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Abstract

We report a case of mild remission of childhood-onset fluency disorder with paroxetine. The
patient is a 28-year-old male. His parents had been aware of his childhood-onset fluency
disorder since he could remember. He came to our clinic. Medication was started. He started
with paroxetine, which was effective. The patient's long-standing childhood-onset fluency
disorder became milder and went into remission. After 3 years of continued medication, he
stopped taking the drug. More than five years have passed since then, and the patient
continues to be in remission. Numerous publications in the U.S. and Europe suggest that
paroxetine is a drug that is effective in the treatment of childhood-onset fluency disorder.
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Introduction

Childhood-onset fluency disorder has long been considered an important disorder in Europe
and the United States, where research and treatment have been very active. In Japan, however,
it has long been considered a bad habit or an established bad habit.

The case is a 20-year-old male at the time of initial examination. When he was in the early
grades of elementary school, his parents were concerned and had him receive treatment from
a speech therapist, but it was ineffective and ended after one year. As described above, the
treatment of childhood-onset fluency disorder is difficult.

In Europe and the United States, drug therapy is the first choice.

Cases
Case) 28-year-old, male (right-handed)

Family history: none of note, no genetic predisposition.
Medical history: none of note.



Childhood-onset fluency disorder was noticed around age 4 or 5. He received treatment from
a speech therapist after entering elementary school, but it was ineffective and stopped after
one year.

His personality is serious, honest, and friendly. He is well-liked by others.

He has a medium build and medium height, and his school performance was not good. From
elementary school to high school, he was tormented because of his childhood-onset fluency
disorder. After graduating from high school, he got a job at a small auto repair shop in his
hometown (without going through vocational training school), where he was a distant relative
of his parents. (He did not go through vocational training school, but went straight to work.) For
10 years after he started working there, he had no problems at all in his work (he was not
"bullied" because it was a small repair shop).

At age 20, he came to our clinic after reading on the Internet that childhood-onset fluency
disorder can be treated with SSRIs (selective serotonin reuptake inhibitors). After taking this
dose for one month, some mild symptoms were observed, but the patient wanted a better drug
and switched to sertraline. However, the sertraline did not work at all, and there was a trend
toward worsening, so the medication was discontinued after one month and the patient was
switched to paroxetine. This worked (he said he became aware that it was working well after 3
or 4 days), and the disease continued to get milder, to the point where he could say that he was
in remission.

He continued to take 10 mg/day for about 3 years (it has now been about 5 years since the
medication was discontinued), fearing that it would be a substitute for sleeping pills and that he
would have a relapse. The fluency disorder has become so mild that the patient does not feel
any fluency disorder at all, and it can be said that the patient is in complete remission.

Considerations

Childhood-onset fluency disorder has long been studied and treated as a serious disease in
Europe and the United States, and drug therapy has been and continues to be widely used.

Most childhood-onset fluency disorders develop between the ages of 2 and 7 years, and
about 75% of childhood-onset fluency disorders that develop between the ages of 2 and 7 years
resolve spontaneously by puberty without any treatment. Childhood-onset fluency disorders
that occur between 2 and 7 years of age heal spontaneously by puberty without any treatment.
It is ubiquitous throughout the world without racial or regional differences, and affects about
1% of adults. It is more common in males, with a male-to-female ratio of 4:1 in most
literaturel).

Treatment of childhood-onset fluency disorder is often successful with a speech therapist if
the disease is mild in childhood, but as the patient gets older, the speech therapist's treatment
becomes less effective. It is no exaggeration to say that it does not work at all after middle
school.

Childhood-onset fluency disorder is highly heritable; if a parent has childhood-onset fluency
disorder, the probability of the child having childhood-onset fluency disorder is three times
higher than in the general populationl).



1) Recently, a number of cases have been found in families worldwide, and the gene loci
have been determined, but the opinion that it is a syndrome caused by a variety of factors
remains unshaken, as it often occurs after extremely severe head injury or cerebral infarctionl).

1) Nowadays, based on the opinion that the lesions are located in the basal ganglia,
neurosurgery is widely performed, especially in the U.S. 2).

2) In Japan, childhood-onset fluency disorder has long been considered a bad habit or an
established bad habit, but in Europe and the United States, childhood-onset fluency disorder
has long been considered an important disorder, and aggressive treatment, including
pharmacotherapy, has been actively pursued, with various findings.

There are many reports that SSRIs (selective serotonin reuptake inhibitors) aggravate
childhood-onset fluency disorder3-6) and improve it7-13), with many reports that paroxetine
improves childhood-onset fluency disorder10-13).

Many reports have shown that selective serotonin reuptake inhibitors such as paroxetine
improve childhood-onset fluency disorders.10-13) Thus, selective serotonin reuptake inhibitors
such as paroxetine are effective in many cases. The mechanism of action is speculated to
correct some functional abnormality in the basal ganglia, but this has not been clarified. The
effect is limited to the time the drug is taken and relapse occurs when the drug is discontinued.

There are no reports of paroxetine improving childhood-onset fluency disorder, except for a
double-blind, 10-patient study that demonstrated paroxetine improves childhood-onset fluency
disorder. This may be because the efficacy of paroxetine in childhood-onset fluency disorder
has been established.

Currently in Japan, many patients with childhood-onset fluency disorders of moderate
severity or higher are refusing to go to school or are withdrawn from school. For a long time,
school teachers have had no understanding of childhood-onset fluency disorder and have
forced patients with this disorder to read Japanese language books and other materials. If a
patient with a Childhood Onset Fluency Disorder has a moderate level of fluency, it is extremely
difficult for him or her to read a Japanese book.

Many patients with childhood onset fluency disorder find it far more painful to read Japanese
books in class than to be bullied by their classmates, and they refuse to go to school and
become shut-in.

They have never received a response to their letters to the school board.
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