengthening of the commitment to

supporting improvement in her quality of life.

In the absence of an optimal response to

fluvoxamine (Luvox) at a dose of 100mg. p.o. o.d.,

the atypical antipsychotic risperidone (Risperdal)

was added at a maximal dose of 0.5mg. p.o.

q.a.m. and 1mg. p.o. q.h.s. In response to a

suspected seizure, the etiology of which was not

clear despite metabolic and EEG investigations,

carbamazepine (Tegretol) was also started at

100mg. p.o. b.i.d. with chlorpromazine (Thorazine)

continued at 50mg. PRN. On this combination of

medication, fourteen months subsequent to the

initial psychiatric consultation, Ms. L

demonstrated a sustained improvement in her

sleep pattern and a reduction in her requirement

for manual restraint. There appeared to be a

particular correlation between the latter two

improvements and the prescription of risperidone

(Risperdal). 

Pharmacologic intervention continued in

concert with a comprehensive psychosocial

intervention plan, which included engagement

with preferred articles and activities, the

establishment of positive rituals and routines, and

the identification of characteristics of preferred

care providers. Ms. L’s sustained objective

response was reflected by a significant trend in

the frequency of PRN utilization (see Figure 1), the

stabilization of her sleep pattern (see Figure 2), a

trend in the decrease in the frequency of

challenging behaviors requiring manual restraint

(see Figure 3), and a complete cessation of the
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FIGURE 1.  USE OF CHLORPROMAZINE PRN   MAY 15, 2000 - JANUARY 16, 2002

FIGURE 2.  HOURS OF SLEEP PER DAY   MAY 15, 2000 - JANUARY 16, 2002
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FIGURE 3.  USE OF RESTRAINT   MAY 15, 2000 - JANUARY 16, 2002

FIGURE 4.  USE OF RESTRAINT   MAY 15, 2000 TO JANUARY 16, 2002
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need to use mechanical restraints (see Figure 4).

Stability in behavioral presentation was

accompanied by significant weight gain. This was

attributed to an adverse effect of risperidone

(Risperdal). An attempt was made to address this

adverse effect through a dietary consultation,

serial monitoring of blood sugars and lipid

profiles, and an exercise program. All other

prescribed medication was tolerated well, with no

other significant adverse effects.

Although not objectively monitored,

anecdotally, Ms. L enjoyed a significant increase

in her ability to participate in community based

recreational and leisure opportunities, enhancing

the quality of her relationships with peers, family,

and support circle.

DISCUSSION

This case demonstrates the value of

systematic evaluation of psychopharmacology (see

Table 1) and psychosocial intervention through a

multidisciplinary approach that encompasses

intensive charting in the context of specific

diagnostic hypotheses and a confirmed genetic

syndrome. The long-term commitment of primary

care providers, family, a primary care physician,

clinicians and other specialists (e.g., psychologist

and psychiatrist) was necessary to support such

a systematic approach and to identify and

promote an appropriate blend of pharmacology

and psychosocial intervention. 

Individuals being repatriated into community

settings from lengthy institutional care can often

evoke a pensive, dubious and even nervous or

fearful response on the part of community care

providers. Individuals with known behavioral

challenges, as in this case, can intensify these

reactions. As such the kind of approach that

encourages and values the input of a team of care

providers in a cooperative effort has benefits, not

only for the individual being served, but for the

individuals providing service in terms of their own

development, education, confidence and

ultimately their sense of accomplishment. 

The lengthy history of extreme behavioral

challenges and the resultant use of restrictive

intervention in the form of manual and

mechanical restraint represented a significant

barrier to successful community integration. In

addition the potential etiological contributors to

challenging behavior were manifold. The analysis

of relative contributions of the behavioral

phenotypes of SMS,  learned behavior and the13

potential for behavioral challenges to emerge as

manifestations of a posttraumatic stress disorder

secondary to a history of abuse in this case

required sustained, diligent, cooperative and at

times labor intensive commitment on the part of

many individuals. Although emerging descriptions

of the behavioral phenotype demonstrated by

individuals with SMS is valuable, particularly in

proactive planning prior to Ms. L’s move, vigilance

to additional specific co-morbid DSM-IV-TR1

diagnoses such as posttraumatic stress disorder

was critical. Polyembolokoilamania, for example,

although a common behavioral characteristic of

SMS, could also be a presenting symptom of

posttraumatic stress disorder in an individual

with a developmental disability in the absence of

SMS. 

Although there continue to be no controlled

studies regarding the behavioral or pharmacologic

treatment of SMS, this case report supports

Simon’s  contention of the potential value of a12

combination of carbamazepine (Tegretol) and

risperidone (Risperdal). Hagerman’s  contention6

that risperidone (Risperdal) may benefit

hyperactivity and aggression is also supported. In

addition, further support is given to the use of

SSRI’s such as fluvoxamine (Luvox). Although we

did not objectively measure parameters of specific

indicators of posttraumatic stress disorder (with

the exception of sleep), fluvoxamine (Luvox)

clinically appeared to have a positive impact on

overall quality of life as has been reported in other

case series involving indiv iduals w ith

posttraumatic stress disorder.  The noted11

correlation between improvement in sleep pattern

and a reduction in the frequency of challenging

behavior, although consistent with other

anecdotal reports, requires further explanation to

determine if this is a direct or indirect effect.

Finally, as SMS is a contiguous gene

syndrome, longitudinal studies documenting the

prevalence of co-morbid psychiatric disorders in

individuals with SMS may offer further clues to

the location of genetic anomalies associated with

these co-morbid disorders.



TABLE 1.  MS. L’S MEDICATION TIMELINE

(Medication changes are in bold type)

DATE MEDICATION DOSAGE INDICATION FOR MEDICATION PRESCRIPTION/

DOSAGE CHANGE/DOSE MAINTENANCE

May 16, 2000 Chloral Hydrate
Lorazepam

500 mg. p.o. o.d. (discontinued)
1.0 mg. p.o. q1h prn

- ineffective
- sleep disturbance/ aggression

June 07, 2000 Lorazepam
Clonidine

Chlorpromazine

1.0 mg. p.o. q1h prn (discontinued)
0.1mg. p.o. o.d.

25mg. p.o. q2h prn (max.100mg./24 hrs)

- ineffective
- impulsively, sleep disturbance, impaired attention span
- sleep disturbance/aggression

June 12, 2000 Clonidine
Chlorpromazine

0.05mg. p.o. o.d. & 0.1mg. p.o. h.s.

25mg. p.o. q2h prn (max.100mg./24 hrs.)

- titration to optimal dose

July 12, 2000 Clonidine

Chlorpromazine
Fluvoxamine

0.05mg. p.o. o.d. & 0.1mg. p.o. h.s.

50mg. p.o. q2h prn (max.200mg./24 hrs.)
50mg. p.o. h.s.

- paradoxical response (increased irritability,
  deterioration in sleep pattern)
- titration to optimal dose
- PTSD symptoms (see text)

August 02, 2000 Chlorpromazine
Fluvoxamine

50mg. p.o. q2h prn (max.200mg./24 hrs.)
75mg. p.o. h.s. - titration to optimal dose

August 09, 2000 Chlorpromazine
Fluvoxamine

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s. - titration to optimal dose

September 07, 2000 Chlorpromazine
Fluvoxamine
Risperidone

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
0.5mg. p.o. h.s. - aggression

September 14, 2000 Chlorpromazine
Fluvoxamine
Risperidone

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
0.5mg. p.o. b.i.d. - titration to optimal dose

October 25, 2000 Chlorpromazine
Fluvoxamine
Risperidone

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
0.5mg. p.o. o.d. & 1.0mg. p.o. h.s. - initial positive response

November 08, 2000 Chlorpromazine
Fluvoxamine
Risperidone

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
1.0mg. p.o. b.i.d. - titration to optimal dose

January 26, 2001 Chlorpromazine
Fluvoxamine
Risperidone

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
0.5mg. p.o. o.d. & 1.0mg. p.o. h.s. - decreased frequency of challenging behavior/weight

   gain

March 02, 2001 Chlorpromazine
Fluvoxamine
Risperidone
Carbamazepine

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
0.5mg. p.o. o.d. & 1.0mg. p.o. h.s.
200mg. p.o. b.i.d. - seizure activity



Table 1.  Ms. L’s Medication Timeline (cont.)

(Medication changes are in bold type)

DATE MEDICATION DOSAGE INDICATION FOR MEDICATION PRESCRIPTION/

DOSAGE CHANGE/DOSE MAINTENANCE

April 09, 2001 Chlorpromazine
Fluvoxamine
Risperidone
Carbamazepine

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
1.0mg. p.o. b.i.d.
200mg. p.o. b.i.d.

- increased frequency of aggression

June 25, 2001 Chlorpromazine
Fluvoxamine
Risperidone
Carbamazepine

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
0.5mg. p.o. o.d. & 1.0mg. p.o. h.s.
200mg. p.o. b.i.d. 

- sedation

July 12, 2001 Chlorpromazine
Fluvoxamine
Risperidone
Carbamazepine

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
0.5mg. p.o. o.d. & 1.0mg. p.o. h.s.
100mg. p.o. o.d. - no further seizure activity

July 24, 2001 Chlorpromazine
Fluvoxamine
Risperidone
Carbamazepine

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
0.5mg. p.o. o.d. & 1.0mg. p.o. h.s.
100mg. p.o. o.d.  (discontinued) - no further seizure activity

August 01, 2001 Chlorpromazine
Fluvoxamine
Risperidone
Carbamazepine

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
0.5mg. p.o. o.d. & 1.0mg. p.o. h.s.
100mg. p.o. b.i.d. - increased frequency of challenging behavior

October 09, 2001 Chlorpromazine
Fluvoxamine
Risperidone
Carbamazepine

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
0.25mg. p.o. o.d. & 1.0mg. p.o. h.s.
100mg. p.o. b.i.d.

- decreased frequency of challenging behavior/weight
   gain

November 10, 2001 Chlorpromazine
Fluvoxamine
Risperidone
Carbamazepine

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
1.0mg. p.o. h.s.
100mg. p.o. b.i.d.  

- sustained improvement in frequency of challenging
   behavior

November 27, 2001 Chlorpromazine
Fluvoxamine
Risperidone
Carbamazepine

50mg. p.o. q2h prn (max.200mg./24 hrs.)
100mg. p.o. h.s.
0.25mg. p.o. o.d. & 1.0mg. p.o. h.s.
100mg. p.o. b.i.d. 

- sustained improvement in frequency of challenging
   behavior/weight gain
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New from the American Psychological Association:

Healing Trauma: The Power of Group Treatment for People with Intellectual Disabilities

by Nancy J. Razza and Daniel J. Tomasulo

The APA's first book on psychotherapy for people with intellectual disabilities.

“Razza and Tomasulo have brought their vast experience in treating people with intellectual

disabilities to this book about conducting group psychotherapy with these clients. Offering an

innovative procedure, coupled with their accumulated clinical wisdom, they create an effective

therapeutic intervention that combines principles of behavior therapy and psychodramatic

techniques. Their interactive-behavioral therapy model represents a fascinating approach to group

treatment of those with intellectual disabilities as well as perpetrators of sexual abuse.”

—David A. Kipper, Ph.D, TEP, Research Professor of Psychology, Roosevelt University, Chicago, IL

Available at: Amazon.com, APA.org and other book outlets
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