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A unifying manifesto
Dr. Henry A. Nasrallah’s “A psychiatric 
manifesto” (From the Editor, Current 
Psychiatry, April 2010, p. 7-8; available 
at http://bit.ly/9tOuvi) is a precise de-
scription of the beauty and hardships 
unique to our ever-evolving specialty.  
I am proud to share this description 
with medical students, psychiatry resi-
dents, and fellows and urge others to 
consider doing the same. I find myself 
reflecting on each of these core themes 
during the day. It is true that as we 
stand on the brink of great neuroscience 
discoveries with potential to benefit 
millions of our patients, we simultane-
ously face “more detractors and self-ap-
pointed critics than any other medical 
specialty.” I am hopeful that this living 
manifesto will bolster collective adhe-
sion within our field while also helping 
to educate non-psychiatrists of “who 
we are and what we do.” 

James G. MacKenzie, DO
Medical director, consultation and 

emergency services 
Department of child and adolescent psychiatry 

Children’s Memorial Hospital 
Chicago, IL

Cutoff points for treatment
In “Children with tic disorders: How 
to match treatment with symptoms” 
(Current Psychiatry, March 2010, p. 
29-36), the authors describe Sammy, 
who developed symptoms of Tourette 
syndrome. However, we should not 
forget that children with allergies of-
ten experience itching or irritation of 
the eyelids, nostrils, and throat that 
causes them to blink, sniff, touch their 
nose, or clear their throat. The pres-
ence of sneezing, runny, or congested 
nose may help distinguish allergies, 
but there is an interesting overlap. 

I was intrigued by the authors’ 
suggestion to tell parents “you typi-
cally do not treat children with an-
tipsychotics for more than one year 
continuously.” I thought the decision 
to continue or discontinue depended 
on an individualized risk and benefit 
approach. Are the authors referring 
to Tourette syndrome specifically or 
all indications including psychosis 
and/or mania? 

Ian T. Webber, MD
Community Psychiatry Associates

San Francisco, CA

 The authors respond

Children with allergies may receive a 
diagnosis of a tic disorder, but it has 
been our experience that the tic dis-
order initially is mislabeled as an al-
lergy. We recommend asking about 
premonitory urge or sensation, wheth-
er the symptom can be temporar-
ily suppressed, and whether there is a 
sense of relief after the action. Noting 
a seasonal pattern also may help make 
the correct diagnosis. 

We recommend not planning anti-
psychotic treatment for longer than 

1 year because the risks of metabolic 
side effects may outweigh benefit for 
a tic disorder with a waxing and wan-
ing course. The decision to continue 
medication is based on the individual’s 
risk-benefit ratio. Our article focused 
on treatment of tic disorders; psycho-
sis and mania are extremely rare in 
children. If a child presents with out-
of-control behavior, we recommend a 
behavior plan and parental guidance 
over antipsychotics if possible. Short-
term antipsychotic use may be indi-
cated, although most are off-label in 
the pediatric population. Tapering the 
medication periodically to determine 
whether it is still necessary can help 
limit side effects, such as diabetes.  

Jeste et al1 note that with each year 
of antipsychotic use, 5% of patients 
will show signs of tardive dyskinesia. 
In a retrospective study of 60 adoles-
cents treated with risperidone, typical 
antipsychotics, or no antipsychotic, the 
risperidone-treated group gained sig-
nificantly more body mass than those 
receiving a conventional antipsychotic 
over 6 months.2 Degrauw et al3 report-
ed that weight gain is not always exces-
sive in pediatric patients treated with 
antipsychotics for >1 year .

Elena Harris, MD, PhD
Assistant professor

Division of child and adolescent psychiatry

Steve W. Wu, MD
Assistant professor
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Cincinnati Children’s Hospital Medical Center

Cincinnati, OH
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