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Abstract

Pathological demand avoidance (PDA) was first observed and studied in the
United Kingdom in the 1980s by Elizabeth Newson and her colleagues,
developmental psychologists specializing in pervasive developmental
disorders. PDA reminded these psychologists of autism, though it differed in
important ways, including obsessive resistance to daily demands, ‘surface
sociability,” and imaginative play (Newson et al., 2003). This topic has
drawn significant attention and has been debated as to whether PDA is a
unique diagnostic profile within the autism spectrum or merely an over-
pathologizing process of individuals’ autonomy and independence (Milton,
2013; Moore, 2020). PDA has an established following of professionals,
family members and individuals. The discussion of this topic is of critical
importance so that individuals affected by PDA who are being treated in
outdoor behavioral healthcare (OBH) settings, also called wilderness therapy,
and residential treatment settings in the United States are not misdiagnosed or
treated inappropriately, thereby experience harm due to a misunderstanding
on the part of professionals and parents.

Keywords: pathological demand avoidance, PDA, autism spectrum
disorder, ASD, pervasive developmental disorder, PDD, outdoor behavioral
health, OBH, wilderness therapy

Editor’s Note: This article was edited by Ellen Behrens, Ph.D.

96 ¢ JTSP Volume XIV

ISSN 2469-3030 (online) ISSN 2689-2847 (print) © 2022 Journal of Therapeutic Schools and Programs
DOI: 10.19157/JTSP.issue.14.01.05

Correspondence regarding this paper can be emailed to
Neal Christensen, Ph.D. at neal@elementswilderness.com
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Outdoor behavioral healthcare (OBH) is an emerging field of
behavioral healthcare which treats adolescents and adults (Russell &
Hendee, 2000). A recent meta-analysis of wilderness therapy studies
(Bettman et al., 2016) found that wilderness therapy produced moderate
effect sizes of improved mental health and behavioral outcomes. DeMille et
al. (2018) demonstrated that participants who attended an OBH treatment
program were, as reported by their parents, functioning significantly better
than the treatment as usual (TAU) comparison group one year following the
program. Wilderness therapy, a residential form of OBH, has been
employed to treat adolescents struggling with a variety of mental health and
developmental disorders (Christensen, 2008; Cahill & Stireman, in press).
The outcomes for clients with an autism spectrum disorder (ASD)
diagnosis were not as favorable. Savidge (2020) investigated treatment
effects of adolescent and adult clients who presented with an ASD
diagnosis while attending an OBH program. Her results demonstrated
mixed results for ASD adolescent clients. She related that with the
adolescent sample studied; 49% reported ‘recovered’ or ‘improved,” while
22% reported ‘no change,” and 29% reported ‘deterioration’ in their
functioning and symptoms.

Mental health practitioners in OBH face two primary
responsibilities while working with young people. The first is a thorough
examination of the diagnostic profile of the participants, and the second is
formulating effective treatment strategies and implementing appropriate
interventions based on diagnoses (Hoag et al., 2014). If one is not clear
about what a client is struggling with, either the treatment will be less
effective, or worse, may harm the client and create confusion for the
family, and alienate the client from seeking mental health treatment in the
future. Over the last year, the authors have become aware of another
proposed diagnostic entity, that of pathological demand avoidance (PDA),
and have begun to consider its presence and prevalence among clients who
are treated in OBH programs. In review of the DSM-5 (American
Psychiatric Association, 2013), there are clear cut demarcations of
conditions and diagnoses, while in practice these clear boundaries are
frequently blurred and diagnostic clarity is not always so evident.
Additionally, despite the value added by the DSM-5 and ICD-11 (World
Health Organization, 2019) categorization of diagnoses, it is a common
understanding that these resources do not encompass all conditions that
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mental health and developmental professionals encounter and treat. Internet
addiction, problematic internet use, and digital media overuse (Cahill &
Stireman, in press; Dahl & Bergmark, 2020); and non-verbal learning
disorder (NVLD) (Rubinstien, 2005) are profiles that come to mind.
Diagnosis and treatment approaches continue to advance, and it is
important to evolve with these.

History and Description of PDA

In the early 1980s, Elizabeth Newson, a British developmental
psychologist, and her colleagues began seeing young people, referred for
assessment, diagnosis, and treatment who reminded referring professionals
of autism but differed in important ways (e.g., sociability and imaginative
play) (Newson et al., 2003). It became clear to Newson and her colleagues
a behavioral profile emerged in these young people that was not described
by any diagnostic category at the time. They proposed a separate diagnosis
named pathological demand avoidance (PDA) within the general diagnostic
category of pervasive developmental disorders. Newson et al. (2003)
defined PDA by eight key characteristics, including:

1) an obsessive resistance to everyday demands and a tendency to use a
range of ‘socially manipulative’ strategies to subvert requests (e.g.,
distraction, targeted shocking behavior, threats),

2) ‘surface sociability’—a superficial ability to manage social interaction,
but with little evidence of a normal sense of social identity (e.g., believing
themselves to be on a par with or superior to adults), and a lack of pride or
shame, evident in socially shocking behavior viewed as infantile or
bothersome by peers,

3) lability of mood and impulsivity motivated by an obsessive need for
control,

4) comfortable in role play and pretending—often adopting borrowed roles
when interacting with others (e.g., relating to peers in the manner of a
teacher or other scripted roles),

5) early language delays due to passivity,

6) obsessive behavior often targeted at particular people or their
characteristics,
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7) a passive early infancy history of delayed developmental milestones, and

8) neurological involvement (e.g., delayed milestones, clumsiness, and
seizures).

At the time Newson et al. (2003) believed PDA to be within the
spectrum of pervasive developmental disorders, but still different from
autism and Asperger syndrome. They believed it required a separate
diagnosis to capture its unique presentation and criteria. PDA has been
studied and discussed over the last four decades and was presented in a
recent review of mental health problems affecting children and adolescents
(Ogundele, 2018). Despite the active discussion and following there has
been some question about the actual existence of PDA as a profile of
specific pathology (Malik & Baird, 2018; O’Nions et al., 2016), with some
expressing concern about pathologizing appropriate resistance and
individuality (Milton, 2013; Moore, 2020). Though debate on the topic
continues, professionals in the UK have been assessing and treating
individuals with PDA, a cluster of symptoms which lead to significant
difficulty with daily functioning (Newson et al., 2003; O’Nions, Viding,
Greven et al., 2014).

Currently PDA is not recognized by the DSM-5 or the ICD-11, and
therefore has not been considered within the dominant OBH community.
Researchers and clinicians familiar with this condition have characterized
PDA within the spectrum of pervasive developmental disorders (Newson et
al., 2003), and more recently, as a subtype or sub-group of ASD (O’Nions
& Eaton, 2020). However, there is no agreed diagnostic algorithm to
determine who should meet criteria and no consensus about whether PDA
is a good candidate for inclusion as a sub-category within ASD in the future
(O’Nions & Eaton, 2020).

Lord et al. (2012) conducted a large study examining whether
categorical diagnostic subtypes of ASD could be supported. Results from
the study supported the move from existing subgroups (e.g., autistic
disorder, PDD-NOS, and Asperger's syndrome) to a dimensional
description of core features of social affect and fixated, repetitive
behaviors, together with characteristics such as language level and
cognitive function. O’Nions and Eaton (2020) suggest that “thinking about
PDA or extreme demand avoidance (EDA) dimensionally is useful in
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drawing parallels with the wider international research literature on demand
avoidance in ASD.” Considering PDA as relating to and a variation of
ASD dimensions can be useful. The reason for this is that PDA presents
differently than prototypical autism (e.g., sociability and imaginative play),
though PDA is found more frequently in individuals with ASD than in the
general population (Gillberg et al., 2015).

Of significant note, the prevalence of PDA across sexes is believed
to be roughly 1 to 1 (Newson et al., 2003), which is significantly different
from prevalence rates of ASD across boys and girls, 4 to 1 (American
Psychiatric Association, 2013). Clinicians and researchers continue to
explore and study young people with these challenges so that they can
better define the profile of PDA, determine accurate prevalence rates, and
assess its presence through diagnostic measures (O’Nions, Christie, Gould
et al., 2014; O’Nions, Viding, Greven et al., 2014).

One of the reasons it is important to consider and discuss this
profile is that the symptoms overlap with other disorders that may lead to
PDA being missed or incorrectly diagnosed and therefore inappropriately
treated. Given the overlap in symptomatology of PDA with other mental
health issues, it can be confused with oppositional defiant disorder, bipolar
disorder, attachment disorder, personality disorders, dissociative disorder,
and other behavioral presentations (Eaton & Weaver, 2020; O’Nions,
Christie, Gould et al., 2014; O’Nions, Viding, Greven et al., 2014). Itis
relevant to note, Newson et al. (2003) argued that PDA is developmental in
nature, presenting early in life. They state behaviors commonly seen within
PDA are driven by one’s attempt to reduce anxiety and distress triggered by
real or anticipated demands rather than from other etiologies, including
trauma, biochemical, willful position, or poor parenting.

Presence and Risks of PDA in OBH

Mental health professionals unfamiliar with this condition may not
easily distinguish PDA from other behavioral or perhaps personality-based
disorders from its neurodevelopmental nature (Eaton & Weaver, 2020). The
diagnostic journey for individuals with PDA can be similar to the one with
ASD. It is common for people with ASD to be evaluated but not diagnosed
early in the evaluation process (Davidovitch et al., 2015), due to the
evolving nature of the ASD profile. Similarly, it is important for individuals
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with PDA to be accurately diagnosed, otherwise they will not receive
appropriate treatment. As OBH and other residential therapy professionals
become familiar with the key characteristics of PDA, one diagnostic
category to consider is: Other Specified Neurodevelopmental Disorder
associated with Extreme (Pathological) Demand Avoidance (F88). Itis
also important to evaluate whether these individuals meet the criteria for
ASD, as well as PDA. In this case, clinicians should diagnose ASD and
add a specifier of PDA, drawing attention to these unique traits.
Additionally, the specifier can be helpful to draw attention to a condition
which has been described as not responding well to general autism
guidelines and need appropriate modifications (Newson et al., 2003).

Positively, there have been efforts made to assess PDA by
developing measures to identify and differentiate PDA from other
disorders. O’Nions, Christie, Gould et al. (2014) developed the Extreme
Demand Avoidance Questionnaire (EDA-Q), a parent completed, 26-item
measure designed for research purposes rather than as a diagnostic tool.
This instrument demonstrated promising psychometric properties with a
high level of internal consistency. The EDA-Q provides cut-off scores to
assist in evaluating the presence of PDA and differentiating between
different disorders were also determined. These cut-off scores maximized
both sensitivity and specificity to detect individuals with PDA. Similarly,
O’Nions et al. (2016) evaluated the use of a clinician-rated measure for
PDA by selecting 11 items from the Diagnostic Interview for Social and
Communication Disorders (DISCO) (Wing et al., 2002). Subjects who
scored high on these items were found to have a lack of cooperation,
engage in what appeared to be manipulative behavior, and at times choose
socially shocking behavior. They were also found to have difficulties in
their relationship with other people, experience anxiety, and demonstrate
sudden behavioral changes moving from loving behavior to aggression.
O’Nions et al. (2016) suggest that these surveys provide useful clinician-
rated measure of to assist in the diagnosis of PDA.

In OBH and other therapeutic residential environments, the risk of
treating professionals seeing individuals with PDA through a purely
behavioral or personality-based lens is significant. As a result, this could
impact the way individuals affected by PDA are evaluated in their overall
engagement of the program. The misunderstood young person with PDA
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will be left feeling confused and uncertain about what to do and how to
engage in a process that seems insurmountable for them. As Savidge
(2020) indicated in her investigation of ASD adolescent clients in OBH
programs, 51% reported no change or a deterioration through the course of
treatment. It could be theorized that at least some of these individuals may
have had PDA in addition to ASD, and unfamiliar therapists and field
guides did not know how best to approach and treat these individuals.
Additionally, it is likely that for individuals with undetected PDA, their
treatment plans would have been poorly designed and ineffective in treating
their symptoms, leading to poorer outcomes.

Stress and Its Effects in PDA

Newson et al. (2003) described that anxiety interferes with
individuals with PDA desire to exercise agency in moments of avoidance.
Resistance to feared stimuli can be mistaken for defiance and willfulness.
During these times, uninformed or misinformed adults and peers may move
quickly to their own reactivity, including providing consequences and
punishments for the undesirable behavior by the individual with PDA. The
young person with PDA lacks flexibility in navigating daily expectations,
and also struggles to manage their emotions and behavior in functional and
adaptive ways (O’Nions, 2016). This is likely to impact their lives
significantly and further contribute to poor interpersonal relationships. In
working with young people with PDA, it is important for parents, teachers,
paraprofessionals, and other caregivers to appreciate the underlying anxiety
and how this drives the avoidance of perceived demands (Newson et al.,
2003). Being clear about where this anxiety and avoidance originates will
be helpful in addressing the emotion and reactiveness in a supportive,
understanding, and effective manner.

The primary issue for individuals with PDA involves resisting or
avoiding daily expectations and real or perceived demands. Those with
PDA find it anxiety-provoking and stressful to face things like waking up,
going to school, eating, keeping a schedule, or even doing the things they
enjoy doing (PDA Society, 2021). As these individuals confront everyday
demands, they can experience significant mood changes and what appear to
be disruptive and problematic behaviors (Newson et al., 2003). Newson and
her colleagues (2003) indicate that behavioral consequences are not
effective in the same way as when working with prototypical ASD without
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PDA. Individuals with PDA may perceive the demand as worse than any
positive or negative consequence provided to them, and it is often seen as
impossible to cope with or meet expectations or demands. Like many
anxiety-based presentations, people with PDA are quickly reinforced for
avoiding these stresses or everyday expectations or demands. It is helpful to
consider the abundance of demands encountered in an OBH program,
including social, emotional, cognitive, physical, sensory, and daily
demands. It is likely that OBH programs unfamiliar with this condition
would apply commonly used behavioral methods with these individuals,
which will be largely ineffective with PDA clients (O’Nions & Eaton,
2020). It is important for OBH programs to consider other types of
therapeutic approaches as they encounter individuals with PDA.

Treatment Considerations

O’Nions and Eaton (2020) relate: It is helpful to remember that
children with a PDA profile are not deliberately difficult. If the socially
strategic behaviour is seen for what it is - a scripted and limited strategy for
ensuring predictability and control, rather than labelled as ‘manipulative’,
the child’s behaviour can be reframed in a more compassionate way (p. 8).

It is important that professionals not view behavior as willful or
defiant (e.g., oppositional defiant disorder), rather view it as an inability to
act. The PDA Society characterizes PDA as a tug of war between the brain,
heart, and body (PDA Society, 2021). Individuals with PDA may want to
perform the task/expectation in front of them, which is what differentiates
them from behavioral disorders, but their brain tells them they can’t, and
their body shuts down due to their fear (defensive) response. Given the
anxiety and stress individuals with PDA experience, the activation of their
autonomic nervous system is likely implicated in their response to stress
(Porges & Carter, 2017), and will need to be addressed.

Newson et al. (2003) posited that individuals with ASD only do not
follow the same treatment patterns as those with ASD and PDA.
Specifically, familiar and practiced routines are often helpful to individuals
with purely ASD. However, for individuals who also experience PDA,
those routines are often perceived as stressful expectations and demands,
producing a fear response and shutting down through avoidance behavior.
As a result, individuals with PDA need some modifications, as well as an
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approach which supports their path towards greater level of functioning in
the face of anxiety-provoking demands (Newson et al., 2003).

The PDA Society references the ‘PANDA’ approach for caregivers
and professionals who work with, treat and support individuals with PDA
(PDA Society, 2021). PANDA stands for Pick battles, Anxiety
management, Negotiation and collaboration, Disguise and manage
demands, and Adaptation. This approach involves seeing the person,
exploring their interests, and positive engagement. For more information
on this approach, refer to https://www.pdasociety.org.uk/about-us-
landing/our-ambassador/. This society suggests that relationships with
people with PDA should be ‘person-centered’ and based on a partnership of
trust, flexibility, and collaboration. They suggest careful consideration of
the words and language used, as well as a balance of demands when
speaking with an individual with PDA.

Other practitioners have also noted the importance of a calm and
collaborative process with an individual with PDA (Sherman & Vincent,
2021). Creating a sense of control for the individual is an important aspect
of the treatment approach and avoiding the parent or task-oriented role. The
authors note that the person with PDA will react with rigidness to a sense
of being told what to do, and it is helpful for requests to be worded
indirectly and avoid the word ‘you’. Creating a sense of teamwork, and
suggesting, “We are on the same team! Let’s work together” is important.
One should be prepared for the individual to react and resist, work with the
young person’s ambivalence, and not react to failure. Sherman and Vincent
(2021) further suggest framing things as a race or challenge or using humor
by directing demands to other people or objects in the room.

While there is no specific treatment that has been empirically tested
and validated for clients with PDA, practitioners have looked to the PDA
Society to understand, assess, and treat this developmental condition in
individuals. It is critical that OBH programs and other residential treatment
programs learn how to best approach and treat this group of individuals.
Practitioners need an understanding of how this clinical issue manifests and
what conditions it may be similar to, so by extension, professionals can
provide safe and effective treatments to this unique population.
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Identifying Applicable Clinical Theories and Approaches

This section will review a variety of theories and approaches when
working with people with PDA and their families. Given the lack of
research on specific clinical empirically supported treatments for
individuals struggling with PDA, the authors will discuss approaches that
treat aspects of PDA to assist professionals encountering and treating this
profile (PDA Society, 2021).

Greenspan and Weider (1999) discuss addressing ASD from a
developmental approach. Developmental approaches are relationship-
based, child-centered, and play-based, which help to teach individuals with
ASD skills in social relationships and engagement (Wagner, et al., 2014).
Features and characteristics of PDA are common across the autism
spectrum. These include lack of co-operation, changes in mood, blaming
others, poor social awareness, rigidity, and anxiety (O’Nions et al., 2016).
Given the overlap of ASD and PDA, developmental approaches could be
useful when designing treatment interventions for individuals with PDA.

Individuals with PDA struggle with global functioning, impaired by
their anxiety and fear of demands, their desire for control of situations they
find stressful, pathologic avoidance of stressful situations, and cognitive
rigidity. Given the myriad of issues that present with these complex
individuals, professionals will more effectively serve individuals with PDA
when a comprehensive treatment planning approach is taken, including:
anxiety management, anger management and emotional regulation skills,
distress tolerance skills, social skills training, psychotropic intervention,
sensory integration techniques, mind-body awareness techniques, cognitive
therapy, behavioral therapies, healthy lifestyles, and family therapy
(O’Nions & Eaton, 2020; Sherman & Vincent, 2021).

PDA shares characteristics of anxiety disorders, wherein both
general and specific fears are experienced. Individuals with PDA are hyper-
focused on their fear of demands and anticipated outcomes, and rigid about
their avoidance of situations and people they perceive as placing these
demands on them. Over-control is also a feature of PDA, a struggle to deal
with uncertainty, similar to that of individuals who experience ASD and
OCD. There is high comorbidity in developmental disorders, anxiety
disorders, and neurocognitive; American Psychiatric Association, 2013;
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Hoffman, 2012; Hoffman and Hudack, in press). Clinical treatments
addressing these conditions may be fruitful to explore.

When confronted with demands, individuals with PDA can become
highly emotionally dysregulated, similar to aggression observed in some
individuals with ASD (Kanne & Mazurek, 2011). If these individuals are
unable to escape through avoidance, individuals may mobilize a ‘fight or
flight’ response to regain a sense of control (O’Nions & Eaton, 2020).
Behavioral and psychological approaches addressing emotional
dysregulation are important to practice (Lucyshyn et al., 2015; Porges &
Carter, 2017), and psychopharmacology intervention may also be important
to consider (McDougle, et al., 2003; Parikh, et al., 2008).

Related to the issue of emotional and behavioral dysregulation,
family members and professionals may accommodate the individual in an
effort to soothe the person or avoid the fallout from high levels of
dysregulation (O’Nions & Eaton, 2020). Though, in so doing, they
reinforce the problem behaviors and the belief that one cannot cope with
stress (Hoffman, 2012). The family system is important to consider while
treating these individuals in order to help others avoid reinforcing
maladaptive ways of coping.

Given that individuals with PDA experience stress responses to
feared stimuli, leading to an activated sympathetic nervous system, it is
important to consider interventions and conditions that help to regulate the
autonomic nervous system (ANS). One such related theoretical approach is
the Stress Reduction Theory (SRT) (Ulrich et al., 1991). Ulrich and
colleagues (1991) found that individuals exposed to natural environments
experienced health benefits by engaging the parasympathetic nervous
system. This leads to calming a dysregulated ANS, leading to improved
recovery of the ANS, contributing to behavioral regulation, emotional
regulation, and increasing cognitive flexibility.

The Polyvagal Theory (PT) described by Porges and Carter (2017)
discusses three systems of the ANS as being behaviorally linked to three
global adaptive domains of behavior: 1) social communication, 2)
defensive strategies of mobilization, and 3) defensive strategies of
immobilization. They theorize that body and mind are intimately
connected, and both need to be considered when working with people

106 e JTSP Volume XIV



DISCOVERING AND TREATING PATHOLOGICAL DEMAND

experiencing states of stress and displaying defensive strategies. This
appears consistent with the behaviors of individuals with PDA. This theory
suggests it is important to help people find safety through their bodily
experience, along with helping them cognitively. The PDA Society
conducted survey research of individuals with PDA, and they found that
respondents describe a neurological tug-of-war between brain, heart, and
body (PDA Society, 2021), which seems to tie to PT well. Given this
survey data, the description of anxiety and need for control, and connection
to the ANS and stress response, mind-body therapeutic techniques would
appear to be an effective treatment strategy with PDA. Meditation,
breathing exercises, chants, and body posture exercises are all suggested
methods to help regulate the vagal system (Porges & Carter, 2017).
Voluntary regulated breathing practices have been shown to be effective
with anxiety disorders, stress, and depression (Brown & Gerbarg, 2005).

Additionally, the PT suggests that the vagus nerve is involved in
what is called the Social Engagement System (SES) (Geller & Porges,
2014; Wagner, 2016). Geller and Porges (2014) suggest that the SES is a
proposed third part of the ANS, which has previously been considered a
two-part system. The SES has a more nuanced response than the
sympathetic and parasympathetic nervous systems. This theory describes
the neural mechanisms through which physiological states communicate
safety and threat to oneself and others (Porges & Carter, 2017). The SES
allows individuals to engage effectively with those around them when
positively activated while sensing safety. When an individual senses
safety, this system allows for greater flexibility in coping styles, including
positive social engagement and initiation and general openness and
problem solving. When an individual senses threat, this system leads to
more rigid and maladaptive ways of behaving including ‘fight or flight’
behaviors, and shutting down (Porges & Carter, 2017). Teaching
individuals with PDA ways to engage the SES ‘state of safety’ may lead to
increased cognitive flexibility and willingness to engage demands
previously experienced as stressful and avoided. Additionally, practitioners
engaging with individuals with PDA can aid in the positive activation of
the SES through a present, client centered therapeutic relationship (Geller,
2018). This type of relationship is likely to lead to a ‘state of safety’ which
will aid individuals with PDA to be more relaxed, more open to learning,
and practice new behaviors introduced by their practitioners. The practice
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of present, client centered therapeutic relationships the PT promotes is
consistent with the PANDA approach suggested by the PDA Society (PDA
Society, 2021).

Mindfulness and acceptance-based therapies including Dialectical
Behavior Therapy (DBT; Linehan, 2014), Acceptance and Commitment
Therapy (ACT; Hayes et al., 2012), Acceptance Based Behavioral
Therapies (ABBT; Roemer & Osillo, 2020; Treanor et al., 2011) and
Radically Open Dialectical Behavior Therapy (RO DBT; Lynch, 2018)
could be useful with these individuals to more effectively regulate their
ANS, and challenge their beliefs about demands and their need for control
over uncertain situations, thus helping them feel safe. Mental health
professionals have applied these approaches to individuals who have ASD,
OCD, Anxiety Disorders, and BPD; each of which share characteristics
with PDA.

Case Example

Kevin was a 16-year-old male who presented for treatment as a
result of academic failure due to severe school avoidance and unwillingness
to do schoolwork. This pattern of behavior had escalated over several
years. Of great concern, Kevin displayed aggression in the home when
confronted about academic avoidance and parents’ expectations to wake up
and go to school. These confrontations triggered him to be physically
aggressive with his father and threaten his father with a knife as well as to
harm himself. Instead of engaging with his personal and academic
responsibilities, Kevin was engrossed with online gaming, often playing
throughout the night. If his gaming was restricted, it often led to threats,
blowups, and property damage. Kevin had attended a therapeutic boarding
school and had returned home for 6 months before his parents reached their
threshold and sought more intensive treatment. His parents expressed some
dissatisfaction with the previous therapeutic boarding school as “they didn’t
seem to push him hard enough” and encouraged the wilderness therapy
program to challenge him more consistently to “break the pattern of
avoidance of almost everything.”

Early in treatment, it was thought that a precipitating event for
Kevin’s decompensation following his previous treatment was his parents’
divorce. Kevin described feeling like being in treatment was the cause of
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his parents’ separation. He said that the divorce was a traumatic and
upsetting event for him. Early in his wilderness experience, the therapeutic
process explored the divorce as trauma or loss, and how it contributed to
his struggle to meet daily expectations. At that time, Kevin had undergone
psychological testing and was diagnosed with ADHD, ODD, and Major
Depressive Disorder. While being evaluated, it was noted that Kevin
demonstrated at least a superficial sense of social skills, reciprocity in
social communication, at least when it was a topic of interest, ruling out
ASD. His parents described him as having an active fantasy life growing
up, playing with imaginary friends, and enjoying adventure stories with
wizards and witches. Kevin had a strong attachment to the Harry Potter
and Percy Jackson series. As a child he was described as stubborn and
preferred to be alone unless his peers played games in the way he wanted.
His parents described him as “controlling” of his friends while growing up.
This pattern of behavior also seemed to lead to a loss of various friends
over the years. Once Kevin discovered online gaming, his social
engagement changed dramatically. He rarely engaged with people in real
life except when at school.

Upon arriving at the wilderness therapy program, he reluctantly
greeted his field guides and was outfitted with his gear. He appeared
notably unhappy and nervous but was cooperative upon admission into the
program. However, on Kevin’s second day, he refused to get up, spending
much of the day in his sleeping bag, and even though there was a great
meal that day due to a holiday, he appeared uninterested in attending the
celebration.

Initially, the therapist and field guides followed through with the
parents’ requests and challenged Kevin to meet daily expectations by being
firm and sharing clear expectations. It quickly became clear that was not
an effective way to interact with Kevin. In fact, it seemed to push Kevin
further away, as he withdrew from his guides and other students. He
appeared agitated and retreated, though he did not display aggression with
anyone in the program.

This pattern largely ensued for many weeks, where Kevin refused to
participate in most aspects of the program. For example, soon after joining
the group, Kevin spent the first 12 days in the same campsite, often
refusing to get out of bed, staying in his sleeping bag most of the day, not
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eating or drinking adequately, and missing or refusing his medications. At
times, it seemed as though the demands of the day and the group reduced in
size, Kevin would come out of his sleeping bag and attempt to connect,
albeit minimally. Other times, Kevin found something that the field guides
or students said upsetting, off-putting, or demanding, and as a result, he
returned to his sleeping bag.

One of the turning points in his engagement during the first month
of the program seemed to coincide with spending time with an especially
kind, caring, and patient field guide. This field guide seemed to connect
well with Kevin and encouraged him to hike two times during that week.
The field guide took time with Kevin to listen and foster a relationship
while also learning about Kevin’s interests. The field guide attempted to
make the experience and expectations of the day more fun by engaging in
fantasy and banter. This was seen as a significant success, and other field
guides made future attempts to mirror this approach. For several weeks the
group was able to hike as often as three times a week. Kevin began to
complete more therapeutic assignments and treatment goals, fulfilled many
of his daily expectations, and overall demonstrated more effort. It seemed
like he had turned the proverbial corner. As he showed more focus and
engagement, more was expected of him. However, this increased effort was
not sustained, and his pattern of withdrawal and avoidance returned. Staff
wondered if the encouraging approach became less effective, or if the
increased demands placed on Kevin led him to revert to old patterns of
avoidance.

Over the next few weeks, the progress seemed to disappear as
Kevin returned to ‘digging in his heels’ and resisting meeting daily
program expectations, including not meeting his own basic needs like
eating or drinking. It seemed that as pressure increased and more was
expected of him, Kevin withdrew. Regularly, when guides, other students,
and his therapist attempted to engage with him and encourage him to do his
part, he would share, “I can’t.” Due to the significant interference his
behavior had on the rest of the group, the therapist designed an intervention
where Kevin worked with two dedicated staff, essentially creating a group
of one. This intervention was used as an opportunity for him to practice the
daily skills without the pressure of the group and general program structure.
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While on this individualized intervention, an especially engaging
and gregarious field guide stepped in as the lead guide for the week. Over
the course of the week, Kevin and his assigned field guides hiked 22 miles,
which was more than he had hiked in the previous six weeks that he had
been in the program. During this hike he shared many stories and events of
personal shame. Kevin shared that he wanted to do well academically but
could not get himself to go because he felt overwhelmed much of the time.
He expressed feeling guilty and ashamed about his trouble, and when his
father [or others] pressured him, it made it worse. Kevin expressed that it
felt like he was cornered and didn’t know how to cope.

As the individualized intervention came to a close, he returned to
the group. It was immediately clear that Kevin had more skills in managing
daily expectations and was more invested in his therapeutic process.
However, it soon became clear that a level of ‘stuckness’ was still present
with Kevin, as his resistance continued to present intermittently for what
seemed like no apparent reason. He struggled to make strong connections
to the group, and he seemed to avoid or appear agitated with field guides
that were direct, loud and demanding.

During his last month in the program, it was discovered that the
most successful way of approaching Kevin was to involve him in a system
that utilized incentives that he was personally interested in. Prior to this, a
variety of arbitrary rewards and consequences were attempted, and most
seemed ineffectual in helping him shift his behavior. In many ways, the
relationship we had developed with Kevin allowed us to take some steps
with him. As the therapist brainstormed this incentive idea with him, it was
initially presented as something the therapist was not attached to, and also
did not think would work. Kevin had shared that he enjoyed playing
Dungeons and Dragons (D & D), a role-playing game, and wanted to play it
while in the wilderness. As they discussed this opportunity, the therapist
shared that he could earn some character sheets or printouts from the
different D & D books or other things that interested him. They discussed
that Kevin did not want to do a ‘token economy’ intervention as he already
tried that at a previous program. However, they discussed that it would be
different, only focusing on positive behaviors. This allowed Kevin to focus
on prosocial behaviors and successfully complete Activities of Daily Living
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(ADLs). He expressed reluctance but was willing to try this because he
was excited about playing D & D with the other students and field guides.

This weekly incentive system was a collaborative effort with Kevin
and often followed a discussion-oriented to, ‘What do you want to earn this
week?’ The goals and point system were within reach because he designed
the point system himself. Initially, he wanted to earn a drawing pad, then a
comic book. Over time he earned additional personal items, including D &
D character sheets, sections of the D & D player’s handbook, and finally,
some dice. Each week he became more eager to discuss things he wanted to
earn than the previous week. The discussion of earning rewards dominated
the early part of therapy sessions. Kevin identified which behaviors were
worth various amounts of points, often at a rate lower than what the guides
and his therapist would have expected. Each week he added behaviors that
he thought were relevant to his overall growth areas.

Kevin tracked his points each day over the coming weeks. Having
him earn points for positive behaviors only took away the temptation to
‘give up’ after getting stuck with one part of the day, which helped him
recover from a ‘bad morning’ or a ‘bad day’. Nonetheless, he continued to
struggle with typical daily responsibilities, including cleaning his cup,
helping with chores, and hiking. At times, it was important to negotiate a
way forward as not to fully withdraw or selectively pick the expectation or
activity for which he would engage. Kevin often seemed to do better with
positive support and when distracted by talking about things he enjoyed
(i.e., D & D, video games, and favorite books and movies).

Previous attempts at rewards or reinforcements seemed ineffective
because frequently, by the second day, Kevin would give up, which looked
like not getting up for the day or hiking with the group. Ongoing points for
positive choices or behaviors, rather than removing points for not
completing a task, seemed to provide a reason to care about the next part of
the day, as he could still earn points even when periods of regression or
resistance occurred. At the end of each week, Kevin would proudly list the
number of points he had earned, and for the last four weeks he was in the
wilderness program, he set record after record for his efforts.

As noted above, the idea was to empower Kevin to want to do
things, push through his anxiety, or practice ways of managing it more
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effectively, so he could join in more of the daily expectations and group
activities. Focusing on the positive seemed helpful for him, especially when
it appeared to be his idea. As it became clear that he typically resisted
increasing demands and expectations, the therapist and field guides
approached this part of him differently and began working on anxiety
management and helping him regulate and work on acceptance of stress
while changing his thoughts about various tasks.

While Kevin was not a typical wilderness therapy participant in
many ways, more of these students are presenting for treatment for the
same reasons. Being creative and finding ways to connect seemed to help
him complete the program on an upswing and with significant pride and
hopefulness. Kevin still had days when he avoided, withdrew, and shut
down, sometimes having difficulty articulating the trouble he was having,
and yet he engaged more fully in the program more consistently.

Conclusion

The diagnosis of pathological demand avoidance (Newson et al.,
2003), a proposed subtype of autism spectrum disorder, has been observed
and discussed for four decades. While it is still not recognized as a disorder
in the DSM 5 or the ICD 11 (American Psychiatric Association, 2013;
World Health Organization, 2019), we have begun to experience it and see
it in OBH programs. It is vital that professionals at OBH and residential
therapy programs become aware of this symptom presentation and not just
see PDA as a behavioral or personality-based issue. Accurate diagnosis and
understanding are critical to design an effective treatment plan for clients
with whom mental health and associated professionals work (Hoag et al.,
2014). It is not helpful to over pathologize a person, believing a problem
exists where it does not (Milton, 2013; Moore, 2020); while it is equally
unhelpful to not address a problem which causes significant interference in
multiple aspects of one’s life (American Psychiatric Association, 2013). A
lack of understanding can lead to misdiagnosis, inappropriate treatments,
and ultimately treatment failure.

Working with clients who have PDA, as described in the case
example, requires significant effort, creativity, and flexibility on the part of
the treatment professionals. In the absence of research regarding empirical
treatments for PDA, the authors suggest utilizing therapies that target
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similar symptom presentations. Therapeutic interventions applied to
individuals with pervasive developmental disorders and other mental health
disorders are not going to ‘fix’ the problem, and improvements are often
not consistently sustained. Training or retraining of the brain and its
associated neurological systems takes time and repetition (Hoffman, 2012;
Porges & Carter, 2017; Roemer & Osillo, 2020). The PDA Society
(www.pdasociety.org.uk) provides many helpful resources, information,
and ways of connecting with others who experience PDA and work with
and treat clients with PDA.

114  JTSP Volume XIV



DISCOVERING AND TREATING PATHOLOGICAL DEMAND

References

American Psychiatric Association. (2013). Diagnostic and statistical
manual of mental disorders (5th ed.).
https://doi.org/10.1176/appi.books.9780890425596

Bettmann, J. E., Gillis, H. L., Speelman, E. A., Parry, K. J., & Case, J. M.
(2016). A meta-analysis of wilderness therapy outcomes for private
pay clients. Journal of Child and Family Studies, 25(9), 2659-2673.
https://doi.org/10.1007/s10826-016-0439-0

Brown, R. P. & Gerbarg, P. L. (2005). Sudarshan Kriya yogic breathing in
the treatment of stress, anxiety, and depression: part [—

neurophysiologic model. Journal of Alternative and Complementary
Medicine, 11(1), 189-201. https://doi.org/10.1089/acm.2005.11.189

Cahill, C. & Stireman, T. (in press). Disconnect to Reconnect: Adolescents
with Digital Media Overuse in Outdoor Behavioral Healthcare.
Journal of Therapeutic Schools and Programs.

Christensen, N. (2008). Effects of wilderness therapy on motivation and
cognitive, emotional, and behavioral variables in adolescents
(Publication No. 3297749) [Doctoral dissertation, University of
Kansas] PQDT Open.
https://www.proquest.com/openview/67b3 1ccedleff2e61dc6alacdb
0ac106/1?pg-origsite=gscholar&cbl=18750

Dahl, D., & Bergmark, K. (2020). Problematic internet use: A scoping
review — longitudinal research on a contemporary social problem,
2006-2017. Nordic Studies on Alcohol and Drugs, 37(6), 497-525.
https://doi.org/10.1177/1455072520941997

Davidovitch, M., Levit-Binnun, N., Golan, D., & Manning-Courtney, P.
(2015). Late diagnosis of autism spectrum disorder after initial
negative assessment by a multidisciplinary team. Journal of
Developmental & Behavioral Pediatrics, 36(4), 227-234.
https://doi.org/10.1097/DBP.0000000000000133

DeMille, S., Tucker, A. R., Gass, M. A., Javorski, S., VanKanegan, C.,
Talbot, B., & Karoff, M. (2018). The effectiveness of outdoor
behavioral healthcare with struggling adolescents: A comparison

115 e JTSP Volume XIV


https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1007/s10826-016-0439-0
https://doi.org/10.1089/acm.2005.11.189
https://www.proquest.com/openview/67b31cce41eff2e61dc6a0acdb0ac106/1?pq-origsite=gscholar&cbl=18750
https://www.proquest.com/openview/67b31cce41eff2e61dc6a0acdb0ac106/1?pq-origsite=gscholar&cbl=18750
https://doi.org/10.1177%2F1455072520941997
https://doi.org/10.1097/DBP.0000000000000133

DISCOVERING AND TREATING PATHOLOGICAL DEMAND

group study a contribution for the special issue: Social innovation in
child and youth services. Children and Youth Services Review, 88,
241-248. https://doi.org/10.1016/j.childyouth.2018.03.015

Eaton, J., & Weaver, K. (2020). An exploration of the pathological (or
extreme) demand avoidant profile in children referred for an autism
diagnostic assessment using data from ADOS-2 assessments and

from their developmental histories. Good Autism Practice, 21(2),
33-51.

Geller, S. M. (2018). Therapeutic presence and polyvagal theory: Principles
and practices for cultivating effective therapeutic relationships. In S.
Porges & D. Dana (Eds.), Clinical applications of the polyvagal
theory: The emergence of polyvagal-informed therapies (pp 106-
126). W.W. Norton & Company.

Geller, S. M., & Porges, S. W. (2014). Therapeutic presence:
Neurophysiological mechanisms mediating feeling safe in
therapeutic relationships. Journal of Psychotherapy Integration,
24(3), 178-192. https://doi.org/10.1037/a0037511

Gillberg, C., Gillberg, I. C., Thompson, L., Biskupsto, R., & Billstedt, E.
(2015). Extreme (“pathological””) demand avoidance in autism: A
general population study in the Faroe Islands. European Child &
Adolescent Psychiatry, 24(8), 979-984.
http://doi.org/10.1007/s00787-014-0647-3

Greenspan, S., & Weider, S. (1999). A functional developmental approach
to autistic spectrum disorders. Journal of Associations of Persons
with Severe Handicaps, 24(3), 147-161.
https://doi.org/10.2511/rpsd.24.3.147

Hayes, S. C., Strosahl, K. D., & Wilson, K. G. (2012). Acceptance and
commitment therapy: The process and practice of mindful change

(2nd ed). Guilford Press.

Hoag, M. J., Massey, K. E., & Roberts, S. (2014). Dissecting the wilderness
therapy client: Examining clinical trends, findings, and industry
patterns. Journal of Experiential Education, 37(4), 382-396.
https://doi.org/10.1177/1053825914540837

116 * JTSP Volume XIV


https://doi.org/10.1016/j.childyouth.2018.03.015
https://doi.org/10.1037/a0037511
http://doi.org/10.1007/s00787-014-0647-3
https://doi.org/
https://doi.org/10.2511/rpsd.24.3.147
https://doi.org/10.1177/1053825914540837

DISCOVERING AND TREATING PATHOLOGICAL DEMAND

Hoffman, J. (2012). Stuck: Asperger’s syndrome and obsessive-compulsive
behaviors. Weston Press.

Hoffman, J., & Hudak, R. (in press). Conceptualizing and treating
Obsessive-Compulsive Disorder in adults with Autism Spectrum
Disorder. Journal of Therapeutic Schools and Programs, 14.

Kanne, S. M., & Mazurek, M. O. (2011). Aggression in children and
adolescents with ASD: Prevalence and risk factors. Journal of
Autism and Developmental Disorder, 41(7), 926-937.
https://doi.org/10.1007/s10803-010-1118-4

Linehan, M. M. (2014). DBT Training Manual. Guilford Press.

Lord, C., Petcova, E., Hus V., Gan W., Lu, F., Martin, D.M., Ousley, O,
Guy, L., Bernier, R., Gerdts, J., Algermissen, M., Whitaker, A.,
Sutcliffe, J. S., Warren, Z., Klin, A., Saulnier, C., Hanson, E.,
Hundley, R., Piggot, J., ... Risi, S. (2012). A multisite study of the
clinical diagnoses of different autism spectrum disorders. Archives
of General Psychiatry, 69(3), 306-313.
https://doi.org/10.1001/archgenpsychiatry.2011.148

Lucyshyn J. M., Fossett B., Bakeman R., Cheremshynski, C., Miller, L., &
Lohrmann, S. (2015). Transforming parent-child interaction in
family routines: longitudinal analysis with families of children with
developmental disabilities. Journal of Child and Family Studies,
24(12), 3526-3541. https://doi.org/10.1007/s10826-015-0154-2

Lynch, T. R. (2018). Radically open dialectical behavior therapy: Theory
and practice for treating disorders of overcontrol. New Harbinger
Publications, Inc.

Malik, O., & Baird, G. (2018). Commentary: PDA - what's in a name?
Dimensions of difficulty in children reported to have an ASD and
features of extreme/pathological demand avoidance: a commentary
on O'Nions et al. (2017). Child and Adolescent Mental Health,
23(4), 387-388. https://doi.org/10.1111/camh.12273

McDougle, C. J., Stigler, K. A., & Posey, D. J., (2003). Treatment of
aggression in children and adolescents with autism and conduct

117 « JTSP Volume XIV


https://doi.org/10.1007/s10803-010-1118-4
https://doi.org/10.1001/archgenpsychiatry.2011.148
https://doi.org/10.1007/s10826-015-0154-2
https://doi.org/10.1111/camh.12273

DISCOVERING AND TREATING PATHOLOGICAL DEMAND

disorder. Journal of Clinical Psychiatry, 64(4), 16-25.
https://doi.org/10.1089/cap.2007.0041

Milton, D. (2013). 'Nature's answer to over-conformity': Deconstructing
Pathological Demand Avoidance. Autism Experts. Kent University
Repository. https://kar.kent.ac.uk/id/eprint/62694

Moore, A. (2020). Pathological demand avoidance: What and who are
being pathologised and for whose interest? Global Studies of
Childhood, 10(1), 39-52.
https://doi.org/10.1177/2043610619890070

Newson, E., Le Marechal, K., & David, C. (2003). Pathological demand
avoidance syndrome: A necessary distinction with the pervasive
developmental disorders. Archives of Disease in Childhood, 88,
595-600. https://doi.org/10.1136/adc.88.7.595

Ogundele, M. O. (2018). Behavioural and emotional disorders in
childhood: A brief overview for paediatricians. World Journal of
Clinical Pediatrics, 7(1), 9-26. https://doi.org/10.5409/wjcp.v7.i1.9

O’Nions, E., Christie, P., Gould, J., Viding, E., & Happe, F. (2014).
Development of the ‘Extreme Demand Avoidance Questionnaire’
(EDA-Q): preliminary observations on a trait measure for
Pathological Demand Avoidance. Journal of Child Psychology and
Psychiatry, 44, 758-768. https://doi.org/10.1111/jcpp.12149

O’Nions, E., & Eaton J. (2020). Extreme/‘pathological’ demand avoidance:
an overview. Paediatrics and Child Health, 30(12), 411-415.
https://doi.org/10.1016/j.paed.2020.09.002

O’Nions E., Gould, J., Christie, P., Gillberg, C., Viding, E., & Happe, F.
(2016). Identifying features of ‘pathological demand avoidance’
using the Diagnostic Interview for Social Communication Disorders
(DISCO). European Child Adolescent Psychiatry, 25, 407-419.
https://doi.org/10.1007/s00787-015-0740-2

O’Nions E., Viding, E., Floyd, C., Quinlan, E., Pidgeon, C., Gould, J. &
Happe, F. (2018). Dimensions of difficulty in children reported to
have an autism spectrum diagnosis and features of

118 « JTSP Volume XIV


https://doi.org/10.1089/cap.2007.0041
https://kar.kent.ac.uk/id/eprint/62694
https://doi.org/10.1177/2043610619890070
https://doi.org/10.1136/adc.88.7.595
https://doi.org/10.5409/wjcp.v7.i1.9
https://doi.org/10.1111/jcpp.12149
https://doi.org/10.1016/j.paed.2020.09.002
https://doi.org/10.1007/s00787-015-0740-2

DISCOVERING AND TREATING PATHOLOGICAL DEMAND

extreme/‘pathological’ demand avoidance. Child and Adolescent
Mental Health, 23(3), 220-227. https://doi.org/10.1111/camh.12242

O’Nions E., Viding, E., Greven, C. U., Ronald, A., & Happe, F. (2014).
Pathological demand avoidance: Exploring the behavioural profile.
Autism, 18, 538-544. https://doi.org/10.1177/1362361313481861

Parikh, M. S., Kolevzon, A., & Hollander, E. (2008). Psychopharmacology
of aggression in children and adolescents with autism: A critical
review of efficacy and tolerability. Journal of Child and Adolescent
Psychopharmacology, 18(2), 157-178.
https://doi.org/10.1089/cap.2007.0041

PDA Society. (2021). Information, support and training for PDA.
Pathological Demand Avoidance: Part of the Autism Spectrum.
https://www.pdasociety.org.uk

Porges, S. W., & Carter, C. S. (2017). Polyvagal theory and the social
engagement system: Neurophysiological bridge between
connectedness and health. In P. Gerbarg, P. Muskin, & R. Brown
(Eds.), Complementary and Integrative Treatments in Psychiatric
Practice (pp. 221-236). American Psychiatric Association
Publishing.

Roemer, L., & Orsillo, S. M. (2020). Acceptance-based behavioral
therapy: Treating anxiety and related challenges. Guilford Press.

Rubinstein, M. B. (2005). Raising NLD Superstars: What families with
nonverbal learning disabilities need to know about nurturing
confident, competent kids. Jessica Kingsley Publishers.

Russell, K. C. & Hendee, J. C. (2000). Outdoor Behavioral Healthcare:
Definitions, common practices, expected outcomes and a national
survey of programs. (Technical Reports 26). University of Idaho
Wilderness Research Center.

Savidge, D. K. (2020). Adolescents and adults on the autism spectrum
enrolled in an outdoor behavioral health program: Outcomes from
the Practice Research Network of the National Association of
Therapeutic Schools and Programs. Journal of Therapeutic Schools

119 e JTSP Volume XIV


https://doi.org/10.1111/camh.12242
https://doi.org/10.1177/1362361313481861
https://doi.org/10.1089/cap.2007.0041
https://www.pdasociety.org.uk/

DISCOVERING AND TREATING PATHOLOGICAL DEMAND

and Programs. 12(1), 70-100.
https://doi.org/10.19157/JTSP.issue.12.01.05

Sherman, C., & Vincent, C. (2021, May). Pathological demand avoidance:
Why resistance might not be resistance. [Conference Presentation].
NATSAP SW Regional Conference, St. George, Utah, USA

Treanor, M., Erisman, S. M., Salters-Pedneault, K., Roemer, L., and
Orsillo, S. M. (2011). Affect Control Scale norms Acceptance-
based behavioral therapy for GAD: effects on outcomes from three
theoretical models. Depression & Anxiety, 28(2), 127-136.
https://doi.org/10.1002/da.20766

Ulrich, R. S., Simons, R. F., Losito, B. D., Fiorito, E., Miles, M. A., Zelson,
M. (1991). Stress recovery during exposure to natural and urban

environments. Journal of Environmental Psychology, 11(3), 201-
230. https://doi.org/10.1016/S0272-4944(05)80184-7

Wagner, A. L., Wallace, K. S., & Rogers, S. J. (2014). Developmental
approaches to treat young children with autism spectrum disorder.
In Tarbox, J., Dixon, D., Sturmey, P., & Matson, J. (Eds.),
Handbook of Early Interventions for Autism Spectrum Disorders
(pp. 393-427). Springer. https://doi.org/10.1542/peds.2014-3667E

Wagner, D. (2016, June 27). Polyvagal theory in practice. Counseling
Today. https://ct.counseling.org/2016/06/polyvagal-theory-practice/

Wing, L., Leekam, S.R., Libby, S.J., Gould, J., & Larcombe, M. (2002).
The diagnostic interview for social and communication disorders:
Background, interrater reliability and clinical use. Journal of Child
Psychology and Psychiatry, 43, 307-325.
https://doi.org/10.1111/1469-7610.00023

World Health Organization. (2019). International statistical classification of
diseases and related health problems (11th ed.). https://icd.who.int/

120 ¢ JTSP Volume XIV


https://doi.org/10.19157/JTSP.issue.12.01.05
https://doi.org/10.1002/da.20766
https://doi.org/10.1016/S0272-4944(05)80184-7
https://doi.org/10.1542/peds.2014-3667E
https://ct.counseling.org/2016/06/polyvagal-theory-practice/
https://doi.org/10.1111/1469-7610.00023
https://icd.who.int/

