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---- April of 1896 paper for the Society
for Psychiatry and Neurology in Vienna
Freud says he has observed this in all 18
cases of hysteria he has analyzed, 6
men and 12 women. Patients are visibly
distressed when they uncover the
childhood sexual encounter, which is
evidence that the remembered events
are real. The encounters are sometimes
sexual assaults committed by adults,
and sometimes sex between children.
Hysterical people appear to overreact
to things only because we cannot see
the real stimulus; for example, a girl
touched innocently on the hand may
become hysterical if she was touched
similarly on the hand during a traumatic
experience. Freud speculates that
childhood sexual abuse may also play a
role in other disorders, like paranoia or
obsession.

The study of incest as an actual phenomenon rather
than as a fantasy is a relatively recent event. As recently
as 1975, Henderson D. writes in Incest, Freedman A,
Kaplan H, Sadock B, eds. Comprehensive Textbook of
Psychiatry. 2nd ed. Baltimore: Williams & Wilkins;
1975:1530-1539 that the incidence of father-daughter
incest in the United States was 1 in a million families.

QE70 Problems related to primary support group, including family circumstances
QE70.0 Inadequate family support
QE70.1 Disruption of family by separation or divorce
QE70.2 Dependent relative needing care at home
QE70.Z Problems related to primary support group, including family circumstances, unspecified
▽Problems associated with harmful or traumatic events QE80 Victim of crime or terrorism
QE81 Exposure to disaster, war or other hostilities
▽QE82 Personal history of maltreatment
QE82.0 Personal history of physical abuse
QE82.1 Personal history of sexual abuse
QE82.2 Personal history of psychological abuse
QE82.3 Personal history of neglect
QE82.Y Other specified personal history of maltreatment
QE82.Z Personal history of maltreatment, unspecified
QE83 Personal frightening experience in childhood
QE84 Acute stress reaction
QE8Y Other specified problems associated with harmful or traumatic events
QE8Z Problems associated with harmful or traumatic events, unspecified
▽Problems associated with upbringing QE90 Inadequate parental supervision or control
QE91 Parental overprotection
QE92 Altered pattern of family relationships in childhood
QE93 Removal from home in childhood
QE94 Institutional upbringing
QE95 Inappropriate parental pressure or other abnormal qualities of upbringing
QE96 Events resulting in loss of self-esteem in childhood
QE9Y Other specified problems associated with upbringing
QE9Z Problems associated with upbringing, unspecified
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Disorders specifically associated with stress: A case-controlled field study for ICD-11 mental and behavioural
disorders Using a vignette-based experimental methodology, 1,738 international mental health professionals diagnosed
standardized cases designed to test key differences between the proposed diagnostic guidelines for ICD-11 and corresponding
guidelines for ICD-10. Across eight comparisons, several proposed changes for ICD-11, including the addition of Complex
PTSD and Prolonged Grief Disorder, produced significantly improved diagnostic decisions and clearer application of
diagnostic guidelines compared to ICD-10.

IMPACT

Low personal agency is the concept of attributing successes and failures to external factors
rather than personal characteristics. Patients (N = 57, age 18–72, 91.5% female) were
assessed at intake, after three months of DBT treatment, and 12 months follow up on
measures of symptoms and personal agency.
Results
BPD symptoms were significantly reduced as a result of DBT treatment and were maintained
at follow-up. However, 47% of participants continued to meet BPD criteria 12 months later,
despite treatment. Low personal agency at intake was associated with higher BPD symptom
severity at post-treatment and 12 month follow up. Low personal agency at intake was
associated with greater levels of negative affectivity at post-treatment. Personal agency did
not relate to levels of depression and anxiety.
Conclusions
Despite the reductions in BPD symptomology, personal agency did not significantly change
over time.
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“Sometimes, in an attempt to preserve existing foster care placements and reduce failure
of care giving arrangements, providers will turn to psychotropic medication in an attempt
to control disruptive behaviors that threaten a placement…. primary care providers are
often not in a position to provide integrated mental health care, nor do they necessarily
have access to evidence based trauma-focused interventions for maltreated children.
This lack of access may lead to underuse of trauma-informed, evidence-based
psychotherapies and may be one of many factors leading to the increased prescription
of psychotropic medication among maltreated children and adolescents…. Maltreated
children are more likely to have complex trauma including multiple or chronic traumatic
experiences that result in a wide range of cognitive, emotional, and behavioral changes
that do not easily fit into common diagnostic categories. Unidentified complex trauma
may lead to children and adolescents being given multiple psychiatric diagnoses
in an effort to capture the many manifestations of the trauma.”
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This population-based case-control study used Medicaid (BILLING) data from 16
states merged with mortality data. Suicide cases (n = 910) included all youths aged 10
to 18 years who died by suicide from January 1, 2009, to December 31, 2013. Three
hundred seventy-six suicide decedents (41.3%) had a mental health diagnosis in the
6 months before death compared with 1111 controls (17.5%; P < .001). A greater
proportion of suicide decedents than controls used services in 6 months before the
index date (687 suicide decedents [75.5%] vs 3669 controls [57.8%]; odds ratio 2.39.
Suicide risk was highest among youths with epilepsy (OR, 4.89; P < .001), depression
(OR, 3.19; P < .001), schizophrenia (OR, 3.18; P <.001), substance use disorder (OR,
2.65; P < .001), and bipolar disorder (OR, 2.09; P < .001). More mental health visits
within the 30 days before the index date were associated with decreased odds of
suicide (OR, 0.78; P = .005).
CONCLUSIONS AND RELEVANCE This study found that among youths aged 10 to 18
years who were enrolled in Medicaid, clinical characteristics and patterns of use of
health care services among suicide decedents were distinct from those of nonsuicide
controls. Implementation of suicide screening protocols for youths enrolled
in Medicaid, targeted based on the frequency of visits, psychiatric diagnoses,
and epilepsy, may have the potential to decrease suicide rates.

THERE IS NO MENTION OF
CHILD ABUSE OR NEGLECT
IN THE WHOLE REPORT

JAMA Network Open. 2020;3(8):e2012563.
doi:10.1001/jamanetworkopen.2020.12563

Seventy-nine studies with 337 185 young individuals (mean [SD] age, 15.67 [2.11]
years; 63.19% female) were included. The findings demonstrated that sexual abuse
(odds ratio [OR], 3.41), physical abuse (OR, 2.18), emotional abuse (OR, 2.21),
emotional neglect (OR, 1.93), physical neglect (OR, 1.79), and combined abuse (OR,
3.38) were significantly associated with higher rates of suicide attempts. Core types
of childhood maltreatment were also associated with as much as 2.5-fold greater
odds for suicide ideation, and sexual abuse with a 4.0-fold increase for
suicide plans. Studies based on community samples (P = .04) or with lower
methodological quality (P = .03) were associated more strongly with suicide
attempts in those reporting experiences of sexual abuse, whereas young age was
associated with both suicide attempts (P = .03) and ideation (P = .03).
CONCLUSIONS AND RELEVANCE These findings suggest that policy actions should
focus on raising public awareness and offering proactive suicide prevention
therapies for children and young adults who have experienced abuse
and/or neglect.

THEORETICAL DRUG (HappieR) STUDY
for a mental illness
N = 104 50 pts improved on RX 50/104 = 50% In control group of 100, 40 pts improved on Placebo 40/100 = 40%

RB 50/40 %

21 pts had child abuse trauma and none responded to RX
N = 83

50 pts improved on RX 50/83 = 60%

In control group 40 pts improved on Placebo

40/100 = 40% RB 60/40 %

We did a systematic review and network meta-analysis. We included placebo-controlled and headto-head trials of 21 antidepressants used for the acute treatment of adults (≥18 years old and of
both sexes) with major depressive disorder diagnosed according to standard operationalised
criteria. Findings: We included 522 trials comprising 116 477 participants. In terms of efficacy, all
antidepressants were more effective than placebo, with ORs ranging between 2·13 for
amitriptyline and 1·37 for reboxetine. When all trials were considered, differences in ORs between
antidepressants ranged from 1·15 to 1·55 for efficacy and from 0·64 to 0·83 for acceptability. 46
(9%) of 522 trials were rated as high risk of bias, 380 (73%) trials as moderate, and 96 (18%) as low;
and the certainty of evidence was moderate to very low.
Interpretation: All antidepressants were more efficacious than placebo in adults with major
depressive disorder. Smaller differences between active drugs were found when placebocontrolled trials were included in the analysis, whereas there was more variability in efficacy and
acceptability in head-to-head trials. These results should serve evidence-based practice and
inform patients, physicians, guideline developers, and policy makers on the relative merits
of the different antidepressants.

The international Study to Predict Optimized Treatment for Depression (iSPOT-D) is a randomized
clinical trial with enrollment at eight academic and nine private clinical settings in five countries.
Patients (n = 1008) meeting DSM-IV criteria for MDD and 336 matched healthy controls comprised
the study sample. Randomization was to 8 weeks of treatment with escitalopram, sertraline or
venlafaxine with dosage adjusted by the participant’s treating clinician per routine clinical
practice. Exposure to 18 types of traumatic events before the age of 18 was assessed using the
Early-Life Stress Questionnaire. Impact of early-life stressors—overall trauma ‘load’ and specific
type of abuse—on treatment outcomes measures: response: (⩾50% improvement on the 17-item
Hamilton Rating Scale for Depression, HRSD17 or on the 16-item Quick Inventory of Depressive
Symptomatology—Self-Rated, QIDS_SR16) and remission (score ⩽7 on the HRSD17 and ⩽ 5 on the
QIDS_SR16). 62.5% of MDD participants reported more than two traumatic events compared
with 28.4% of controls. The higher rate of early-life trauma was most apparent for experiences of
interpersonal violation (emotional, sexual and physical abuses). Abuse and notably abuse
occurring at ⩽ 7 years of age predicted poorer outcomes after 8 weeks of antidepressants, across
the three treatment arms. In addition, the abuses occurring between ages 4 and 7 years
differentially predicted the poorest outcome following the treatment with sertraline. Specific types
of early-life trauma, particularly physical, emotional and sexual abuse, especially when
occurring at ⩽7 years of age are important moderators of subsequent response to
antidepressant therapy for MDD.
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Childhood Cancer Data Initiative (CCDI) is building a community centered around childhood cancer care and
research data. Through enhanced data sharing, we can improve our understanding of cancer biology to improve
preventive measures, treatment, quality of life, and survivorship, as well as ensure that researchers learn from
every child with cancer. While childhood cancers represent the leading cause of death in children over the age of
1, they are collectively rare, comprising approximately 1%‒3% of cancers diagnosed annually in the United
States. CCDI is a $50 million federal investment made in each fiscal year (FY) 2020 and FY 2021, with an
additional $50 million proposed each FY for the next 8 years.

CORRECT DX CREATES
NEW INSIGHTS

OBSERVATIONS
(1) CM is highly prevalent, Struck et al reported that 15.0% of adult
participants with no history of psychiatric illness reported having
experienced any type of moderate-to-severe CM. In contrast, 56.1% of
people with schizophrenia or schizoaffective disorder, 56.3% of people with
bipolar disorder, 57.1 % of individuals with major depression, and 75.4% of
individuals with persistent depressive disorders reported this level of
exposure.
(2) CM is the most important risk factor for many different psychiatric
disorders in medically healthy individuals. Applying population
attributable risk gives the estimation that childhood adversity is
responsible for 30% of anxiety disorders, 45% of childhood onset
psychiatric disorders, 54% of depression, 64% of addiction to illicit drugs,
and 67% of parenteral drug use. Further, retrospectively reported exposure
to 5 or more types of CM or household dysfunction increased the
prospectively assessed risk of receiving an anxiolytic by 2.1 fold, an
antidepressant by 2.9 fold, an antipsychotic by 10.3 fold or a mood stabilizer
by 17.3 fold.
Struck N et al, Childhood maltreatment and adult mental disorders - the prevalence of different types of maltreatment
and associations with age of onset and severity of symptoms, Psychiatry Res. 2020 Nov;293:113398.
doi: 10.1016/j.psychres.2020.113398.

(3) There are many forms of CM and all types of maltreatment are associated
with important differences in clinical presentation including: earlier onset;
more severe symptoms; more pernicious course; increased risk for suicide;
diminished quality of life and more psychiatric comorbidities.

(4) Psychiatrists need to know that patients with histories of CM have a poorer
response to most contemporary treatment modalities than non-maltreated
individuals with the same primary DSM-defined diagnosis.

(5) CM is associated with substantial effects on brain structure, function,
connectivity and network architecture (and other physiologic parameters,
including epigenetics). CM appears to result in neuroplastic adaptations that
may protect a child living under abusive conditions by attenuating sensory
processing of (and/or increasing physiologic responses to) specific adverse
experiences leading to the development of behavioral problems later in life.

(6) These CM-associated brain differences in stress-susceptible structures (along
with an array of other molecular and physiological differences) are present in
maltreated individuals with psychiatric disorders but not necessarily in their nonmaltreated controls, suggesting that maltreated and non-maltreated individuals
with the same primary DSM diagnoses are clinically and neurobiologically
distinct.
(7) There are a substantial number of individuals with CM histories who appear to
be relatively resilient (an absence of pathology or ‘better than expected outcome’).
The whole complement of maltreatment-associated brain changes have been
reported in maltreated individuals without overt psychopathology. This
suggests that asymptomatic CM individuals are not unaffected but are effectively
compensating through other neurobiological mechanisms.

RECOMMENDATIONS
(1) It is essential that clinicians obtain a maltreatment history when assessing or
treating individuals with psychiatric disorders. Maltreatment is also a major risk factor
for a host of medical disorders including cancer as well as heart, liver, digestive and
respiratory disease, so a maltreatment history should be an essential part of
everyone’s medical history.
(2) As maltreated and non-maltreated cohorts with psychiatric disorders are so
vastly different this needs to be fully incorporated into diagnostic nosology (i.e.
the DSM), preferably with a specific code to delineate the CM-associated
ecophenotype.
(3) All investigators conducting epidemiology, genetic risk studies and treatment
trials for psychiatric disorders must collect data on CM and analyze the data to
indicate the extent to which CM moderates response. The most effective way to do
this would be for psychiatry and clinical psychology journals to strongly advocate this
practice.
(4) Clinical research studies on the biological basis of psychiatric disorders should, in
almost all instances, collect data on CM as a key biological variable. Researchers
would not consider conducting a study without controlling for the influence of sex or
psychiatric medications. In general, maltreatment is a much more powerful
confounding factor. Journals should take the lead in advocating this position along
with the NIH.
(5) Maltreatment is such a potent risk factor there should be a concerted effort to
reduce exposure and a major effort to develop strategies to preempt the emergence
of psychiatric disorders in youths who have been exposed. The NIMH, NIDA,
NIAAA and NICHD must make these high priority areas and place much more
emphasis on prevention and preemption.

