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Patient profile
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Present lliness
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Past History
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Past History
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Family History
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HEEADSSS Assessment
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HEEADSSS Assessment
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HEEADSSS Assessment
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Physical Examination

® Vital signs: BT 36.5 Celsius, PR 108 /min, RR 30 /min, BP 107/65 mmHg

® Measurement: BW 37 kg (P75), Height 147 cm (P90)

® General Appearance: Active, good consciousness

® HEENT: no pale conjunctivae, anicteric sclerae, no cervical lymph node enlargement

® Cardiovascular: Normal S1S2, no murmur, full and equal pulse all extremities, no carotid

bruit, no active precordium, PMI not shifted

® Respiratory: Normal chest contour, no external wound, no bruising, normal breath sound,

lung clear both lungs, good air entry

® Abdomen: Soft, not tender, no distension, liver and spleen cannot be palpated



Physical Examination

®* Extremities: No deformity, no edema, no bruise or ecchymosis
® Genitalia: Tanner stage 1, normal male genitalia

® Neurological Examination:
- Mental status: E4AMG6VS, alert, well cooperative, orientated to time, place and person

- Cranial nerve: Full EOM, pupil 3 mm RTLBE, normal facial sensory, no facial palsy,

no tongue deviation, uvular in midline, normal gag reflex
- Motor: Grade V all extremities, normotonia, no tremor
- Sensory: normal pinprick sensation
- Reflex: Normoreflexia

- Cerebellar: no truncal ataxia, normal gait, no nystagmus



Pertinent Finding

Positive

® Symptoms: tight chest pain for two
months

® Associated symptom: Difficult
breathing, dizziness, arms and legs
contraction

® Time specific: before bedtime on
weekdays or at school

® Underlying disease with asthma

Negative

® Not aggravated by exertion
® Awareness during symptom period

® Normal cardiovascular and respiratory
physical exam




Problem list

A 10-year-old boy presented with

- Intermittent tight chest pain frequently at night and

school with dizziness, difficult breathing and
contraction of extremities for 2 months. =

- Well-controlled asthma
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Differential diagnosis: A child with chest pain

Red flag signs of recurrent chest pain P

® Exertional chest pain
® Awakening chest pain

® History of cardiac disease e.g., hypertrophic cardiomyopathy, sudden death under

35 years of age, young onset ischemic heart disease, inherited arrhythmias (long QT
syndrome or Brugada)

® Chest pain with syncope

® Associated symptoms: prolonged fever, anorexia, significant weight loss

No Red flag signs of recurrent chest pain



Pediatrics emergency
Causes Cardiology clinic (%)
department or pediatric clinic (%)

Idiopathic cause 12-61 37-54
Musculoskeletal or

7-69 1-89
costochondritis
Respiratory including asthma 13-24 1-12
Gastrointestinal or GERD 3.7 3.12
Psychogenic 5.9 4-19
Cardiac 2-5 3-7

Thull-Freedman J: Evaluation of chest pain in the pediatric patients, Med Clin North Am 94:327-347, 2010.



Differential diagnosis

Noncardiac cause is likely in this patient.

® Psychogenic chest pain
® Life stressor
® Hyperventilation
® Conversion disorders

® Somatization disorders

®* Musculoskeletal: costochondritis

® Epileptic angina

® Asthma



Psychogenic chest pain

® History of stressful event such as recent death, illness or accident in

family
® Recurrent somatic complaints: chest pain, abdominal pain

® Hyperventilation can result in chest pain, frequency is accompanied by

lightheadness or paresthesia.

® May be presenting feature of panic disorder, anxiety or depression



Epileptic angina

® Somatosensory manifestation of seizures Q
® Solitary presentation of epilepsy is extremely rare.

® Sensory aura: burning, cold, throbbing, aching, knife like pain, squeezing

sensation
R

® Physical examination may be normal. Q

Sureshbabu, Sachin & Nayak, Dinesh & Peter, Sudhir & Sobhana, Chindripu & Mittal, Gaurav. (2017). Epileptic Angina. Epilepsy & Behavior Case Reports.



Laboratory Investigation

Laboratory

Result

Laboratory

Result

Complete Blood Count

Result

Hemoglobin

12.0 g/dL

Hematocrit

38.8%

BUN

13.3 mg/dL

Sodium

138.2 mEq/L

WBC

8,100

Cr

0.48 mg/dL

Potassium

4.14 mEq/L

PMN

43%

Calcium

9.6 mEq/L

Chloride

102.7 mEg/L

Lymphocyte

44%

Phosphate

4.85 mEq/L

Magnesium

2.1 mEqg/L

Albumin

4.5 mg/dL

Bicarbonate

22.3 mEq/L

Normal laboratory result

Eosinophil

5.3%

Basophil

0%

Monocyte

6.8%

Platelet

380,000

MCV

64.6

RDW

17.5




Electrocardiogram
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Electroencephalogram (EEG): no epileptiform discharge




Investigation was

normal.

What should we do? ‘ .




Interview
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Interview
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Interview
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Interview
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Somatic Symptom and Related Disorders

® SSRDs are classified on the basis of physical symptoms
associated with significant distress and impairment, with or without
the presence of a diagnosed medical condition.

® The frequency and heterogeneity of complaints increase with age.
® Prevalence in girls more than boys.

® Nonepileptic seizures, loss of consciousness and motor symptoms

are common conversion symptoms across cultures.



Diagnostic Criteria for Somatic Symptom Disorder

A. One or more somatic symptoms that are distressing or result in significant
disruption of daily life.

B. Excessive thoughts, feelings, or behaviors related to the somatic symptoms or
associated health concerns, as manifested by at least one of the following:
1. Disproportionate and persistent thoughts about the seriousness of one’s
symptoms.
2. Persistent high level of anxiety about health and symptoms.
3. Excessive time and energy devoted to these symptoms or health concerns.

C. Although any one somatic symptom may not be continuously present, the state of
being symptomatic is persistent (typically >6 months).



Diagnostic Criteria for Somatic Symptom Disorder

Specify if:

®* With predominant pain (previously known as “pain disorder” in DSM [V-
TR): for individuals whose somatic symptoms predominantly involve

pain.

® Persistent: A persistent course is characterized by severe symptoms,

marked impairment, and long duration (>6 months).



Risk factors for SSD

® Temperament have associated SSD with increasing by age

Stress reliever and decrease

Expressing symptoms through physical symptoms without consciously. other expectations

Rocha EM, Prkachin KM, Beaumont SL, Hardy CL, Zumbo BD. Pain reactivity and somatization in kindergarten-age children. Journal of Pediatric Psychology. 2003 Jan 1;28(1):47-57.



Risk factors for SSD

® Age and gender

® In children: lack of communication skill, expression of thought
® Adolescent: common in female

® Ruminative coping style

Romero-Acosta et al. (2013). Age and Gender Differences of Somatic Symptoms in Children and Adolescents. Journal of mental health (Abingdon, England). 22. 33-41.



Risk factors for SSD

® Cognitive and learning difficulties

® Adolescent with poor grades

® High expectation from their families

® Physical illness

® Feeling and anxiety cause thinking that disease will relapse. 4

® Overprotective, indulgent parenting

Livingston, R. and Martin-Cannici, C., 1985. Multiple somatic complaints and possible somatization disorder in prepubertal children. Journal of the American Academy of Child Psychiatry, 24(5), pp.603-607.



Risk factors for SSD

® Family history

® Maternal chronic iliness: genetic predisposing, social learning theory “sick
role”

® Anxiety disorders, depressive disorders

® Life adversities: psychic trauma, poor prognosis

® School: new school, underachievement, bullying

® Family: divorce, child abuse, maltreatment

® Disaster

Ibeziako, P., Choi, C., Randall, E., & Bujoreanu, S. (2016). Bullying Victimization in Medically Hospitalized Patients With Somatic Symptom and Related Disorders: Prevalence and Associated Factors. Hospital pediatrics, 6(5), 290-296.



Risk factors for SSD

® Biological
® Overresponse sympathetic activity
® Unbalance cortical perception
® Small amygdala
® Decrease white matter

® Decrease glycemic metabolism in basal ganglia

Ibeziako, P., Choi, C., Randall, E., & Bujoreanu, S. (2016). Bullying Victimization in Medically Hospitalized Patients With Somatic Symptom and Related Disorders: Prevalence and Associated Factors. Hospital pediatrics, 6(5), 290-296.



Assessment: medical

.ﬂ ® Discordant between history and physical examination

.‘ ® Organic cause must be ruled out.

Some SSDs have true organic cause but cannot be
explained all symptoms.

® Investigation should be performed as necessary.

Over-investigation may increase anxiety &
o



Assessment: psychosocial

Psychosocial may trigger SSD both precipitating factors and promote persistence of

symptoms. /E)— -
* Patient and family insights for somatic symptoms 4 @Q @\

Effect of somatic symptoms % !
/
History of psychiatric disease (patient and family) ¥ @ 4

Past medical illnesses

Look for strength, previous success,

Growth and developmental history
resilience!!

Past mental health and social history

Coping skill, stress (patient and family) Management Elan



Assessment: patient and family engagement

Engaging patient and family in the process from assessment is useful.
® Daring to reveal feeling and their concern

® Allowing accurate assessment

Good communication skill and empathy make frust.

Physical must control our anxiety.

If SSD is the diagnosis

® Don’t be anxious or nervous for misdiagnoses

® Make family more anxiety and less trust




Management SSDs

Pediatricians Parents

——————————————————————————————————————————————————————

Enroll all steps

Multidisciplinary team |

| ! [

' ® General pediatricians Assessment

i , o . ® Set treatment goal
® Pediatric psychiatrist '

® Well understanding of

® Nurse SSDs

® Others ® Regular follow-up

Patient
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INSIGHT

UNDERSTANDING
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Medication
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First-Line Antidepressants and Recommended Starting Doses
for Children with Depressive Disorders

Starting Dose (mg/day)

Target Dosage (mg/day)

Half-Life

Additional Clinical Observations

Citalopram

5to 10 mg

20to 40 mg

20 hours

- Useful in functional pain syndromes.

Escitalopram

2.5to5mg

10to 20 mg

27 to 32 hours

The active enantiomer of citalopram that inhibits serotonin
reuptake.

FDA approved for children 212 years.

Fluoxetine

10 mg

20to 40 mg

4 to 6 days

' Long half-life, activating.

FDA-approved for children = 8 years.

Sertraline

125t0 25 mg

50 to 200 mg

26 hours

FDA-approved for use in OCD in children age 2 6 years.

Bujoreanu S, Benhayon D, Szigethy E. Treatment of depression in children and adolescents. Pediatric annals. 2011 Nov 1;40(11):548-55.
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CBT

Cognitive Behavioral Therapy

FEELINGS
Create Behavior

BEHAVIOR
Create Thoughts

CBT Techniques

Applied

Relaxation Set Goals

Desensitization
Journaling

S : Create Rewards
Cognitive Distortion Enided

Examination : .
Discussion drigen
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Focus on
functionality Consistent
communication
of conceptual

Regular,
proactive follow

up with the PCP
framework

Promote
Collaboration resiliency,
between PCP and normalization
Mental Health and relapse
prevention

Establish small
achievable goals
to ensure

Limit invasive
evaluation and

intervention ePrimary Care e SUCCesS
sMental Health >
eRehab Services
Addressing Support families
factors in being
influencing e AN emphatic,
symptom T — 2 ’MM‘“A \3“—" supportive and
presentation * Mental Biness * Family Dynamics. limit setting
¢ Temperamental Traits * Parenting Style
* Coping Style
« Cognitive Abilities

FUNCTIONAL APPROACH WITH CONTINOUS ENGAGEMENT OF PATIENT AND FAMILY

Malas, Nasuh & Ortiz-Aguayo, Roberto & Giles, Lisa & Ibeziako, Patricia. (2017). Pediatric Somatic Symptom Disorders. Current Psychiatry Reports. 19.



Progression: 16" Sep 2022
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Management:

® Fluoxetine (20) 1 tablet po od L
® Clonazepam (0.5) 1 tablet po hs
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Progression: 23" Sep 2022
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Progression: 1% Oct 2022
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Physical examination: voluntary guarding abdomen, no rebound tenderness
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Progression: 1% Oct 2022
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