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Child maltreatment is a significant risk factor for severe
psychiatric outcomes in childhood and contributes to
problematic symptoms that direct parents, teachers, or other
invested parties to seek psychiatric intervention. With ongoing
workforce shortages, much of the pediatric psychiatric care
to this population is delivered by generalists. Child maltreat-
ment and trauma can critically alter a child’s development
trajectory, affecting potential success in school and other
important life pursuits. In addition, child maltreatment and
resultant traumatic stress can dramatically disrupt child and
adolescent development of healthy emotional regulation,
distress tolerance, and the ability to form effective inter-
personal relationships. Such disruption can lead to pre-
sentations within children and adolescents that mimic
other symptoms of psychopathology but that typically

respond poorly to traditional psychopharmacology. In-
effective treatment trials can lead to increased risk of
polypharmacy and inaccurate expectations for treatment
benefits. Such treatment efforts may impede addressing
important environmental contributors and delay indicated
therapeutic strategies. This article seeks to review child
maltreatment—including core features and prevalence,
overlap of child maltreatment with adverse childhood
experiences, developmental impacts of exposure and
resultant traumatic stress, guidance for appropriate as-
sessment, and evidence-based interventions—and provide
basic deprescribing guidelines to reduce polypharmacy
burden.
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Among adults treated by general and specialized psychia-
trists, many have a history of child maltreatment. In general,
these histories are remote and often not formulated as in-
tegral to the chief complaint, assessment, or treatment plan
(1, 2). Child maltreatment is similarly overrepresented
among children and adolescents evaluated for psychiatric
concerns, either by child psychiatrists or often by generalists
(3). However, unlike for adults, a history or disclosure of
maltreatment often has direct implications for the acute
safety, assessment, and treatment considerations for chil-
dren. Increased temporal proximity to the maltreatment and
increased vulnerability as a minor, dependent on familial or
state-appointed guardians, are key alterations in risk and
protective factors that a trauma-informed approach is
intended to address (4). In the following sections, we discuss
prevalence and system consideration, toxic versus traumatic
stress, the impact of adverse childhood experiences among
maltreated youths, and trauma-informed assessment and
treatment, including key psychosocial and pharmacological
considerations when caring for youths with a recent or re-
mote history of child maltreatment.

CHILD MALTREATMENT AND THE FOSTER CARE
SYSTEM

Child abuse and child neglect are the two primary forms of
child maltreatment. Child abuse, in which children are
harmed by the actions of caregivers, includes physical,

sexual, and emotional abuse. Child neglect occurs when
needs are not being met, resulting in harm or significant risk
for potential harm, such as educational neglect and medical
neglect. According to current estimates from the Centers for
Disease Control and Prevention, about one in seven children
in the United States, or approximately 10 million children,
will experience some form of child abuse or neglect in any
given year, with neglect being much more common than
abuse (5). American Indian/Alaska Native and African
American children experience the highest rates of mal-
treatment victimization (14.8 and 13.7 per 1,000 children,
respectively), yet how bias, racial disparities, and structural
racism affect the elevated rates remains unclear (5). In 2019,
over 1,800 children were known to have died because of
abuse and neglect in the United States. Despite this preva-
lence, the Administration for Children and Families indicate
that fewer than 3.5 million children were investigated by
child protective services (CPS) for concerns of abuse or
neglect by state child protection agencies in 2019, with fewer
than 700,000 children having at least one substantiated case
of abuse or neglect, or approximately 7% of all children likely
abused or neglected in 2019 (5).

Investigations for possible child abuse result in varied
service responses. Approximately one-third of children who
are evaluated but not substantiated as victims of child abuse
or neglect still receive some access to voluntary services and
may be diverted to state-run supportive and risk reduction
services for lower risk families (5). Approximately one in five
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children with substantiated abuse or neglect will be placed
in foster care at some point during the investigation or after
the case has been supported. Overall, foster care is often
mentioned as a regularly utilized process to ensure the safety
of children who are being harmed or at significant risk of
harm in their family environment. However, less than 6% of
children investigated and between 2% and 3% of all children
referred to CPS agencies for concerns of abuse or neglect are
placed into foster care during or after the investigation (5).

As there are an estimated 500,000 children in foster care
at any time in the United States, it is worth describing this
population in greater detail. Childrenmay be placed in foster
care because of maltreatment, child behavior challenges
that cannot be safely managed by the family, parental in-
carceration, and parental death. In general, the eventual
disposition for children in the foster care system will be
reunification with their biological family. However, nearly
half of all children in foster care will be adopted or will age
out of foster care after parental rights have been terminated,
often a lengthy process even in the presence of federal reg-
ulations requiring urgency when determining disposition in
foster care (6).

PSYCHOSOCIAL FRAMEWORK: DEVELOPING A
SHARED UNDERSTANDING OF CHILDHOOD
TRAUMA

The National Child Traumatic Stress Initiative, initially
founded by the Substance Abuse andMental Health Services
Administration (SAMHSA) in 2001 to develop the Na-
tional Child Traumatic Stress Network (NCTSN), is directly
associated with 2 decades of significant growth in the un-
derstanding of childhood trauma by mental health pro-
fessionals. This initiative has directed the development,
evaluation, and dissemination of evidence-based approaches
for the assessment and treatment of childhood trauma. Be-
fore the advent of the NCTSN, there was limited agreement
regarding salient principles and systematic teaching ap-
proaches for trainees and mental health providers about
childhood trauma.

The lack of consensus was challenging, as individuals
trained in newly developed trauma-focused treatments often
needed additional training in critical aspects of childhood
trauma. This conundrum resulted in trauma experts across
the country identifying independent clinical indicators of
childhood trauma and incorporating these pieces as part of
training in trauma-focused and trauma-informed therapeu-
tic models.

Recognizing the variation in content and messaging
around childhood trauma, the NCTSN brought together a
workgroup of trauma experts, generating the 12 Core Con-
cepts of Childhood Trauma (7) (Box 1). The NCTSN further
developed curricula for including childhood trauma within
clinical assessment, treatment planning, and delivery of
services. Today, thousands of mental health professionals,
including trainees and partners in child welfare agencies,

have opportunities to learn about the core concepts of
childhood trauma through web-based resources found on
https://www.NCTSN.org.

The 12 Core Concepts were developed by a multidisci-
plinary team of trauma experts. As such, these principles are
applicable to general childhood trauma experiences but are
also highly relevant for consideration specifically within
childhood maltreatment. The framework of these concepts
has been used to effectively guide the application of various
evidence-based and -informed trauma-focused services for
youths exposed to maltreatment.

BIOLOGICAL AND DEVELOPMENTAL DIFFERENCES
IN CHILDHOOD TRAUMA

Stress is a general term that describes both positive and
negative experiences that invoke a state of heightened
arousal, mediated by a predictable cascade of physiological
responses. This process prepares a “fight-or-flight” response
to a given situation through multiple systems, including the
hypothalamic-pituitary-adrenal (HPA) axis and the auto-
nomic nervous system (ANS). Signalingmolecules, including
hormones and neurotransmitters, are rapidly released,
which directly and indirectly increase cardiovascular out-
put, pulmonary function, sensory acuity, and mental alert-
ness (8). These responses are typically of short duration with
a natural return to physiologic baseline, but prolonged or
repeated stress exposures may lead to more chronic alter-
ations to stress response systems in youths (9).

The experience of chronic stress exposure with inade-
quate return to homeostasis is frequently referred to as
“toxic stress.” This term was repurposed from the biological
sciences within the past 2 decades as part of a goal to sim-
plify models of chronic psychological stress and highlight
potential impacts on childhood development, adult disease,
and the absence of mitigating measures in early life. A re-
sultant model of three stress types, “positive stress,” “toler-
able stress,” and “toxic stress,”was proposed to better share
this information with the public and policy makers (10).

This model is applicable to maltreatment-exposed youths,
for whom unaddressed toxic stress coupled with absent or
limited caregiver support may exacerbate stress and negative
developmental outcomes. Differential methylation of genes
that play a role in neurodevelopment, stress tolerance, and
HPA axis function may play a role in such outcomes. As an
example, there is an increasing consensus that methylation
changes affecting the glucocorticoid receptor, NR3C1, may
mediate dysregulated HPA axis function in childhood mal-
treatment (11). Although the toxic stress theory is appealing
from the standpoint of basic biology, an innumerable number
of environmental and innate sources can contribute to the
origin and response to toxic stress, making it less directly
helpful for directing specific treatment and prevention strat-
egies. Traumatic stress, a more narrowly defined construct
within toxic stress, arises from identifiable traumatic events
that lead to predictable physiologic changes and mental
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health outcomes, such as posttraumatic stress disorder
(PTSD). Trauma is defined as a “frightening, dangerous, or
violent event that poses a threat to a child’s life or bodily
integrity” (https://www.nctsn.org/what-is-child-trauma/
about-child-trauma).

The Adverse Child Experiences (ACEs) scale is a 10-item
list of adversities that includes, but is not limited to, mal-
treatment experiences (12, 13). Additionally, some ACEs may
or may not result in child maltreatment. For example, pa-
rental substance use disorder is considered an ACE, and
although substance use is a clear risk factor for child
maltreatment—and, in some states, perinatal exposure will
prompt an automatic CPS referral—federal legislation does
not dictate that either perinatal or postnatal exposure to
parental substance abuse, in and of itself, constitutes mal-
treatment without co-occurring harm in the form of abuse or
neglect (5). The ACEs scale is frequently utilized within
studies attempting to evaluate long-term outcomes to ad-
versity and trauma. However, it has distinct limitations, as is
it does not measure the magnitude, severity, chronicity,
or impact of identified events. The ACEs scale also does
not assess all potential sources of adversity; nor does it
define when an adversity becomes a trauma (https://
www.nctsn.org/sites/default/files/resources/special-resource/
beyond-the-ace-score-perspectives-from-the-nctsn-on-child-
tauma-and-adversity-screening-and-impact.pdf ). These
limitations are important when working with at-risk
youths, as the prevalence of any given event assessed by
the ACEs scale is generally quite high in the general
population, noted to be 61.6% for any ACE in a recent eval-
uation (14), and rates can vary considerably depending on the
population surveyed.

Despite these limitations, ACEs, and subsets of adverse
events focused specifically on child maltreatment, have been
used to identify numerous developmental and health out-
comes in recent studies. These outcomes result from the
understanding that ACEs, particularly when chronic and
unmitigated, are significant sources of toxic stress. Within
childhood and adolescence, recent reviews and evaluations
of ACE exposure have demonstrated correlation with the
development of conduct problems, attention difficulties,

anxiety and depression, suicide attempt, self-harm, sub-
stance use, and utilization of additional resources in school,
including increased incidence of repeating grades (15–21). In
addition, recent cohort-derived evidence of adults whowere
exposed to childhoodmaltreatment demonstrated persistent
difficulties, including greater reliance on government assis-
tance, ongoing challenges with internalizing and external-
izing disorders, increased likelihood to engage in criminal
activity, and generally diminished physical health compared
with that of their peers (16). Finally, it has been observed
that more serious pathology tends to arise with multiple
ACE exposures and frequently involves childhood mal-
treatment (22).

ADDRESSING TRAUMATIC STRESS

Over the past 20 years, there have been significant strides in
improving the medical and mental health response to chil-
dren who have experienced maltreatment-specific trauma.
The advent of a child abuse subspecialty in pediatrics in
2009 and the existence of specialty foster care clinics allow
for more trauma-focused and specialized care for maltreated
children. In addition, there has been a dramatic increase in
the development of trauma-specific treatments, shown
through rigorous evidence to decrease traumatic stress and
associated symptoms and functional impairment. Models
such as trauma-focused cognitive-behavioral therapy (TF-CBT,
discussed in greater detail later) have been disseminated
across the country. Finally, many trauma-informed mental
health providers can be identified through web-based
registries, and evidence-based trauma therapy techniques
are available through web-based resources (https://www.
nctsn.org).

However, as mental health care for children has become
more trauma informed, less effort has been placed on de-
veloping evidence-based approaches for systematic detec-
tion and response to traumatic stress in non–mental health
settings. Many tools used in mental health settings for the
detection of traumatic stress are too long to be used in busy
outpatient pediatric settings. However, algorithms and
workflows have been developed to efficiently identify and

BOX 1. Twelve core concepts of childhood trauma (7)

1. Traumatic experiences are inherently complex.
2. Trauma occurs within a broad context that includes

children’s personal characteristics, life experiences, and
current circumstances.

3. Traumatic events often generate secondary adversities,
life changes, and distressing reminders in children’s daily
lives.

4. Children can exhibit a wide range of reactions to trauma
and loss.

5. Danger and safety are core concerns in the lives of
traumatized children.

6. Traumatic experiences affect the family and broader
caregiving systems.

7. Protective and promotive factors can reduce the adverse
impact of trauma.

8. Trauma and posttrauma adversities can strongly influence
development.

9. Developmental neurobiology underlies children’s reactions
to traumatic experiences.

10. Culture is closely interwoven with traumatic experiences,
response, and recovery.

11. Challenges to the social contract, including legal and
ethical issues, affect trauma response and recovery.

12. Working with trauma-exposed children can evoke distress
in providers that makes it more difficult for them to provide
good care.

178 focus.psychiatryonline.org Focus Vol. 20, No. 2, Spring 2022

ASSESSING AND RESPONDING TO THE TRAUMA OF CHILD MALTREATMENT

https://www.nctsn.org/what-is-child-trauma/about-child-trauma
https://www.nctsn.org/what-is-child-trauma/about-child-trauma
https://www.nctsn.org/sites/default/files/resources/special-resource/beyond-the-ace-score-perspectives-from-the-nctsn-on-child-tauma-and-adversity-screening-and-impact.pdf
https://www.nctsn.org/sites/default/files/resources/special-resource/beyond-the-ace-score-perspectives-from-the-nctsn-on-child-tauma-and-adversity-screening-and-impact.pdf
https://www.nctsn.org/sites/default/files/resources/special-resource/beyond-the-ace-score-perspectives-from-the-nctsn-on-child-tauma-and-adversity-screening-and-impact.pdf
https://www.nctsn.org/sites/default/files/resources/special-resource/beyond-the-ace-score-perspectives-from-the-nctsn-on-child-tauma-and-adversity-screening-and-impact.pdf
https://www.nctsn.org
https://www.nctsn.org
http://focus.psychiatryonline.org


appropriately respond to children at risk for traumatic
stress. For example, the Intermountain Healthcare Care
Process Model for Pediatric Traumatic Stress was recently
developed with funding from SAMHSA and demonstrated
the feasibility and utility of a brief experience and symptom
report measure (23). Such approaches can lead to earlier and
more proactive detection of children who have experienced
trauma. Clinicians can then engage in shared decisions with
families when determining appropriate mental health re-
sponses based on objective measures of traumatic stress.
Improving the capacity for primary care clinicians to detect
and reliably respond to youths who experience maltreat-
ment and associated traumatic stress is a clear advocacy and
educational role that psychiatrists can support in their local
communities and within their health systems.

ASSESSMENT

Thorough assessment is critical for understanding the na-
ture, breadth, and impact of child maltreatment experiences
and other trauma exposures. There is clear evidence that
different forms of trauma result in similar outcomes (24, 25),
particularly as trauma-exposed children and adolescents are
frequently subjected to multiple traumas. The initial as-
sessment of maltreated youths begins with a thorough social
history, particularly including the current living environ-
ment, care providers, safety concerns, and ongoing child
welfare and legal status concerns. The assessment should
evaluate current and previous traumatic exposures with an
upfront discussion of expectations for privacy because of the
potential for identifying previously unreported legitimate
safety concerns, possibly necessitating an updated report
to child protection as part of state-mandated reporting re-
quirements. If possible and appropriate, current safety
concerns should be evaluated with the child or adolescent
alone in an open-ended fashion that is appropriate to the
patient’s level of development (26). All current or past ex-
posures should also be documented, with disclosures of
maltreatment being acknowledged and validated. Stan-
dardized tools for the assessment of childhoodmaltreatment
have been generated and are available through the NCTSN
(https://www.nctsn.org) and the Child Welfare Information
Gateway (https://www.childwelfare.gov).

Because maltreatment can present with a wide array of
symptoms, children can vary considerably in presentation
with a broad differential diagnosis. Differentials frequently
include behavioral disorders such as attention-deficit hy-
peractivity disorder (ADHD), oppositional defiant disorder,
disruptive mood dysregulation disorder, and conduct disor-
der; affective disorders such as major depressive disorder
and bipolar disorder; PTSD; and anxiety disorders. It is not
unusual to see prominent features of more than one disorder,
which should be an important clue that trauma or traumatic
stress may be driving the clinical presentation. It is also
important to consider the relative rarity of severe psychiatric
diagnoses arising in a young child, let alone multiple

comorbid significant diagnoses. For example, the mean age
of onset of bipolar I disorder was observed to be 24 years old
in one study, with less than 10% of patients having onset at
age 15 or younger (27) and, similarly, a mean age of 26 years
old at the onset of major depressive disorder, with less than
25% of patients being diagnosed by age 12 (28). Because of
syndromic overlap, general screening tools for other di-
agnoses may be misleading if not considered in the context
of a trauma-informed evaluation that objectively mea-
sures trauma exposures and traumatic stress symptoms.

If safety concerns are identified during evaluation, the
priority is working toward a safe and secure environment for
the child, as any treatment approach is much less likely to be
effective in the setting of ongoing safety risk (29). Brief in-
terventions can also be utilized at the time of assessment,
including psychoeducation for caregivers and patients on
how traumatic experiences can affect emotional regulation
and distress tolerance, and instruction in appropriate re-
laxation and mindfulness techniques such as breathing
exercises, meditation, guided imagery, and stretching and
yoga exercises (30). Following these basic interventions,
evidence-based, trauma-focused and -informed therapies
should be the mainstay of treatment.

Beyond these general considerations, there are unique
considerations for the mental health evaluation and treat-
ment of children in foster care. At least one-third of children
in foster care have been diagnosed or identified as experi-
encing severe emotional, behavioral, or developmental
problems (4). Youths in foster care also receive significantly
more psychiatric treatment, including the use of second-
generation antipsychotics, than their Medicaid-matched
peers (31). Laws regarding parental rights and medical de-
cision making vary from state to state for children in foster
care, and identifying the appropriate individual to discuss
treatment options and provide informed consent can be
quite challenging. Furthermore, many providers do not have
access to comprehensive and accurate past histories,
family history, or current collateral symptom reports for
the foster child, leaving much of the evaluation focused on
self-reported emotions and behaviors, making a complete
trauma-informed evaluation difficult or impossible (4).

Such limitations are problematic, because children in
foster care are routinely evaluated for significant external-
izing and aggressive and/or suicidal and self-harm behaviors
(32). In a sense, mental health clinicians may feel that
they are confronting some of the youths at highest risk but
that they have limited information to make informed and
evidence-based treatment recommendations compared with
those for children who are not in foster care. In response to
some of the systemic and chronic challenges in providing
appropriate mental health treatment to youths in foster care,
federal legislation mandates that state agencies afford chil-
dren in foster care routine mental health evaluations. Most
states have developed statewide oversight agencies regard-
ing the psychiatric treatment of youths in foster care (33). Of
note, the American Academy of Child and Adolescent
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Psychiatry and the American Academy of Pediatrics have
numerous resources for psychiatric treatment of children in
foster care. State child welfare agencies can provide infor-
mation regarding state-specific resources.

TREATMENT

Psychosocial Interventions
Trauma-focused therapies result in improved outcomes for
children with traumatic stress when compared with both
waitlist and active controls (34). Evidence-based, trauma-
focused therapies have several components that are similar
across interventions. These components include psycho-
education on how children and adolescents may continue to
be bothered by the traumatic event(s), including the core
components of PTSD, even when they are safe; the use of
coping skills or other techniques to empower the child or
adolescent to decrease symptoms when distressed or trau-
matic memories are triggered; the opportunity for either
gradual exposure and/or cognitive processing to decrease
the frequency and intensity of future trauma-associated re-
actions; and guidance around improved safety both during
and after therapy.

One of the most well-studied and widely available of the
evidence-based, trauma-focused treatments is TF-CBT (35).
Originally designed for treating survivors of sexual abuse,
TF-CBT has over 20 randomized controlled trials (RCTs)
demonstrating efficacy among populations who have expe-
rienced a wide variety of traumatic events (29). Further-
more, although individual in-person outpatient therapy is
the most studied and widely available form of TF-CBT, ad-
aptations have been developed for school, group, and virtual
settings. Furthermore, TF-CBT developers have created
approaches within TF-CBT to address unique populations
who have experienced loss as well as youths who identify as
LGBTQ1 (lesbian, gay, bisexual, transgender, and queer or
questioning, plus other identities). TF-CBT is a manualized
approach with significant interaction and involvement with
caregivers throughout treatment. TF-CBT can generally be
delivered over 16–24 weeks in the outpatient setting, with
complex trauma cases potentially requiring additional ses-
sions. In TF-CBT, the approach for exposure and cognitive
processing of the trauma is the trauma narrative, a devel-
opmentally sensitive method for allowing the child or ado-
lescent to write his or her own story, including the use of
dictation or drawings for children who are too young to
write. It is important to note that the trauma narrative in-
cludes key aspects of the child that are not limited to or
defined by the trauma itself, including chapters that are fu-
ture and growth focused.

Licensed mental health professionals, including but not
limited to psychiatrists, psychologists and social workers,
may be trained in TF-CBT. Training generally consists of
web-based modules, 2 or more full days of in-person or
virtual training, and 12 months of ongoing consultation calls.
Certification in TF-CBT is now also an option and can make

it easier to identify community providers who have received
training and worked to implement TF-CBT within their
practice at a high level of fidelity to the model.

Although TF-CBT is well equipped to address trauma-
associated symptoms in a diverse array of children and ad-
olescents, predominant externalizing or unsafe behaviors
may indicate the application of other treatment strategies.
For example, oppositional, hyperactive, or increased-
reactivity behaviors may arise in younger children,
whereas risk-taking, oppositional, suicidal, and nonsuicidal
self-injurious behavior may be present in teenagers. In
general, when the behaviors are not severe, TF-CBT may
adequately address the behaviors, improving the caregiver’s
capacity to manage the behaviors at home. However, in
treating children for whom these behaviors are the pre-
dominant and impairing feature, particularly where trauma
reminders or other distress trigger significant and poten-
tially unsafe episodes, alternative treatments, such as parent-
child interaction therapy (PCIT) and dialectical behavioral
therapy (DBT), may be considered.

PCIT is a well-disseminated, trauma-informed, evidence-
based approach to improve oppositional and other prob-
lematic externalizing behaviors among young children (36).
It is primarily studied among children 3–6 years old; the
therapist works with the parent to improve the parent’s
capacity to follow the child’s lead during play (child-directed
interaction) and improve the parent’s ability to give and follow
through with effective commands (parent-directed interac-
tion). Duringmost sessions, the therapist is on the other side of
a one-way mirror while the parent and child interact. As the
parentwears an earpiece, the therapist provides direct “bug-in-
ear” coaching and immediate feedback to the parent while the
parent and child interact. Not only have numerous studies
shown PCIT to be effective in improving externalizing be-
haviors, but positive studies that specifically includemaltreated
children have also shown both improved behaviors and de-
creased risk of recidivism in the child welfare system (37, 38).

DBT, adapted for adolescents from the initially derived
model for adults, is a trauma-informed therapy with evi-
dence for efficacy within externalizing and behavioral
symptoms within maltreated and otherwise trauma-exposed
individuals (39). DBT, which includes both individual
sessions and group sessions, has been demonstrated to be
effective in reducing unsafe behaviors in adults and ado-
lescents with risk-taking, self-injurious behaviors, and
PTSD. In the adolescent adaptation, group sessions often
include parent-adolescent dyads in which parents learn,
along with their adolescents, core DBT skills and are also
coached on how to help support their adolescents’ safety
and improve communication.

Pharmacologic Approaches
It is challenging to apply an evidence-based pharmacologic
approach to children with a history of maltreatment whose
main symptoms and functional challenges are related to
traumatic stress, even if theymeet full criteria for PTSD. The
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adult literature, primarily in depression, demonstrates that
adults with a history of childhood traumas, including mal-
treatment, do not respond to traditional antidepressant
treatment as well as adults without such a history (40, 41).
Within the child literature, most studies on common child-
hood mental health conditions such as anxiety, depression,
and ADHD rarely include details on the impact of mal-
treatment experiences on medication efficacy. From an ep-
idemiologic standpoint, the populations with the highest
(and likely least efficacious) pharmacotherapy burden in-
clude youths in foster care. Furthermore, there are limited
studies on the treatment of PTSD in children, with only two
RCTs of sertraline, both negative (42, 43). Therefore, it is
relatively common practice for providers, when aware of a
child or adolescent’s history of trauma-associated mal-
treatment, to acknowledge the trauma, as well as any
possible traumatic stress, and then move forward with
diagnosing a concurrent (and presumed to be unrelated)
comorbid psychiatric disorder amenable to pharmaco-
therapy, even when the observed symptoms might be
better explained by syndromic overlap with traumatic
stress rather than true comorbidity (4).

In the past several years, the American Academy of Pe-
diatrics and the American Academy of Child and Adolescent
Psychiatry have begun to advocate for a trauma-informed
approach to the pharmacologic treatment of children with a
history of child maltreatment. Recent clinical reports high-
light that a staged approach may be beneficial for children
with a history of child maltreatment–associated trauma and
current traumatic stress (4, 44). In the first phase of a staged
approach, recommendations include ensuring that the pa-
tient receives evidence-based trauma therapy. Additionally,
when sleep difficulties are present, a trauma-informed ap-
proach to sleep should be considered. This would include
trauma-informed psychoeducation with specific strategies
for identifying and addressing trauma reminders at night,
improved overall sleep hygiene and routine, and consider-
ation of a short-term trial of a medication (45). In children
with PTSD, clinical guidelines recommend trials of melato-
nin as well as adrenergic modulating agents such as prazosin
and clonidine (45).

In a second phase of treatment, with consistent and im-
proved sleep and an adequate number of sessions of
evidence-based trauma treatment, reevaluation of common
childhood disorders such as depression, anxiety, and ADHD
are more readily separated from traumatic stress or chronic
insomnia. However, for many youths with histories of child
maltreatment, even challenges that are identified as existing
before the index maltreatment are often related to previous
traumas or adversities that can only be uncovered with
careful questioning.

Regardless, it is helpful to remember that individuals with
a history of trauma are at increased risk of not responding to
pharmacologic medication, even when indicated by the
presence of a comorbid condition that is typically amenable
to treatment. In addition, these individuals are at increased

risk of adverse effects of medication and aremore likely to be
treated with complex pharmacotherapy (44). Therefore,
pharmacologic approaches that are conservative, intention-
ally limit complexity, and discontinue rather than augment
when initial approaches are unsuccessful are consistent with
trauma-informed practice. There is no evidence to strongly
support the use of second-generation antipsychotics, other
mood stabilizers, benzodiazepines, or the concurrent use of
multiple adrenergic modulating agents among maltreated
children whose impairment is primarily driven by traumatic
stress (44).

Deprescribing
As discussed earlier, the diversity and severity of symptoms
in maltreated youths may push care providers to trial
treatment strategies that lead to considerable polypharmacy.
A recent retrospective evaluation of 1,700 children on
Medicaid or in foster care in the State of Kentucky found
that 16%–34% had “high-level psychotropic polypharmacy,”
defined as taking at least four psychotropic medications for a
duration of at least 30 days (46). This study also found that
92%–99% of children with high-level polypharmacy were
diagnosed with “disruptive behavior disorders,” among
other comorbid diagnoses. This diagnostic category was
composed of ADHD, oppositional defiant disorder, and
conduct disorder diagnoses—which have each been asso-
ciated, or hypothesized to be misdiagnosed for, traumatic
stress (47–49)—and was associated with a longer duration
of polypharmacy treatment (46). Although these data
represent only a single state’s situation, it is not a singular
experience, with general patterns being appreciated of
elevated prescribing within groups known to have been
exposed to childhood maltreatment or who are at high
risk for traumatic stress (4).

Such prescribing practices have been increasingly dis-
cussed in the literature, with a desire to better understand
the underlying pressures directing these practices and the
development of strategies to effectively and safely depres-
cribe, when possible. A recent evaluation of physician per-
spectives (50), direction from a 2009 guideline published by
the American Academy of Child and Adolescent Psychiatry
(51), and other recent evaluations of problematic prescribing
practices (4, 52) provide important insights and direction on
implementing an effective deprescribing strategy. In evalu-
ating these guidelines, it is important to focus on the needs of
each individual and understand that the goal is not, neces-
sarily, to discontinue all medications but to thoughtfully
prioritize and reduce dosing or discontinue medications of
limited efficacy or particularly high risk to the patient. It is
also critical to consider the context of the currently pre-
scribed regimen, barriers to access of alternative treatment
strategies, and the perspective of the patient along with all
other invested parties. For a summary of existing guidelines
and these other considerations, see Box 2.

For children and adolescents who have experienced
maltreatment and other co-occurring traumas, each patient
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and social situation is unique andmust be factored into plans
for deprescribing. In addition, careful consideration must be
given regarding when to refer to a child and adolescent
psychiatrist, particularly when treatment regimens or re-
quests from stakeholders fall outside the bounds of safe
practice for the given provider. Unfortunately, access to
child and adolescent psychiatry providers is extremely lim-
ited in many areas and is not always a feasible option, re-
quiring careful consideration of appropriate practices.

CONCLUSIONS

Child psychiatry resources are limited, and as a result, much
of the psychiatric care for children and adolescents is
delivered by pediatricians and general psychiatrists.
Maltreated youths, with or without ongoing child welfare
system involvement, often have significant psychiatric needs
and limited access to child-specific psychiatric services. For
the foreseeable future, as much of the psychiatric care for
maltreated youths will continue to be delivered by generalists,
understanding and applying the principles of childhood
trauma and advocating for evidence-based trauma treatments
and other trauma-informed approaches will be critical for all
who share in the psychiatric care of maltreated youths.
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