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Outline
• Review the neuroscience of early emotional development
• Review updates on how ACES effect the brain
• Review the evaluation and treatment of the traumatized
child
• Case vignettes and discussion

The science of early childhood development
The Brain is not mature at birth
ØCritical windows imply timing is important
Ø Experiences during critical periods can result in irreversible changes
Ø Complex interplay of experiences and genes

ØBrain is changed by experiences
Ø “use it or loose it” – “hardwiring” of the brain, “pruning” unused circuits
Ø Experiences before age three impact adult capabilities

ØAdversity impacts brain development
ØPermanently alters brain structure and function
Institute of Medicine, 2000
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Neural Circuits are Wired in a
Bottom-Up Sequence
(700 synapses formed per second in the early years)
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Life Course Health Development
Critical Period of Brain Development
Birth – 2 years; critical window
for hardwiring the brain for
social-emotional development.

• Social-Emotional
development is based on
secure attachment and
becomes the foundation
for cognitive
development and sense
of self-identity.
• Attachment comes from
a nurturing relationship
with a caregiver that is
consistent and caring.

Skills beget skills
the “Serve and Return” Nature of
Human Interaction shapes the Brain
and Creates SKILL development

Skills build on what happened earlier

Life course of health development
Optimal
Outcome

Poor
Outcome

Lu and Halfon, 2003

Three types of ACES:
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Stress and Brain Development
FIGHT OR FLIGHT RESPONSE

•Hypothalamus

Cortisol
Epinephrine
Norepinephrine

•VS

•Danger

Elevated Heart Rate
Rapid breathing

RUN!!!

Prolonged elevation of Cortisol
Effects in Children
•
•
•
•

Higher resting heart rates
Suppressed immune system
Failure to thrive
Impaired brain development including reduced mass (Gunnar, 1998)
üRomanian Orphans: Brains resemble those of Alzheimer’s
patients. 20-30% smaller (Ounce of Prevention, 1996).

üToxic stress in children can lead to less outwardly visible yet
permanent changes in brain structure and function. (AAP, 2012)

www.lcsun-news.com

Emotional trauma causes
neuroinflammation, which is
linked to multiple biological
responses.

Falcone, Consultqd.clevelendclinic.org.

Nester, et al.
Neuroscientist, 2016

Early experiences can disrupt development
Earlier stabilization = better outcome
DNA methylation is much
more active within the
first 5 years of life
• Neurons have the greatest
epigenetic plasticity
• Connections made and lost

Price, et al., Genome Biol 2019;
Nelson et al., Neural Plasticity, 2019.

DNA methylation and adversity

Vaiserman and Koliada, Human Genomics, 2017.

Short telomere caps
have been linked to
aging, cellular
death, and disease

slideshare.net

ACES and telomere
length can predict
emerging behavior
problems
• Higher maternal ACES are
associated with shorter infant
telomere lengths and more
externalizing problems at 18
months
• Greater telomere attrition
interacted with maternal ACES
to predict externalizing
problems
•

Esteves et al., Am J Psychiatry 2020

• Telomere length at age 8 in child exposed to institutional care (BEIP) is associated
with depression and anxiety
• Role of inflammation and changes in oxidative stress
• Mediated by cortisol

• What is the role of therapies designed to reduce oxidative stress?
• Exercise, meditation, antioxidants

Wade et al. J Am Acad Adolesc Psychiatry 2020

Toxic stress changes the brain and alters
behavior, learning, and health

Center on the Developing Child, Harvard University

How child
maltreatment
can increase
risk for mood
disorders and
worsen
outcomes

• Inflammation
• Altered stress hormone
system (HPA axis)
• Genetics
• Subtypes of receptors in
the HPA axis, serotonin
transport
• Epigenetics
• Comorbid substance abuse

• Lippard and Nemeroff, Am J
Psychiatry, 2020

Lippard and Nemeroff, Am J Psychiatry, 2020

ACES synergistically multiply outcomes
• For females, sexual abuse is the most “potent” adversity
• For males, poverty is the most “potent” adversity and is synergistic in
predicting adult psychopathology
• Parental psychopathology multiplies effects of sexual abuse and
physical abuse

Putnam et al., J Trauma Stress, 2013

Children with
PTSD often
have multiple
adverse events

• 90% experienced at least one form of
interpersonal trauma
• 63% experienced at least one form of
family violence
• 58% experienced ongoing traumatic
stress (chronic stress)
• 54% had an impaired caregiver
• 37% had severe neglect
• 30% had been in foster care
NCTSN

Multicomplex trauma in children exposed to
parental substance abuse
• Children exposed to parental substance abuse have higher risk of all
ACES
• Parental absence and emotional unavailability
• Incarceration
• Multiple disrupted placements/failed attachment

• Lack of exposure to rewards or factors of resilience

KY DCBS 2018

Children in Reports with
Substantiated Finding and a
Foster Care/Ongoing Case
Disposition

Incident Results: Substance Abuse (Statewide)
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• 2,584 (56.1%) had substance abuse
identified as a directly contributing
factor.
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• 207 (4.5%) had substance abuse
identified as an indirectly
contributing factor.

1,000

• 676 (14.7%) had substance abuse
identified as a risk factor.

• Substance abuse was a case
characteristic *75.3% of the
time.
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Source(s): 272 SFY 2019
*Case characteristic means it was identified as a contributing factor OR a risk factor.
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Kids Count Data Center
• 56,251 reports to DCBS meeting criteria for child abuse/neglect in
Kentucky (2018)
• 24,066 child victims of substantiated abuse in Kentucky (2018)
• Confirmed victims of maltreatment by type (2017)
• Neglect 21,246 (95%)
• Physical abuse 1,529 (7%)
• Sexual abuse 849 (4%)

https://datacenter.kidscount.org

The presentation of the traumatized child
• Anger and disruptive behavior
• Symptoms of depression

• Sadness, suicidal ideation, self-harm

• Insomnia
• Symptoms of ADHD

• Impulsivity, hyperactivity
• Poor concentration/attention

• Problems with learning and education
• Substance use and risky behavior
• Legal issues

Obtain a history

The evaluation
of the
maltreated child

• What happened to you?
• Review CPS records, court records,
etc.
• What is status of living
arrangements?
Physical exam
Screening tools for trauma
• nctsn.org

Trauma-screening tools

Making a diagnosis of PTSD
• Threatened death, serious
injury or sexual violence
1. Direct experience
2. Witnessing in person
3. Learning event occurred
4. Experiencing repeated/extreme
details of event

• Re-experience/Intrusion
Symptoms
1.Memories (play)
2.Dreams
3.Flashbacks
4.Psychological distress after
exposure to cue
5.Physical distress after exposure
to cue

Making a diagnosis of PTSD
• Avoidance
1.Avoidance of memories, thoughts
or feelings
2.Avoidance of external reminders

• Negative alterations in cognition
and mood
1.Poor memory of event
2.Negative beliefs towards self/world
3.Self blame
4.Persistent negative emotional state
5.Loss of interest
6.Detachment
7.Lack of positive emotions

Making a diagnosis of PTSD
• altered arousal and reactivity
1.Irritable and angry
2.Reckless and self-destructive
behavior
3.Hypervigilance
4.Exaggerated startle
5.Poor concentration/attention
6.Sleep disturbances

• +/- Dissociation
1.Depersonalization
2.Derealization

Making a diagnosis of PTSD in children 6
years and younger
• Threatened death, serious injury or sexual violence
• Direct experience or witnessing in person

• Same intrusive criteria
• Play

• Either persistent avoidance or negative alterations in mood/cognition
• Detachment, withdrawal
• Less cognitive features

• Arousal
• No criterion for reckless behavior

Emotional dysregulation
after trauma
• A 12 year-old male argues with a
foster parent over not cleaning his
room. Voices are raised and tones
are harsh. He is grounded to his
room and the door is shut to his
room.
• A severe “meltdown” results
where the boy destroys much of
his room including some of his
electronics and he tries to
scratch his arms
• How do you explain this situation
and how do you respond?

Emotional
dysregulation
after trauma

• Is this a reminder of trauma?
• “fight or flight” brain pattern?
• Dissociative phenomena?
• What is the perceived threat?
• Is this an attachment issue?
• Or is this a symptom of OppositionalDefiant Disorder?
• Why would attempts at self-harm be
used?

Emotional dysregulation
after trauma
• He was born into a home with
parents who both were gone for
substantial periods of time through
age 2 (poor attachment)
• He experienced repeated episodes of
physical abuse and neglect (locked in
his room overnight without food)

Childhood maltreatment and interpersonal
distance and social touch preferences

• Severe maltreatment is associated
with a preference for larger interpersonal
distance and more discomfort with fast touch
with exaggerated responses
• Suggest hypersensivities similar to those
seen in autism-related tantrums
Maier et al., Am J Psychiatry, 2020

Psychosis,
mania, or
dissociation?

• H is a 15 y/o female who was in the waiting
room of her foster family’s PCP when she
saw a male who had sexually abused her
years ago.
• In the following days she attempted to AWOL
from school and has developed rapid pushed
speech insisting she is a “stripper” and calling
herself by “stage” names
• She has a long history of panic attacks and selfinjurious behavior (SIB)
• She is on psychostimulants for ADHD, naltrexone
for severe SIB, and quetiapine for DMDD
• She’s had 9 placements since 12/2017

• Is she psychotic?
• What therapies should
be offered for her?
• What supportive
services might help?
• What evaluations are
recommended?

Psychosis, mania, or
dissociation?

ADHD, substance abuse, or re-experiencing?
• V. is a 13 year old female with a history of AWOL and being found
with older males. She admits to having more than 10 adult sexual
partners. She has a history of huffing paint, smoking meth, cannabis,
and alcohol
• She reports she needs excitement to feel good
• Reports she likes hunting, 4-wheeling, shooting guns

• She admits to going days without sleep and feels that she is smarter
than everyone else

ADHD, substance abuse, or re-experiencing?
• What are the diagnostic possibilities?
• What additional information would you like to know?
• Has she been trafficked?
• What treatment modalities
and medications would you
recommend?

Child maltreatment and risky teenager
behavior
• Robust association between childhood maltreatment (non-sexual)
and:
•
•
•
•
•

Suicide attempts
STD
Drug use
Risky sexual behavior
Behavioral disorders (ADHD, ODD, conduct disorder)

Norman et al., PLoS Med, 2012
McLaughlin et al., Arch Gen Psychiatry, 2012

How to help
promote the
hard work of
recovery in
survivors of
child
maltreatment

• How does the history of maltreatment influence
rewards for abstinence?
• What natural reinforcers are available?
• Economic and educational
• Social relationships
• Exposure to meaningful activities
• Treatment of substance abuse
• Increased attention to incentives and
rewarding experiences

Children in KY have high rates of medication use

*

Source: Kentucky Medicaid Report

Source: Kentucky Medicaid Report
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Polypharmacy:
3.9% of CIFC were on ≥ 5 classes of medications during Q2 2019, which is a 9.3% decrease from Q2 2018 (4.3%)

450
400

Number of foster children in KY on ≥
4 classes of medications from 2012
through 2016

350
300
250
200
150
100
50
0
2012

2013

2014

2015

2016

N=405, or 3.61% of all children in foster care
Lohr, et al., 2018

Complete List of Medications indicated for
treatment of Pediatric PTSD

• No statistical difference between
sertraline and placebo in PTSD scores
with higher attrition (29.9% vs. 17.7%)
and adverse effects (7.5% vs. 3.2%)

Sertraline for
PTSD in
children and
adolescents

• (Robb et al., J Child Adolesc Psychopharmacol,
2010)

• Both placebo and sertraline groups
experienced similar benefits with TFCBT
• Minimal evidence for adding
sertraline to TF-CBT
• (Cohen et al., J Am Acad Adolesc Psychiatry,
2007)

First-line options for PTSD in adults
• Sertraline 50-200 mg/day
• FDA indication

• Paroxetine 20-50 mg/day
• FDA indication

• Venlafaxine XR 75-225 mg/day
• Fluoxetine 20-80 mg/day

Dynamed.com

Commonly used medications (off-label)
target problem symptoms
• SSRI
• Fluoxetine, sertraline, citalopram, escitalopram

• Alpha-agonists
• Clonidine, guanfacine

• Antipsychotic medications
• Risperidone, quetiapine, aripiprazole

• Antihistamines
• Hydroxyzine, diphenhydramine

Limited access to resources

AACAP

Efficacy for Youth with PTSD Symptoms
•
•
•
•
•
•
•
•
•

Trauma Focused CBT
Child Parent Psychotherapy
Prolonged Exposure (A)
TARGET
EMDR
CBT for PTSD
KIDNET
Cue-Centered Treatment
CFTSI (prevention)
• Keeshin and Strawn. Child and Adol Psych Clinics of NA 2014

Trauma-Focused Cognitive Behavioral Therapy
Prepare and
Cope
Exposure and
Process
Safety and
Stability
Cohen et al., 2006

Psychoeducation and parenting skills
Relaxation
Affective expression & modulation
Cognitive coping
Trauma narrative processing
In vivo mastery of trauma
Conjoint parent-child sessions
Enhancing safety and future development

Treatments for
young children
and parents

• Child-parent therapy
• Develops secure attachment and tunes
parents reactions to child’s symptoms
to be more growth related
• Rebuilds early foundations for
emotional regulation
• Parent-child interaction therapy (PCIT) for
children aged 2 to 7 years
• Increases positive parenting skills and
attachment relationship
• Decreases externalizing behaviors and
increases social skills of child
• Can reduce trauma-related symptoms
(Scheeringa et al., J Child Psychol Psychiatry, 2011)

PTSD can
disrupt sleep

Germaine, Sleep, 2009

• Disrupted REM, increased REM arousals,
increased nightmares
• Can cause or worsen metabolic
dyscontrol, leading to obesity, with
secondary obstructive sleep apnea (OSA)
• Inherent sleep problems causing vicious
cycle of secondary symptoms

Treating sleep
disturbances in
maltreated
children

•
•
•
•

Psychoeducation
Sleep hygiene
Evaluate for comorbid condition
Medications
• Melatonin
• Well studied in children, doses 1 to 10
mg
• Prazosin
• Effective in adults with PTSD
• Shown to improve sleep and reduce
nightmares in youth at 1-15 mg
• (Keeshin et al., Neurol Ther, 2017)

Exposure-based risk reduction through family
therapy for co-occurring substance use and PTSD
• RRFT vs. TAU delivered more substance-free days and avoidance and
hyperarousal PTSD symptoms
• Seven components from TF-CBT, multi-systemic therapy, sexual health
•
•
•
•
•
•
•

Psychoeducation and engagement
Family communication
Substance use problems
Coping
PTSD
healthy dating and sexual decision-making
Re-victimization risk reduction

Danielson et al., JAMA Psychiatry, 2020

Wait and see
• EMDR
• Uncontrolled trial support (Karadag et al., Int J Psychiatry Clin Pract 2019)
• Network meta-analysis: Effective but less than TF-CBT (Mavranezouli et al., J Child Psychol
Psychiatry 2020)

• CBD
• Case-study

• Alpha-agonists
• Open-label support for guanfacine xr (Connor et al., J Child Adolesc Psychopharmacol, 2013)

• Beta-blockers

Not everyone exposed to maltreatment
develops psychiatric illness. Why?

Building resilience
• Social support and secure attachments
• A caring adult and a secure home
• Education on the signs and symptoms of maltreatment
• Positive school environment

• Metacognitive beliefs
• Meaningfulness

• Wellness behaviors – exercise, meditation, music may mitigate effect?

The neural center of
resilience
• In volunteers exposed to stressful
images there are 3 patterns of
response
• Signal of potential threat
• Dynamic pattern of
increased then decreased
activation
• Flexible neural responses in
the ventral medial prefrontal
cortex (VmPFC)
• Higher levels of VmPFC flexibility
= more emotional and behavioral
control during stress
• Less binge drinking, anger
outburst
Sinha et al., PNAS, 2016

Resilience
• Positive Social Support (teacher, relative, neighbor)
• Music training
• Mindfulness training
• Meditation
• Yoga, Tai Chi
• Spiritual and religious practices
These conscious activities can directly modify circuit
activity by epigenetic modifications
Barriers: depression, anhedonia, poverty and lack of
caregiver support
(Write a prescription for this, is not soft science)

Exercise
1. Decreases depression
2. Improves memory and self esteem
3. Enhances brain plasticity and neurogenesis,
especially in hippocampus
4. Increases physical and emotional resilience
to future stress
DOD 2012

Case of T - History
• Pt has problems with temper, head-banging, and physical aggression. He
can be very impulsive with sexual acting out and running away.
• Most recent foster home initially reported better functioning although he
would tell his family to get the belt when his younger sister cried. He
developed increased physical aggression and property destruction at
school and at home.
• Pt has suffered physical and emotional neglect, physical abuse, and sexual
abuse from his biologic family. In one foster home, he suffered physical
abuse with cigarette burns on his legs. The patient has a history of sexually
acting out on a family dog and a sister in a foster home.
• Pt was hospitalized then placed in an RTF assessment program. He is
sleeping well but misses his sister and wants to return to his foster home.

Case of T
• Current therapies: IT, PCIT at PCC foster home
• Developmental History

• Unclear in utero history. Did not reach criteria for ASD. Milestones are on target.
• A regional child development center evaluated 7-2018 for severe Aggressive
episodes and meltdowns, ADOS = no autism, CELF P2 = poor sentence structure,
concepts, and recall. Average core language. Disruptive behavior disorder With
Aggression, ADHD, Intermittent explosive disorder, In utero drug and alcohol
exposure. PCIT recommended.

• Past Psychiatric History:

• History of sexual abuse by 12yo biologic sister, History of physical abuse during
infancy. Inpatient hospitalization 2019.
• IEP 4/2019 – ADHD, impulse control, resource classes; BASC T – average behavioral
problems, significant depression; parent VABS ABC 82, communication 83, DLS 81,
socialization 85; teacher VABC ABC 94, communication 69, DLS 113, socialization 105

Case of T
• Family History:
•
•
•
•

Father - antisocial, substance use disorder
Mother – full scale IQ 57, h/o MJ abuse, depression/anxiety.
Twins 13 A -IQ 42, B- IQ 70 with SAO
Parental rights terminated. Twins placed separately – both stable.

• Medical History:

• No medical history. 8/2018 Genesight – ultra-rapid 1A2, intermediate 2B6, 2C19;
poor 2D6; intermediate COMT
• Ht. 53 in, Wt. 49 lb.

• Current medications

• Methylphenidate ER 36 mg qam, methylphenidate 5 mg at 12 and 5pm; melatonin 5
mg qhs, oxcarbazepine 75 bid, risperidone 0.5 mg bid, mirtazapine 7.5 mg qhs,
clonidine 0.1 mg tid

Case of T
• Social History
• In DCBS custody for 4 years. Lives with sister (3) in foster home with foster
mother and her GM for 4 months. Previous foster home investigated for
forceful confinement (locked in room). He had been in previous foster home
for 3.5 years., probable cigarette burns on legs.
• Outgoing, imaginative. Expresses needs well. Caring child.
• Attends K with IEP – identified developmental needs. Will likely be moved to a
EBD classroom

Case of T
• Questions:
•
•
•
•
•
•

What are diagnostic thoughts?
What therapies do you suggest for this child to succeed in foster home?
What symptoms are most crucial to treat first?
Should we consider stopping certain medications? Which ones and why?
What referrals would you make for him?
How could we improve his educational functioning?

Case of R – History
• Pt has a history of SI and SIB with cuts to her arms, face, and stomach. She
reports symptoms of depression such as hopelessness, fatigue,
worthlessness. She recently has been experiencing AH and feels she is
being watched or followed. Significant anger is an issue.
• She has felt depressed since the age of 11 and feels like it has never gone
away and this leads to SIB.
• Pt is immature and has poor boundaries with sexual acting out to both
genders. Pt admits she has held hands with another person. She denies
ever forcing anyone into sexual behavior.
• Pt reports a history of physical abuse from her biologic father and
grandparents. Her grandfather sexually abused her. She reports
exaggerated startle effect from loud noises- she has been exposed to gun
violence, easily upset and irritable, flashbacks, nightmares.

Case of R
• Past Psychiatric History:

• Previous inpatient treatments.
• Past medications have included atomoxetine and bupropion. She has been diagnosed
and treated with ADHD medications in the past.

• Family History:

• mother- depression
• father- depression, "bad person“
• sister- anger, in foster home with no contact.

• Past medical history is unremarkable
• Current medications:

• Quetiapine 50 mg qam and 100 mg qhs, Trazodone 50 mg qhs, Prazosin 1 mg qhs,
Oxcarbazepine 300 mg bid, Hydroxyzine 25 mg q8 hrs prn

Case of R
• Social History:
• Pt was placed in custody of her grandparents due to suspected abuse by her
parents and adopted by them in 2013. She was abused until 2016 and placed
in custody of her aunt. Pt's sister was removed from her aunt's home when
the pt made an allegation. Pt was placed in DCBS custody in 2019.
• She is in l0th grade. Pt reports she is bisexual and she has some desire to be a
masculine type female. She has had sexual activity with 4 people
• h/o assault charges in 2019 to aunt's adoptive daughter but finished
probation in May 2019
• Pt has a history of attending school intoxicated from alcohol.

Case of R
• Mental Status Exam
• Pt is pleasant and insightful, she has good eye contact and is well-groomed.
She speaks in a thoughtful way and admits to continued SI and thoughts of
SIB. Mood is matter of fact but she has a range of expression.

Case of R
• Questions:
•
•
•
•
•
•

What are her diagnoses?
Describe her attachment and the stability of her identity?
How do you treat the severe angry, dissociative episodes?
Will placing her in a foster home help?
What medications should be considered for her?
What referrals would you make for her?

Conclusions
• “An ounce of prevention is worth a pound of cure”
• Efforts to promote healthy pregnancies and early mother-child interaction

• The brain and body are adversely effected by trauma
• Children suffering from trauma can present in many ways
• There is little evidence for medication treatment of childhood trauma
• Children suffering from trauma can be helped by evidence-based
therapy

Thank you!

R
15 y/o female
HPI: Pt has a history of SI and SIB with cuts to her arms, face, and stomach. She focuses on killing herself
and has run into traffic and overdosed. She reports symptoms of depression such as hopelessness,
fatigue, worthlessness. She recently has been experiencing auditory hallucinations and feels she is being
watched or followed.
She has a long history of SIB since 6th grade. She liked a previous group home, but she was discharged
due to SIB and threatening a peer. She has a long history of depression and anger that leads to SIB. She
has felt depressed since the age of 11 and feels like it has never gone away.
Pt is immature and has poor boundaries with sexual acting out to both genders. Significant anger is an
issue. Pt admits she has held hands with another person. She denies ever forcing anyone into sexual
behavior.
Pt reports a history of physical abuse from her biologic father and grandparents. Her grandfather sexually
abused her. It is hard for to talk about the abuse because her GF threatened to kill her. Pt reports she
was drugged to not remember.
Pt doesn't think her medications work and have made her more aggressive. She does feel she gets
distracted easily and she can’t learn easily. She reports exaggerated startle effect from loud noises- she
has been exposed to gun violence, easily upset and irritable, flashbacks, nightmares.
Her aunt and uncle are religious, but she doesn’t wish to continue in their faith. She doesn't think her
aunt ever realized her good points and blamed her. The pt never got along with her sister and pt made
up lies about her sister was going to kill her aunt.
Developmental History: unknown
Past Psychiatric History: Pt has a history of multiple inpatient hospitalizations. Past medications have
included atomoxetine and bupropion. She has been diagnosed and treated with other ADHD medications
in the past.
Family History: mother- depression; father - depression, "bad person", sister- anger, in foster home with
no contact.
Past Medical History: Pt reports she is bisexual, and she has some desire to be a masculine type female.
She has had sexual activity with 4 people.
Current Medications: Seroquel 50 mg qam and 100 mg qhs, Trazodone 50 mg qhs, Prazosin 1 mg qhs,
Trileptal 300 mg bid, Vistaril 25 mg q8 hrs prn, Claritin 10 mg qd
Social History: Pt was placed in custody of her grandparents due to suspected abuse by her parents and
adopted by them in 2013. She was abused until 2016 and placed in custody of her aunt. Pt was placed in
DCBS custody 4 months ago because she threatened to kill her aunt, substance abuse, and acting out and
now her plan is for adoption. She is in 10th grade student.
Legal: h/o assault charges last year to aunt's adoptive daughter but finished probation in May
2019.
Substance Use History: Pt has a history of attending school intoxicated from alcohol.

MSE: pleasant and insightful, speaks in a thoughtful way, admits to SI and SIB on an episodic basis,
questionable AH
Questions:
What are her diagnoses? What are her main problems?
Describe her attachment and the stability of her identity?
How do you treat the severe angry, dissociative episodes?
Will placing her in a foster home help?
What medications should be considered for her?
What referrals would you make for her?

Polypharmacy Case Conference Call
Patient
Age
HPI

T
6.4
Pt has problems with temper, head-banging, and physical aggression. He can be
very impulsive with sexual acting out and running away.
Pt has suffered physical and emotional neglect, physical abuse, and sexual abuse
from his biologic family. The patient has a history of sexually acting out on a family
dog and a sister in a foster home. In one foster home, he suffered physical abuse
with cigarette burns on his legs.
Most recent foster home initially reported better functioning although he would tell
his family to get the belt when his younger sister cried. He developed increased
physical aggression and property destruction at school and at home. PCIT was
started but didn’t match with foster mother who requested TF-CBT. Pt was
rehospitalized then placed in the HOI CATS assessment program. Psychological
testing is pending. He is sleeping well but misses his sister and wants to return to
his foster home.

Current
therapies
Developmental
History

IT, PCIT at PCC foster home
Unclear in utero history. Did not reach criteria for ASD. Developmental milestones
are on target.
First Steps 9/2016 – exp language 111, total language 105, Developmental delay in
SED, self-help
CCH DBID evaluated 7/2018 for severe Aggressive episodes and meltdowns, ADOS =
no autism, CELF P2 = poor sentence structure, concepts, and recall. Average core
language. Diagnosed with Disruptive behavior disorder With Aggression, ADHD,
Intermittent explosive disorder, In utero drug and alcohol exposure. PCIT was
recommended.
School IEP 4/2019 – ADHD, impulse control, resource classes; BASC T – average
behavioral problems, significant depression; parent VABS ABC 82, communication
83, DLS 81, socialization 85; teacher VABC ABC 94, communication 69, DLS 113,
socialization 105

Past Psych
History

History of sexual abuse by 12 yo biologic sister, History of physical abuse during
infancy
Inpatient hospitalization 2019

Past
medications
Family History

Guanfacine, oxcarbazepine, risperidone
Father - antisocial, substance use disorder
Mother – full scale IQ 57, h/o MJ abuse, depression/anxiety.
Twins 13 A -IQ 42, B- IQ 70 with SAO
Sister (3)
Parental rights terminated. Twins placed separately – both stable.

Medical
History
Current
Medications
Social History

Questions

No medical history.
8/2018 Genesight – ultra-rapid 1A2, intermediate 2B6, 2C19; poor 2D6;
intermediate COMT
53 in., 49 lb.
Methylphenidate ER 36 mg qam, methylphenidate 5 mg at 12 and 5pm; melatonin
5 mg qhs, oxcarbazepine 75 bid, risperidone 0.5 mg bid, mirtazapine 7.5 mg qhs,
clonidine 0.1 mg tid
Pt has been in DCBS custody for 4 years. He lives with sister (3) in foster home with
foster mother and her GM for 4 months. They are interested in adoption.
Previous foster home investigated for forceful confinement (locked in room). He
had been in previous foster home for 3.5 years., probable cigarette burns on legs
Florence ES in K with IEP – identified developmental needs. Will likely be moved to
an EBD classroom
He is described as outgoing, imaginative. He expresses needs well and is a caring
child.
1.
2.
3.
4.
5.
6.

What diagnoses do you think T has?
What therapies do you suggest for this child to succeed in foster home?
What symptoms are most in need to target?
Should we consider stopping certain medications? Which ones and why?
What referrals should me make for him?
How could we improve his educational functioning?

