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Historically, psychiatrists and other mental health
professionals have played an important role as consult-
ants in medical-surgical inpatient services and to a lesser
extent in outpatient services. However, with the advent of
managed care, this situation has changed radically. As a
result of the carving out of psychiatric benefits from
general medical-surgical benefits, consultation-liaison
psychiatric services have not been routinely covered. Con-
sequently, the coordination and integra-
tion of psychiatric and medical-surgical
services in ambulatory care settings are
not only more difficult to achieve but of-
ten lead to discontinuity in longitudinal
and integrated health services.

Several factors illustrate the scope and
magnitude of this problem:

1. Patients with concomitant medical-
surgical and psychiatric conditions rep-
resent a significant number of the pa-
tients currently treated by the health ser-
vices system in this country (1).

2. The presence of comorbid medical-
surgical and psychiatric conditions leads to higher mor-
bidity and mortality, as well as an increase in the health
care costs of such patients (2, 3).

3. Evidence exists that comorbid medical-surgical and
psychiatric disorders tend to improve, if not be cured,
when psychiatric interventions, such as psychopharma-
cotherapy and psychotherapy, are applied (4).

4. It has been demonstrated that primary care practitio-
ners quite often fail to appropriately diagnose and treat
psychiatric disorders and conditions (5, 6).

It is within this context that we present and discuss the
story of a patient with comorbid medical-surgical and
psychiatric conditions who demonstrated a reduction in
both her psychiatric and physical morbidities after treat-
ment with an integrated, longitudinal psychiatric and
medical-surgical approach. We hope that our description
of this case will serve to improve and/or call attention to
the deficiencies that are present in this country’s health

care system, insofar as psychiatric consultation-liaison
services are concerned.

Case Presentation

Angela (not her real name) was a 13-year-old girl who
had been hospitalized for assessment and treatment of
severe neck dystonia of 8 months’ duration. The dysto-
nia had developed acutely after she had been hit in the
neck by a soccer ball. After the seemingly minor injury,
she had developed extreme neck hyperextension to the
point at which her occiput was in contact with her back.
This position became fixed such that neither active nor
passive forward flexion was possible. Cervical spine X-
rays and head and neck magnetic resonance imaging
and bone scans were unremarkable except for the ex-
treme hyperextension. These symptoms persisted over
several months, despite the use of various pain medica-
tions, muscle relaxants, superficial neck muscle botulo-
toxin injections, intensive physical therapy, and hypno-
therapy. Angela stopped attending school and no longer
participated in any social activities.

Given the lack of any improvement
in Angela’s neck mobility or pain, she
was referred to and admitted to an in-
patient orthopedic unit for consider-
ation of more aggressive orthopedic
treatment, such as botulotoxin injec-
tions into deeper neck musculature
and/or surgical release of the con-
tracted cervical extensor muscles. Her
admission work-up was consistent with
neck dystonia secondary to traumatic
injury. The severe intensity of her pain,
the lack of any symptom resolution
with conventional medical interven-
tions, and the high risk of longer-term
complications with invasive interven-

tions resulted in a psychiatric consultation to assess the
role of psychological factors in her clinical presentation.

Initial Assessment

During her psychiatric examination, Angela was lying
in bed with her neck hyperextended; she appeared to be
much younger than her age. She alternated between
loud moaning and speaking in a quiet voice. She was
withdrawn and angry, often refusing to answer ques-
tions, stating, “I hate doctors.” Angela’s complete history
was obtained slowly by returns to her bedside for small
intervals over several consecutive days. Angela reported
feeling apathetic, hopeless about any improvement,
worthless, and guilty about subjecting her family to her
medical ordeal. She reported symptoms of insomnia, de-
creased concentration, fatigue, and decreased appetite,
along with “constant pain.” Angela progressively devel-
oped extreme anticipatory anxiety regarding medical
procedures, along with hypervigilance and defensive-
ness during attempts to move her neck. She reported no
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suicidal ideation or nightmares or flashbacks related to
the injury. Angela expressed anger because her neck
pain had not disappeared; however, she had a noncha-
lant attitude about missing school, her peers, and partic-
ipation in sports. She had not yet reached menarche and
reported being happy about it, since she dreaded be-
coming “a grown-up.”

Angela met full criteria for a DSM-IV major depressive
episode after the injury. At that time, there were signifi-
cant ongoing interpersonal stressors related to height-
ened self and family expectations regarding both aca-
demic and athletic achievement, which occurred in the
context of developmentally normative separation-indi-
viduation issues. The diagnosis of depression was further
supported by a family history of depression, a history of
subsyndromal depressive symptoms, social isolation,
and the presence of a disabling physical illness (7, 8). An-
gela also manifested symptoms (e.g., anticipatory anxi-
ety, hypervigilance, and avoidance) of a subthreshold
anxiety disorder.

Given the predominance of depressive symptoms, the
demonstrable pathophysiological evidence for her dys-
tonia, and the absence of an individual or familial pat-
tern of somatization, Angela did not meet DSM-IV cri-
teria for either conversion or somatization disorders.
Although her physical symptoms overlapped with the
neurovegetative symptoms of depression (e.g., insom-
nia, lessened appetite, fatigue), her psychological symp-
toms of depression (e.g., guilt, indecision, low self-
esteem, diminished social interest, feelings of worthless-
ness and hopelessness) were highly specific for the diag-
nosis of major depressive disorder (9).

In addition to diagnostic considerations, a good strat-
egy, determined by use of a biopsychosocial model, was
essential in planning a flexible, developmentally appro-
priate treatment algorithm for this complicated clinical
presentation of physical pain and disability, as well as de-
pression and anxiety.

Course of Treatment

Treatment began with head halter traction designed
to relax the contracted extensor muscles of the neck and
allow flexion to resume gradually, also gentle physical
therapy to strengthen the stretched anterior cervical
muscles. During the second week, Angela was given par-
oxetine, 10 mg/day, for her depressive symptoms and
lorazepam, 0.5 mg as necessary, for anticipatory anxiety
related to the physical therapy. Trazodone, 50 mg at
bedtime, was added to her regimen for several days to
provide relief from insomnia.

Psychotherapy consisted of a blend of supportive, psy-
chodynamic, cognitive behavior, and family therapy and
focused on building a therapeutic alliance, educating
Angela and her family about depression, addressing the
stigma of having a mental illness, and decreasing the
anxiety related to physical therapy. During psychother-
apy, the treating psychiatrist (E.M.S.) listened to Angela’s
account of her distress, while allowing her to verbalize
her anger at her doctors for “not helping [her] more”
and at her parents for “being too demanding.” The psy-
chiatrist also spoke with both parents to address their
concerns about their daughter’s failure to attain their
“expected” performance goals, to help them accept a di-
agnosis of depression in the context of the physical in-
jury, and to develop behavioral strategies to reduce their

inadvertent reinforcement of the sick role in Angela.
They were encouraged to express their feelings of help-
lessness to Angela without additionally blaming her. Dur-
ing this treatment phase, Angela showed improved moti-
vation for physical therapy, an increase in neck mobility,
better tolerance of pain, an elevated mood, an improve-
ment in sleep and appetite, and better social interac-
tions. However, her hopelessness about regaining full
neck mobility and her lack of interest in interacting with
her peers persisted.

Her orthopedic management (performed by F.S.) con-
sisted of continuing head halter traction and frequent
but gentle physical therapy. Since traction could only be
performed while Angela was in bed, a brace was made to
incorporate support for the back of her head, neck, and
trunk. Angela was placed under general anesthesia on
two occasions for passive manipulation of her head to a
more upright position and for neck brace adjustments
that moved her head into more neutral postures. This al-
lowed for demonstration of the fact that the contracture
into hyperextension was not rigidly fixed. To allow An-
gela to practice relaxation techniques without the dis-
traction of pain, the psychiatrist worked with the ortho-
pedic surgeon and the pain treatment staff to medicate
Angela with intravenous methohexital before changing
the position of her head and neck. This premedication
was titrated to produce a light-drowsy but alert state,
which facilitated the use of relaxation techniques. With
verbal encouragement from the psychiatrist, Angela was
able to move her neck with nearly full range of motion.
Her second head adjustment session was videotaped
with her family’s permission and later reviewed with An-
gela and her parents to help reinforce the fact that she
had the ability to move her neck. Although her neck was
able to tolerate more upright positions, it returned to its
initial hyperextension when Angela was not sedated or
in a neck brace.

Angela remained depressed and had significant rumi-
nations about her pain. The psychiatrist reframed her
mood symptoms and pain into her lexicon as a “bio-
chemical reaction to the injury.” Angela spontaneously
shared thoughts about the meaning of her symptoms
(e.g., understanding her physical impairment as a vehi-
cle for coping with fears about growing up and maturing
into a woman, her ensuing inability to continue to com-
pete successfully with her twin brother, and separation
from her parents). Relaxation and distraction techniques
were presented to help her “cope better” with her “or-
deal”; her paroxetine dose was increased to 20 mg/day
without producing side effects. Over the next several
weeks, both her physical symptoms and depression
improved.

Upon discharge, after 6 weeks in the hospital, Angela
was able to hold her neck in the neutral position with a
brace and at 45° of extension of the cervical spine with-
out a brace. Her depression remitted, but stress-induced
dysphoria, fatigue, and low self-esteem were evident.
She wore her brace during waking hours and continued
daily physical therapy. Paroxetine, 20 mg/day, was con-
tinued; the lorazepam was tapered before discharge.

After discharge from the hospital, twice-a-week outpa-
tient therapy with the psychiatrist was arranged to con-
tinue treatment of the depression and to maintain conti-
nuity. A behavioral plan was constructed to provide daily
structure and to pave the way for a return to school and
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extracurricular activities. Discharge planning with An-
gela’s parents centered on reinforcement of the behav-
ioral plan, education about relapse of depression, and
anticipation of a possible temporary worsening of mood,
behavioral, and pain symptoms.

Angela participated in daily physical therapy and grad-
ually reduced her need for the neck brace. By the end of
this treatment phase, Angela was able to hold her head
upright without a brace and no longer complained of
pain. She was increasingly able to constructively express
anger at her parents for “expecting perfection,” and at
the same time she was able to recognize that her feelings
also represented her own fear of failure. She was able to
talk about her neck injury as a way of “preventing me
from viewing my whole body;” thus, she did not have to
see her pubertal body changes. She was also able to talk
more directly about how the illness helped her differen-
tiate from her brother. While identifying these issues, An-
gela had a concomitant improvement in her neck symp-
toms. After this improvement, her sessions were reduced
to once a week, with emphasis on a behavioral plan for
a gradual return to school and contact with peers. An-
gela no longer reported depressive symptoms upon stan-
dard clinical questioning; her episode of major depres-
sion had remitted. Work with her parents consisted of
helping them reinforce the behavioral plan. Given the
family’s vacation plans, a 3-hour drive to therapy, and
her improvement, psychiatric care was discontinued for
the summer.

Angela was seen by the psychiatrist again after a
nearly 3-month absence from psychiatric treatment. Her
history of the interval found her free of depressive and
neck symptoms. However, the family had made a deci-
sion to stop psychotherapy as well as discontinue parox-
etine therapy, stating that the depressive symptoms
were a reaction to the illness and “a chapter in our lives
we now want to forget about.” Angela was to return to
school, although she expressed ambivalence about dis-
continuing psychiatric care in light of the “anniversary
date” of her injury being just a few months away. Her
neck dystonia was found to be in full remission at a fol-
low-up orthopedic visit.

Angela did well in the first 6 weeks of school with no
relapse of symptoms. She settled into a full academic
schedule, started socializing with same-sex peers, and
began participating in nonathletic extracurricular activi-
ties. Nevertheless, at the anniversary of her injury and
onset of her menses, Angela developed fatigue, hyper-
somnia, spontaneous crying episodes, anhedonia, de-
creased concentration, social withdrawal, and academic
decline. Angela also complained of neck pain but re-
tained normal neck posture and mobility. She was imme-
diately seen for reassessment by the psychiatrist, after a
5-month absence from psychiatric treatment, at which
time she again met the DSM-IV criteria for a recurrent
major depressive disorder. On the Children’s Depressive
Inventory (10), her score of 20 was consistent with mod-
erately severe depression. On the Children’s Global As-
sessment Scale (11), her score was 50, which is consistent
with a serious impairment in functioning.

Psychiatric treatment was reinitiated on a weekly ba-
sis, with the same combination of supportive, psychody-
namic, cognitive behavior, and family therapy, and par-
oxetine was reinitiated. This treatment approach was
supplemented by exploration of both Angela’s and the

family’s illness narratives (12–14); that is, the use of nar-
ratives applied cognitive skills to the family’s experiences
and helped target the coping skills needed to appropri-
ate areas of functional difficulty. Angela’s negative attri-
butional style, particularly her fear of failure and feeling
of hopelessness, was targeted with cognitive reframing
exercises. A family meeting was held to reeducate her
parents on the patterns of depressive relapse and to gen-
tly confront their denial about Angela having a major de-
pressive disorder that was beyond an adjustment reac-
tion to the injury. Angela’s parents were taught ways in
which they could support her developmentally normal
attempts to individuate from them.

After completing a 14-session course of this enhanced
cognitive behavior therapy along with family therapy,
Angela reported a remission of her depressive symptoms
(Children’s Depressive Inventory: score=10, Children’s
Global Assessment Scale: score=70), had a remarkable
improvement in her academic performance, and began
socializing with peers. After 1 month of sustained remis-
sion, the therapy sessions were tapered to monthly inter-
vals for 4 months then discontinued given her sustained
remission. The final sessions focused on the feelings sur-
rounding the termination of therapy. The family decided
to continue to give Angela paroxetine through their local
pediatrician.

One year after her relapse, Angela, who is now nearly
16 years old, has been free of paroxetine for 6 months.
Her depression is still in remission, as are her physical
symptoms. She made the honor roll in school and has
begun to play and enjoy competitive hockey.

Discussion

This case illustrates the critical importance of how an
accurate diagnosis of major depressive disorder in an ado-
lescent girl with a physical disorder and an appropriate
multimodal treatment over time resulted in a reduction of
both psychiatric and physical morbidities. It further out-
lines the crucial importance of coordinating medical-sur-
gical and psychiatric services into an integrated treatment
approach by using the same therapist over time. The rec-
ognition of depression and its appropriate treatment likely
prevented more expensive and invasive medical-surgical
interventions (e.g., cervical muscle resection and/or deep
muscle injection of botulotoxin), as well as protracted
physical and functional disability. The integrated treat-
ment involved the use of psychotherapeutic strategies
supplemented by narratives of the physical illness and
family psychoeducational approaches, along with psy-
chopharmacotherapy.

In this case, the manual-based cognitive behavior ther-
apy approach developed by Weisz et al. (15) was used. This
approach is based on a two-process model of control and
coping (16, 17). The model holds that depression may be
addressed in part by learning to apply primary-control
coping strategies (making objective conditions conform to
one’s wishes) to distressing conditions that are modifiable
(e.g., relaxation to decrease pain and social skills training
to overcome isolation from peers) and secondary-control
strategies (adjusting one’s interpretation of events to fit
reality) to conditions that are not modifiable (e.g., cog-
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nitively reframing negative distortions). In Angela’s case,
linking the expression of her depressive symptoms to
changes in her processing of anxiety (18, 19) and to
learned helplessness (20) provided a theoretical frame-
work within which to better target the coping strategies
taught.

Enhancing cognitive behavior therapy with a narrative
framework appeared critical in Angela’s treatment, since it
allowed integration of cognitive-based learning with her
life circumstances. Narrative therapy emphasizes the con-
struction of meaning as a central goal by helping to recon-
struct life experiences that have become too restrictive or
too negative into more adaptive ones; it can be useful as a
bridge across different therapy modalities (12, 21). Some
researchers have had good results applying narrative ap-
proaches to the treatment of children (22) and adults (23)
with chronic physical illness. These data suggest that for
an intervention to optimize resilience in patients with
chronic physical illness, it should include a focus on self-
understanding in a developmentally appropriate context.
Self-understanding has proven to be an important com-
ponent of resiliency in two studies (24, 25). In this case, it
was important to frame Angela’s injury and associated de-
pression as a vehicle with which to remove her from her
peer group, an important component in successful sepa-
ration from parental figures during adolescence.

Psychoeducation of adolescents and their families
about depression is an important step in treatment (25,
26). Psychoeducation can help adolescents and their par-
ents identify affect, deal with stigmatization, modulate
shame and guilt, decrease noncompliance and resistance
to the concept of illness, and create a more hopeful per-
spective (14). Cognitive approaches in family therapy have
been shown to be quite effective in educating families
about childhood depression, increasing family under-
standing, and decreasing the risk factors associated with
depression (26, 27). Angela’s intervention targeted psycho-
education about depression and family communication
about the illness and linked psychoeducational material
to her narratives about life experiences. Given the devel-
opmental tasks of adolescence, the added burden of co-
morbid depression and physical illness had far-reaching
functional implications for this family.

There is considerable evidence that families with co-
morbid pediatric depression and physical illnesses de-
serve special attention: families with depressed children
are much more likely to have parents who are also de-
pressed (27), and families with children who suffer from
chronic physical illness have higher rates of psychological
distress and poorer communication than other families
(28, 29). In this case, the psychoeducational material pre-
sented to the family framed depression as a medical as
well as an emotional illness, with definable physical and
psychological manifestations. In this way, the family was
able to link its own conceptualization of the illness to a
framework of understanding based on factual information
about pain and depression and thus begin to communi-
cate better and to mitigate confusion, guilt, and shame.

This case report supports the premise that an efficacious
psychosocial treatment for depression in an adolescent
with physical illness needs to target negative attributional
style and learned helplessness, while simultaneously pro-
viding family psychoeducation and taking into account ill-
ness narratives.

Angela’s neurovegetative symptoms at her initial psychi-
atric assessment supported the use of antidepressants in
addition to psychotherapy. Selective serotonin reuptake
inhibitors have become a common treatment for uncom-
plicated adolescent depression, given their efficacy, their
relatively benign side effect profile, and their low lethality
in overdose (30). However, we are aware of no controlled
studies exploring the efficacy of antidepressants in treat-
ing depression among adolescents with physical illnesses,
although there are studies of adult patients with comorbid
depression and physical illness and who have shown im-
proved functioning after antidepressant treatment (31,
32). Keller et al. (33) reported that in a group of eight adults
with chronic depression, the combined use of cognitive
behavior therapy and antidepressants was found to be
more effective that either modality alone. Clinical experi-
ence has supported the premise that major depressive dis-
orders respond to a combination of psychotherapy and
pharmacotherapy, even when somatization complicates
the clinical picture (34). This case report outlines the suc-
cessful multimodal use of psychotherapy, family psycho-
education, narratives of physical illness, and psycho-
pharmacology appropriately integrated over time with
orthopedic care in an adolescent with a physical illness.

Depression is a recurrent condition, even after success-
ful remission of the acute phase, with many individuals
having ongoing subsyndromal depressive symptoms and
difficulty functioning (35). For this reason, longitudinal
follow-up is key. In this case, the 3-year perspective of con-
tinuous psychiatric care allowed for the integration of An-
gela’s developmental, biological, psychological, and social
domains into a responsive multimodal treatment pro-
gram. Despite a full remission, Angela had a relapse of de-
pression as well as neck pain 5 months after her family’s
decision to terminate treatment. This is consistent with
the literature, which shows that depression is recurrent
(32). As many as 60% of all adolescents experience a sec-
ond depressive episode within 2 years and nearly 75%
within 5 years of their initial episode (36). Several reasons
can be hypothesized for the patient’s relapse, including

1. Noncompliance with treatment after remission was
first obtained.

2. Increased psychosocial stressors (e.g., academic and
social demands).

3. Reemergence of the family’s high achievement de-
mands and their denial of the existence of mental illness.

4. The discontinuance of antidepressant medication
(paroxetine). 

Regardless of the reason for relapse, this case report
demonstrates the importance of treatment continuity as a
vital part of relapse prevention, particularly with continu-
ous psychiatric care across time and across different mo-
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dalities of treatment, and especially in patients with com-
plex conditions and co-occurring physical and emotional
illnesses.

Between 10 and 20 million American youth have a
chronic physical illness (37). This population has a dispro-
portionate burden of psychiatric comorbidities, particu-
larly depression (9). Although the definition of chronic
physical illness usually refers to conditions such as diabe-
tes, asthma, or inflammatory bowel disease, which persist
for long periods of time, given that Angela’s neck symp-
toms appeared after an acute injury, persisted for almost 1
year, and were associated with physical disability, her
physical symptoms were labeled as “chronic.” In this re-
gard, the case formulation and multimodal treatment ap-
proach outlined in this case report can be extended to
more prototypical chronic physical illnesses. It was likely
that none of these approaches would have been successful
in lessening physical or psychiatric symptoms, but their
application in a staged, sequential manner appeared most
instrumental in the treatment’s success.

Although our single-case study cannot allow us to make
definitive causal conclusions about the relationship be-
tween treatment and behavioral outcome, in this case
there was a strong suggestion that treatment did lead to
symptomatic and functional improvement. First, when
psychiatric treatment was most intense, Angela had the
greatest improvement in psychiatric and physical symp-
toms. Continuous assessment of her depressive symp-
toms with clinical observation and use of the Children’s
Depressive Inventory and of her global functioning with
use of the Children’s Global Assessment Scale provided a
way to follow trends for change. Second, the family’s ter-
mination of integrated treatment after the remission of
depressive and neck symptoms and the subsequent re-
lapse of depression after a resolution of depressive symp-
toms followed the reversal design (ABAB) advocated by
Kazdin (38) and suggests that it was treatment that ac-
counted for the behavioral changes, rather than any other
influence. Studies with a larger group and with therapists
who are blind to outcome assessments would certainly
strengthen the validity of these findings.

Conclusions

This case report demonstrates the potential for positive
treatment outcome, which is achievable with a multimo-
dal treatment approach based on psychiatric consulta-
tions across medical specialties and across time. This case
also offers a rich source of clinical observations and inter-
vention strategies that can be tested in larger comparative
trials. These include the following:

1. Supportive, psychodynamic, and cognitive behavior
therapy approaches appear to be most useful if develop-
mental considerations and physical illness narratives are
considered within a biopsychosocial model.

2. Cognitive behavior therapy techniques seemed to
help this patient cope better with her physical illness, par-
ticularly in terms of fatigue and pain.

3. Combined psychotherapy and antidepressant treat-
ment appears to have been most beneficial to this patient
in terms of initial recovery and sustaining remission from
pain and depression.

4. Family involvement seemed to be an essential com-
ponent in this case in that it helped the family navigate the
stresses of dealing with a comorbid disorder, while still re-
inforcing developmentally appropriate autonomy in so-
cial realms.

5. The continuity of psychiatric care appeared to be crit-
ical in this case.

6. Supportive, psychodynamic, cognitive behavioral,
and family therapy were logistically and conceptually inte-
grated with pharmacotherapy in a highly complicated
consultation-liaison case.

It is obvious, however, that this case is not representative
of the majority of children with physical and psychological
conditions. Actually, the treatment in this case required
much effort and length. Without question, continuing ad-
vances in the treatment and understanding of psychoso-
matic illness interfaces will result in even more effective
treatments geared toward decreasing illness-related mor-
bidity and mortality in this patient population.
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