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First Encounter Visit for Tics:
Basic Questions  for Brief Assessment



General Clinical Features of Tics

• Sudden, abrupt, repetitive non-
rhythmic movements and/or 
sounds 

• Often preceded by a “premonitory 
urge”

• Waxing/waning course

• Increased with stress, excitement, 
anxiety

• Decreased with intense 
absorption/focus

• Temporarily suppressible

• May occur or disappear during 
sleep

• Commonly mistaken for 
allergies, eye problems, seizures, 
“nervous habits”

• May co-occur with other 
abnormal repetitive movements 
and/or behaviors

• Common in childhood, may 
persist into adulthood

• May cause pain and discomfort



General Clinical Features of Tourette Disorder

• Multiple motor and ≥ 1 phonic tics

• Tics are present > 1 year

• Childhood onset of tic symptoms

• Population prevalence ~ 1%     
(Scharf JM, Miller LL, et al. Population prevalence of Tourette syndrome: a 

systematic review and meta-analysis. Mov Disord. 2015;30(2):221-8. PMID: 

25487709

• 3-4 times more common in males > 
females

• Extremely high rates of psychiatric 
co-occurring conditions 

(Hirschtritt ME, Lee PC et al. Lifetime prevalence, age of risk, and genetic 
relationships of comorbid psychiatric disorders in Tourette syndrome. JAMA 
Psychiatry. 2015 Apr 1; 72(4): 325-333. PMCID: PMC4446055)

• Complex genetic inheritance and 
environmental influences

• Associated with abnormal brain 
circuitry

• Many treatments, no cure

• Tics improve over time; 
psychiatric co-occurring 
conditions often persist

• Adverse impact on quality of life 
and psychosocial functioning         

(Eapen V, Cavanna AE, Robertson MM. Comorbidities, social impact and 
quality of life in Tourette syndrome. Front Psychiatry. 2016;7:97. PMCID: 
PMC4893483)   



Six Brief Assessment Questions for Tics

1. Tell me about the tics?

2. What is the impact of the tics?

3. Are there non-tic or behavioral problems? 

4. Is there a family history of tics?

5. Is there a family history of anxiety, OCD, 
depression, attention or learning difficulties?

6.  Tell me about your parenting skills? 



1. Tell me about the tics

Get an inventory of the tics

▪Simple motor – brief repetitive 
twitches, darting movements

▪Complex motor – repeated 
sequences or combinations of 
movements 

▪Simple phonic – abrupt noises  
or guttural sounds

▪Complex phonic – repeating 
words, phrases, combinations; 
contextually inappropriate

▪When did tics start?

▪What makes tics better or worse?

*Non-tic repetitive behaviors – stereotypies, nail biting, skin picking, hair pulling 



2. What is the impact of the tics? 

Assess impairment from the tics

When & where are tics disruptive?
▪Tics increase with worry, excitement, 
fatigue, attention from others.

▪Tics often worse before bedtime

▪Tics may be reduced during 
absorbing activities or suppressed for 
periods of time so tics may not be 
obvious in school yet very apparent at 
home

Are tics disruptive?
▪Attention problems:  Interrupt 
reading, thinking, talking walking 

▪Premonitory sensations are also 
distracting and disturbing

▪Tics are noticeable to others, may 
lead to self-consciousness in often 
already anxious children/adults

▪Tics may upset others and target 
child for teasing and bullying



3.  Are there non-tic or behavioral problems?

▪ Probe for co-morbidities such as anxiety, ADHD, oppositional 

behaviors, OCD symptoms, mood problems

ADHD • Hyperactivity – high confidence for ADHD
• Impulsivity – could be ADHD but might be tic related

Inattention • Cardinal symptom of ADHD but not only cause
• Tics and premonitory sensations are disruptive to attention
• Learning disabilities cause inattention
• Anxiety causes inattention and some motor restlessness

Anxiety • OCD - True obsession and compulsions – contamination fear etc.
• Separation anxiety – worry about something bad happening that would 

lead to separation from a caregiver (e.g. “home sickness”)
• Generalized anxiety – multiple worries – past, future, asking for 

reassurance (i.e. "worry warts”)
• Social anxiety – fear of humiliation or scrutiny (i.e. shy, self-conscious) 

Oppositional/ 
disruptive 
behaviors

• Children with tics can be difficult to manage due to other behavior and 
social problems.



4.  Is there a family history of tics?

Probe the family history for prognostic clues

Sporadic

A  percentage of tic cases are 
sporadic with no other identified 
affected family member

Positive family history

If other family members have tics,  
there is usually more confidence in 
the diagnosis: 

- If that person is doing well, that 
offers some prognostic reassurance

- If not doing well, then review/refer 
to professionals who can improve 
life of the young person/adult 

Pay attention fo family members who 
may not know or acknowledge tics

- Parents 

- Twin, other siblings



5.  Is there a family history of anxiety, OCD, 
depression, inattention or learning difficulties ?

Probe the family history for commonly associated conditions

ADHD:
• Common and often more impairing than tics
• Hyperactivity, impulsivity, and inattention can have multiple etiologies
• Positive family history should prompt ADHD screening at ages 3-4 years
• Positive family history often requires bolstering parenting skills

Anxiety Disorders:
• Occurs in response to routine activities, is unexpected, disproportionate,      

and may be stereotypical in presentation
• Can cause inattention, restlessness, irritability
• Age of onset is between 6-12 years so screening for anxiety in children with 
new onset tics is essential



Obsessive Compulsive Disorder (OCD) and sub-threshold 
symptoms
• Repetitive, unwanted thoughts, doubts, fears (obsessions)
• Repeated behaviors (compulsions) performed to alleviate
• Positive family history should prompt repeated screening starting in childhood
• Compulsions may be confused with complex tics or other repetitive behaviors

Depression:
• Persistently unhappy, unable to enjoy pleasurable experiences
• Positive family history should prompt depression screening in adolescence
• Think about in teens whose tics seem worse not better during mid to late teens.
• Suicide risk increased in TS

Substance abuse risk
• Common in later adolescence and young adulthood
• Self-medication for tics, anxiety, depression etc.

5.  Is there a family history of anxiety, OCD, 
depression, inattention or learning difficulties ?



6. Tell me about your parenting skills?

• Parenting a child with neuropsychiatric symptoms may be challenging!

•Parents of children with tics often feel guilty and uncertain how to approach 
their child with tics; this may lead to abandoning traditionally effective 
parenting strategies, lowered expectation for behavior control,  
accommodation of maladaptive behaviors, over-protectiveness and at times 
indulgence  

• Parents may inadvertently “reward” tic behavior by attending to the child 
during bouts of tics or by facilitating lower expectation for behavior 

•Emphasize creating a safe, secure and attentive environment that provides a 
sense of order and predictability for the family and rewards positive coping 
strategies and resilience in face of tics

•Don’t forget the non-affected siblings! 

Evaluate parenting skills and competencies



7. Education Basics
• Tics wax and wane and are worse with excitement or stress

• Tics appear during childhood, usually peak in severity during early teen years, and may 
persist into adulthood           

• Tics are not voluntary but can be managed

• Comorbid conditions are common, often most impairing, may contribute to tic severity

• Recognize comorbidities, repeat screenings at each visit, and address early

• Anxiety and attention problems often precede or co-occur when tics first present

• Disruptive behaviors can develop, are often misunderstood, and can wreak havoc

• Depression, alcohol and substance misuse problems can occur later in adolescence

• Consider home, school, work, and social environments

• Use behavioral treatments first

• Apply individual treatments for comorbidities

• When required, use medication treatments for comorbid conditions

• For very last, use medication treatments for tics

• Access to support and advocacy is key!


