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discuss an approach to PSYCHIATRY ACADEMY
sregulation in autism

h with autism are often referred due to emotional dysregulation.

Assessing and characterizing emotional
dysregulation in autism Is limited by

S CHILD BEHAVIOR CHECKLIST FOR AGES 6-18
| PARFNTS' LISLIAL TYPF NFWORK sven il

I s Of e m Ot | 0 n a I Please print. Be sure to answer all items.

ms that describe children and youths. For each item that describes your ¢
le the 2if the item is very true or often true of your child. Circle the 7 if the ite
he item is not true of your child, circle the 0. Please answer all items as well
Ir child.

as you know) 1 = Somewhat or Sometimes True

,,,,,,,,,,,

There are clinically distinct subytpes of ASD with and without deficient
emotional self regulation and severe emotional dysregulation

14

Statistical Significance: *p<0.05, **p<0.01, ***p<0.001
A= vs. Control; B = vs. ADHD

% " 5 .
more severe emotional dysregulation than ADHD. § :
rbidity and responds to SGA treatment similar to I oom e m we

WWW.MGHCME.ORG



MASSACHUSETTS
GENERAL HOSPITAL

PSYCHIATRY ACADEMY

a life long
developmental
disorder

rate increases .
characterized by

in each S .
. deficits in social
successive .
. . . communication
epidemiologic

survey Autism and interaction

spectrum
disorder
(ASD)

characterized

by restricted,
repetitive

behaviors or
interests

affects up to
2% of

children and

adolescents

American Psychiatric Association 2000; Blumberg 2013
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nts with emotional instability

poor emotional
control

Assessing and characterizing emotional
dysregulation in autism is limited by
lack of evidence-based tools

Joshi 2010, 2014a; Sverd 1995, 2003; Wozniak 1997
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14% of psychiatry outpatient referrals,
| dysregulation

Due to the frequency of emotional problems,
guestions exist as to whether emotional
dysregulation is intrinsic to autism or due to

: comorbidity with other disorders
aggression

high rates of PSYCHIATRIC POOR
comorbidity REFERRAL FUNCTIONING

Recent reports suggest high prevalence of
emotional dysregulation (ED) in individuals McCracken 2002; RUPP 2005;

with ASD, varying from 50% to more than 60% Gadow 2004; Vickerstaff 2007;
Sterling 2008; Mazefsy 2014;

depression Samson 2014
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n is a form of poor self-regulation

low frustration
tolerance

marked
emotional impatience
reactivity

qguickness to

anger
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Daove: 1
original Article

10l 201 Dec RS
Long-term stabilit of the Child Behavior Checklist n a clinical sample of youth vith
attention deficit hyperactivity disorder.
B, oG et Y, B Do P,
Child Behavior Checklist Findings Further Support
Comorbidiy between ADHD and Major
Depression in a Referred Sample

Neuropsychiatric Disease and Treatment

OR|
Longltudlnal course of deficient emotid
self-regulation CBCL profile in youth
with ADHD: prospective controlled sty

Severity of the Aggression/Anxiety-Depression/Attention
Child Behavior Checklist Profile Discriminates Between
Different Levels of Deficits in Emotional Regulation in Youth
With Attention-Deficit Hyperactivity Disorder

Joseph Biederman, MD,*} Carter R. Petty, MA,* Ielen Day, BA,* Rachel L. Goldin, BA*
Thomas Spencer, MD,* Stephen V. Faraone, PhD £§ Craig B. H. Surman, MD,*
Janet Wozniak, MD*

Joseph Bicderman'?
Thomas ] Spencer'”
Carter Perry'

Laran L Hyder'
Katherine B O'Cenner!'
Craig BH Surman'?
Stephen V Faraone?

Background: While symploms of defivial cmotionsl il
Tong associated with sttention-deficithy perse livily disorder (s
investigstion of his sspect of the elinival picture of the disod
was tn examine the predictive uslity of DESR in moderating]
into adolescence,

Methads: Subjects camprised | 77 children with and 204 chi
O AN RSB .4 YeAr (0 G a1 B, S35

ABSTRACT: Objective: We examined whether severity scores (1 SD 12 5Ds) of a unique profile of the Child

help differentiate levels of deflcits in children with Tention-dach hyperactivity disorder (ADHD). Study

children with ADHD and 224 without ADHD. We defined deficient emotional

by th pisechos (1 = 79) of sbacuos (1 = 98) of Child Hobavior >180 but <210 (15D) on the AAA scales of the CBCL

{acurs = 180 < 210 otal of ALtntion, Aggeession, and Az (cBC e of (CBCL-Severe

Dysregulation). All subjects were assessed with structured diagnostic interviews and a range of functional
Results:

Drse aprs ...,.;..I,T’ : d..,.,.. percent of children with ADHD had » positive CACLDESR profile versus 26 of
JOSEPH BIEDERMAN, M., STEPHEN FARAONE, Pi.D., ERIC MICK, B.A, PHOEBE MOORE, BA, Deficient PR and pediatri “:‘iﬁ. g‘u"g:mm. e h'."m
ax0 ELISE LELON, EoM. deficit hyperactivi a family po o it Severs ool
risk analysis A comorbid disruptive behaviol CIBCL Clinical Scales Discriminate ADID

The CBCL can identify levels of emotional dysregulation in ADHD youth

et the Aercin Acsicniy o1 ChOM ahd Adoieaint
Psychiatry,’ erican. Academy of Pediatrics.’ and
European i g\lldrllnrt ]

n-mental health trained clinicians, distin-
{simplex} {rom comosbid {or com-

L Youth With § Derived
ke 1 B, T Spencer, A, Lomedis, . Doy . R. Pty nd . V. Frwane of O ional Defiant Disorder (ODD)
[—— yon = o . ORIGINAL ARTICLE Jp—
. . i B e L S
Deficient Emotional Self-Regulation in a The CBCL as a screen for | e msem
Objective: Tooxamind - ADHD Assessed Using 2 Unique Profile paediatric patients with Al
comortidy of jwenle|  of the Child Behavior Checklist (CBCL): J Biederman, M C M £ Kendrick] ™"
Method: Using (ol Replication in an Italian Study e i
Checklist (CBCL) scal
e
A 3 it i, A LD gy i o 1 oottty mrcamhnd o of Gt dafit by Hussir ADHD] o3 podr
ADHD; 1o 15 o R.Donfrancesca’, M. Innocenzi’, A. Marano’, and |. Biederman' LA ety e ot et e e Comretpetrets g;;,;",,dmfm'v eferred 1 wes ypobeied tht spaciic s of the CBCL wod el ideny spacic
nated depressed from e i G comorbidites within ADHD cates in the primary care seffing.
frasimar Mothods: The samplo consised ofchidron anc cefoscont6-17 yoars old of bl gonders wilh ADHD
s {51211 A covor pralingcuv (ROC) coproach vos o dlrminevhich GBCL sclsbost
discriminated ADHO fr Je e :,a. n‘::,-a ADHD coseswith and withou s comorbidites wih condch ‘anxiety, and mood
depression comorbid Abstract i — Resuls, ROC onalysis showesd thot the CBCL Delinquent Behovior and hagsie S sl
qu A urique vm‘le of the empm\lf derived Child Betaviar Checuwsc-mmfmmeﬁ mmm and predicied the structured inferview derived diagnoses of conduct ond bipolor disorder, the Anxious/
emaical derived and (CRCL ARADESR Dopressad and Aggressive Bohavior scoles prodictod mojor deprassion, andl he Anxious/Deprested and
praly ity ofcrenwith ADHD i ssciued DER T i s of hs sy s 1 et e g nan The child behavior checklist broad-band scales predict Aleker predem el P’“’"‘"ﬁ;:"""’( ‘*"“’"‘ R y e
categorical dlagnoses | e sl Methonk The arple corssted of 358 chiren and esages a0 7 yers o bt s with = subsequent psychapathology: A 5-year follow-up in paychioric somples documentng good convergance behesen uchred inerview Gognoses ond
190) s wiz digris o ADHD o= 69 Resuts bl 4005 of chidren with ADHD Fa s postioe CBCLOER | e . Patr . Tersohd . Rosansaum =, o K. Hirshld Facker *, Aude Horin®, e congroeet CBCL st T ncing spoet e iy of e COCL o o sreain ol o ha
between these two di profle compared with 35% of contnols, Receiver-aperating characterisic anahsis showed that the CBCL-DESR profle ‘Samucl Fubley, Sam LaCasso®. Stephen ¥, Fesane . Joseph Bicderman identification of psychiatric comorbidity in ADHD youth in the primary care seffing.
i S Am Acad. o omihivey = 733, specifiity = 79,68, cricrian 2179, <210} cscriminated the two swasampls, Conclusion: The E
lases. J. Am. Acad. i Il oo e CECL drthing DESR i v vi
.08 2015 500 85500 onverging cvidence from clinicl, school, and commu-  clinical approach o idendifying complicated ADHD cascs. The
der, Child Behavior Ch| ! nity samples documented that attention deficit hyper-  paper ang pproach of the CBCL stands in sharp
g o activity disorder (ADHD) is heavily comorbid with  contrast with the highly labour intensive demands of
disruptive (conduct and oppositional defiant disorder) (30-  structured diagnastic Interview methods.
Keywords 50%), tood (wuipolar and bipolar) (15-75%), and anxiely Our group previously examined the convergence of CBCL
emosonal sefrepiation, ADHD, sensitiy speccy i i i disorders (20-30%). " This high Tevel of psychiatic comor-  scales with specifc stmceured interview based diagnoses in a
bidity within ADHD has been clearly recognised in the

sample of 114 youth” * A significant congruence was found.
between the Attention Problems scale of the CBCL and
stuctured interview derived diagnoses of ADHD, between
the Anxious/Depressed CBCL scale and diagnoses of anity

aod diaeoosis of copdu disnzder T
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The Child Behavior Checklist-Pediatric Bipolar Disorder
Profile Predicts a Subsequent Diagnosis of
Bipolar Disorder and Associated Impairments
in ADHD Youth Growing Up: A Longitudinal Analysis

CBCL Clinical Scales Discriminate Prepubertal Children
with Scructured Interview—Derived Diagnosis of Mania
from Those with ADHD

The ¢

bggestive Linkage of the Child Behavig
Checklist Juvenile Bipolar Disorder
Phenotype to 1p21, 6p21, and 8q21

sa E. Doyle, .0, Joseph Biedermon, mo., Manuel AR, Ferreira, mo.
icia Wong, 64, Jordan W. Smoller, mo., s<p., Stephen V. Faracne, #|

ive: Several studies have documented a profile of elevated scores on the Atted
jms, Aggressive Behavior and Anxious /Depressed scales of the Child Behavior Ched
) in youth with bipolar disorder. The sum of these scales, referred to as the

J Affect Disord. 2014 August ; 165: 81-86. doi:10.1016/j.jad.2014.04.021.

Further Evidence that Severe Scores in the Aggression/Anxiety-
Depression/Attention Subscales of Child Behavior Checklist
(Severe Dysregulation Profile) Can Screen for Bipolar Disorder
Symptomatology: A Conditional Probability Analysis

Mai Uchida??, Stephen V Faraone®, MaryKate Martelon?, Tara Kenworthy?, K Yvonne

rab, Janet

th3, Thomas Sp

@b, and Joseph Biedermanab”

aClinical and Research Programs in Pediatric Psychopharmacology and ADHD, Massachusetts

General Hospital, Boston, MA, USA

bDepartment of Psychiatry, Harvard Medical School, Boston, MA, USA

°Departments of Psychiatry and of Neuroscience and Physiology, SUNY Upstate Medical

e Bipolar Disorder (TBD) phenotype, has modest diagnostic ufility, and 1
ted with severity of psychopathology and poor eutcome. Recently, a

scan of this measure in ADHD sibling pairs revealed a region of suggesti
some 2q21. The current study aimed to further identify guantitative

JOSTPH RIEDFRMAN, M.D2., JANIT WOZNIAK, M.D., KATHLEIN KIELY, B.A, STUART ABLOWN, BA.,
STEPHE FARAONE, T D, BUC MICK, b, FLIZABETH MUSDE, Bk o L4%, KRAUS, S0, k, MD
et S 1 i <, N e o 4 <o 1 AL e 1 o
'g g i b — rrreretice the CBCLJBD phenotype
e
. sy e i
.
children: a re pr
o nen s A s v
1 . [ fisigistales L]
[ritap—
Curve dna )’SIE surpassed empirically derived criteria for signifi
mp;\_nr disealer s am:‘[ u: P !:\;’u_mr;zf‘» ‘Al‘m:-:mi:m, 1‘;&2,,"@ lesa b howewn sbouc shild = .00087; LOD = 2.76), 6p21.3 (p = .00054; LOD
conions 1 ocarsd i bigh mobidie, disil o bigela dsde e
S— surpassed the threshold for suggestive e

Faraone SV, Althoff RR, Hudziak 1), Monuteau: M, Biederman J. The
CBCL prediets DSM bipolar disordr in children: ¢ receiver operating
charavierisiic eurve analysis.

Bipolar Disord 2005: 7: 518-524. & Blackwell Munksgaard, 2005

Backgrownd: No clear consensus has been reached yet on how best
to characterize children who suffer from pediatric bipolar disorder
(PBD). The CBCL-PBD peofile on the Child Behavior Checklist
(CBCL) has been consistently reported showing deviant findings on
the Attention Problems, Aggressive Behavior, and Anious-Deprassed
subscales.

Aim: To examine the sensitivity and specificity of the propased CBCL-
PBD profile for determining DSM diagnosis of PBD,

Methods: We applicd receiver operating characteristic (ROC) curve
analysis to data from 471 probands from two family studies of attention-
defieit hyperactivity disorder and their 410 siblings.

Results: The CBCL-PBD score demonsirated an area under the curve
{AUC) of 0.97 for probands and 082 for siblings for current diagnosis of

using a dense and thus, arguably, more pq
single-nucleotide polymorphism markers in  different ADHD sibling pair samp|
Subjects were 765 individuals from 154 families with CBCL data enrolled in a lin}
ADHD. Linkage analyses were completed using a multipoint maximum likelib)
components approach implemented using the statistical program SOLAR. Re:
bility of the CBCLAJBD phenatype was estimated at 71, Although na regions of
it linkage (p = 000038), peakq
60), and 8q21.13 (p = .00081
). These regions have beel

Joseph Bied

igh scores (2 SD, combined score >

Artide
MMA?!K:‘ orcens
A Familial Risk Analysis of Emotional ity
Dysregulation: A Controlled Study ;
pumchsggbcrhenezs

', James Chan', Stephen Y. Faraone™,

Abstract

Stephen ¥ Faraone’, Robet | with a diagnosis of BP-[ disorder with a positive child behavior
Althof™, James J Hudzial’, checklist (CBCL)-severe dysregulation profile: A controlled study
b
Mchee Mot *and Joseph | 1oconh Biederman®, MaryKate Martelon”, Stephen V. Faraone®, K. Yvonne Woodworth,
Bigderman Thormas J. Spencer”, Janet R Wozniak*
S e "o f iy arard o o, e 462115, U v 159, i
(P . g, St i s

Bosto, B 02124, Unied tares

SUNY Ursize Vedcel Livrsty, Syranse Y,
“Dscanmentz sy, Massasusars Gevere
Hospla, Desime: of Peyerialy, Fanar
Mecsl School Bosn MY Cepermert o
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s

ARTICLE [NFO

e Wity
Heceve | Ucobér 2012
Acuepree 23 et 2072
Avallable anlise 17 November 2012

K. Yvonne Woodworth', Thomas J. Spencer"”, and Janet R, Wozniak'*

Objective: Chiden with defcisin emotona! reguation aperaionalzed by scores on the Ciild Bevior Checklse
(CBCL) Attention Problems, Aggressive Betavior, and Anxious-Depressed subscales are more likely than others to
p o b ied. The mai aim of

ABSTRACT

Background: Although the DSM-IV provides explicit critecia for the diagnosis of BP-I disorder, thisis a
comglex diagnss Chat equises high levels of linical expertise, revlous work shows chidren with a

unique profle of the CACL of bigh scores (25D) on the attention problems (AP), appressive befavior e n s

was to investigate the familiaity of this profie. Method: Partiipants were youth probands with bipoiar | {BP-1) disorder
{N= 140}, ADHD N =83} and comrls {N'= 17) andthirs2lgs. Based o the CBCLemotioral dysegulion profe,
we classified children with severe emotina! dysregulation {aggregate cut-off score >210) and emotional dysregulation
(aggregate cur-off score > |80 and <210} dysregulation profi

relared

Feywori:
Wi tisorcers

(AGG), and (A1) (&-8-R] subscales are more Ikely £aan other children to meet

citea for BP disonder in bath epidentological and ellncal samples. Howewer, since aor all B2 defcis

[ 52 f
ngs. Conclusion: Youth with emotional dysregulati increased risk to have sibings with similar
sonal dysregul infanils. . of & Ds. 2018; 2,) 846854)

disorder children have 2 pasitive profile questians femain 25 ta its informatveness, Farticuarly in the

Anxious-D d (A-A-A) subscal
han other children to meet criteria for

EW RESEARCH

Study

heklist

Eric Mick, sco, James McGough, 1, Sandra Loo, ruo, Alysa E. Doyle, #o,
Janet Wozniok, o, Timothy E. Wilens, v, Susan Smaley, #10,
James McCracken, \.0, Joseph Biederman, iz, Stephen V. Farcone, eho.

ing the distribution and determinants of

Objective: : A potentially useful tool for

emotional dysregulation in children is 2 Child Behavior Checklist profile, comprising the
Attention Problems, Anxious,Depressed, and Aggressive Behavior clini

1 subscales (CBCL-

| Certain CBCL scores- AAA profile- are associated
with a diagnosis of pediatric bipolar disorder

WWW.MGHCME.ORG

DP}. The CBCL-DP indexes a heritzble trait that increases susceptibilt
thology, including severe mood problems and aggressive behavi
genome-iwide association study of the CBCL-DP in children with attention-deficit/hyperac-
tivity disorder (ADHD). Method: Families were ascerteined at Massachusetts General
Hospital and University of California, Los Angeles. Genotyping was conducted with the

for later psychopa-
e have conducted a

tforms, Genome-wide association anal-
extension of PLINK. Results: CBCL
Y ADHD affected trio families from the
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at is easy to administer and score

& Please print CHILD BEHAVIOR CHECKLIST FOR AGES 6-18 |57

DADEANTR’ 1IQIIAl TVDE NEWNDY auan if nat wnarkina Lo S
Please print. Be sure to answer all items.

N, Below is a list of items that describe children and youths. For each item that describes your

: o e A = ’ .
et it Lt ik 120 statements about the child’s behavior
Acts too young for his/her age

seem to apply to your child. 1
0 = Not True (as far as you know) 1 = Somewhat or Sometimes True

0 1 2 1. Actstoo young for his/her age 0 1 2 32. Feels he/shg 2 Drlnks aICOhOI Wlthout parents approval
01 2 2. Drinks alcohol without parents’ approval 0 1 2  33. Feels or col
(describe): her 3 Argues a |Ot
- 34. Feels otherg o 0.0 9
. Argues a o 35, Foels vorth 4. Fails to finish things he/she starts
. Fails to finish things he/she starts
36. Gets hurt 5 ........

. There is very little he/she enjoys 37. Gets inma
. Bowel movements outside toilet

gasedalotl

38.
) 0 i hers who'g

. Bragging, boasting

. Can't concentrate, can't pay attention for b
long D und or voices that aren’t there
C mind of t de e):
i essions (describe)t
i _ a U 1 Impulsive or acts without thinking
01 2 10 Stless. orfyperactive .
H rather be alone than with others

or cheating

Parents score choosing from Likert scale responses

bus, highstrung, or tense

0=n0t true rlijt?er)\?ovemenls or twitching
1=somewhat or sometimes true
2=Very true or often true ed by other kids

ipated, doesn’t move bowels

U 0. Destroys his/ner own things

The 120 statements are grouped mto 8 subscales or syndrome scales

WWW.MGHCME.ORG



Clinical Range

Normal Range

1992 CBCL/2-3 Profile for Boys and Girls

'-—' z 28 14 2
= 27 7
- 21 % %
— % ]
= 20 4
- «u 13
= 2
=it 19 <) z
- 2 ]
= L] 2
== 2
- 20 1%
— 17 12
~ 18
- 17
= 16
- 16
— 15
— 15
: 1 14
- " 13
_— 12
— 13
Ylle —
ol — — - e——
= 21
= 1 20
E sl = = = ey [~ — — —1-19
93—
- 17
= L] 1%
sal_ 8 15
- 6 14
— 7 4 13
: 5 12
69— © . 3 1
= 10
= 5
<50 [— o4 o2 [+ o
I u w 4
ANXIOUS/ SLEEP SOMATIC AGGRESSIVE
DEPRESSED PROBLEMS PROBLEMS BEHAVIOR
4 10. Clings A3 2 22, Not Want To ! 1. Aches A1s _l 5. Can't Concentrate
33. Feelings Hurt o a4 Sleep Alone* © 7. Can't Stand A 16. 1.
0O 37. Upset By Sep. 123 I 38. Trouble Getting Things Out I 20. 114,
_I 43, Looks Unhappy 425 - To Sleep' Of Place 1 29, a17.
_I 47. Nervous b - 0 12, Constipated” ! 18.
550, 026, 1 o Ry . 219, Diamhea 230, a1
0 68. Sel-Conscious 627 = . 7 24, Doesn'tEatWell & 35. 4 36.
©73. shy 062 -{-7‘& Sleeps Little 7 20, = 2 40. Hits Others
5 87. Fearful o 67, L 84. Talks, Cries 7 41. Holds Breath 2 44, AngryMoods & 42
1 90. Sad In Sleep’ 7 45. Nausea 2 58. Punishment
96. Wants Attention 0 70. 2 94. Wakes Often* © 52. Painful BM.* Not Change 2 59.
Total o 7. G Total 7 61. Won't Eat 2 66. Screams ©_63. Rocks Head, Body
_bf_m. D 65. Resists Toilet _ 69. Seffish & 75. .
73 Not scored on ;?8. Stomach Aches ig Tomper 9 Toral
o 98, problem scales: 9 86. Too Concerned 291, Loud
7 Tot _0 51. Overweight W. Neat/Clean o7, Whining
_& 79. Stores Things 0 93. Vomits Total
2 Total

MASSACHUSETTS
GENERAL HOSPITAL

PSYCHIATRY ACADEMY

1. Enter all the scores (0, 1, 2) for
each of the 120 questions under
the different subscale groups




1992 CBCL/2-3 Profile for Boys and Girls

-

Clinical Range

£ 8

o
w0

Normal Range

IA
&

8

8

o

3

o
"

o
o

&

_0 79, Stores Things

3
i

#

'-—' -] 14 2 30 -
- 2 7 =]
- % % -
—— 2 = =
C ] p=
- u 13 =
= 2 =
- =, - —
- 2 2 7 =1
C H m
= 2 pm
-_ o, 12 " % —-
= 19 -
= 18 pm
-'_ 17 F- -
: 16 _—
: 15 3
— 14 —_
— 13 —
= -
- 12 —
—_—— —12 — — — — — — — - — ———_—2 - = = =
o 10 21 -
B camml = = o s 8 — — —— =ty = = = = = -
- 17 -
— 1 -
- 7 -
e 15 =
~- [ 6 1 =
= 13 -
C ol 5 12 -
— 1" —
- 4 4 -
C 10 e
- 3 9 -
 — 03 02 o84
) m v
WITHDRAWN SLEEP AGGRESSIVE
PROBLEMS BEHAVIOR

1 2. ActsTooYoung 2 22. NotWant To 2 15. Defiant

_© 4. Avoids Eye Sleep Alone* & 16, Demands Met

_! 23. Doesn't Answer I 38. Trouble Getting _I 20. Disobedient

7 25. Not Get Alang To Sleep" 729, Easily

With Peers 0 48. Nightmares* 012 Frustrated

.0 26. No Fun "L 64, Resists Bed® 219, 1 30. Jealous

"6 27. Lacks Guilt = s e T 24, A_35. Fights

¢ 62. Refuses Active .{.74- Sleeps Little T 39, A 40. Hits Others

0 67. Unresponsive 1 84. Talks, Cries 741, 2 44. Angry Moods

To Affection in Sleep’ 7 45, 2 58. Punishment y

0 70. Little Affecton X 94. Wakes Often" 052, 59. Quickly Shifts

& 71. Little Interest G Total Tt 2 66. & 63. Rocks Head, Body

! _81. Stubborn b 65 1 69. 5

EB&. Uncooperati Not red _n' I 82

"0 89. Underactive byt -i- ! 285,

problem scales: 2 86.
& 98. Withdrawn 0 51. Overwei A91.
Y Total L S o 7.
3

MASSACHUSETTS
GENERAL HOSPITAL

PSYCHIATRY ACADEMY

1. Enter all the scores (0, 1, 2) for
each of the 120 questions under
the different subscale groups

2. Total the score for each subscale




Clinical Range

Normal Range
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1992 CBCL/2-3 Profile for Boys and Girls
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WITHDRAWN SLEEP
PROBLEMS

2. Acts Too Young 2 22. NotWant To
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88EINS IVNB B

!-'
g

Avaids Eye Sleep Alone*
Doesn't Answer /' 38, Trouble Getting
. Not Get Along To SIBBP.
mﬂ;:_leers & 48, Nightmares®
Lacks Guilt il s g“"‘sgm‘d'_
Refuses Active eeps Uillle
Unresponsive I 84. Talks, Cries
To Affection in Sleep®
Little Affection 2 94, Wakes Often*
Little Interest F Total
Stubborn
Uncooperati
ol Not scored on
mﬁr problem scales:
0 51. Overweight
_0 79, Stores Things

lo|~

o [oMo|lol~~|~~vle
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g
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o
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1. Enter all the scores (0, 1, 2) for

each of the 120 questions under
the different subscale groups

2. Total the score for each subscale

3. Plot the total score on the scale above




Percentile is on the left

zing

Clinical Range

|IIIIIIIIIllllllllllllllllllll

Normal Range

SR8 RRRNR

Illllllllllllllll

2 ONN R0 Ry B

w - (LI ~

33. Feelings Hurt

"
WITHDRAWN

2. Acts Too Young
4. Avoids Eye
23. Doesn't Answer
25. Not Get Alang
With Peers
26. No Fun
27. Lacks Guilt
62. Refuses Active
67. Unresponsive
To Affection

2 22. Not Want To
I 38. Trouble Getting

& 48, Nightmares®

I~I~sle
28
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0 51. Overweight
_0 79, Stores Things
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SOMATIC
PROBLEMS
1. Aches
7. Can't Stand
Things Out
Of Place
12. Constipated"
19, Diarrhea
24, Doesn't Eat Well

. Headaches
1. Holds Breath
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. Painful BM.*
. Won't Eat
. Resists Toilet"
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T-Score is on the right
1992 CBCL/2-3 Profile for Boys and Girls
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1. Enter all the scores (0, 1, 2) for
each of the 120 questions under
the different subscale groups

2. Total the score for each subscale
3. Plot the total score on the scale above
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1 T-Score=78

9
[

7
)
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5
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1

2 22 NotWantTo

-
o

_I 38. Trouble Getting

0 48. Nightmares*
2 64. Resists Bed"
/ 74. Sleeps Little™
I 84, Talks, Cries

feni~folololol~I~lolo]|~
g F8I3B8NBY8

2 94 Wakes Often”
G Total

0 51. Overweight
_& 79. Stores Things

[Slo[o[of~[o/0 [olsls|o |~|~|o|~

02
w >
SOMATIC AGGRESSIVE
PROBLEMS BEHAVIOR
1 1. Aches p—
_@ 7. Can't Stand A& 16. Demands Met
Things Out _I_20. Disobedient
Of Place 7T 29. Easily
0 12. Constipated” Frustrated
2 19. Diarthea _!_30. Jealous
_1 24, Doesn't EatWell & 35. Fights
E::) es 2 40. Hits Others
_? 41, Holds Breath A 44. Angry Moods
2 45, Nausea 2 58. Punishment
052, Painful BM.* Not Change
7 61, Won't Eat 2 66. Screams
"6 65. Resists Tollet* —}g Selfish
%.:-'s. Stomach Aches -4 82. Moody
86, Too Concerned 4 85. Temper
" W.Neat/Clean 491 Loud
0 93. Vomits 97. Whining
X Total Total
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The CBCL uses a normative sample
to create standard scores. T

These compare the raw score to
what would be typical compared
to responses for youths of the
same gender and similar age.

The standard scores are scaled so
that 50 is average for the youth's
age and gender, with a standard

deviation of 10 points.
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klist has 8 clinical subscalegc A= AcapEmy

The 120
statements are
grouped into 8
subscales or
syndrome scales

A T-score of 70
is two standard

Scores are
converted to T-
Scores for each
subscale 50-100

\
50-100 social withdrawal
50-100 somatic complaints

deviations from
normal

J

50-100 social problems

CBCL AAA score
SR, 150300
50-100

50-100 delinquent behavior
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ion based on the PSYCHIATRY ACADEMY

three CBCL subscales

AAA CBCL T-Score range is 150-300
Anxiety/ Depression 50-100 Aggression 50-100 Attention 50-100

) 4

A score of 150-180 is considered in the normal to subclinical range

if all 3 scores of the AAA were from normal (70), the total would be 210

WWW.MGHCME.ORG



ion (ED) can be B SN oaa
" (CBCL Score 180-210) whichpsxciarry Acapeny
D (CBCL Score >210)

DESR Deficient Emotional Self Regulation

composite T-score AAA between 1 and 2 SD from normal

>180 <210

greater than 210
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( A

CBCL can identify
different levels of
emotional
dysregulation

We hypothesized:
The two CBCL-ED
profiles (DESR and
SED) in youth with
ASD would identify

associated patterns
of clinical correlates

/

Youth with autism are
often referred due to
emotional issues

We studied ASD youth
with different levels of
emotional dysregulation

QUSSR Gl By e: Our second main objective:

To assess prevalence and
severity of Emotional
Dysregulation (ED) in
psychiatrically referred
youth with ASD

To investigate whether the two
severity levels of CBCL profiles for
ED can help distinguish clinically
distinct levels of deficits in ASD
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ORIGINAL PAPER
@ CrossMark
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High Risk for Severe Emotional Dysregulation in Psychiatrically
Referred Youth with Autism Spectrum Disorder: A Controlled Study

Gagan Joshi'*3. Janet Wozniak'** - Maura Fitzgerald' - Stephen Faraone* - Ronna Fried'>* . Maribel Galdo'2 -
Stephannie L. Furtak'- . Kristina Conroy'? - J. Ryan Kilcullen'? . Abigail Belser' - Joseph Biederman'-3

© Springer Science+Business Media, LLC, part of Springer Nature 2018

Abstract

To assess prevalence and severity of emotional dysregulation (ED) in psychiatrically referred youth with autism spectrum
disorder (ASD). ASD youth (N=123) were compared to youth with attention-deficit/hyperactivity disorder (ADHD) and
controls. The majority of psychiatrically referred youth with ASD had positive Child Behavior Checklist-ED (CBCL-ED)
profile that was significantly higher than in youth with ADHD (82 vs. 53%; p < 0.001). The severe emotional dysregulation
(SED) profile was significantly greater in ASD youth than ADHD (44 vs. 15%; p<0.001). In the presence of SED profile
ASD youth suffered from greater severity of autism, associated psychopathology, and psychosocial dysfunction. Greater than
expected prevalence of SED in psychiatrically referred youth with ASD that identifies distinct clinical correlates associated
with severe morbidity and dysfunction.

Keywords Autism spectrum disorder - Emotional dysregulation - CBCL - Youth

Joshi 2018



N=899

youth
referred to
autism
clinic
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rom an autism outpatient clinic

N=123

CBCL
available
and 1Q>70

Clinical and Research Program for Autism Spectrum Disorder
s General Hospital, Harvard Medical School
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ind clinician completed rating scales

All parents completed informant-rated scales

CBCL Social Responsiveness Scale

All subjects were assessed by trained rater/ clinician

clinician diagnosis

of ASD

CBCL AAA calculated by adding 3 T-scores

normal range (no ED) Deficient E.motional Self Severe En_10tiona|
Regulation (DESR) Dysregulation (SED)
180-210 >210

demographics KSADS-E GAF

150-180

WWW.MGHCME.ORG



MASSACHUSETTS

&y GENERAL HOSPITAL
PROBANDS had an ASD diagnosis PSYCHIATRY ACADEMY

per DSM-IV-TR in clinical interview
(N=123)

PARTICIPANTS were
clinically referred

individuals age 5-21
(mean age 12.1)
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ASD+ DESR ommon than ASD without ED

ASD+DESR
(N=47) 38%

WWW.MGHCME.ORG



No difference in
repeating a grade
16%, tutoring 72% or
special class 55%*

No difference in
treatment**

Same percent with MASSACHUSETTS
“severely impairing” Xy GENERAL HOSPITAL
ASD

45-65% PSYCHIATRY ACADEMY

Same mean duration of
disorder

(7-8 years)
There were many

similarities across the 3
B e xcept types of autism with
ASD+E worse GAF scores for ASD+SED Varying levels of
emotional dysregulation

Same mean age of
onset

(age 3-4 years)

| No differences in 1Q,

tES, Race, Sex
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y

ss the three groups  * rovcimarmy acaveny

ASD without ED

Autistic Asperger’s
Disorder 76% 18%

Asperger’s . 5
I 6% I PDD-NOS 21%

ASD + SED

PDD-NOS 6%

Autistic
Disorder 53%

Autistic Disorder
63%

Asperger’s 22% PDD-NOS 15%
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onsiveness Scale .
uth with SED (CBCL >210

a***b*a***b**

ASD+SED

ASD without ED
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outh with SED (CBCL >210)

~TASD+SED

ASD without ED

Social Withdrawn Delinquent  Somatic Externalizing Internalizing
s  Problems Behavior Complaints

005; ***p<0.001; "N: ASD-ED=16-22; ASD+DESR=39-47; ASD+SED=47-53



cial Competence subscales s criarry Acapemy
with and SED

MASSACHUSETTS
GENERAL HOSPITAL

N
u

tMean T-Score &

ASD wit

thout ED

ASD+SED

School
Competence

Activities Social Total
Competence Competence Competence

5; ***p<0.001; 'N: ASD-ED=16-22; ASD+DESR=39-47; ASD+SED=47-53




CBCL AAA vs. SRS Social Cognition

CBCL AAA vs. SRS Total

100
|
100
|

90
80

80
|

SRS Total
70

SRS Social Cognition
60

ately with SRS total
d Autistic Mannerisms

100
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CBCL AAA vs. SRS Social Awareness

T T
250 300
CBCLAAA CBCLAAA

r.=0.48, df=106, p<0.001

Moderate correlation

CBCL AAA vs. SRS Social Motivation CBCL AAA vs. SRS Social Communication

100
|
100
|

90

® o cmges ¢ 000 o

80
|
80
|

70

60
60
|

SRS Social Motivation
SRS Social Communication

50

40

T T
250 300
CBCL AAA CBCL AAA

r.=0.37, df=106, p<0.001

Weak correlation

WWW.MGHCME.ORG

SRS Autistic Mannerisms

50 60 70 80 90 100
| | | | |

4
‘

T
300
CBCL AAA

| r=0.33, df=108, p<0.001
Weak correlation

CBCL AAA vs. SRS Autistic Mannerisms

T T
150 250
CBCLAAA

| r.=0.44, df=107, p<0.001
Moderate correlation
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BCL >210) have a
)f psychiatric disorders

ETCHON N

a D

8 +3

6 +2.5

ASD+DESR

Total # of Psychiatric Disorders

ASD+DESR; *p<0.05; **p<0.005; ***p<0.001;
DESR=38-39; ASD+SED=42-44
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rates of comorbid
r (especially ASD+S

b

ASD-ED ASD + ASD + SED Test P-Value

N=22* DESR N =54t Statistic
N =471
N (%) N (%) N (%)
ADHD 12 (60) 31(79) 34(79) =323 0.20
Disruptive Behavior Disorders 11 (52) 25 (64) avb* 1¥=7.24 0.03

Major Depressive Disorder 7(33) 14 (36)
Bipolar Disorder 2 (10) 7(18) ¥=12.19 0.002
Multiple (>2) Anxiety Disorders 11 (52) 25 (64) ¥=243 0.30
Substance Use Disorders™ 0(0) 0(0) 2(10) Exact 0.33

* Sample sizes vary. ASD-ED: N=20-22, ASD + DESR: N=38-39, ASD + SED: N=42-44
* Age restricted to >12. ASD-ED: N=13, ASD + DESR: N=18, ASD + SED: N=20
¢ Compared to ASD. * Compared to ASD + DESR. *P<0.05, **P<0.005, ***P<0.001

30 (68)*"™
20 (45)=*

¥=1122 0.004
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J Autism Dev Disord (2010) 40:1361-1370
DOI 10.1007/s10803-010-0996-9

The Heavy Burden of Psychiatric Comorbidity in Youth
with Autism Spectrum Disorders: A Large Comparative

Study of a Psychiatrically Referred Population

Gagan Joshi - Carter Petty - Janet Wozniak -
Aude Henin - Ronna Fried - Maribel Galdo -
Meghan Kotarski « Sarah Walls « Joseph Biederman

Published online: 23 March 2010
® Springer Science+Business Media, LLC 2010

Abstract The objective of the study was to systemati-  high levels of psychiatric comol

cally examine patterns of psychiatric comorbidity in  comparable to the referred popul

referred youth with autism spectrum disorders (ASD)  ASD. These findings emphasize tf

including autistic disorder and pervasive developmental  chiatric comorbidity afflicting you

disorder not otherwise specified. Consecutively referred  important targets for intervention.

children and adolescents to a pediatric psychopharmacol-

ogy program were assessed with structured diagnostic  Keywords Autism spectrum disy

interview and of psych ial functioning.  Psychiatric comorbidity - Childrer

Comparisons were made between those youth satisfying

diagnostic criteria for ASD and age and sex matched youth

without ASD referred to the same clinical program. 9.3%  Introduction

(217/2323) of the referred youth (age range: 3—17 years)

met DSM-III-R criteria for ASD. ASD youth suffered from  Autism spectrum disorders (ASI]

significantly higher number of comorbid disorders than  developmental disorders distingui

comparisons (6.4 & 2.7 vs. 5.2 £ 2.9; p < 0.001). Ninety-  tation of difficulties with social
i A avior that are estimated to

five nercent of the vonth with ASD had three or more

1 Autism Dev Disord
DOT 10.1007/s10803-012-1679-5

Psychiatric Comorbidity and Functioning in a Clinically Referred
Population of Adults with Autism Spectrum Disorders:
A Comparative Study

Gagan Joshi + Janet Wozniak + Carter Petty - Mary Kate Martelon «
Ronna Fried + Anela Bolfek - Amelia Kotte - Jonathan Stevens - Stephannie L. Furtak -
Michelle Bourgeois + Janet Caruso - Ashley Caron -+ Joseph Biederman

‘D Springer Science+Business Media New York 2012

Abstract To systematically examine the patterns of psy-  Keywords Autism spectrum disorders - Psychiatric
chiatde comorbidity and functioning in clinically referred  comorbidity - Adults

adults with autism spectrum disorders (ASD). Psychiatri-

cally referred adults with and without ASD were compared

on measures assessing for psychiatric comorbidity and  Introduction

psychosocial functioning. Sixty-three adults with ASD

participated in the study (mean age: 29 + 11 years). Adults  Autism spectrum disorders (ASD) are characterized by a
with ASD in their lifetime suffered from a higher burden of  variable presentation of problems with socialization, com-
psychiatric disorders (6 £ 3.4 vs. 35 £ 2.7, p<0.001)  munication, and behavior, and are estimated to affect more
including major depressive disorder and multiple anxiety  than 1 % of children and adolescents in the general popu-
disorders, and were functionally more impaired with a  lation (Diagnostic and Statistical Manual of Mental Disor-
significant proportion having received both counseling and  ders 1994; Kogan et al. 2009). Although ASD is well
pharmacotherapy. Adults with ASD have high levels of  characterized in pediatric populations (Joshi et al. 2010; de
psychiatric comorbidity and dysfunction comparable to a  Bruinet al. 2007; Wozniaketal. 1997; Simonoffet al. 2008),
clinically referred population of adults without ASD. the prevalence and clinical characteristics of this lifelong
disorder remain understudied in adult populations. More-
over, despite the fact that youth with ASD suffer from high
GIES XS YL SOUCTS )8 d -
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els of emotional
h rates of comorbid ADHD ™ """

ASD-ED ASD + ASD + SED Test P-Value

N =221 DESR N = 541 Statistic
N=47'
N N (% N (%)

ADHD 31(79) 34 (79) =323 0.20
Disruptive Behavior Disorders 11 (52) §3)a"0* 1¥=7.24 0.03
Major Depressive Disorder 7(33) 14 (36) 30 (68"  ¥*=1122  0.004
Bipolar Disorder 2(10) 7(18) 20 (45)"  ¢3,=12.19 0.002
Multiple (>2) Anxiety Disorders 11 (52) 25 (64) 31 (72) £:=243 030
Substance Use Disorders™ 0(0) 0(0) 2(10) Exact 0.33

* Sample sizes vary. ASD-ED: N=20-22, ASD + DESR: N=38-39, ASD + SED: N=42-44
* Age restricted to >12. ASD-ED: N=13, ASD + DESR: N=18, ASD + SED: N=20
¢ Compared to ASD. * Compared to ASD + DESR. *P<0.05, **P<0.005, ***P<0.001
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& GENERAL HOSPITAL
PROBANDS had an ASD diagnosis " PSYCHIATRY ACADEMY

per DSM-IV-TR in clinical interview
(N=123)

PARTICIPANTS were
clinically referred

individuals age 5-21
(mean age 12.1)

COMPARATORS with ADHD from
a family study of ADHD

age and gender matched to the
ASD subijects

(N=123)
e expanded our investigation of
emotional dysregulation in ASD by
CONTROLS from a family study of ADHD comparing ASD youth (high rates of ADHD)

no ADHD, ASD or psychosis o matched ADHD youth without ASD
Age and gender matched to the ASD subjects
Ne123) and controls)
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I (N=123)

Age: -Mean 12.2+34
6-18
Gender: Male 106 (86)

117 (98)N-120]

117 11

Gender: Male 21 (95)

22 (100)

106.1 £16.7

77-136

MASSACHUSETTS
GENERAL HOSPITAL

Grou PS PSYCHIATRY ACADEMY

IQ and SES

age/gender matched ADHD and control subjects)

I P P S P P

(N=123) (N=123)

11.4£2.9 121434 Fz, 366=2-06 0.13
6-18 5-21

106 (86) 106 (86) NA NA
119 (100)IN=119] 108 (88)a**b*** Exact <0.001
108.8 +13.42"*" 101.2 £14.82""b*** Fio, 366=43.78 <0.001
73.5-133 70-141

1.8 £127 2.0 +][N=107] a*** X22=17.75 <0.001

ASD+DESR ASD+SED

11 + The ASD group had significantly fewer Caucasians and lower 1Q
6 compared to the ADHD and Control groups.

9. Both the ASD and ADHD groups had significantly lower IQ and
o SES compared to the Control group.

ZC All subsequent analyses between the ASD, ADHD, and Control
1 groups controlled for race, 1Q, and SES.
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outh compared to ADHD youth

ontrols m ADHD = ASD

gk gk

' DESR SED

"vs. ADHD; *p<0.05; **p<0.005; ***p<0.001
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) youth compared to ADHD

ontrols m ADHD = ASD

A
ok ek ok / \

qE* pFok*

@k g 44%
37% 38%

byvs. ADHD; *p<0.05; **p<0.005; ***p<0.001
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disorders are

1 i Ly Do
Talle 2 n e ankalen, with and withou ASD
ELi] Hon-Asly P oviue Hoden's:
™ = a3} o = aH P
J Autism Dev Disord (2010) 40:1361-1370 bl . i
Tie i
Tic dennder (monr or vocsl)
Table 2 Psychiatric Comorbidities in Psychiatrically Referred ASD and Non-ASD Youth dememme a0 0 Ty =0 Lig L5
Coment 4 06 A¢8) =04 ar [T
ASD Non-ASD zf” p-vale Holm's adjusted Toarans donres
N=217) (N=21T) alpha [ EX=1) @ o i g
N (%) N (%) Cormere EX A 2, =im i i Se
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. e Ao e ey e
Language disorder 105 (48) 50 (27 18.93 <0001 0.002 < s . s .
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1 Automn Dy Diooad

J Autism Dev Disord (2010) 40:1361-1370 1365
Table 2 Psychiatric Comorbidities in Psychiatrically Referred ASD and Non-ASD Youth
ASD Non-ASD zf” p-vale Holm's adjusted
=27 (N=217) alpha
N (%) N (%)
Language disorder 105 (48) 59 (27) 18.93 <0001 0.002
Tic disorder
Tic disorder (motor or vocal) 50 (23) 13 (20) 0.69 041 001
Towette's disorder 40 (18) U (16) 0.49 048 0012
Disruptive behavior disorder
Attention-deficit/hyperactivity disorder 181 (83) 173 (80) 0.75 0.39 0.008
Oppositional defiant disorder 158 (73) 146 (68) 1.49 012 0.005
Conduet disorder 4722 822 0.01 090 0.05
Mood disorder
Major depressive disorder 121 (56) 102 47 34 0.06 0.004
Bipolar 1 disorder 68 (31) 65 (30) 0.11 074 0017
Psychosis 42 (20) 27 (12) 409 004 0.003
Anxiety disorder
Multiple anxiety disorders (=2) 133 (61) 92 (42) 15.14 <0001 0.002
Specific phobia 79 (37) 13 (20) 14.09 <0001 0.003
Separation anxiety disorder 79 (37) 17 (35) 0.04 0.84 0025
Agoraphobia 77 (35) 41 (19) 14.73 <0.001 0.003
Gen . 0.006
Socil Assessed with KSADS 00031
Obses| . . 0004
ri| Mood Disorders in ASD youth: 0007
Post o 0.006
Substan] ® M D D 5 6%
Substg 0.003
e * BPD 31% 0o0¢
Eliminaf
Enures 0.005
0.002

=<4 Mood Disorders in ASD adults:

* Limit

e MDD 77%
* BPD 25%

Tl 2 m referred ity with and withow ASLH
ELi] Hon-Asly Tex P oviue Hoden's:
= &4 = &N staabs ackpmied
L] M g
T dmrder
Tic dennder (monr or vocsl)
Rt 7 il FElid Ton = 0 L i
Crmrere F] ETH] =04 afi [T
Toazic's dianrer
[ - -] i P i i
Fr— T T By = A ad LSS
Idangve hoharnr daome
A terron- defeshyperscr ey diaonder
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(N=511)

Significance: *p<0.05, **p<0.01, ***
A = vs. Control; B =vs. ADHD
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luded from clinical B
ded in our clinical trials rsxcrarry Acapemy
youth (N=151)

Male and female 4-17 years
Met criteria for bipolar |, Il or NOS
8-week, open-label flexible dosing

BPD-ASD
84%
(N = 128)

N=19 aripiprazole (9.4 + 4.2 mg/day)
N=20 quetiapine (240.4 + 165.4 mg/day)
N=21 ziprasidone (56.2 + 34.4 mg/day)
N=52 risperidone (1.3 £ 0.7 mg/day)
N=53 olanzapine (8.5 * 4.2mg/day)

with and without topiramate

entically designed open-label trials of
)9 — 2012, all but one monotherapy

speridone) 2005; Biederman (olanzapine) 2005; Biederman
niak (olanzapine+topiramate) 2009; Joshi (quetiapine) 2012
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and treating ED in autism are MASSACHUSETTS
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)ving course and outcome of a
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compromising

th with autism are often referred due to emotional dysregulation.

Assessing and characterizing emotional
L (T

********** CHILD BEHAVIOR CHECKLIST FOR AGES 6-18
| PARFNTS' LISLIAL TYPF NFWORK sven il

I S Of e m Ot | O n a I Please print. Be sure to answer all items.

ms that describe children and youths. For each item that describes your ¢
le the 2if the item is very true or often true of your child. Circle the 7 if the ite
he item is not true of your child, circle the 0. Please answer all items as well
Ir child.

as you know) 1 = Somewhat or Sometimes True

,,,,,,,,,,,

There are clinically distinct subytpes of ASD with and without deficient
emotional self regulation and severe emotional dysregulation

Statistical Significance: *p<0.05, **p<0.01, ***p<0.001
A=vs, Cantrol; B=vs. ADHD

h more severe emotional dysregulation than ADHD. ¢ .
orbidity and responds to SGA treatment similar to : ifm R
\_a (N=411) N=511) (N=336) IN=13T)
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