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be considered as a separate  YCHIATRY ACADEMY

Emotional
Dysregulation

* does not necessarily
lead to extreme moods

= subsides relatively
rapidly

* is conceptualized as
deficits in cortical self
regulation of emotions

* an inability to

effectively modulate
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motional dysregulation is a predictor of bipolar disorder
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Emotional

Dysregulation

e requires a distinct protracted does not necessarily lead to

episode extreme moods
e predominant depressed, e subsides relatively rapidly
manic or mixed mood e is conceptualized as deficits
¢ |eads to functional in cortical self regulation of
difficulties emotions

e aninability to effectively
modulate emotional
responses to stressors
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N=80 inpatients
followed 1 year
p<0.0001

high mood
lability and
emotional
reactivity

Cyclothymic
Hypersensitive
Temperament

(CHT) Rate of Switching

Children with CHT:
wider range of aggressive behaviors
higher rate of suicidality
switched (64% vs 15%) Kochman 2005

WWW.MGHCME.ORG



depression @ CineratHosrITAL
bipolar disorder

PSYCHIATRY ACADEMY

Switch Rate: 9% - 43%

N= 985 subjects
ages 6-18 years
2 inpatient, 1 outpatient and 1 ADHD

Strober 1982, 1993; Geller 1994, 2001; Kochman 2005; Biederman 2009, 2013
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and behavioral e
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ted with Bipolar Depression

83%

Geller (1994): Bullying behaviors was a significant
predictor of switching (OR= 7.1, p=0.003)

ior Problems Co-Morbid Conduct Disorder

Biederman 2009, 2013
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as published extensively™ ————— ="~
the assessment of ADHD youth

Original Ariice

Severity of the Aggression/Anxiety-Depression/Attention
Child Behavior Checklist Profile Discriminates Between
JClin i Psychol 2001 Dec;30V4p492-502, Different Levels of Deficits in Emotional Regulation in Youth
—_— furopsychiatric Disease and Treatment Dove With Attention-Deficit Hyperactivity Disorder

Longsterm stabiity ofthe Child Behavior Checkiit ina cliical sample ofyOuthWith |orgicucinal course of deficient emotional et i P T o 1

elf-regulation CBCL profile in youth

aﬂeﬂtiOH dEﬁCit hypefacti\'"y diSOdeF. ith ADHD: prospective controlled study et ki L oo L, etesion v o R Sl s

help differentiate levels of deficits in children with attention-deficit hyperactivity disorder (ADHD). Study
Desiga: Subjects were 197 children with ADHD and 224 without ADHD. We defined deficient emational
sef-regulation (DESR) as an aggregate cutoff score of >180 but <210 (1 SD) on the AAA scales of the CBCL
@

Biedeman J' MonusauxC, Greene RW, Breaten DoyizAE, Farane V. ot ) S e st s gt e 34 e o

measures. Thirty-six percent of children with ADHD had a positive CBCL-DESR profile versus 2% of
W ool
i 0 .5 4. € s Uy s 311 ORIGINAL ARTIGLE |- o o e S The subjects positiv |
| . 1 1 1 DR e 5 S P [ i CBCL-DESR profile inf
Child Behavior Checklist Findings Further Support D self-regulation and pediatric e e N .
attention deficit hyperactivity disorder: a family o ADID follnea id disruptive | 5‘3?": ;H:wﬂl Scales Diﬂnmma'?k ADIﬂJ
: . oots were asscsoed wi < ‘outh With & i Tiv
Comorbldlty between ADHD and MaJOI' Helcanalyels . of Oppositional Defiant Disorder (ODD)
1 Juscph Biedecnsan
Dﬁnﬁﬂﬂmn_m_‘]_uﬁppffpfl Qq i nlp J. Biederman'*, T. Spencer, A. Lomedico', H. D.y': C. R Petty' and S. V. Faraone’ - ORIGINAL ARTICLE ::.?:n:«‘.:ﬂmmw
3 Cntnor Ottt Cor, Bota, MA, LU3A Rosslite Kaisex ) )
rice R 1 The CBCL as a screen for psy| st J—
: . . L i s b paediatric patients with ADHI ™ e — S
JOSEPH BIEDERNAN, ¥ - Deficient Emotional Self-Regulation in N e e e T e i P i P o P i
. 5 e e < o i I WEM E Kendrick, K LI oo o e T P B S S e
ADHD Assessed Using a Unique Profile Ty i I e W R e : o ; :
ey kD S AR ADTTOI AC A ki aon ook

Child Hehavior Cheeklist (CHCL, leemen the CHCL-DESK profile. The CCL-bipolar (CHCL-1#) prodle was defined
15 3210 00 the CBCL-AAA seale, We examined the fauilial Uansossion of ADHD and the CHCL-AA seale in

of the Child Behavior Checklist (CBCL):  gaiar
Replication in an Italian Study

Aims: To examine the informativeness of the Q|ild Behavior Checklist (CBCL) as a screening tool fo identify
Resulte. We fonnd a lincar incroase in the prevalonae of CBCLDESR in siblings 3¢ indexed by the Canera), ADITD, comorbid and non-comorbid cases of attention deficit hyperactivity disorder (ADHD) in a paediatrically
ADITD | CBCI.DESR and ADATD | COCT. P probend gnups. Wik the ADID siblings wees ot clevaied ik for reforred populafion. It was hypothesised thot spwﬁc mlu of the CBCL would help identify specific
both the CIXC1.DFSR and CHCI P compared with oADK sblings 3 Sgnifcanty highor e of CICL A7 in bichion wihin ADHD ccacs in tha gt

o g o ADHI L o s o P i <o o e Co P o To somple contted ot o and - 17 years o ofbohgerders it ADHD
= of DESR. CBCL- Correspondence fo: (n=121). A receiver operafing curve (ROC] approach was used to defermine which CBCL scales best

Objective: To examine th

o NDHI) i i 5 o A o e O o

comorbdty ofwenlenq - R. Donfrancesco', M. Innoceni’, A, Marano’, and . Biederman' S e LA oyt DriBiodomon,  ifereniciod beweon ADHD coses with and wihout s comorbidifes with conduc, anxiely, and mood
- Usi Hospital, Pedi disorders.
Hethod: Using total pred P rooseogy  Resa: ROC anclysis showed thet e CBCL Delinquert Behavior and Aggressive Behavior scales
Chenlist (8L scls g Eeeh o gy Eioed o i i davd g of cvde nd Bk e, o e/
Abstract ELSEVIER Jourl of Ansiely Disecdens 22 Q008) 532-539 —— Core-YAW-6A-6900, 32  Depressed omnI:i| Aggresgewedwuwc& scal p:ie? f;d major depression, and the Anxious/Depressed and
Fruit Street, Boston, MA Attention problems scal licted anxit lisorders.
ADHD, and 15 nomal Objective: A unique profle of the empircally derived Chid Behavior Checklist ?Eu:ﬁ:%ﬂmn.w Conclusions: These results extend fo a Pﬂamfwuv referred population with previously reported findings
e dapressed o n]  aggston-deckn enctinel sl egton (CBCLAAA DER profls:210:d <110 my e st in; poychlckic somples cooieisning, geod comvergence: betvosn siichmd lervinw diagnases and
THS ehild Babavior chack st Broad:hand seales dic Accepted 2 Moy 2005 syndrome congruent CBCL scales. ThesehndmgswppomheunlnydllaecacLusaweenmgmeme
dicriminated ADHO fror minority of children with ADHD with asseciated DESR. The main aim of this scudy was to replicate t e C! ehavior checklist broad-band scales predict | | "EEEAEGEE . idenification of psychiatric comorbidity in ADHD youth in the primary care sefiing
talian sample. Method: The sample consisted of 358 children and teenagers aged § to |7 years of bot subsequent psychopathology: A 5-year follow-up

depression comorbig wi 190) and without 2 diagnasis af ADHD (n = 168). Results: In all, 40.0% of children with ADHD had a pod
< ; profile compared with 3.5% of concrols, Receiver-operating characteristic analysis showed that the Cl
empircally derived faxond e, of ity = 573 sacity =736 rerion 217,211 dscimirted the

Carter R. Petty **, Jerrold F. Rosenbaum *”, Dina R. Hirshfcld-Becker ", Aude Hcmn :
_Samuel Hubley®, Sara LaCasse”, Stephen V. Faraone, Joseph Biederman ™

nity samples documented that attention deficit hyper-  paper and pencil approach of the CBCL stands in sharp

C onverging cvidence from dlinical, school, and commu-  clinical approach to identifying complicated ADHD cascs. The

ot et Wermen 705,15 Pariman Stet, Do, A 2114, USA

cairal Bagosss o - BCL a2 dentiing DESR inchi - e S e R AP T N\ activity disorder (ADHD) is heavily comorbid with  contrast with the highly labour ir ive demands of
eqor g SUNY Upriare Medical Untsersiy, Depermest of Pichiaery. Newosctence & Pyrisiogs, mm Y 13200, USA disruptive (conduct and oppositional defiant disorder) (30~ structured diagnostic interview metho

X f of Att Dis, 2015; 19(10) 895-500) Received 24 Jamaary 2007; ceceived is revised farm 1L Aprl 2007; accepted 17 Apeil 2007 50%), mood (umpolar and bipolar) (15-75%), and anxicty Our group previously examined the convergence of CBCL

between these two disord] dlwxdcn (20-30%)."7 This high level of psychiatric comor-  scales with speific structured interview based diagnoses in a

within ADHD has been clearly recognised in the nple of 114 youth.” * A significant congruence was found
guidelines of the American Academy of Child and Adolescent n_the Atention Problem ale of th B and

The CBCL can identify levels of emotional dysregulation in ADHD youth

biases. J. Am. Acad. Chil ords
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as published extensively = . . ‘oo
identifying Bipolar Disorder in youth

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

NEW RESEARCH Further Evidence that Severe Scores in the Aggression/Anxiety-

Depression/Attention Subscales of Child Behavior Checklist
Focus N CHILDHOOD AND ADOLESCENT MENTAL HEALTH (Severe Dysregulation Profile) Can Screen for Bipolar Disorder
The Child Behavior Checklist-Pediatric Bipolar Disorder Symptomatology: A Conditional Probability Analysis

Suggestive Linkage of the Child Behavior
Checklist Juvenile Bipolar Disorder

Profile Predicts a Subsequent Diagnosis of

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

s e H s Woodworth2, Thomas Sp ra, Janet iak2?, and Joseph Biederman2.?.”
" Blpolar Disorder and Associated I.mpa.’lrments . Phenotype to 1p21, 6p21, and 8421 aClinical and Research Programs in Pediatric Psychoph logy and ADHD, Massach
n ADHD Youth GrOWlng Up: A Longltlldlnal Anal)’SlS Alysa E. Doyle, #.0, loseph Biederman, w0, Manvel AR, Ferreira, mo, General Hospital, Boston, MA, USA

Patricia Wong, 6.4, Jordan W. Smaller, mp. .0, Stephen V. Faraone, b,
bDepartment of Psychiatry, Harvard Medical School, Boston, MA, USA

. - § - Objective: Several studies have documented a profile of elevated scores on the Attention ¢ i i i i
CBCL Clinical Scales Discriminate Prepubertal Children Teerierts, Apative Dehevios and Atoious/ Deputased actes of the Chisa Behtior et Dgpartrnenls of Psychiatry and of Neuroscience and Physiology, SUNY Upstate Medical
with Structured Interview—Derived Diagnosis of Mania (CBCL) in youth with bipolar disorder. The sum of these scales, referred to as the CBCL University, Syracuse, NY, USA
Tiffad from Those with ADHD Juvenile Bipolar Disarder (JBD) phenotype, has modest diagnostic utility, and high scores are
associated with severity of psychopathology and poor outcome. Recently, a genomewide
JOSTIN WIEGERMAN, M2 JANET WOZNIAK, MO, KATELEEN KIELY, 6.4, STUART ABLON, BA, linkage scan of this measure in ADHD sibling pairs revealed a region of suggestive linkage on Abstract

STEPHE FARAONE, T D, BUC MICK, b, FLIZABETH MUSDE, Bk o L4%, KRAUS, S0, chromosome 2q21. The current study aimed to further identify quantitative trait loci that

influence the CBCLBD phenotype by using a dense and thus, arguably, more powerful set of i A ith hi i >
inglemcloetide pelymorphisss markers o different ADITD siblingpins e e Background—Previous work shows that children with high scores (2 SD, combined score >
Subjects were 765 individuals from 154 families with CBCL dataenrol] . ssive Behavior, and Anxious-Di d (A-A-A) subscal

ADHD. Linkage analyses were completed using a multipoint maxis

A3 g o e e, Nt i weuhwnl Fa curmmegan 5 CACL s mih fa

Orig P - components approach implemented. the statistical program 50) - L) are more likely than other children to meet criteria for
. puor . bility of the CBCL-BD phenotype was estimated at 71, Although n I . . ;f,’."’\.:;;;':,f;‘““
Pl : surprssed empirially derived critri for significant tnkage = 02| A Familial Risk Analysis of Emotional s
fo T e o o = 00037, LOD = 2.76), 6p213 (p = .00054; LOD =2.60), and 8q21.13 X Rt
empieyim i ot surpassed the threshold for suggestive linkage (p = .002). These regior] . spbenfrifes
Th ‘chewcer, chidnr, W:I:‘.‘:Tl.‘ o ‘Contants |ists available at SciVerse ScienceDirsct Dysregulatlon. A contro"ed StUdY Dﬂ::llm}lm&;’l%mw
P ——

(s Awich, 1957), mach ess is kawwa sbous ild
oo rder

o] Bl ot s e af s o sevcre
Chl conions,  sassoarsd i bigh o b

Genome-Wide Association Study
Yook o o Sk f From of the Child Behavior Checklist

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

—— Dysregulation Profile

Personal and familial correlates of bipolar (BP)-I disorder in children @ww,ﬁ

Journal of Affective Disorders

ELSEVIER journal homepage: www.elsevier.comilocate/jad

curve analysis

E“B’Ca‘i”‘ 5\3’“%;%‘- ]]*“"3“ r;i» MW;E: M, Bivdermen 1. The WMM Fateo \ith a diagnosis of BP-I disorder with a positive child behavior Abstract Eric Mick, sco, James McGough, 1, Sandra Loo, o, Alysa E. Doyle, #,
nhmcmﬁw mm: AETST I TR & O oprng ﬁm& ﬁ:m checklist (CBCL)-severe dysregulation profile: A controlled study %:ci*ﬁmd'? m':':\m defis in ’maT:l' ":“':m: operaioraied by e the Q“Iif&i;br ;‘hﬁlin Joret Wozriok, mo, Timaty E. Wiens, 12, Suson Smaley, 1,
Bipolar Disord 2005: 7 $18-524. © Blackwell Munksgaend, 2005 {CHCL) Ao rodnuy Aqreci e, s Axons Depread stuckes e e Wty ofhrs o James McCracken, M, Joseph Biederman, o, Stephen V. Faroone, pho.

Biederman® | Joseph Biederman **#, MaryKate Martelon®, Stephen V. Faraone*, K. Yvonne Woodworth?,
) Thormas J. Spencer*", Janet R. Wozniak **

was to investigate the familiaity of this profie. Method: Partiipants were youth probands with bipoiar | (BP-I) disorder

Background: No clear consensus has been reached yet on how best . ) Soson, 84 07134, Uned States {N= 140}, ADHD {N = 83), and contrels {N = 117) and their slings. Based on the CBCL emotional ysreguiason profie,
to sharacterize children who sufler from pediatric bipolar disorder ?ﬁi‘lﬂ.:;;?\ig n:{ s o e 7 e N Y 13200 Unied Sues we dassifed chidren with severe emotional cysregulation (aggregate cut-off score >210) and emotional dysregulation Objective: : & pomn"zlly useful tool for undgrsmdins the dism'?uﬁnn and dettrmlmms of
(DN Tha CRCL PRN profls an the Ch o emotional dysregulation in children is a Child Behavior Checklst profile, comprising the
‘Attention Problems, Anxious/Depressed, and Aggressive Behavior clinical subscales (CBCL-
DP. The CBCL-DP indeves a herizbl trat that increass susceptibilty for later psychope-

. . L
r I n B L r - A A A r f I I - r I thology, including severe mood problems and aggressive behavior. We have conducted a
genome-iide association stud of the CBCL-DP in children with attention-deficit/hyperac-
tivity disorder (ADHD). Method: Families were ascertained at Massachusetts General
Hospital and University of California, Los Angeles. Genotyping was conducted with the

with a diagnosis of pediatric bipolar disorder e e L

SR T HUERT

ptether 25

Results: The CBCL-PBD score demonstrated an area under the curve |
utlication 2 Seg

(AUC) of 0.97 for probands and (.82 for siblings for current diagnasis of

WWW.MGHCME.ORG



MASSACHUSETTS

ist (CBCL) is a parent UGENERALHOSP”AL

PSYCHIATRY ACADEMY

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
B 27 Fid
- 21 % %
— 2 -]
-t 20 24
- 2 13
- 2
:_ 19 F<] z
- 2 Fal
- 18 2
== 2
- 20 19
—— 17 12
= 18
- ”
- 16
- 186
[ 15
- 15
: 1 14
- " 17
_— 12
- 13
Ylle —
B - — — — — — — - - - SRS
= a
- 1 20
= emummeemi e oo o ysaneshen = — — —1s19
93
- 17
= ] 18
84— ¢ 15
= 6 14
— 7 4 13
: 5 12
69— © . 3 1
- 10
- 5
<50 [— o4 o2 [+ o
1 m w v
ANXIOUS/ SLEEP SOMATIC AGGRESSIVE
DEPRESSED PROBLEMS PROBLEMS BEHAVIOR
4 10. Clings A3 2 22, Not Want To ! 1. Aches a _l 5. Can't Concentrate
33. FBB|II'I98 Hurt o 4 Sleep Alone* o Can't Stand é =L .
_037. Upset By Sep. 123 _I 38. Trouble Getting Things Out o 114,
il 4? l';'ooks Unhappy 425 To Sleep Of Place A 217
_I 47. Nervous Py . 0 12, Constipated” ! 18.
B 50, 026, Y :.?::;‘é‘;. 2 19, Diarrhea x a1
0 68. Sel-Conscious 627 = . 7 24, Doesn'tEatWell £ 35. 4 36.
©73. shy 062 .{_M Sleeps Little 7 39, ey A 40. Hits Others
5 87. Fearful o 67, L 84. Talks, Cries 7 41. Holds Breath 2 44, AngryMoods & 42
J 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
_br_ 81. 5 65. Resists Tollet” 1 69. Seffish & 75. ;
Soo. Not scored on ;rs. Stomach Aches ig- Yooy, 9 Total
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
3 Tota
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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
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Clinical Range
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_0 79, Stores Things

3
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e 15 =
~- [ 6 1 =
= 13 -
C ol 5 12 -
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C 10 e
- 3 9 -
 — 03 02 o84
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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
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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




Clinical Range

Normal Range

%ile
98

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

2. Acts Too Young 2 22. NotWant To

[so|s[of~[ofo [ofololo |~|~fof~
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
8 FIR2VH2BRsR

g
B
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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
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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

[so[s[of~[o[o [ofofolo |~|~lo|~

0 51. Overweight
_0 79, Stores Things

w
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
. Nausea
. 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

8

o

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

3

o
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o
Q

&

lIllIIIIIIllillllIIIII.[lIIIIIIlIfII IIIIIIIIIIIII[

8

falo[o[* [0 [~|of~ps|~~|-

988 N S8mJlronm

B




Scores are
The 120 statements converted to
are grouped into 8
subscales or
syndrome scales

T-Scores for each
subscale

50-100

_
50-100 social withdrawal

50-100 somatic complaints

anxiety/depression

50-100 social problems
50-100 thought problems

attention problems

50-100 delinquent behavior

aggressive behavior

WWW.MGHCME.ORG

Checklist has

MASSACHUSETTS
GENERAL HOSPITAL
PSYCHIATRY ACADEMY

A T-score of 70 is

two standard
deviations from
normal
CBCL AAA score

150-300



. W MASSACHUSETTS
ofiles of & GENERAL HOSPITAL

iO n b ase d ont h e ~ PSYCHIATRY ACADEMY
3 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 two SD from normal (70), the total would be 210

WWW.MGHCME.ORG



ion (ED) can vary in ) s

GENERAL HOSPITAL

Ing a less severely impairing rsicuarry Acapemy
severely impairing form

DESR Deficient Emotional Self Regulation

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

greater than 180 less than 210

greater than 210




2d prospectively R cixrarbospinas
CBCL score > 180 ~ PSYCHIATRY ACADEMY

itching

predicted manic
switching

(OR=3.54, p=0.037)

Biederman 2013
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l—) MASSACHUSETTS

d prospectively Ny GENERAL HOSPITAL

N 4

BCL Score > 210 'PSYCHIATRY ACADEMY

oolar disorder

CBCL SED A R impaired higher risk of

diagnosis of . .
severe vipolar psychosocial psychiatric
emotional functioning hospitalization

: disorder
dysregulation

Faroane 2005, Bipolar Disorders
Uchida 2014, Journal of Affective Disorders
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be considered as a separate  YCHIATRY ACADEMY

Emotional
Dysregulation

* does not necessarily
lead to extreme moods

= subsides relatively
rapidly

* is conceptualized as
deficits in cortical self
regulation of emotions

* an inability to

effectively modulate

Ammatinnal racnancae Fa

conceptualized as deficits
emotions

6@ :ots dofiwe 1o y1otziH ylimsd

219b102id booM

e | hildren with Emotional Dysregulation often
switch: a predictor of bipolar disorder
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els of emotional dysregulation:
gulation versus Severe Emotional
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