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Internet addiction (IA) is the lack of ability to control Internet 
use and involvement leading to progressive loss of control. With 
negative social effects, Internet addicts use the Web as a social and 
communication tool, once they experience higher levels of pleasure 
and satisfaction when online than in real life1.

We report the case of F., 15, from Sao Paulo, an only child who had 
been confined at home for 2 years for being online (average, 12-18 
hrs/day, maximum, 38 hrs uninterruptedly). In addition to excessively 
worrying about the Internet (Criterion #1), he also showed a constant 
need for increasing online time (Criterion #2) and eventually lost 
control over use (Criterion # 3). With his parents split, he stopped 
going to school for 2 years (Criterion #6) and would not leave his 
room, where he got online. The Internet gave him relief by providing 
an escape from his life problems (Criterion #8). Irritated when his 
mother unplugged the computer (Criterion # 4), he physically attacked 
her three times. In the past, showing depression, he was hospitalized 
due to his aggressiveness after oral administration of fluoxetine. 

Internet addiction: a case report
Dependência de internet: um relato de caso

Brought in for refusing treatment, he showed dysphoric mood, 
grandiose ideation, logorrhea, compromised pragmatism, and no 
critical sense about his condition. 

By applying CY-BOCS, concerns about contamination, excessive 
hand washing, ritualized toilet, nose-cleaning compulsion, and 
clothing checking (consuming 2 hours a day) were revealed, 
although there was no critical sense about them. 

 During hospitalization, bipolar disorder (BD), attention-deficit/
hyperactivity disorder (ADHD) with predominance of inattentiveness, 
obsessive-compulsive symptoms, simple phobia, and impulse 
control disorder, NOS (IA) were hypothesized. He had previous 
family history of alcohol and drug abuse, BD, and depression.

F. was discharged after 14 days, showing mood stabilization 
with divalproate sodium 750 mg/day and partial critical sense 
about his problem. Outpatient treatment was indicated. We cannot 
report the progression of Internet use-related behavior following 
hospitalization because the patient dropped out treatment.

Many adolescents are difficult to treat and highly resistant to 
treatment, once the Internet is disseminated in this age group as 
a habit incorporated to school life and social relationships (e.g., 
Orkut). The Web has become an anonymity and comfort zone, 
where the delay in communication favors the creation of better 
forms of self-expression, such as the possibility of creating new 
personal characteristics. Thus, for individuals having social anxiety 
or low self-esteem the perspective of manipulating reality turns the 
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Dear Editor,
The presence of parasomnias in the pediatric clinical practice is 

quite common and requires attention and knowledge of the general 
pediatrician and the clinical psychiatrist. An important point of the 
treatment is the education and reassurance of the parents, whose 
objective is to explain that such conditions are generally benign, 
with no significant complications and of limited course1.

With regard to the importance of these conditions, we have read 
Guzman and Wang’s2 letter with utmost pleasure, since it was 
published in a psychiatry journal allowing psychiatrists to be more 
alert about sleep disorders.

However, we noted some points that remained unclear and we 
think that it is important to clarify them, to better inform and teach 
clinical psychiatrists who will be faced with these disorders in their 
offices.

First of all, we reinforce that the presence of a psychopathology 
is rare in children with sleep terrors; it is often a benign and time-
limited condition.

Comments on “Sleep terror  
disorder: a case report”
Comentários sobre “Terror noturno: relato 
de caso”

More recent data than that referenced in the letter have clarified 
the question about the real prevalence of sleep terror in children. 
The estimation of the prevalence is difficult, because it may be 
hard for parents to establish a difference between sleep terrors 
and somnambulism in questionnaires, once questions ask about 
retrospective symptoms and refer to both parasomnias in the same 
question. Taking that into account, numbers vary from 1.3% to 
27%3 or even 0 to 40%4.

It is not clear if the statement “As a result, these disorders are 
more common in children who have more delta sleep” means that 
children have more delta sleep, which is true, or if those children 
with more delta sleep would develop more common episodes of 
parasomnia. Indeed, recently published data show that children 
with parasomnia may have low delta power in the first sleep 
cycle and slow decline of delta power in successive sleep cycles, 
suggesting a chronic inability to sustain slow-wave sleep5, but  
no data affirm that the increase of delta sleep per se would be a 
risk factor.

The treatment orientation indeed does not include age as a factor 
when initiating medication; this decision is taken merely based on 
the severity of the disorder. Of note, sometimes it is difficult for 
parents to accept giving their little children controlled medication 
(as benzodiazepines) although they have been prescribed by their 
doctor, however this does not lead to serious consequences1.

In order to prevent psychiatrists from giving selective serotonin 
reuptake inhibitors to their cases of sleep terror, we must 
emphasize that the first choice of pharmacological treatment is a 
benzodiazepine or a tricyclic antidepressant. The time of treatment 
must be at least 3 months and if a good response is achieved, 
treatment should not last for more than 6 months. We have 
had excellent outcomes in our outpatient clinic ambulatory with  
the use of clonazepam, 1 to 5 drops (0.125 mg to 0.625 mg)  
at bedtime.

João Guilherme Fiorani Borgio
Department of Psychiatry, Universidade Federal de São  

Paulo (Unifesp), São Paulo (SP), Brazil

Márcia Pradella-Hallinan
Department of Psychobiology, Universidade Federal de São 

Paulo (Unifesp), São Paulo (SP), Brazil

cyberspace into a new window to the world, offering comfort and 
relief. Those showing distractibility or accelerated thinking, in turn, 
may find encouragement in the Internet that allows them to focus 
their attention more accordingly to the speed of their ideas.1

Several studies indicate an association of IA with other psychiatric 
disorders that, when present as comorbidities, predisposes, 
aggravates, or facilitates excessive Internet use, thereby hampering 
the identification and approach of the problem. The failure in 
recognizing it may negatively affect prognosis.2-4

This patient’s history shows the disorder had been long standing, 
although it was never correctly diagnosed, which led to major social 
impacts for not receiving appropriate treatment. 

Andréas Stravogiannis, Cristiano Nabuco de Abreu
Ambulatório Integrado dos Transtornos do Impulso (AMITI), 

Institute of Psychiatry, School of Medicine, Universidade de São 
Paulo (USP), São Paulo (SP), Brazil
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