
112 The Permanente Journal/Perm J 2016 Fall;20(4):15-238

CASE REPORTS

A General Pediatrics and Integrative Medicine Approach  
to Pervasive Refusal Syndrome: A Case Report
Tido von Schoen-Angerer, MD, MPH; Elisabeth Helmschmidt, Dr Med; René Madeleyn, Dr Med;  
Reinhard Kindt, Dr Med; Christoph Möller, Prof Dr Med; Gunver Sophia Kienle, Dr Med; Jan Vagedes, Dr Med, MA	 Perm J 2016 Fall;20(4):15-238

E-pub: 09/02/2016 	 http://dx.doi.org/10.7812/TPP/15-238

ABSTRACT
Introduction: Pervasive refusal syndrome (PRS) describes 

children with social withdrawal who become unable to walk, 
eat, or care for themselves. This case report examines whether 
an integrative medicine approach is useful for treating PRS.

Case Presentation: A seven-year-old girl with symptoms most 
consistent with PRS and depression was admitted to a pediatric 
ward in Germany that integrates conventional pediatric and 
psychosomatic care with anthroposophic medicine. She was 
integrated into the structured activities of the ward and received 
massages, movement therapy, and color light therapy. Her par-
ents were fully integrated into her care. After four weeks, she 
talked again, showed increased appetite, and supported herself 
when moved passively. She made a full recovery within four 
weeks after hospital discharge. 

Discussion: Integration of parents and an integrative medicine 
approach providing a variety of comforting sensory experiences 
was helpful for this patient with PRS. 

INTRODUCTION
Pervasive refusal syndrome (PRS) describes children with dra-

matic social withdrawal who refuse or are unable to walk, eat, 
or care for themselves, typically refusing any help.1 The etiology 
has been discussed as a sensitivity-stressor spectrum of traumatic 
experiences.2 A multidisciplinary, structured, inpatient psychiatric 
approach that provides persistent, realistic optimism and restricted 
parent visits has been recommended.3,4 There is documentation 
of one child being treated on a general pediatric ward with full 
integration of parents into her care5 and one child treated at 
home.6 Complementary and alternative medicine approaches 
seem to have a place in child psychiatry,7 but there are no reports 
detailing their use in PRS.

CASE PRESENTATION
Presenting Concerns

A seven-year-old white girl presented with unclear loss of 
energy and diffuse headaches. Her symptoms worsened during 
the next four weeks with the addition of loss of appetite. After 
a viral infection of the upper respiratory tract, she began to 

experience generalized weakness of the limbs, with increasing 
gait difficulties (Figure 1). 

In her medical history, the patient had colic in early infancy and 
Stage 1 Lyme borreliosis at age 5 years. Typical child development 
milestones were met. During preschool she had difficulties detach-
ing from her mother and complained about frequent abdominal 
pain. The family physician described her as an intelligent, almost 
overly alert, sensitive, and anxious child. Her weight fluctuated 
at or above the third percentile for age. She began primary school 
at age six full of enthusiasm and was well performing and well 
integrated. A few months into the first school year, she seemed 
increasingly exhausted, eagerly awaiting each weekend and not 
wanting to return to school after holidays. The girl lived with 
her parents and a younger brother. Both parents had been feeling 
overworked the previous year; the mother had been near burnout 
and taken time off work.

During a 6-week hospitalization for diagnostic work-up at a 
pediatric neurology center, the girl became wheelchair bound, 
refused to eat, and lost further weight, requiring feeding by na-
sogastric tube. Her speech became slow and poorly pronounced, 
and she whimpered and cried for hours every day. She was 
transferred to a child psychiatric ward, where she received diag-
noses of moderate depression, mixed dissociative disorder, and 
separation anxiety. Treatment with haloperidol was started. Her 
parents interrupted the hospitalization and medication after 16 
days because they did not agree with the restricted twice-weekly 
visits and a pharmaceutical treatment approach. She was then 
admitted to a general pediatric ward with an integrative medicine 
approach at the Filderklinik in Stuttgart, Germany, on referral 
from the family physician. 

At physical examination, the girl did not speak but appeared 
alert and smiled as a positive response to questions. Sitting 
in a wheelchair with her head hanging to the side, no active 
movements occurred. There was no spasticity, posturing, or 
negativism. Muscle tendon reflexes were present and symmetric. 
Babinski sign was absent. She whimpered even in response to 
light touch. Findings from examination of the heart, lungs, and 
abdomen were normal. The child’s body mass index was 11.4 
kg/m2 (below the third percentile). 
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Extensive diagnostic evaluations for infectious, metabolic, 
neoplastic, and endocrine causes of her neurologic symptoms 
were carried out during the initial neurologic hospitalization. All 
the following parameters were found to be normal: cerebrospi-
nal fluid analyzed for cells, chemistry panel, Borrelia burgdorferi 
serologic analysis, polymerase chain reaction for Herpes simplex 
and picornavirus; complete blood cell count; electrolytes; liver 
function tests; thyroid function tests; vitamin B12 levels; cortisol 
levels; screening tests for metabolic diseases; copper elimination 
tests for Wilson disease; and antibodies for gluten intolerance. In 
addition, magnetic resonance imaging of the head and spine and 
electroencephalography had normal results. Lively muscle tendon 
reflexes excluded Guillain-Barré syndrome. No intelligence test 
was performed.

The working diagnosis on arrival to our service was PRS because 
her withdrawal affected eating, mobilization, speech, and school at-
tendance and required hospitalization, and because she would react 
negatively to encouragement and praise.3,8 Crying and whimpering 
were atypical for PRS, and depression was considered as an addi-
tional diagnosis. Depression could not, however, explain the level of 
somatic impairment in the absence of depressive stupor, agitation, 
diurnal variation, or psychomotor retardation.2 Separation anxiety 
seemed present but could not explain the extent of the symptoms. 
Although she had illness gains in the form of paternal attention, 
her condition fit less with conversion disorder, which more typ-
ically affects one organ system at a time; additionally, neurologic 
inconsistencies that are diagnostic of conversion muscle weakness 
were missing.9 A psychotic disorder with predominantly negative 
symptoms was ruled out because she was always adequate in visual 
contact and her sense of reality was intact. Although mutism can 
be part of catatonia, she had none of the motor signs of this con-
dition.10 It should be noted, however, that some catatonia experts 
consider PRS a misnomer for catatonia.11 

Therapeutic Intervention and Treatment
The hospital setting was a pediatric ward that integrates conven-

tional care with anthroposophic medicine.12 The team included 
physicians, nurses, special educators, and therapists, offering spe-
cialized movement therapy,13 rhythmic massage,14 art therapies, 
and color light therapy.15 Specific nursing techniques included 
massages and compresses. Medications in low homeopathic di-
lutions were used in addition to conventional medications. Ele-
ments of Waldorf special education were integrated into the ward 
routines.16 A pediatrician experienced in child psychiatry and a 
senior pediatric neurologist were involved in this patient’s care.

The parents were told that, as a sensitive and anxious child, 
their daughter seemed to have “pulled back” because she had too 
quickly exhausted her energy with her alert and active approach 
toward an increasingly demanding environment. The therapy 
goal was recovery through comforting sensory and whole-body 
experiences, with initial acceptance of her regression. 

We allowed the mother to be present throughout the hospiliza-
tion to let the girl feel secure, accepting potential reinforcement of 
the mother-child attachment. An initial four-week stay was agreed 
to by the parents. All therapies would at least be tried; there was 
an understanding that a nasogastric tube would be placed if she 
lost further weight. 

The girl was integrated into joint meals with patients, parents, 
and staff; joint morning and evening gatherings of all children in 
a circle; and a daily play group for preschool children. She would 
sit in her wheelchair rather than play, but from her eye expressions 
she appeared increasingly engaged. She was spoon-fed, progressing 
gradually from pureed to solid food and eventually a regular diet. 
A special educator played to her on a harp and read her stories. 

The patient received daily gentle abdominal massages with mal-
low oil (Malva arborea), and rhythmic massage of the legs with 
ointment containing pallasites, a mineral. She had twice-weekly 

Figure 1. Timeline.
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oil-dispersion baths with gold-rose blossom oil and, toward the 
end, evening mustard footbaths.

In movement therapy (eurythmy therapy), movements were 
first shown by the therapist and connected to short stories. Later 
the therapist would move the girl’s arms and legs; during Week 4 
the patient began giving active support during arm movements. 

Color light therapy sessions involved sitting five to eight min-
utes in front of different metal-colored glasses (manganese-violet, 
iron-blue, red-gold, and cobalt-blue). 

Only one family therapy session took place with both parents.
Anthroposophic medications were administered as follows:

1.	Before admission and continued until hospital Day 9: Bryophyl-
lum 50% trituration, Bryophyllum argento cultum Rh D3 (D 
denotes decimal dilution, ie, D2 = 1:102, D3 = 1:103, etc), and 
Gentiana Magenglobuli D4.

2.	From hospital Day 9 onward: “Aufbaukalk 1, Weleda” (contain-
ing Apatit D5, Cucurbita pepo D2); “Aufbaukalk 2, Weleda” 
(containing Conchae, Quercus D3); and Levisticum D4.

3.	Started between hospital Days 12 and 21: Siderit D6; Argentum 
metallicum praeparatum D20; Apis D4/Levisticum D3; and 
Berberis D2/Quarz D19.
Apis/Levisticum and Berberis/Quarz were manufactured by 

Wala Heilmittel GmbH, Bad Boll, Germany; all other medica-
tions were manufactured by Weleda AG, Schwäbisch Gmünd, 
Germany.

Follow-up and Outcomes
During the course of 4 weeks, the girl began to talk again. Her 

appetite increased, although she gained only 900 g of weight 
(still below the third percentile). At the end of the hospitaliza-
tion, she gave support when moved passively and began moving 
while asleep. On discharge, she expressed a desire to not be seen 
in her wheelchair. After discharge, she gradually started walking 
and within a month made an almost full recovery (except for a 
stiff walk). A scheduled subsequent hospitalization was no lon-
ger needed. A year later, eating habits, weight, body movements, 
and strength were normal, and she was interacting actively with 
friends. She now attends a small class in a different school to 
provide a more socially protected learning environment; she has 
no academic difficulties. 

The parents read the final report and gave signed informed 
consent for its publication. The mother said of their daughter, 
“The worst thing was not having a diagnosis for a long time. 
At the Filderklinik she wanted to avoid being again fed by na-
sogastric tube and therefore decided to eat. This became her 
first step toward recovery. In the months preceding her illness, 
it seemed as if her ambitions were outpacing her energy; this 
exhausted her. Today she has fully recovered but is less in a 
hurry to achieve things.” 

DISCUSSION
PRS and depression appeared the most likely diagnoses in 

this sensitive, high-achieving girl. Within the spectrum of re-
sistance, withdrawal and regression were dominant rather than 
refusal.17 Recovery was exceptionally fast,18 probably helped 
by absence of severe trauma or family dysfunction, as well as 
the maintained level of cooperation with the patient, and the 
therapeutic approach. 

We think that the pleasurable atmosphere of a general pedi-
atric ward, body and sensory stimulation therapies, as well as a 
developed structure of group activities were the main “therapeu-
tic agent.”19 Full parental integration seemed important too. It 
is unclear whether enmeshed mother-child relationships in PRS 
are primary or secondary to the child becoming ill.3 Our concept 
worked similarly well for two additional children with PRS who 
presented to our clinic. 

Anthroposophic medicine is an integrative treatment system 
based on a holistic understanding of humans and nature that 
considers a close interconnection between body, mind, and spirit 
in its therapeutic approach.12,20 Anthroposophic medicine is in-
tegrated with conventional medicine in hospitals and medical 
practices and is most prevalent in central Europe.12 It is practiced 
by physicians, therapists, and nurses and is used across a range 
of medical specialties. A Health-Technology Assessment Report 
and a 2011 update identified 265 clinical studies on the efficacy 
and effectiveness of anthroposophic medicine.21-23

The integrative treatment approach with anthroposophic 
medicine seemed helpful in this case, but separating out how 
the specific therapies contributed to the overall progress is not 
feasible. Medications play a limited role in treatment of PRS. 
Because anthroposophic medications were used simultaneously 
with various other therapies, their benefit cannot be determined 
for this single case.

By describing therapeutic concept, setting, and all interven-
tions, a whole-systems research approach was taken.24 A limitation 
of this report is that no intelligence test was performed, because 
the girl’s intelligence was perceived as above average. Another 
limitation is that replication requires a multidisciplinary approach 
and a team with psychiatric experience that few general pediatric 
departments can offer. Other methods than those used here could 
be considered to provide comforting sensory stimulation, such as 
Snoezelen multisensory stimulation therapy.25 

CONCLUSION
An integrative medicine approach with various complementary 

therapies focused on comforting and sensory stimulation, were 
helpful in this case of PRS and depression. v
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… the pleasurable atmosphere of a general 
pediatric ward, body and sensory stimulation 

therapies, as well as a developed structure of group 
activities were the main “therapeutic agent.”
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Equal

When the disease is stronger than the patient, the physician will 
not be able to help at all. When the strength of the patient is greater 

than the strength of the disease, he does not need a physician at 
all. But when both are equal, then one needs a physician who will 

support the patient’s strength and help him against the disease.

— Abu Bakr Muhammad Ibn Zakariya al Razi, 854-925, Persian polymath, 
physician, alchemist, and philosopher
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