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among three groups (x2=10.286, P=.006). Clonidine how they would affect clinical characteristics.
was taken by only 20% of the non-aggression The results reinforce the ideas that OC related
group without significant difference. tic patients might represent a more homoge-
neous subgroup, and that it is important to
DISCUSSION investigate the presence and severity of spe-
Many studies have reported that OCD and cific OC symptom dimensions in TS patients.
TS are heterogeneous disorders with many TS patients reported very high rates of OC
possible subgroups® and that a dimensional symptoms during their lifetime. Interestingly, there
approach may have an important role in the were differences between the frequencies and
search for more homogeneous subgroups of course of OC symptom dimensions. For instance,
patients.® The current study was designed the symmetry dimension was the most frequently
to investigate how OC symptom dimensions reported by TS patients, but out of the 31 patients
would be expressed in tic disorder patients and with this dimension, only 20 retained these symp-
TABLE 2.
Frequencies and Scores of the OC Symptom Dimensions (N=40)
Frequencies* Scores'
Current During lifetime Current “Worst ever™
Aggression 18 (45) 18 (45) 23(3.2) 2.6(4.2)
Sexual/religious 9(23) 12 (30) 1.3(2.7) 1.2(3.0)
Symmetry 20 (50) 31(78) 24(32) 3.5(3.8)
Contamination 12 (30) 15 (38) 1.7(3.5) 2.0(3.5)
Hoarding 7(18) 9(23) 0.6(1.7) 0.6(1.8)
Miscellaneous 22 (55) 28 (70) 3.1(37) 4.0 (4.5)
Overall 32(80) 36 (90) 9.1(7.7) .

*n (%); t mean (SD); £ “Worst ever” score was estimated by multiplying interference score by 3.
0C=obsessive-compulsive.
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TABLE 3.
Correlation Coefficients Between YGTSS and DY-BOCS Current Severity Scores
. YGTSS scales
DY-BOCS scales Total symptom score Impairment score Global severity score
Dimensional total score ‘
Contamination .36 23 31
Hoarding 21 RA .16
Symmetry A2t 21 .33*
Aggression .38* 04 21
Sexual/religious A 22 33
Miscellaneous 4 -18 -03
Total symptom score A0* .03 21
Impairment score .30 -.06 12
Total global score 35%* -01 A7
* P<.05; T P<01.
YGTSS=Yale Global Tic Severity Scale; DY-BOCS=Dimensional Yale-Brown Obsessive-Compulsive Scale.
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toms at the current survey. The correlation coef-
ficient between the symmetry dimension and
the YGTSS symptom severity were the highest.
Moreover, only 23% of the subjects with the sym-
metry dimension reached moderate severity dur-
ing the “worst ever” period, suggesting that even
though this dimension was frequent, it seldom
caused impairment and often disappeared.

On the other hand, all of the TS patients with
aggression dimension in the past kept this dimen-
sion at the current survey and the aggression
dimension did not diminish the severity between
the “worst ever” period and the current survey.
When the sample was divided into three groups
to investigate possible effects of the aggression
dimension in the clinical characteristics of the
sample, tics and related symptoms were most
frequent and most severe in the aggression
group. Similarly, coprolalia was observed more
frequently in the aggression than in the non-
aggression group and GAF scores were lower in
the aggression group. These results suggest that
the TS patients with aggressive OC symptoms
might represent a more severe group. '

A major limitation for this study was the
small number of cases and wide age distribu-
tion. Additionally, considering that 20% of the
subjects did not report any OC symptoms, the

Original Research

analyses of the OC symptom dimensions were
limited. Future studies should include a larger
sample, stratified by age, and taking into account
the scores in the different dimensions. Another
limitation was that there was no data regarding
sensory phenomena or premonitory urges which
are closely related to OC symptoms in Tourette
syndrome.? The information about those symp-
toms should be included in future studies.

A further limitation was the fact that the
severity ratings for the “worst ever” period were
calculated based only on the interference rating.
Nevertheless, the fact that there were no signifi-
cant differences in the DY-BOCS scores for the
other dimensions supports the idea that the dif-
ferences found between the groups were based
solely.on the presence and severity of aggres-
sion symptoms. Also, the validity and reliabil-
ity of the Japanese version of the DY-BOCS has
been examined only preliminarily.? However, it
is important to mention that the researchers fol-
lowed a rigorous methodology for the transla-
tion and back-translation into Japanese.

CONCLUSION

Despite limitations, this is the first study to
investigate OC symptom dimensions in a
Japanese TS sample and adds important infor-

t Worst ever score was estimated by multiplying interference score by 3.

DY-BOCS=Dimensional Yale-Brown Obsessive-Compulsive Scale.

TABLE 4.
DY-BOCS Scores and Amount of Change from the “Worst Ever” Period to Current
Evaluation
“Worst ever”
Current Score Score' Change Percent
n* Mean (SD) Mean (SD) Mean Median Range
Aggression 14 5.9 (2.8) 7.3(3.9) o 1 -8 -67-167
Sexual/religious 7 49(3.8) 6.9(3.8) -7 -1 -100-133
Symmetry 23 39(3.5) 6.0 (3.0) -35 -33 -100-50
Contamination 12 45(4.5) 6.5(3.3) -40 -42 -100-33
Hoarding 5 4.2(2.9) 4.8(2.7) -12 -1 -100-67
Miscellaneous 2 49(39) 12{3.7) -33 . -28 -100-100

*The numbers of those with symptoms at “worst ever” period selected for each dimension do not necessarily agree with the numbers of those with symptoms
during lifetime. Some subjects coincidently had no symptoms of a dimension at the “worst ever” period even if they had had symptoms of the dimension during
lifetime. The “worst ever” period is defined not for each dimension, but for overall 0C symptoms.

$ Mean and median are those calculated across values of change percent calculated for each single subject, not the change percent from mean or median of
“worst ever” score to those of current score calculated independently across the subjects.
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mation to the TS and OCD literature. First, it rein-
forces previous findings that OC symptoms are
very frequent in TS patients and should always
be assessed. Second, the results showed that OC
symptoms should be investigated according to
the different dimensions because they have dif-
ferences in frequency, severity, course, and asso-
ciation with tic severity. The results also suggest
that TS patients may have different clinical char-
acteristies based on the presence and severity of
specific OC symptom dimensions. As a whole,
these results emphasize the need for future stud-
ies using a dimensional approach for the evalua-
tion of OC symptoms in tic disorders. CNS
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Abstract

Using clinical data, a retrospective investigation was carried out to elucidate factors and/or symptom severity affecting the cli-
nicians’ decision-making as to whether or not psychotropic medications should be prescribed for tic disorders. For this purpose,
medical records on a total of 75 patients with tic disorders were collected and scrutinized. Of the total, 36 patients were found
to have been given psychotropics on their first visit to our facility. With respect to the total scores of motor tics on the YGTSS,
vocal tics on the YGTSS, the GAF score and age, the subjects were divided into two groups one with psychotropic medications
prescribed and the other without any psychotropic medication at the first examination and compared by use of t-test. With respect
to comorbid neuropsychiatric disorders and the sex, the two groups were compared using Chi square test. To see which one of
factors had influenced the treating clinicians’ decision to use or not to use psychotropic drugs at the first examination, analyses were
made using the logistic regression model with those factors assigned for covariants and the prescription or no-prescription of psy-
chotropic medications for dependent variables. Analyses using a logistic regression model revealed that vocal tics (p < 0.01) and age
(» <0.05) had significant correlations with the use or non-use of psychotropic drugs. This finding suggested that the severity degree
of vocal tics might play the most important role as a factor that affects the clinicians’ initial treatment plan with or without psycho-
tropic drugs. And clinicians tend to avoid a drug therapy on younger children.
© 2011 The Japanese Society of Child Neurology. Published by Elsevier B.V. All rights reserved.

Keywords: Tic disorder; Medication; Vocal tic; Motor tic

1. Introduction

The clinical manifestations of tic disorders not only
vary greatly from one patient to another, but they also
fluctuate widely in severity and frequency in the same
patient [1]. Given this symptomatic diversity, it would

* Corresponding author. Address: Department of Child Psychiatry,
Graduate school of Medicine, The University of Tokyo, 7-3-1 Hongo,
Bunkyo-ku, Tokyo 113-8655, Japan. Tel.: +81 3 5800 9263; fax: +81 3
5800 6894.

E-mail address: kuwabah-tky@umin.ac.jp (H. Kuwabara).

be necessary to make a comprehensive assessment
before the initiation of any treatment. Furthermore,
the degree of severity of associated symptoms including
obsessive—compulsive disorder (OCD) and attention-
deficit/hyperactivity disorder (ADHD) must be weighed
in order to decide upon the priority of treatment. The
fundamentals of the treatment of tic disorders, regard-
less of the degree of severity, are family guidance, psy-
chological education, and environmental control.
Within this framework, consideration should be given
to pharmacotherapy when (1) tic disorder per sec, (2)
functionally impairing effects, (3) comorbid symptoms

0387-7604/$ - see front matter © 2011 The Japanese Society of Child Neurology. Published by Elsevier B.V. All rights reserved.
doi:10.1016/j.braindev.2011.01.003
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(obsessive—compulsive symptoms, attention deficit/
hyperactivity symptoms) were severe [1,2].

The mainstay of medication for tic symptoms has been
antipsychotics. Several placebo-controlled trials have
established the efficacy of the antipsychotics, haloperidol,
pimozide and risperidone [3-5]. Alpha2 adrenergic ago-
nist clonidine has been used in the treatment of tic disor-
ders for 30 years, and subsequent trials involving subjects
with chronic tic or Tourette’s disorder confirmed the effi-
cacy of clonidine[6,7]. Serotonin reuptake inhibitors were
effective drug treatment for comorbid obsessive-compul-
sive symptoms [8,9] and a placebo-controlled study has
evaluated the short-term effects of stimulants on children
with ADHD and tic disorders [7].

Although effectiveness of medication for tic and
comorbid symptoms was indicated by abovementioned
studies, it is not clear when it should be selected in addi-
tion to family guidance, psychological education and
environmental control. The treatment framework did
not specify the timing of starting medication based on
tic symptom severity, degree of functional impairment
and comorbid conditions. ‘

There were discrepancies between evidence based
guidelines and actual prescription patterns for psychiat-
ric disorders [10]. To reveal prescribing patterns for psy-
chiatric disorders, the retrospective surveillance studies
have been conducted. These studies have investigated
the prescription patterns of psychotropics for various
disorders and analyzed which factor had affected these
patterns [11-13]. Not only psychiatric disorders which
were common in adult population, developmental disor-
ders usually first diagnosed in childhood, such as autism
and ADHD were also examined [14-16]. The studies
which investigated autism subjects reported age, sex,
comorbid psychiatric disorders, intellectual handicap,
and severity of autism for the influencing factor
[14,16]. And as to ADHD subjects, sex influenced the
daily dose of stimulant medication [15].

Although results of these retrospective investigations
revealed the factors influencing the psychotropic pre-
scribing practices for specific symptoms or disorders,
no study has ever conducted to clarify the clinician’s
prescription strategy for tic symptoms or tic disorders.
Several epidemiological studies reported the rates of
medicated subjects in tic disorders [17-22] which ranged
from 50% to 95%. These results suggested that not all
patients had to be medicated, but these studies did not
refer to the factors which were accountable for the med-
ical prescription. Therefore we supposed that it would
be useful to see which factor affect the prescribing of
psychotropic medication for tic disorders. And it is
meaningful to examine the factors affecting clinicians’
decision of prescribing medication in Japanese sample,
as difference of ethnicity and culture might influence
choice of medication [10,13,14].

The present retrospective study was designed to look
into the clinical data of tic patients in order to provide
clues about the medication choices that clinicians make
in clinical practice, and clarify the definite factors and
severity degree that could influence decision to prescribe
or not to prescribe psychotropic medications for tic dis-
orders. We hypothesized that three clinical factors,
severity of tic symptoms, functional impairments, and
comorbid disorders might influence the prescribing deci-
sions, and like the other psychiatric disorders, sex and
age might affect the prescription patterns.

2. Materials/subjects

The subjects were 75 patients with tic disorders who
were diagnosed consecutively on their first visit to the
Department of Child Psychiatry or the Department of
Neuropsychiatry of the University of Tokyo Hospital
between April 2006 and March 2007. All information
was collected retrospectively from medical records
including rating scales. Diagnosis was made in accor-
dance with the DSM-IV-TR (the Diagnostic and Statis-
tical Manual, Fourth Edition, Text Revision) criteria
[23]. The subjects ranged in age from 5 to 47 years with
a mean of 16.4 (SD =9.2) years and consisted of 54
(72%) males and 21 (28%) females. All the patients were
Japanese. Fifty-nine (79%) subjects had been found to
have Tourette’s disorder. Forty (53%) subjects had
received at least one psychotropic medication before
the first visit.

2.1. Methods

Inquiries were made as to whether or not psychotrop-
ics were prescribed on their first visit. The degree of
severity of tic symptomatology in its entirety was ana-
lyzed and assessed by the use of the total score of motor
tics and that of vocal tics which had been worked out
with the YGTSS (the Yale Global Tic Severity Scale)
[24]. The degree of severity of impairing effects was ana-
lyzed and assessed as well as tic symptom severity using
the results of the global assessment of functioning rating
[23]. The presence or absence of comorbid neuropsychi-
atric disorders (OCD and/or ADHD) was investigated
using the DSM-IV-TR criteria [23]. In addition, an
investigation was made about age, and sex which might
have influenced the clinicians’ choice of psychotropic
medications. With respect to the total scores of motor
tics on the YGTSS, vocal tics on the YGTSS, the
GAF score and age, the subjects were divided into two
groups one with psychotropic medications prescribed
and the other without any psychotropic medication at
the first examination and compared by use of ¢-test.
With respect to comorbid neuropsychiatric disorders
and the sex, the two groups were compared using Chi
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square test. To see which one of factors had influenced
the treating clinicians’ decision to use or not to use psy-
chotropic drugs at the first examination, we conducted
stepwise logistic regression analyses with those factors
assigned for covariates and the prescription or no-pre-
scription of psychotropic medications for dependent
variables. At each step of the analysis, a new variable
was retained if it predicted variance in medication status
at p level of less than 0.05, beyond levels already pre-
dicted in the model. To further clarify which factors
affect which class of psychotropic drugs, we also con-
ducted logistic regression analysis for antipsychotics,
alpha2 adrenergic agonist and serotonin reuptake inhib-
itors prescription individually using same covariates.
Statsitical analyses were performed using SPSS soft-
ware. This study was approved by the Ethical Commit-
tee of Faculty of Medicine, University of Tokyo (No.
2124).

3. Results

Of the 75 subjects of this study, it was found that 36
(48%) had received some kind of psychotropic medica-
tions (Table 1, Table 2) on their first visit to the hospital
and the remaining 39 (52%) had not. The mean age of sub-
jects belonging to the group with psychotropic medica-
tions (medication group) was 18.5 (SD = 10.0) years as
compared to 14.4 (SD = 8.1) years for the group without
any psychotropic medication (no medication group).
Mean age of medication group was older, though the dif-
ference did not reach statistical significance. (¢ = 1.929,
df =73, p = 0.058). The medication group consisted of
29 males and 7 females, while the non-medication group
comprised 25 males and 14 females. There was no signif-
icant difference in the male—female ratio between the two
groups (Chisquare = 2.514,df = 1, p = 0.113). The mean
severity score of motor tics on the YGTSS in the medica-
tion group stood at 13.1 (SD = 6.0), which was not signif-
icantly different from 11.7 (SD=5.5) in the no
medication group (¢ = 1.050, df = 73, p = 0.297). When
it came to vocal tics, the mean severity score was 13.1
(SD = 6.6) in the medication group, which was signifi-
cantly higher than in the no medication group with 9.1
(SD=59) (t=2.741, df =73, p<0.01). The mean

3

GAF score stood at 54.9 (SD = 12.5) in the medication
group vs. 62.5 (SD = 14.7), indicating the difference was
significant (1 = 2.385, df = 73, p <0.05).

OCD were found in 6 (16.7%) in the medication group
which was comparable to 9 (23.1%) in the no medication
group (Chi square = 0.481, df = 1, p = 0.488). ADHD
were found in 3 (8.3%) in the medication group which
was comparable to 2 (5.1%) in the no medication group
(Chi square = 0.309, df = 1, p = 0.666).

Analyses using a logistic regression model revealed
that vocal tics (Chi squre = 6.999, df = 1, p < 0.01; odds
ratio = 1.132) and age (Chi square =3.638, df =1,
p <0.05; odds ratio = 1.070) had significant correlations
with the use or non-use of psychotropic drugs (Fig. 1,
Fig. 2). The other factors were not correlated with the pre-
scribing decision. Likewise for antipsychotic medication,
logistic regression revealed that vocal tics (Chi square =
15.739, df = 1, p <0.001) and age (Chi square = 1.756,
df = 1, p < 0.05) had significant correlations. With regard
to serotonin reuptake inhibitors, presence or absence of
OCD was correlated with prescribing decision (Chi
square = 6.657, df = 1, p <0.05). No significant correla-
tion was found for alpha2 adrenergic agonist (Table 3).

4. Discussion

In this study, the prescription rate for psychotropics
was lower than the rates reported in other studies of
tic disorders [17-20,22], and not as high as the rate
reported in more recent study [21]. The difference of
rates was difficult to interpret because other studies
did not limit the prescribing period to the first visit.
However, this result indicates that not all patients suffer-
ing from tic disorders have to be medicated.

The results of this study suggested that in cases of tic
disorder, the principal factor that pressed the clinicians
to decide whether psychotropic medications should be
prescribed or not was the degree of severity of vocal tics
and age.

Ohta et al. [20] speculated that vocal tics have a
greater impact on family members and those around
the patients than motor tics. At school, at the work-
place, in a movie theatre or in any public place, the

Table 1
Characteristics.
No medication Medication p-Value Total
n=39 n=36 n=175
Mean age (SD) 144 (8.1) 18.5 (10.0) 0.058 164 (9.2)
Male/female 25/14 29/1 0.113 54/21
Mean motor tics score (SD) 11.7 (5.5) 13.1 (6.0) 0.297 123 (5.7)
Mean vocal tics score (SD) 9.1 (5.9) 13.1 (6.6) 0.01> 11.0 (6.5)
Mean GAF score (SD) 62.5 (14.7) 54.9 (12.5) 0.05> 58.9 (14.1) .
OoCD ' 9 6 0.488 15
ADHD 2 3 0.666 5
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Table 2
Details of medication.
Number % Dose (mg)
Mean (SD) Range

Any medication 36 100 '
Antipsychotics 30 83
Risperidone 20 56 0.66 (0.38) 0.2-1.5
Haloperidol 7 19 1.7 (0.95) 0.5-3
Pimozide 2 6 1.0 (0) -
Fluphenazine 1 3 0.5 -
Alpha? adrenergic agonist 3 8
Clonidine 3 8 0.075 (0) -

. Serotonin reuptake inhibitors 8 22
Fluvoxamine 4 11 81.2 (80.0) 25-200
Paroxetine 2 6 30.0 (14.1) 20-40
Clomipramine 2 6 15(7.1) 10-20
Other drugs 8 22
Valproic acid 2 6 300 (141.4) 200-400
Lorazepam 2 6 1.0(0) -
Trazodone 1 3 15 -
Clonazepam 1 3 0.5 -
Ethyl lofrazepate 1 3 | -
Bromazepam 1 3 10 -

Totals may not add up to 100% due to polypharmacy.

vocal tic

B no medication
W medication

0-5 6-10 11-15 16-20 21-25
score

Fig. 1. Histogram for vocal tic YGTSS score.

age

B no medication
M medication

number

|
|
|
|
Tl A :
05 6 11- 16 21- 26- 31- 36- 41- 46-

10 15 20 25 30 35 40 45 50
age

Fig. 2. Histogram for age of patients,

patients with tic symptoms may involuntarily utter
sounds and words, causing distress or embarrassment
to their family, teachers, fellow workers and people
around them. The patients themselves may be forced

to suppress the bout. More recently, a self-report ques-
tionnaire survey revealed that the severity of vocal tics
had a much greater influence on functioning of adults
with Tourette’s disorder than the severity of motor tics
also [25]. Considering these circumstances, it is under-
standable that clinicians prefer to prescribe psychotropic
medications rather than steer clear of the risk of side
effects. Histogram (Fig. 1) of severity degree of vocal
tic showed that above score of 16, most patients were
medicated. On the other hand, motor tics are easy to
gain general acceptance so long as the persons with this
form of motor disorder do not make a loud noise nor try
to approach strangers. Moreover, the patients them-
selves do not seem to take it so hard. It appears that
the clinicians prefer to be on the safe side in view of side
effects, presumably because the degree of severity of
motor tics does not carry weight with them so much.
The present study found that the subjects were older
in the group receiving prescribed psychotropic medica-
tions than in the non-medication group. Although the
age difference was not statistically significant by means
of t-test, after submitting vocal tics and age to the logis-
tic regression analyses, the effect of age turned out to be
statistically significant. Previous studies, which reported
medication rate both in childhood and adulthood, had
stated rather opposite results. [17,21,22). These studies
had shown higher medication rate in childhood than
in adulthood. The difference between present results
and previous studies can be explained by the method
employed in the studies. Three previous studies were
all designed to clarify the course of tic disorders, so that
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Table 3
Logistic regression model.

Significant factor Odds ratio 95% Confidence interval p-Value

All drugs Age 1.070 1.008-1.135 0.05>
n=136 Vocal tic 1.132 1.037-1.236 0.01>
Antipsychotics Age 1.069 1.001-1.141 005>
n=29 Vocal tic 1.238 1.104-1.388 0.001>
Alpha?2 adrenergic agonist None - - -
n=3
Serotonin reuptake inhibitors oCD 6.909 1.353-35.269 0.05>
n=17

according to the natural course of tic disorders [26],
after age of 10-12 tic symptoms improved and majority
of patients became drug free. On the contrary, the pres-
ent study had aimed to clarify the medication rate of
first visit, so that the patients included were biased to
the one whose tic symptoms and/or social impairment
had not been lessened yet in adulthood. Moreover clini-
cians might think that, initial consultation after age of
natural improvement meant little expectation of recov-
ery without medication. And this view may explain the
higher medication rate above age of 16 in present study
(Fig. 2). From this, it was conceivable that age might
have played a role as a factor affecting the clinicians’
attitude toward psychotropic medication. Although, it
was not clear which aspect of drug prescription was
influenced by greater age, the surveillance studies for
autism showed same trend [14,16].

The severity of impairment due to tic symptoms was
determined by GAF ratings. t-Test between medication
and non medication group revealed the significantly
lower functioning level in the medication group. How-
ever, after submitting vocal tic as first factor for stepwise
logistic regression analysis, the significance of GAF
score had been lost, and it was not made clear whether
GAF scores had independently affected the clinicians’
attitude toward the prescription of psychotropic medica-
tions. Considering the relation between GAF score and
vocal tic in logistic regression model, the ¢-test difference
of GAF score between medication and non-medication
group might be attributable to the vocal tic severities.
And this speculation is in concordance with the previous
researches which reported the huge influence of vocal tic
to the daily functioning [20,25].

The effect of sex was also remained unexplained. A
higher use of psychotropic drugs among females has
consistently been found in previous studies which were
mainly subjected to mood disorders, anxiety disorders,
and alcohol disorders [10,27]. Contrarily, an autism sur-
veillance showed more prescription in male subjects [14].
Present results showed tendency for males to be more
prescribed, but it seems unlikely that simple explanation
provides a full account of the observed sex differences.

The presence or absence of neuropsychiatric comor-
bidities had nothing to do with the prescription of psy-
chotropic medications as a whole in our study. But
presence of OCD might force the physician to prescribe
serotonin reuptake inhibitors. It is quite conceivable
because serotonin reuptake inhibitors were thought to
be the most effective treatment for OCD, though the effi-
cacy for comorbid tic disorder was restricted [28,29].
Present study could not reveal the relationship between
ADHD and prescription pattern[15]. It might be due to
relatively low prevalence rate for ADHD. Another
explanation is that, in spite of utilization in tic disorders
[7] methylphenidate has been designated as contraindi-
cation for tic disorders in Japan, so that avoidance of
prescribing methylphenidate could affect the results.

Aman et al. [16] reccommended that level of mental
retardation was associated with medication use in aut-
ism. Thus it is preferable to clarify the influence of IQ.
However, in this study, IQ scores were available for only
twenty-three subjects (Wechsler Intelligence Scale for-
Children Third Edition; 13, Wechsler Adult Intelligence
Scale- Revised; 9, Tanaka-Binet Intelligence Scale; 1).
Mean IQ score for medication group (n=9) was 88.0
(SD = 28.0), and non-medication group (n= 14) was
96.6 (SD = 19.4), respectively. Although it was not suf-
ficient to conclude the effect of IQ, the medication group
and no medication group did not significantly differ in
IQ score (t-test, 1 = 0.799, df = 21, p = 0.433).

Another consideration is that previous history of psy-
chotropic medication might influence the clinician’s
decision at first visit, regardless of the other characteris-
tics of the subjects. However, there was no significant
difference in previous psychotropic medication history
between medication group and no medication group
(Chi square =0.695, df =1, p=0.404). In addition,
after submitting previous psychotropic medication his-
tory to logistic regression analyses, the results remained
unchanged.

The present study demonstrated the importance of
the severity degree of vocal tics as the factor most influ-
encing the decision-making of clinicians as to whether or
not psychotropic medications should be prescribed for
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tic disorder. In addition, it was suggested that the age

Kuwabara et al. | Brain & Development xxx (2011) xxx-xxx

played an important role as another factor affecting

the prescription of psychotropic medications for tic dis-
order. Although this retrospective study using clinical
data was preliminary, we could bring to light concrete
factors and severity of symptoms affecting the clinicians’
attitude toward the prescription of psychotropic medica-
tions. The data used in the present study we concerned
only with records on the first medical examinations the
patients received. In future, we should conduct a fol-
low-up study on the course of the patients on psychotro-
pic medication and those patients who quit prescribed
drugs, and on the efficacy of pharmacological treatment.
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THE KNOWLEDGE AND EXPERIENCE OF TOURETTE SYNDROME
AMONG TEACHERS IN CHARGE OF RESOURCE ROOMS

Natsumi KIKUCHI, Maiko NONAKA
Graduate school of Education, The University of Tokyo
Toshiaki KONO _
Department of Mental Health Policy and Evaluation, National Institute of Mental Health
Hitoshi KUWABARA, Takafumi SHIMADA, Yukiko KANO
Graduate School of Medicine, The University of Tokyo

The actual knowledge and experience of
tics and Tourette syndrome was investigated
among school teachers to determine areas of
actual need regarding information for pur-
poses of enlightenment. A total of 103
teachers in charge of resource rooms were
surveyed. Most teachers had taken charge of
students with tics (919 at some point in their
teaching career, 73% in resource rooms, 38%
at present), and were familiar with the term
“tic” (98%) and “Tourette syndrome”
(84%). Moreover, the majority of teachers
with such charges had experience of making
special considerations for the students,
through measures directed at both the child
and his/her environment, tailored to the indi-

vidual. What the teachers wished to know
about tics included ways of dealing with tics
and related issues (29%), information on the
disorder itself (209%), and modes of treat-
ment (8%), indicating that teachers are seek-
ing a wide variety of information on tics and
Tourette syndrome, from the basics to the
more concrete, on to applications thereof.
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