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REASON FOR REFERRAL: This patient is at a choice point in their current mental health and behavioral services. With their former therapist, some questions began to arise as to whether or not this young person may be exhibiting a milder form of autism spectrum disorder. There is some occurrence of autism spectrum disorder within the family and there is some history that supports the concern. There is some limitation relative to being able to identify autism in this case given the young person’s age and the fact that they do not live nor have a relationship with their parent and therefore very little developmental information could be obtained. While some was provided by the patient’s sister, it is not at the level or quality that I typically would consider needed for an ASD evaluation. It is important to say that from the outset, there are some limitations in our ability to answer this referral question. Additionally, the young person has decided to end therapy with the referring therapist and begin their next level of services with some difficulty establishing that care and given their age, the potentiality that they should consider moving into adult based care.

TEST INSTRUMENTS:  Test instruments used include the Structured Interview for the Diagnostic Assessment of Children, the Wechsler Abbreviated Scale of Intelligence II, the Mood Disorder Questionnaire, the MMPI (A) and the ADOS II.

SUMMARY OF RELEVANT HISTORY: While the patient may be seeking a new therapist, they have worked with Ms. Barge the entire time that they have been attending. They were first seen in November 2021 here at Mott Children’s Health Center in the Behavior Department. At that time, concerns were framed as family issues and not presented as drastic. However, the young person was screened for depression using the PHQ-9 with a higher score of 20 indicating severe depression.
At the time that she was seen here for that first visit, it is clear that she still was living with her biological parents. After that first visit, there was some tenuous connection and they were not seen again more regularly until 2022. At that time, she was still living with her father and there were some medications being tried for anxiety, depression and ADHD. The client was struggling with social studies and math. There were ongoing concerns with anxiety and depression as well as ADHD and again it was elected that some medications would be tried. Early on, it appeared that she was responding pretty well to the medication and there was some effort to try to coordinate her then separated parents. Then, it appears therapy did drop off.
The patient attempted to reestablish care in 2024 with much happening in the interim. The patient had a baby during the time that they were out of therapy and was sharing visitations with the father of the baby at that time who was just 1 month old. I know now that the baby generally stays with its father and that Madison sometimes has visits. She was really struggling with the baby and was reporting a lot of depressive symptoms when she restarted. It could be that the emotions and depression were much worse since she had had the baby. There were concerns that medicines that were being tried were not helping although I am not clear on how thorough those trials were. At some point during her meetings with the therapist, there was some discussion of ASD and some concern raised that there may have been a missing of that diagnosis, prompting this evaluation. What I do not see is a clear indicator of the shift from living with parents to living with sisters. When I saw her just a full month after this referral was made, she was no longer living with her father and was instead living with her sisters and again her baby was living with his father. Again, as part of our conversation, there was the discussion of making a change in terms of treatment provider.
There was a final session that was held with the therapist right at the end of August 2024. The patient had shared that she had smoked some marijuana and had a derealization experience and she may still be having some of those feelings and they can happen once or twice a day and can last as long as an hour. Again, I do not see any notes regarding the choice to move from the parent’s home to the sister’s care.
The following historical information was gathered using the Structured Interview for the Diagnostic Assessment of Children: The patient reported to me that they have a history of ADHD and PTSD and offered symptoms in support of that diagnosis of PTSD and reported that in their parents’ home and particularly under her father’s care, she experienced general abuse, some serious emotional abuse which could have been related to a partner of father’s and without any attribution disclosed some sexual abuse. She also indicated that she has been having derealization experiences and as she described them, they are some inconsistent with what we know about that unique mental health symptom.
She also has had high blood pressure since she has been pregnant and could be related to the high endorsement of concern with health that we see in some of the inventories below. She reports that she has had trials of medication that have lasted just a couple of months without my knowing whether she was consistent during those times. She reported that she was tried on Wellbutrin at age 17 and Lexapro at age 14. It may be that she is trying the Wellbutrin right now or that it had simply been prescribed. There have been no indicators of side effect concerns, especially energizing effects, as it should be known that the sister that attended with her reported that she herself has been diagnosed with bipolar disorder and that that is what she believes Madison may be experiencing. However, there was not an emphasis on a strong negative response when antidepressants were tried nor was there any report of significant improvement. She was tried on Concerta at age 14, but apparently it impacted her mood and made her more angry and temperamental. When asked what it is that she is hoping she can learn through the evaluation, she stated “do I have autism? how serious it is?” and she indicated it is not really a concern for her; it runs in her family and what she notices is that she tends to hyper-fixate and that she does not have normal hobbies. It is reported that as a young person she had sensory sensitivity to textures, tight clothes, had to have her tags cut off. She had very specific sensory wants and had many, many difficult mornings as a result of these sensory challenges. The sensory challenges can stand alone; they could be related to ADHD and we often see them with ASD although facts were murky. This along with some other reports does open up the possibility that there was an undiagnosed autism spectrum disorder happening when she was young. Her sister did imply that she was late in developing language, but again the clear facts of the timing, of piece of information that is often provided by the parents are a little obscured.
His sister did indicate that basically the sisters together – her and her elder sister – help raise Madison and while she thinks she may have a very mild form of ASD, she really emphasized that she thinks she has mood disorder. She has at times had sad moods and wanting to withdraw and is experiencing some loss of enjoyment recently. Down moods can last a couple of days, but even longer. She eats less when she is feeling down. It is harder for her to sleep. She feels more slowed down and tired. She denied excessive feelings of worthlessness and guilt, but it is reflected in the MMPI below. She has difficulty staying asleep and difficulty maintaining concentration. She stated that she used to be more actively suicidal, but again the MMPI reflects that there is some level of suicidal thinking still present.
Relative to concern relative to ASD, the family did use the term hyper-fixating to describe how she has been some of her times and we do see some obsessiveness in the MMPI.
I will say that in my time with her, there was no clear expression of narrowed advanced knowledge or hyper-fixation just was not observed in our brief time together. Sister reports she can be awkward socially and that sometimes she says things too bluntly or honestly.
The patient does believe that they have ADHD, but it is reported that when they tried to use the medicines to treat it in as reported only one instance, it made her more agitated. The sister does report that she was hyperactive when she was little. Here there is a little bit of clarifying information that she began to speak in words at age 3 and full sentences between the ages of 4 and 5. It is reported that she does rock and use fidget toys. It is reported there is evidence that she has difficulty staying asleep and can be up in the middle of the night. It was a teacher who realized that she might be able to get some help with attention, but otherwise clear criteria endorsement is not necessarily present. However, the patient clearly perceives themselves as having ADHD. In contrast, they do not conceive of themselves as having conduct disorder. However, they have had to be aggressive in self-defense at times, but only in fighting back. It is not indicated likely that she was experiencing oppositional defiant disorder, but it is also reported that her home was highly disorganized, stressful, and potentially emotionally abusive at times. Part of what has been protective is that the sisters have stuck together. Here, she made it clear to me that she has every intent to finish school.
She indicated that she is often nervous and does appear to express some generalization of anxiety at a moderate level. She said a trigger for her is hearing people arguing, but again she related this to her trauma and sensory sensitivity to loud noises. She did, however, report that she keeps a few friends at school. In questioning about symptoms related to OCD, she did not make reports that suggested to me that she has OCD, but she has reported having smoked marijuana in the past, but very vigilantly trying to avoid it. It caused her to have a derealization experience which sounds like maybe it has been hard for her to control since it happened and so she is very much wanting to make sure there is no marijuana in anything that she eats. She did indicate that she is sometimes feeling paranoid and has some panic attacks. Here, she added that there are some things that she does in a kind of routine way and has a routine for going to sleep, uses noise to protect herself from sleep. It is not at the highest level of rigidity that I associate with concerns associated with ASD, but reported. She added a note here that she is allowed not to do presentations at school. It would cause her to have a panic attack if she were made to. 

The following information was just shared during the course of this early interview: She shared that she has the older brother who has autism spectrum disorder and two of her cousins which may not have yet been shared.
She shared that she struggles in math, but otherwise can achieve in school. Her dream occupation would be to be involved in anatomy or to be an autopsy technician. She did suggest that anatomy could be a narrowed interest, but it was not exhibited in a concerning way in her time with me. She did indicate that she tends to think more in depth about things, but this could also be ruminative. She added a note about how difficult it has been since she had her child and concluded that it is very stressful for her to be around him and so he stays with his father.

BEHAVIORAL OBSERVATIONS: I met with Maddy and her sister to begin with. Madison’s sister was limited in terms of her ability to report, but did emphasize some developmental difference as a young person for Madison. It is not as strong or as clearly reported as one would like for making a determination relative to early developmental disorder and while some of what was reported could be consistent with ASD, it could also be expression of the larger phenotype where sometimes family members of persons who have ASD have some of those qualities, but not sufficient to make a diagnosis and it seems that the concern was largely Madison’s and that it was in some ways an intellectual concern and not one necessarily held by sister. Their brother is described as having serious, more impacting, moderate to severe ASD and if I am not mistaken, lives in care. Madison related well and we know that young people who may have ASD, especially young ladies can learn to cover these behaviors or show their ASD in different ways. That said, I would not have observed any behavior that I would have associated with ASD on the occasion of our meeting other than her reports related to concern.
The following was observed during the Wechsler Abbreviated Scale of Intelligence II: It could have been that Madison was a little nervous to begin. She was shaking a little when she began. It might have been that if they were not time requirements, that she would have done even better on the Block Design Subtest, almost completing the second to the last item which is very difficult and even on the last item, starting to appear to perceive how the design would be created. Qualitatively, it appeared that she was fairly strong in this area. She was good at using labels in the vocabulary subtest. She often talks herself through, through logic as observed during Matrix Reasoning. Sometimes it appeared almost as if the items were more complex, Madison’s effort increased and so she likely did a little better when items got a little tougher or more at the level of challenge for her. There were no notes of concern made during the similarity subtest with evidence that she was able to get to the very last item there. 
Notes I was making were supporting the presence of the long-believed-to-be-present ADHD, but primarily anxiety and depression and some concern for PTSD. It appears the family has kind of identified itself as struggling with bipolar disorder in a way that we should take some care.
Maddy endorsed every item on the Mood Disorder Questionnaire which should present lots of significant challenge, but then asked how much problem did this cause, it only caused them a minor problem. She did say that she has blood relatives who have been diagnosed with manic depressive illness, but that she has never been spoken to by a medical professional or mental health professional about a possible diagnosis. Although there could have been an answer set here, the results as presented below, and although generally not supported, this would indicate the need to further continue to screen for bipolar disorder.
We worked through the 500 true or false item question of the MMPI, slowly but surely, and broke it up into parts for Madison so that it was easier to manage. The young person answered every item and the validity scales indicated support for the emerging profile. It does not appear that she was evasive. She was consistent. She did endorse a substantial number of psychiatric symptoms and maybe a moderate elevation in unusual psychiatric symptomatology, it could be that this just reflects significant psychopathology and substantial problems with adjustment and again it appears that there was an appropriate balance in her responding between self disclosure and guardedness and admission and denial of common social faults. There were no validity scales indicating any need for any level of concern.
The following observations were made during the Autism Diagnostic Observation Schedule II: *__________* possible that Maddy moved off the spectrum. In the initial construction task, the communication sample was positive and she just directly asked for what she needed. She was a little hesitant to begin telling the story from a book which was probably a novel task, but gave a good description and used a positive response to humor. She was matter of fact somewhat with the description of the picture, not overly concrete but not expansive. She reported some time with friends even recently and in fact that she enjoyed herself which was positive given that she has often struggled to enjoy herself. She reports that she did just to school during the day; that she might like to be an autopsy tech and she wondered if this was a special interest, but there was no tendency to go on or to talk about it to the exclusion of other important discussion, but she is interested in anatomy. She actually reported here that she is doing better in school and part of this she reported and attributed to there being less stress at home. She can have variable eye contact, but she generally can make good eye contact. At home when she lived with her folks, her mom never cared and her dad just put her under a lot of pressure. In terms of difficulties and annoyance, she said repetitive noises, being touched, people talking over me. She reported that she talks too much, can talk too much about something. She is sometimes teased because of her way and her being annoying. Yes, she has tried to change these things but she has not been able to. She enjoys to sing. It is something that makes her happy and cheerful. 
She indicates she has some fears of heights and needles that she feels piercing her body, but she can talk herself through it. Public speaking appears to be a barrier. She talks about sometimes feeling fight or flight inside, indicating that level of panic, possible derealization or depersonalization. She used gestures well during the demonstration tasks. She notes some mild social discomfort during the cartoons, but again there were no notes of any behavior supportive of the presence of ASD other than some of the responses and of course some of that developmental history. She states that she does have some friends. They joke and they can be silly with each other. They are pretty nice. They talk at lunch. They do not do too much together. They are each their own person, but they had just gotten together and had a nice time. They are nice to her. They support her. They talk to her. Here, she indicated that currently she may have a girlfriend in terms of romantic interest or significant other. They talk more often than others and they have more care for each other in terms of how she knows that this person is special. She indicated that she does sometimes feel lonely; that she might just play a game to help herself feel better or try to find some people to be with. She did indicate a kind of foreshortened sense of plans and hope for the future. While there were times of her responding concretely, it appeared to be imbalance with creativity. There were some times when she appeared to be shaking, so there was some nervousness around performance and also causing some mild over-activity and agitation. 
Based upon these observations and validity checks within the measures themselves, the measures here can be considered reliable and valid. It is important to say that the ADOS has some limitation the older a person is that they are being considered for a diagnosis of autism spectrum disorder and there is serious limitation in diagnosing autism spectrum disorder with a young person who is age 17 and without strong historical reports; and while there are some reports that are consistent with ASD in her development history, again I would emphasize that there was no observation consistent with ASD in her current presentation, but again within the brief time that I spent with her. 
TEST RESULTS: Below is a table of scores based on Madison’s performance on the Wechsler Abbreviated Scale of Intelligence 2nd Edition: What we see here are some mildly better developed verbal comprehension skills than perceptual reasoning skills although no one IQ pattern is associated with ASD. This is not a pattern that is easily associated with ASD. What we see are fairly well-developed and fairly similarly developed skills; however, better verbal comprehension and perceptual reasoning abilities, but a full scale IQ score that is above the strict average. Although I am assured that there have been difficulties in school, it is reported that she is doing better since things at home have become less stressful.
Taken from this, I believe that Madison has a lot of potential and certainly has the intellectual capacity to be trained to work and hold a job and to live independently, but of course sounds like had a very challenging stressful course growing up and may need some extended time to develop those behaviors of independence. However, there is nothing relative to her intellect that would prevent her from being successful. From this, we might learn that she is a good verbal learner, but she is a proficient and comparable visual learner. All things being equal, she should perform better in the top half of the distribution. These are scores consistent with a young person I would want to encourage to go to college which if she can recapture her academics that might be a possibility and some of the aspirations that she has expressed, whether some kind of mixture of apathy and aspiration, would be those that would require further time in college and I want to encourage Madison to pursue that.

I will add a note here that we do not take achievement measures and there could well be some kind of learning problem in math or simply delay, I would say that it is very important to consult with educators as to any special needs she might have in math and whether or not there is any need for special needs in math or any special programs that are currently in place to be continued if she were to continue her education. Additionally, I would add what tools can be used to accommodate that weakness in math and allow her to continue to progress.
Based on Madison’s responses to the mood disorder questionnaire, clearly indicated is further medical assessment for bipolar disorder. Again, this is strictly a symptom criteria questionnaire and not very sophisticated tool and again she indicated that these apparently significant problems have only caused her minor, minor trouble. There is a lacking amount of support for the manic side of bipolar disorder in the test results here. Testing is not always a good way to measure for cycling or changing mood disorders, but here emphasis would be on depressed mood and given history of her home and reported challenges, it is possible that it was expressed more as disruptive dysregulated mood disorders as a young person and again could feed into why the family sees her as having bipolar disorder.
The following is a narrative description of the profile emerging from Madison’s responses to the MMPI (A): Madison presented with a 1A code type which is a rare code type. Scales I and VIII were elevated, but there were many elevations. Scale I was most elevated, having to do with somatic concerns. Indicated is that Madison frequently reports somatic concern such as headaches and insomnia and believes herself to be physically ill. The adolescent feels very ill and concerned about health and this could be related to their blood pressure; may in fact have a current medical concern or have had higher frequency of serious illness during childhood.
Similar scoring young people have histories of poor social adjustment and social inadequacy. They have difficulty forming and maintaining interpersonal relationships. They have difficulty with concentration and thought processes. They perceive themselves as distractible and forgetful. They have difficulty in academic environments and perform substantially worse than would be expected.
This young person can also be impulsive and self-destructive at times and there is an increase likelihood of both drug abuse and suicide attempts. Often similar scores have a history of intense parental adolescent conflict and may have significant frustration and anger in terms of family functioning. They feel alienated and isolated from others and they have poor control over anger. They are likely to experience interpersonal isolation and isolation. Regarding the clinical scales individually, she of course had the higher elevation on the hypochondriasis scale indicating vague physical complaints and preoccupation with body functioning. Again, it may be that she is experiencing actual physical illness. It is important to understand that she tends to develop somatic responses to stress and this may interfere with insight. The depression scale is elevated indicating the young person feels depressed, dissatisfied, hopeless, and self-deprecating. They have had a loss of interest and loss of self-confidence and are experiencing inadequacy and pessimism, substantial feelings of guilt, and in this case the distress may serve as a positive motivator. There was elevation on the hysteria scale, indicating an overreaction to stress that may involve the development of physical symptoms and may at times lead them to seek out too simplistic concrete solutions to problems.
The young person has interpersonal sensitivity and may be suspicious or distrustful of others and may themselves be perceived as hostile or argumentative at times. This could affect the ability to engage in therapeutic relationships. The young person is anxious, tense, indecisive, self-critical and perfectionistic. They have insecurity, inadequacy, and inferiority. They may have a pattern of intense ruminations and obsessions. This could be connected with ASD. As a side note, this test is going to help me to understand best how Madison operates at this time and there is much support for ruminative thinking and introversion. That exists in some ways in contrast to observations using the ADOS. This young person may feel confused, disorganized, withdrawn and isolated. They may have experienced some reluctance to engage in interpersonal relationships, be highly vulnerable to stress. One indicator here suggested schizophrenic symptoms should be monitored for and investigated. Here, she clearly scored within the normal expected range relative to energy level and the mania scale. She did have a higher, but not extremely elevated score relative to introversion indicating that she is introverted, insecure, lacking comfort in social situations. She is shy and timid and submissive and lacking in self-confidence. Sometimes introversion can be protective as it tends to lead us away from acting out behaviors.
Indicated were problems maintaining concentration and having low endurance and rapid fatigue, problems with obsessiveness, being ambivalent in making decisions, ruminating and worrying excessively, possibly having intrusive thoughts. The young person is clearly indicating they are depressed and at times despondent. They have a lack of drive and they are unable to generate the motivation and energy they think they need. They may at times continue to experience suicidal ideation.
This adolescent often feels ill and is worried about their health and reports many internalizing symptoms, but also may in fact be having health issues. They may experience more gastrointestinal symptoms when stressed. They have a higher than normal frequency of neurological concerns. She is bothered by a variety of health problems and believes she is in generally poor health.
Again, this young person does not believe others understand them and perceives life as harsh and unfair. They feel they cannot turn to or depend on much of anyone. They often feel misunderstood and they feel that others are unable to understand them. Scores were mixed around bizarre experiences where bizarre sensory experiences were indicated, but bizarre mentation was not. It may be that the emphasis of the schizophrenia score is difficulty controlling thought processes, but some mixed findings relative to whether there could be some present hallucinations, but this is something that should be immediately investigated along with the clear support for anxiety and depression when she begins her adult care. Anger was not indicated or conduct problems indicated beyond the normal level where it was directly measured.
Indicated is an interpersonally passive and socially uncomfortable person who lacks self-confidence and sees many faults and flaws. They have lots of self-doubt and may be easily influenced by others or show little interpersonal assertiveness or initiative and can be passive or dependent. They may have less goals in life. Although they did express some, their responses to this inventory indicated that they are frustrated and quick to give up and do not apply themselves and may be more apathetic and passive than other adolescents. It may be that she feels she is not capable of accomplishing her goals. Madison can be considered introverted and shy and may tend to avoid social events and find it difficult to interact with others, but does report having some growing social development and this can be a style more so as much as it could be about incapability.
There is lots of reason to believe that there could be trauma from the past. There has been report of abuse of several different varieties. It is really consistent with the way some of the symptoms that are reported relative to anxiety and what is described is actually there is more concerning ongoing high level of adversity over an extended period of time in her developmental years.
Indicated is that she feels misunderstood by her family and I am not sure if that is relative to her parents or her sisters, but home life has been marked by conflict, anger, and arguments and they may have wished to run away at times. 
It is good to hear that she reports doing better in school. Because there has been so much negative experience, it could be that she has developed a negative attitude towards academic achievement, but states that she wants to finish. It is possible that she has had a history of disciplinary issues.
Indicated is a young person who is immature; who is quickly to become frustrated, impatient, defiant and exploitative; who falls into a gray area in terms of predictors for substance use concerns where there is some support for need to monitor; this is a young person who tends to externalize blame, but is capable of expressing or discussing problems and negative feelings. Again, aggression and psychoticism came in at normal ranges, but there are some mixture findings relative to active reality orientation concerns and there was that elevated schizophrenia scale. It may have more to do with feeling alienated and difficulty controlling thought processes. Itself could potentially be related to ASD, but is not symptomatic of ASD.

We have the young person who is anxious, tense, worried, and apprehensive, excessively reliant on others for direction and reassurance and the potential for excessive guilt and remorse. This young person is socially withdrawn and has been making social connections, but historically may have been withdrawn, isolated and uncommunicative. It could be that it is valuable to work with Madison to increase the capacity to experience the positive emotions of joy and happiness. At times, she feels immobilized and lacks the energy to do what must be done. She has ongoing difficulties with concentration and poor memory and judgment, which could be related to ADHD, but also could be the result of depressed mood. In fact, I would say that while there are indicators for concentration difficulties, overall this assessment would have me questioning whether the mental dullness was more the result of depressed mood rather than ADHD. The young person did not show behaviors that I would associate with ADHD. They may tend to brood and ruminate, feel they are inferior and are easily hurt, and again feel they may be losing control of their thought processes. While they openly admit to having angry feelings and impulses, they are able to normally control them. They feel misunderstood, isolated, lonely and uninvolved; and they blame others for their problems and shortcomings. They could be insensitive and inconsiderate at times, but later verbalize regret and remorse. There is a potentiality that they may display negative emotions in an exhibitionistic manner, but there is a serious amount of depression and despair reported.
There could be some concern that young person is losing her mind. Other indicators include they may respond to stress by regressing, withdrawing into fantasy or daydreaming and there is support for bizarre sensory experiences like derealization or depersonalization. I would associate this with the derealization and depersonalization. This concludes the report of the results from the MMPI (A).
The following is a discussion of the module 4 algorithm for the ADOS II emerging from my time with Madison: I did not note Madison to use stereotyped or idiosyncratic use of words or phrases. There was a mild awkwardness to the conversation score, but generally the young person was able to coordinate communication, gaze and gestures. Eye contact was considered within normal limits with potentially some limitation of facial expressiveness, a rated but mild lacking in terms of others’ emotions and empathy expressions with a mild awkwardness to the quality of social response, but social overtures and reciprocal social communication seen as normal. She hinted at excessive interests or unusual or highly specific topics, but it was not observed and there were no unusual or repetitive behaviors that clearly are associated with autism spectrum disorder. 
________________________
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