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DEPRESSED MAN WITH DOWN SYNDROME
SUCCESSFULLY TREATED WITH PAROXETINE

John C. lverson and Jean K. Oelschlager

introduction

The prevalence of mental illness in
persons with mental retardation has
been well documented (Jacobson, 1982;
Parsons et al.,, 1984; Iverson and Fox,
1989). Yet it is difficult to find studies
documenting the diagnosis and treat-
ment of depression in persons with
Down syndrome.

Sovner and Des Noyers-Hurley
(1983) conchided that factors such as
impaired intelligence and social func-
tioning do not preclude the development
of affective disorders. Collacott et al.
(1992) found that persons with Down
syndrome are three times more likely to
be depressed than persons with other
forms of learning disabilities.

Outpatient treatment of this popula-
tion has received little attention in the lit-
erature. “The mentally retarded suffer
the full range of affective disorders and
should be considered candidates for the
full range of treatments including psy-
chotherapy and pharmacotherapy with
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antidepressants . . .” (Sovner and Des
Noyers-Hurley, 1983). More recently
Storm (1990) suggested that persons
with Down syndrome and depression
“may show a favourable response to
pharmacotherapy”.

While consideration of using antide-
pressant medication in persons with
Down syndrome and depression has
been reported for over 12 years, little has
been cited on this topic. The use of anti-
depressant medication, particularly the
new Selective Seritonin Reuptake Inhibi-
tors (SSRI's), is widely accepted within
the general population. However, only
Howland (1992) has reported on the use
SSRI's for persons with mental retarda-
tion and depression. He used fluoxetine
(Prozac) in his research treatment of 6
persons. The results suggested that
fluoxetine was safe and effective in treat-
ing these individuals.

Here we discuss the case of a man
with Down syndrome who was success-
fully treated for depressive symp-
toms with paroxetine (Paxil), an SSRI.
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Awareness of concomitant health issues
associated with Down syndrome and the
need for the collateral information from
persons familiar with the patient was
emphasised in diagnosis and treatment.

Method

DS, a 32 year old male with Down
syndrome and moderate mental retarda-
tion, was seen at a county mental health
clinic in September, 1993. Complaints by
the staff at his group home and by his
case manager included: irritability, ag-
gressiveness and tearfulness. DS had
been seen and treated at the county men-
tal health clinic intermittently for several
years. Past problems had included teas-
ing peers, hyperactivity, yelling, hitting,
kicking, property destruction and inap
propriate touching of female peers. He
had been tried on combinations of
oxazepam, lithium, carbamazepine and
thiothixine. Behavioural interventions
also were employed. These interventions
included self-monitoring, star charts,
positive reinforcement and an increase
in alternative activities such as bike rid-
ing, shopping and going to the YMCA
(Young Mens’ Christian Association).
These interventions had been helpful at
times although behaviour problems, par-
ticularly aggressive behaviour towards
staff and peers, tended to recur. The pa-
tient’s medical history was significant
for hypothyroidism and the placement
of a cardiac pacemaker in April 1993.

Lipkin (1985) states “depressions re-
lated to endocrinopathies, such as
hypothyroidism may be much more ex-
treme and dramatic; these are the most
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often missed serious medical causes of
depression”. Mani (1988} suggests a
prevalence rate of approximately 20%
for hypothyroidism in a hospitalised
Down syndrome population. DS was
treated with synthroid.

When DS visited the clinic in Septem-
ber he was on lithium, carbamazepine,
thiothixene and levothyroxine. His
lithinm Jevel was 0.6 mEq/1 (therapeutic
range 0.5-1.5 mEq/1) and carbamazepine
was 8.0 ug/ml (therapeutic range 4.0-
12.0 ug/ml}. Initially his dose of hthium
was increased followed by small in-
creases in his dose of thiothixene, up to 2
mg three times daily. By late November
1993 improvement in his behaviour was
reported.

DS saw his primary care physician in
late December 1993 with many somatic
complaints, including nausea, vomiting,
loss of appetite, sedation and lethargy.
Laboratory studies revealed normal
chemistry panel, thyroid studies, and
complete blood count. The patient’s
lithium level was 1.3 mEq/1 and
carbamazepine was 8.3 ug/ml. The pa-
tient’s dose of lithium was lowered by
the primary care physician, who be-
lieved the patient’s condition was re-
lated to an elevated lithium level.
Lithium toxicity typically causes symp-
toms such as slurred speech, drowsiness,
muscle weakness, tremor, muscle
twitching, dysarthtia, anorexia, vomiting
and diarrhoea. About a week later on a
lower dose of lithium, DS came to the
emergency room with vomiting, ab-
dominal pain and possible dehydration.
His carbamazepine level had been stable
for over a year. Other laboratory studies
were unremarkable. The above informa-



TABLE |
DSM II-R Symptoms of Major Depressive Episode

for Patient DS
Symptom Initial Date of
Reporting
Depressed Mood 9/93
Diminished Interest in Activities 12/93
Eating Disturbance 2/94
Sleep Disturbance 8/93
Fatigue/Loss of Energy 12/93
Diminished Ability to Concentrate 11/93

tion was not communicated to the treat-
ing psychiatrist until February 1994,

By February 1994 the patient’s condi-
tion had deteriorated further. DS contin-
ued to have somatic complaints but had
also developed a sleep disturbance, ap-
petite disturbance, incontinence of blad-
der and bowel, and had become
progressively more withdrawn. All
medications except levothyroxine were
stopped by the psychiatrist and the
medical records including laboratories,
electrocardiogram and gastrointestinal
studies were sent for and reviewed. The
patient was seen again in the mental
health clinic in early March after a brief
period of medication washout. At that
point, DS appeared paler, thinner, with-
drawn, tearful and complained of feeling
“sad”. He continued to have the somatic
complaints mentioned above along with
sleep disturbance, appetite disturbance
and incontinence. There were no com-
plaints of hallucinations.

DSM III-R criteria [American Psychi-
atric Association {1987)] for Depressive
Episode were reviewed. DS exhibited

the symptoms in TABLE I. The dates of
the symptom initial report are listed.

In March 1994, DS was diagnosed as
having a Major Depression. Lithium and
carbamazepine were not restarted be-
cause no clear cut evidence of mania
could be elicited from the chart or the
staff. Due to concerns of potential prob-
lematic side effects of tricyclic antide-
pressants, such as sedation, dry mouth,
constipation, dizziness and blurred vi-

sion, he was started on paroxetine 20mg
daily.

Results

Approximately three weeks after ini-
tiation of the paroxetine, DS was ob-
served to be smiling more and to be
interested in activities. After 8 weeks DS
showed significant improvement on the
paroxetine. His sleep and appetite had
improved. His somatic complaints dis-
appeared and he interacted with those
around him. He tolerated the medication
well. DS continued to display some
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behaviour problems, such as teasing
peers and entering a neighbour’s home
uninvited. Behavioural interventions
were reinstituted to deal with these con-
tinued troublesome behaviours.

Discussion

Case studies report a specific meth-
odology in the diagnosis and treatment
of a specific individual. Whilst practi-
tioners carnot generalise from reports of
this nature, they can utilise the informa-
tion in the development of diagnostic
and treatment hypotheses. This case il-
lustrates several points which made the
treatment of DS challenging.

One could not simply rely on criteria
outlined in DSM III-R and symptoms re-
ported by DS, He possessed limited abil-
ity to describe affective states and
changes in day-to-day functioning. It
was essential that collateral information
be obtained from those who knew DS
well. Sources of this information in-
cluded the case manager, group home
personnel and work shop staff. This col-
laborative effort among the various sys-
tems that impinged on DS’s life needed
to be an educational one. The problems
DS displayed consisted of troublesome
behaviours such as hitting, being obsti-
nate and wearing dirty clothes. The
caregivers needed to be instructed on
the importance of monitoring other criti-
cal symptomology such as sleep and eat-
ing patterns, interest in activities,
lethargy, crying etc.

Sovner and Lowry (1990) describe
behavioural equivalents in the mentally
retarded for the DSM III-R diagnostic
criteria for mood disorders. For
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example, depressed mood may be ob-
served as “apathetic facial expression
with lack of emotional reactivity”. De-
creased concentration may appear as a
change in workshop performance.
Psychomotor agitation may manifest it-
self as self-injurious behaviour or aggres-
sion.

The diagnostic process was also ham-
pered by the fact that DS was receiving
several psycotropic medications. The
behavioural changes may have related to
medication side effects, interaction ef-
fects, or symptoms of emotional distur-
bance. In this case, a drug holiday or
washout period did not prove helpful.

To accurately diagnose, medical con-
ditions concomitant with Down syn-
drome needed to be ruled out. These
include hypothyroidism, cardiac prob-
lems and Alzheiimer's-like dementia.
Thus, the importance of communication
between non-psychiatric and psychiatric
physicians treating patients with mental
retardation needed to be emphasised.

The newer antidepressants, such as
the SSRIs (paroxetine, fluoxetine,
sertraline and fluroxamine) have lower
affinity for histaminergic and cholinergic
receptors and so are associated with less
sedation, weight-gain, hypotension, dry
mouth, constipation and cardiovascular
effects than the tricyclic antidepressants
(Nemeroff, 1993). The SSRIs offered an
antidepressant alternative that was more
tolerable to DS, especially considering
other medical problems. The most com-
mon side effects of paroxetine is nausea
{(Nemeroff, 1993). Others include head-
ache, somnolence, dry mouth, insomnia,
sweating, constipation, dizziness, tremor
or ejaculatory disturbance. The once-a-
day dosing and rare need for titration of




dose in these agents also made them
easier for caregivers fo administer.

Summary

The case of DS illustrates the multi-
plicity of issues in the diagnosis and
treatment of depressive symptomology
in a person with Down syndrome. Fac-
tors such as physical disorders, medica-
tion interactions, side effects and
environmental changes were reviewed.

In this case a multidisciplinary ap-
proach was successfully utilised in moni-
toring symptoms and observing
behavioural and affective changes that
followed the initiation of paroxetine. Im-
provement was observed approximately
three weeks following the commence-
ment of treatment.
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