
Epidemiology and Psychiatric
Sciences

cambridge.org/eps

Editorial

Cite this article: Barnett ER, Concepcion
Zayas MT (2019). High-risk psychotropic
medications for US children with trauma
sequelae. Epidemiology and Psychiatric
Sciences 28, 360–364. https://doi.org/10.1017/
S2045796018000616

Received: 14 September 2018
Accepted: 28 September 2018
First published online: 5 November 2018

Key words:
Child psychiatry; evidence-based psychiatry;
psychotropic drugs; trauma

Author for correspondence:
Erin R. Barnett,
E-mail: Erin.R.Barnett@dartmouth.edu

© Cambridge University Press 2018

High-risk psychotropic medications for
US children with trauma sequelae

E. R. Barnett1 and M. T. Concepcion Zayas2

1Psychiatry, Dartmouth Institute for Health Policy and Clinical Practice, Dartmouth Trauma Interventions Research
Center, Geisel School of Medicine at Dartmouth, Hanover, USA and 2Psychiatry, Geisel School of Medicine at
Dartmouth, Child, Adolescent, & Adult Psychiatrist, West Central Behavioral Health, Hanover, USA

Abstract

Children exposed to trauma are predisposed to develop a number of mental health syndromes.
They are prone to under-treatment with effective psychosocial interventions and over-treat-
ment with high-risk psychotropic medications, especially polypharmacy and the use of anti-
psychotics for unapproved conditions. We review the evidence for psychosocial and
pharmacological treatments for mental health problems associated with high exposure to
childhood trauma – identifying those in foster care as an index group – and the frequency
of high-risk pharmacological practices. We describe current efforts to reduce over-treatment
of children with high-risk psychotropic medications and propose further recommendations to
protect and provide effective care for these vulnerable children.

Introduction

In this essay, we examine the mental health interventions provided to US children who have
experienced trauma and developed psychiatric sequelae. We highlight one highly vulnerable
group, children in foster care. Children with trauma histories have high rates of mental health
problems, but they rarely receive recommended, evidence-based, psychosocial treatments and
too often receive high-risk, unapproved, pharmaceutical treatments, such as antipsychotic
medications and polypharmacy.

Childhood trauma and its resulting psychiatric morbidity are common in the USA.
One-quarter to one-half of children and youth under the age of 18 years (hereafter referred
to as children) experience at least one traumatic event during childhood (Finkelhor et al.,
2011; Adams et al., 2013; Kilpatrick et al., 2013). Childhood trauma refers to extremely stress-
ful events such as physical or sexual abuse, or witnessing violence. Children who experience
trauma tend to show developmental, social, and educational difficulties that extend into adult-
hood (Felitti et al., 1998; De Bellis and Zisk, 2014; Kerker et al., 2015). The US child protection
system substantiates approximately 700 000 unique child victims of abuse or neglect each year
(US Department of Health and Human Services and Administration for Children and Families
Children’s Bureau, 2017). When a case is substantiated and the child is placed in foster care, he
or she not only bears the abuse and neglect that led to placement but also the trauma of
removal from family, and is predisposed to mental health and behavioural problems.

Researchers estimate that roughly half of children in foster care have at least one mental
health diagnosis (Burns et al., 2004; Landsverk et al., 2006). Those in foster care commonly
have diagnoses of adjustment disorder or post-traumatic stress disorder (PTSD) (1–21%
prevalence), attention-deficit/hyperactivity disorder (ADHD) (10–21%), oppositional defiant
or conduct disorder (2–18%), attachment disorders (4–17%), depression (5–15%), anxiety
(3–12%), developmental disorders (10%) and substance use disorders (5%) (dosReis et al.,
2001; Zeanah et al., 2004; Oswald et al., 2010). Rates of attachment disorders are much higher
(40%) in samples of very young children in foster care (Zeanah et al., 2004), as are rates of
substance use disorders (15%) in samples of older adolescents in foster care (Narendorf and
McMillen, 2010).

Treatments for disorders common in traumatised children

Several psychosocial treatments for childhood disorders related to trauma are effective
(evidence-based according to research). The American Academy of Child and Adolescent
Psychiatry recommends specific evidence-based psychosocial interventions (e.g. trauma-
focused psychotherapy) as first-line treatment for nearly every childhood mental health
disorder (Lee et al., 2015). These recommendations reflect robust research on psychosocial
interventions for specific mental health disorders. For example, 41 randomised controlled
trials have examined the efficacy of trauma- or attachment-focused psychotherapies for chil-
dren with PTSD, showing large and medium effect sizes compared with wait-list and active
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treatment controls, respectively (Morina et al., 2016). Evidence-
based psychosocial treatments for behavioural disorders and
ADHD (Eyberg et al., 2008; Fabiano et al., 2009), depression
(Hetrick et al., 2016) and anxiety (Wang et al., 2017) similarly
demonstrate efficacy. Further, some evidence-based psychothera-
pies for children exposed to trauma have positive effects on
comorbid symptoms, including depression, anxiety and disruptive
behaviours (Cohen et al., 2018)

Psychotropic medications that are often used for disorders
common in children exposed to trauma have also been studied
extensively, but the findings and recommendations are more nega-
tive and cautious (McLaren et al., 2018). No psychotropic medica-
tions have demonstrated efficacy and received US Food and Drug
Administration approval for childhood PTSD, attachment disor-
ders or disruptive behaviour disorders (e.g. oppositional defiant
disorder, conduct disorder), with the single exception of ADHD.
Psychotropic medications are efficacious for childhood ADHD
and anxiety, but psychotropic medications are recommended
only after psychosocial treatment has failed or in combination
with psychosocial treatment, with the exception of ADHD in
older children (Chan et al., 2016; Wang et al., 2017). The evidence
for efficacy of psychotropic medications for childhood depression
is mixed and highly controversial (Cox et al., 2014).

A major caveat concerns serious side effects of antipsychotics,
antidepressants, anxiolytic medications, stimulants and mood-
stabilising medications in children. Different medicines can have
major negative impacts on metabolism, weight gain, growth, cogni-
tive function and neurological function – especially when used in
combination with other medications and over long periods of
time. Nearly all studies have examined the safety and efficacy of a
single medication for children with a single diagnosis. Guidelines
also address single diagnoses. In real-world practice, however, men-
tal health comorbidities are the norm, not the exception, among
traumatised children (Finkelhor et al., 2011); and multiple medica-
tions (polypharmacy) are often used for comorbid diagnoses and
symptoms. Few studies have examined the safety and efficacy of
two or more psychotropic medications used concurrently in chil-
dren. What is known, however, is that each additional medication
increases the risks for adverse drug interactions and additional
side effects, such as weight gain (Jureidini et al., 2013).

Antipsychotic medications present significant risks for chil-
dren when not monitored appropriately. The common side effects
include somnolence and sedation, weight gain, metabolic syn-
drome, hyperprolactinemia and accompanying galactorrhoea
and gynaecomastia, irregular menses, potentially irreversible
neurological effects and direct cardiovascular effects (Zuddas
et al., 2011; Cohen et al., 2012). Across trials, numbers needed
to harm begin at one or two for somnolence and sedation, weight
gain and neurological effects (Zuddas et al., 2011). Receiving an
antipsychotic medication doubles or triples the risk of obesity
among those in foster care; receiving two or more antipsychotics
increases the risk of obesity five-fold (Allaire et al., 2016). The
effects on academic and social functioning, as well as the long-
term effects (e.g. neuro-cognitive) on development, are unknown.
Further, children receiving antipsychotics should receive regular
monitoring, including blood tests, but monitoring is remarkably
poor (Delate et al., 2014; McLaren et al., 2017).

Over-treatment with psychotropic medications

Mitigating the health problems stemming from childhood trauma
should be a top priority for public health (Lowe et al., 2015), but

US children with mental health needs related to trauma tend to
receive inappropriate or no mental health services (Burns et al.,
2004; Romanelli et al., 2009). The treatments they do receive
have limited evidence. Our index group, children in foster care,
are more likely to receive a psychotherapy that is not evidence-
based than one that is (Landsverk et al., 2006). Further, children
with disorders related to trauma often receive inappropriate mental
health treatment with high-risk pharmacological practices that are
not supported by the evidence and have strong potential to cause
harm (Zito et al., 2008; Kutz, 2011; Vanderwerker et al., 2014).

The most concerning practices are the use of two or more
psychotropic medications concurrently (polypharmacy) and the
use of antipsychotic medications for non-approved conditions
(only psychosis, bipolar disorder, aggression with autism and
Tourette’s disorder are approved by the Food and Drug
Administration for use in children). Among the many children
in foster care receiving at least one psychotropic medication
(Raghavan and McMillen, 2008; Leslie et al., 2010; Kutz, 2011),
41% receive three different classes of medications and 16% receive
four or more (Zito et al., 2008). The use of antipsychotic medica-
tions is also common among children in foster care (Zito et al.,
2008). In one study, nearly one-third of children in foster care
who received any antipsychotic received two or more concomi-
tantly (dosReis et al., 2011).

In sum, concerns about over-treatment of children with trauma
sequelae are several. First, contrary to recommendations, many of
these children receive medications before they receive psychosocial
treatments or without receiving effective psychosocial treatments
concurrently. Second, many of the medications they receive have
neither research support nor Food and Drug Administration
approval for the specific conditions for which they are used.
Third, medications that are approved are often used over months
and years, not for the brief time periods for which they have been
tested. Fourth, medications are often used in combinations (poly-
pharmacy) that have not been tested for efficacy or safety. Fifth,
many psychotropic medications, including antipsychotics, antide-
pressants, mood stabilisers and antianxiety medications, have ser-
ious side effects, which are often not monitored.

What has been done?

Concerns about over-treatment with psychotropic medications of
US children in foster care have led to federal legislation mandating
that state foster care systems and their Medicaid (health insurance)
partners create policies to promote oversight of prescribing to
children (US Department of Health and Human Services
Administration for Children Youth and Families Children’s
Bureau, 2012). Some states have successfully implemented over-
sight programmes, both within their general Medicaid programme
and specifically focused on children in foster care. These pro-
grammes include increased education and training for families
and clinicians, audit and feedback processes for clinicians, expert
consultation systems for clinicians and prior authorisations or
second opinions for certain medications (Mackie et al., 2017).

For the general child Medicaid population, several strategies
have been successful. An education, audit and feedback initiative
targeting high-prescribing clinicians demonstrated significant
decreases in the use of multiple antipsychotics, prescriptions to
young children and polypharmacy (defined as four or more psy-
chotropic medications used concomitantly) (Thackeray et al.,
2018). At least two other strategies – a peer-review partnership
with clinical pharmacists and child psychiatrists (Pennap et al.,
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2018), and an expert consultation programme (Barclay et al.,
2017) – have demonstrated significant reductions in the use of
antipsychotics in children.

In a study of the foster care population, seven states developed
and evaluated psychotropic oversight programmes with partial
success between 2011 and 2015 (Center for Health Care
Strategies, 2018). Research in progress compares the effectiveness
of various oversight programmes within the foster care population
(Patient Centered Outcomes Research Institute, 2018).

Additional recommendations

Monitoring interventions may be helpful but will likely be only par-
tially effective without more fundamental changes. Clinicians, fam-
ilies and children need access to accurate information (not
advertising from industry) and greater involvement in decision-
making; researchers need to study real-world practice, including
discontinuance of unnecessary medications; and policy makers
need to listen to consumers and providers and protect public health.

Workforce

Clinicians in training and those already working with children
need to be prepared to provide trauma-informed, evidence-based
care. They must be able to assess for exposure to traumatic events
and other adverse childhood experiences as well as evaluate men-
tal health symptoms and functioning in order to conceptualise
treatment holistically. All clinicians should receive training in pro-
viding evidence-based interventions to children who have experi-
enced trauma.

Children and families

Children and caregivers should participate in what is called shared
decision-making. Evidence-based medicine in fact assumes that
children and caregivers have valuable information on history,
goals and preferences that should be included in clinical decisions.
But children and their caregivers, including parents and those car-
ing for children in foster care, often lack accurate information
about trauma and evidence-based interventions that would help
them participate in treatment decisions (Brinkman et al., 2013;
Barnett et al., in press). Further, they may experience pressure
from clinicians, schools and the pharmaceutical industry (false
advertising) to improve a child’s behaviour rapidly with medica-
tions. They therefore need to know that effective psychosocial
treatments are available, and that no psychotropic medications
have been approved by the Food and Drug Administration for
children with PTSD, attachment disorders and most disruptive
behaviour disorders. They need to understand the dangers of psy-
chotropic medications, and to understand and accept their role in
careful monitoring when a medication is used.

Research

Researchers need to study psychosocial treatments and medica-
tion practices in real-world conditions. What is needed to increase
access to evidence-based interventions and to decrease the use of
potentially harmful medications? If excessive medications are
being added in hospital settings (a common complaint), out-
patient prescribers need to know how to taper and discontinue
the most dangerous ones – a procedure called deprescribing
(Bellonci and Carlson, 2016). Researchers should study ways to

ensure that parents, caregivers and youth understand the potential
benefits and risks, and necessary monitoring, for various inter-
ventions. Researchers could also examine how systems could sup-
port the monitoring of high-risk medications.

Policy

Patients, providers and policy makers have been misled again and
again by the pharmaceutical industry. Policy makers need to listen
to consumers and providers and address implementing evidence-
based practices and eliminating harmful practices. Unlike
European countries, the USA has not instituted universal health
insurance and registry based quality improvement. But policy
makers could inject more transparency and accountability into
mental health policies that affect our most vulnerable children
(Noonan and Miller, 2013). Further, families and other stake-
holders need easy access guidelines and procedures to follow
when they are receiving poor care (Noonan and Miller, 2013).

Conclusions

Childhood trauma can have profound effects on all aspects of
development and lead to long-term mental and physical health
problems. Our most vulnerable children too often become our
most troubled adults. These children need access to effective treat-
ments as well as protection from harmful treatments. Doing so in
the USA will require major investments in training the workforce,
empowering children and families, enhancing research and creat-
ing effective policies.
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Not applicable.
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