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The following two cases demonstrate the long term detrimental outcomes of  

intrafamilial child torture in children who are not given effective treatment, and how 

specialized treatment can help children recover and eventually heal.  Both of these 

children experienced torture in their families when they were in preschool.   

 

 

CASE EXAMPLE – Kelsey, age 17 

 

When Kelsey was 3-years-old, her younger brother, Kaden, was born positive for crack-

cocaine and heroin.  Child Protective Services (CPS) opened a case and put together a 

safety plan to address the many issues in the family.  All three adults in the home – 

Kelsey’s mother, her maternal grandmother, and maternal grandfather –  signed the 

safety plan, that neither child was to have any contact with their biological father, who 

was a convicted child sex offender. 

  

One day while Kaden was still in the neonatal intensive care unit in the hospital, Kelsey’s 

father arrived at the hospital to visit him, and he had Kelsey with him.  The hospital 

immediately called CPS.  The maternal grandparents admitted to CPS that they had 

violated the safety plan and allowed Kelsey to go with her father. CPS filed for temporary 

custody of both children and placed them with an aunt and uncle.  Kelsey’s mother cut 

off contact with CPS, moved frequently, and chose not to seek reunification, but the 

maternal grandparents offered to complete case plan services and worked to have the 

children returned to their home. 
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While Kelsey and her infant brother were living with their aunt and uncle, they were 

subjected to conditions of torture. They were fed inconsistently and became 

underweight, and Baby Kaden was diagnosed with failure to thrive. His pediatrician 

constantly reported to CPS that he was being neglected, as he would also arrive for 

appointments in a diaper heavy with feces and open sores in his diaper area. Information 

was eventually obtained that Kelsey was locked in the basement for long periods of time 

with no human contact and inconsistent access to food, water, and toileting/diaper 

changes. Once she was locked in the basement for three days while the aunt and uncle 

went out of town.  She was also beaten with a belt, punished by being forced to stand or 

remain in other stress positions for long periods of time.  She was violently raped by her 

uncle and suffered significant physical and sexual injuries. The aunt knew of the rape and 

did nothing. 

  

While visiting her maternal grandparents, she disclosed the rape, and her grandmother 

viewed her injuries.  The grandparents called both CPS and the police, and Kelsey and 

Kaden were quickly moved to a county foster home. Kelsey had a forensic interview and 

forensic medical exam and both confirmed that the rape had occurred. Police 

interviewed the several adults living in the aunt and uncle’s home, and one young adult 

confirmed the physical abuse and solitary confinement that Kelsey had endured.  Police 

filed charges against the aunt and uncle.  Their attorney arranged for a polygraph exam 

at the police station, and both passed the exam, denying any maltreatment of Kelsey and 

Kaden.  Based solely on the polygraph results, the police dropped all charges against the 

couple. 

  

Soon after, the maternal grandparents received custody of the children and they 

returned home.  Very little is known about Kelsey’s life for the next few years, except that 

there were occasional phone calls to CPS that Kelsey and Kaden were in the front yard or 

on the sidewalk unsupervised and unclothed.  CPS always assessed that grandparents 

were loving and appropriate caregivers, although they needed to be more diligent about 

supervising the children. 

  

When Kelsey was 7-years-old, the family home caught fire and burned to the ground.  

The grandparents admitted to the police that the children had been playing in the attic 

unsupervised and were likely playing with cigarette lighters, which were kept sitting out 

in every room in the home.  Firefighters confirmed the fire had started in the attic.  The 

police made a referral to CPS for lack of supervision and CPS interviewed the children 

about the fire.  Kelsey admitted to the worker that she had taken Kaden up to the attic 

and started the fire on purpose “because I wanted to kill Kaden, because he gets all the 
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love and I don’t.”  The grandparents admitted that Kelsey frequently talked about killing 

Kaden, and that she had hurt him in the past.   

  

CPS immediately removed Kelsey and placed her in a residential facility for children with 

serious emotional disturbance.  At 7-years-old, she was the youngest child in the facility.  

CPS left her in the residential facility for a year, because she never seemed to make any 

progress.  Staff reported that she continued to draw pictures and tell stories about 

inflicting graphic violence on others, and that she often attempted to harm other 

children, such as trying to slice a child’s neck with a pair of scissors used for arts and 

crafts.  Her therapist admitted she had no idea how to help a 7-year-old, and that she 

was not trained in play-based therapies for younger children.  The grandparents were 

never incorporated into therapy.  The entire year she spent in residential, she was never 

touched, because the staff members were not allowed to touch the children.  No one 

ever provided her with the close physical connection needed by young children, such as 

being tucked into bed at night or held after a fall on the playground. CPS eventually 

gave up on treatment and placed Kelsey in a foster home where she was the only child. 

After nearly two years in CPS custody, the court eventually ordered Kelsey home to her 

grandparents, with the understanding that she must be supervised at all times and never 

left alone with Kaden.  CPS also recruited a local graduate student through their 

volunteer program, to be a “big sister” to Kelsey. 

  

Now 9-years-old, Kelsey’s “big sister,” Anna, became the center of her world.  Every 

weekend Anna would take her on outings to the movies or the children’s museum, or to 

her apartment to bake cookies or do arts and crafts.  Sometimes Kelsey would spend the 

night at Anna’s apartment to give her grandparents a break. When Kelsey’s grandpa died 

and the family went into crisis, Anna stepped up and saw Kelsey at least three times a 

week, even just for help with homework or reading books together. When Kelsey’s 

grandmother was admitted the hospital for chest pains, Kelsey and Kaden stayed with 

Anna. Anna made great efforts to be a consistent presence in Kelsey’s life for the rest of 

her childhood and well into her young adulthood.  Every time Kelsey was moved by CPS 

for harming her brother, Anna offered to keep her as a kinship placement, but Anna was 

always turned down, because CPS felt it was unhealthy that Kelsey wanted to live with 

Anna and not with her biological family. 

  

After less than a year back with her grandmother, nearly 10-year-old Kelsey poured 

chemicals in Kaden’s eyes, and she was again placed first in residential treatment and 

then foster care.  She returned home to her grandma at age 12, but she was removed 6 

months later when Grandma admitted she had no ability to supervise Kelsey or to stop 
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her from harming her brother.  Kelsey was again placed in residential treatment and then 

foster care.  This time, she never went “home” again.  Kaden eventually went to live with 

a relative and Grandma moved into a nursing home.  Kelsey would repeatedly run away 

from her foster homes, be placed back in a residential facility for a period of months or 

years, and then on to another foster family.  Twice she ran away to Anna’s house and 

Anna was given emergency custody by the local courts, but CPS always intervened and 

took her back, because they felt she needed residential or an experienced foster parent. 

  

In her teen years, Kelsey began to display additional anti-social symptoms.  She skipped 

school constantly.  She sought out sex with adult men in exchange for their attention, 

and for drugs. She made accusations of sexual abuse against every single foster parent, 

man or woman, and against the staff in the residential facilities.  She made allegations of 

sexual abuse against her teachers, the principal, and the school bus driver. Most of her 

accusations were proven false after a study of security camera footage. She even accused 

Anna of sexual abuse several times during her teen years, but then would immediately 

take it back when CPS or the police questioned her. Kelsey lied all the time, even when 

her statements were easily proven untrue. She used deception to manipulate people and 

would try to harm her teenage peers by revealing their secrets, falsely accusing them of 

wrongdoing, stealing their money, stealing their most valuable possessions, and 

seducing their boyfriends and girlfriends. She refused to take birth control or use 

condoms, and she constantly had sexually transmitted infections and had two 

pregnancies that ended in miscarriage.  At other times, she lied and claimed she was 

pregnant, but pregnancy tests were negative.  She was highly irritable and would 

physically attack her peers with little provocation.  She coerced other girls into taking 

drugs to make it easier to initiate sexual contact with them, and she had sex with them 

when they were too intoxicated to consent.   

  

All of these behaviors continued into young adulthood.  Once Kelsey was an adult, she 

was regularly picked up by the police, but they usually took pity on her and took her to 

the psychiatric hospital instead of to jail. When she was 19, Kelsey found out she may 

have contracted HIV from a sexual contact, but she refused to tell her boyfriend or use 

condoms because, “he’ll be mad at me, and it’s none of his business.”  Anna found out 

and called the boyfriend’s parents to warn them that Kelsey may be HIV positive.  His 

parents were absolutely devastated to learn that the young man was so enamored with 

Kelsey.  However, he refused to believe it, and he continued to have unprotected sex 

with her off and on for many years.  When Kelsey would occasionally be court-ordered 

into psychotherapy, therapists diagnosed traits of borderline, histrionic, narcissistic, and 

anti-social personality disorder. 
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Fifteen years Kelsey’s senior, Anna was the only person who remained committed to 

Kelsey for years into her young adulthood and fought for her welfare.  She got Kelsey 

into housing, found her a job, and enrolled her in educational programs that Kelsey 

would immediately sabotage.  When Kelsey was homeless and living on the streets, Anna 

would pay for motels or take her to shelters, and Kelsey would just leave and choose to 

be on the streets, and Kelsey admitted she was doing it to hurt Anna. Anna let Kelsey 

stay with her once, until Kelsey got drunk and tried to attack Anna physically and 

sexually.  Anna still came to the jail and to court when Kelsey was finally arrested and 

Anna pleaded for Kelsey to get treatment. Kelsey eventually developed a string of 

domestic violence charges against boyfriends, whom she would attack when they tried 

to kick her out.   

  

Unable to hold a job, Kelsey would rely on a series of boyfriends to support her by 

conning them into providing her with housing, food, and luxury items like stylish clothes 

and expensive perfume.  If she wanted extra money, she would go work a few nights as a 

stripper and solicit the customers for prostitution. When she had financially, socially, and 

emotionally destroyed one boyfriend, she would move on and find another one. Anna 

eventually became terrified of Kelsey when she learned that Kelsey was planning to show 

up at her wedding and make accusations and threats to harm to Anna.  Kelsey admitted 

that she was furious that Anna was getting married and wanted to punish her.  Anna 

became convinced that Kelsey was dangerous and that she needed to stay away from 

Kelsey to protect herself. Anna had trouble understanding why Kelsey was so disturbed, 

when she had so many people who apparently loved her and fought for her, including 

her grandparents, two particularly dedicated foster mothers, and Anna herself. Anna 

thought it was possibly the result of Kelsey being so severely tortured at age 3, or that 

Kelsey may have had a genetic predisposition to psychopathy, since her father had been 

a child sex offender. Perhaps, when she set the house on fire at age 7, it was already too 

late to help her.  Maybe all those years in residential treatment, with no human touch or 

emotional intimacy, had destroyed any chance of Kelsey living a normal life.  Maybe it 

was all the changes of foster homes.  Maybe it was Anna’s fault for not fighting harder to 

maintain custody of Kelsey. Whatever the reason, it appeared that no amount of mental 

health care or child welfare services seemed to have helped.   
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CASE EXAMPLE – Melissa, age 4 

 

A report was called into Child Protective Services (CPS) by a neighbor with concerns 

about 4-year-old Melissa.  The neighbor reported that Melissa was one of three children 

in the home, and that her father was a drug dealer and trafficker who supplied Melissa’s 

mother with heroin and forced her into prostitution to pay for her drugs.  The neighbor 

reported that both parents singled out Melissa for mistreatment: she is generally left in a 

playpen for 24 hours a day, and she often endures long periods of time with no human 

contact.  Her parents inconsistently leave fast food and soda in her playpen and they do 

not often change her diaper. The neighbor stated she had seen Melissa dirty and 

covered in feces. She further reported that the parents frequently tell Melissa she is bad 

and encourage the other children to tease her and hit her, and the parents hit her as 

well. The neighbor stated that Melissa is totally withdrawn and spends the whole day 

sleeping in the playpen or staring at the wall. She says the parents do not provide any 

physical contact or nurturing. 

          

A Child Protective Services (CPS) worker responded to the home, which was an 

apartment in a low-income neighborhood.  The mother answered the door and let her 

in.  The father was not home at the time. The worker immediately observed 4-year-old 

Melissa in the playpen, separate from the other children. Melissa was filthy and wearing 

only a diaper that was heavy with feces. She was totally withdrawn and curled up in a 

ball. She appeared severely underweight and malnourished; she was closer to the size of 

a two-year-old, although the mother confirmed that Melissa was four and provided a 

date of birth. She had several bruises on her chest and stomach and one bruise on her 

face, like a “black eye”. The mother denied that anyone in the family had caused the 

bruises on Melissa and stated she didn’t know how she got them.  She told the worker 

that Melissa had just been placed in the playpen right before the worker arrived for a 

brief “time out” punishment. She also stated that she tries to change Melissa’s diaper or 

put her on the toilet but Melissa is “nasty” and doesn’t want to be cleaned up.  The 

mother also stated she tells Melissa to “go take a bath” but “she won’t do it”.  

          

The worker attempted to interview the two older siblings in a separate room, but they 

would not speak to her or answer any questions.  They just put their heads down and 

refused to look at the worker.  After consulting with her supervisor, the worker reached 

the on-call judge by phone. The worker told the judge that Melissa was being subjected 

to “basically mental torture, physical abuse, and starvation.”   The judge issued an order 
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to remove all three children immediately. The worker was able to obtain a match for 

Melissa with a “foster to adopt” family. The foster parents had a track record of providing 

excellent therapeutic parenting to previous children in placement and were willing to 

adopt any children who could not be reunified with their families. The foster family was 

African-American, as were Melissa and her siblings. 

          

In the foster home, Melissa displayed significant symptoms unlike anything the foster 

parents had seen before. As soon as she entered their home, she ran straight to a corner, 

underneath a table, and curled herself into a tight ball.  She stared blankly and did not 

shift her gaze or respond when the foster parents tried to talk with her or comfort 

her. After several hours, the foster mother could smell urine and tried to pull Melissa out 

to clean her up.  Melissa kicked her hard and then bit at her own skin, tearing a chunk 

from her own forearm.  The foster mother was horrified and called the emergency 

hotline.  She was advised to wait and watch and keep checking in.  At dinnertime, Foster 

Mother set a plate of food next to Melissa, but she never touched it.  Around midnight, 

Melissa fell asleep, and Foster Mother was able to pull her from under the table.  She laid 

her on top of several towels, in a sleeping bag, next to the Foster Mother’s own bed, in 

case Melissa woke during the night and was disoriented.  She was able to bandage her 

arm without waking her. 

          

This behavior pattern continued each day: refusing human interaction, refusing food and 

water, refusing comfort, mutism, negativism, and acts of self-harm.  When she started 

speaking, it was primarily to threaten to stab or decapitate the foster mother, which was 

particularly shocking coming from such a small person.  Melissa would make statements 

such as, “I’ll get a kitchen knife and cut you open stupid cunt, I’ll pull your guts out!” 

Sometimes she would speak to whimper and complain of headaches and stomach aches. 

At her first check-up at the foster care clinic, a special program of Children’s Hospital, 

she was diagnosed as malnourished, diagnosed with Failure to Thrive, and they also 

discovered a urinary tract infection and severe dehydration due to Melissa’s frequent 

refusal of food and water. The doctor decided to admit Melissa to the hospital to give 

her IV fluids and antibiotics. She was discharged on a strict regimen of fluid intake and 

supplemental nutrition drinks, and the foster mother was instructed to carefully measure 

Melissa’s urine output and weight gain.   

          

Upon placement in the foster home, Melissa was automatically referred to the agency’s 

mental health team, which served only the most disturbed children living in their own 

agency foster homes.  Melissa was assigned to an experienced therapist who specialized 

in treating survivors of severe child abuse and intrafamilial child torture (ICT). The 
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therapist wrote a comprehensive, integrated treatment plan that included individual 

psychotherapy, parent-child psychotherapy with the foster mother, and parent-only 

therapy with the foster mother.  The treatment plan included close coordination with the 

child welfare providers to ensure that Melissa remained in a safe, stable caregiving 

relationship that could serve as a corrective experience, and also to ensure that her 

unique needs and risk factors informed her permanency plan. 

          

The treatment plan included coordination and integration with assessment and 

management of psychiatric medication, medical care at a specialized Foster Care Clinic, 

and spiritual care guided by a professional chaplain.  As part of the plan, the therapist 

would attend all appointments with the psychiatrist and primary care doctor and have 

frequent phone contact with the chaplain and the developmental therapy providers, 

including occupational therapy, physical therapy, and speech therapy set up by the 

Foster Care Clinic.  Due to the complexity of the case and the sheer number of treatment 

providers, the therapist would also serve as a treatment case manager and would hold 

monthly meetings for all providers to attend in person or via conference call. 

          

Melissa’s psychological treatment included two sessions per week of individual play 

therapy provided in an empty conference room at her school that served as an ideal 

neutral location.  Melissa also received one session per week of parent-child, play-based 

therapy with her foster mother, which was held in the home.  A fourth session was an in-

home meeting between the foster mother and the therapist, wherein the foster mother 

could receive in managing challenging behaviors, and the therapist could teach 

reparative attachment techniques to the foster mother, including the Child-Adult 

Relationship Enhancement (CARE) program, based on the parenting skills addressed in 

PCIT (Parent-Child Interaction Therapy). 

          

During the individual sessions, the therapist started with very basic activities to regulate 

Melissa’s autonomic arousal. Activities like tapping, rocking, and swaying were initiated 

in an open-ended format, and eventually progressed to keeping tempo, emphasizing 

certain beats, and making patterns.  Melissa was very slow to engage. Sometimes she 

curled into a ball and stared at the wall while the therapist tapped slowly, side to side, 

back and forth, for the entire 60 minute session. This also functioned as an attachment 

intervention.  The therapist used her presence, body language, and facial expression to 

communicate that all was safe and Melissa was accepted just as she was (unconditional 

positive regard). The therapist’s steadfastness, even on days when Melissa was 

completely dissociated, communicated that the therapist cared about her and would not 

stop coming simply because Melissa was too ill to participate.  Other providers would 
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say Melissa was being “defiant” in psychotherapy and “refusing” to participate, but the 

therapist always corrected them and explained that Melissa was simply too ill to handle 

any extra challenge on those days. The therapist also involved the foster mother in 

tapping, rocking, and swaying during their parent-child sessions and the foster mother 

attempted them at home when Melissa became either enraged or unresponsive. 

          

Melissa eventually began to make progress. She tapped, she rocked, she swayed. The 

first time the therapist brought a hand drum for tapping, Melissa looked her right in the 

eye, and tried to take the drum away. Melissa was still mute during therapy, at school, 

and most of the time in the foster home.  She always looked either suspicious and 

fearful, or dissociated. The therapist began measuring her heart rate and blood pressure 

at the beginning of therapy sessions, and again at the end. The numbers showed that 

Melissa was making progress in regulating her autonomic nervous system using these 

simple activities – her heart rate and blood pressure would become lower over the 

course of the therapy session, and from one week to the next. 

          

As Melissa made progress in autonomic regulation, the therapist introduced attachment-

based games and activities that involved mutuality and reciprocity, like rolling a ball back 

and forth or making call-and-response noises and movements.  One day, the therapist 

was making a “fish face” and funny noises with her lips and Melissa actually smiled 

before reciprocating. Eventually, Melissa would hold the therapist’s hands and march in a 

circle to play “Ring Around the Rosy” and would burst into laughter when “we all fall 

down!”  As part of her attachment journey, Melissa discovered for the first time that 

other human beings could be a source of joy and pleasure. The foster mother became an 

expert fish faces and “fall down”.  The therapist kept their work focused on arousal and 

attachment for a long time.  Other providers questioned whether “Ring Around the Rosy” 

was a legitimate use of psychotherapy and why Melissa wasn’t being made to talk about 

her past abuse. The therapist would just calmly explain the science of attachment theory 

and play-based interventions as many times as it took for the provider to understand.  

          

When the therapist felt that Melissa was ready for another challenge, she introduced 

activities for more intensive body awareness and sensory-motor integration. therapist 

traced Melissa’s hands and feet onto paper and let her color and decorate them. She 

taught her “baby yoga”, including poses to be a rock, a tree, and a river. She brought 

materials for tactile sensory play – kinetic sand, feathers, play-doh, and a small water 

table. Auditory play included listening to all types of music, listening to a hair dryer hum, 

and listening to a toaster “pop up” when done. Olfactory play included smelling peanut 

butter, smelling perfumes, smelling all types of food and flowers that the therapist 
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brought in. At this phase of treatment, Melissa was still generally mute, but there were 

more and more days where she could easily be engaged and would smile at the smell of 

daisies or the feeling of feathers on her skin.   

  

Given Melissa’s feeding challenges, the therapist introduced exploration of taste as the 

final and most important area for sensory integration work.  therapist would make 

buttered toast, chop apple slices, bring in chocolates, and share them equally with 

Melissa, demonstrating the social meaning of sharing food and eating together. Melissa 

would try the tiniest bites and would shake her head if she didn’t like the texture or the 

taste.  The therapist kept a running list of her liked and disliked foods and would have 

Melissa update it with her each week. 

          

Months passed and Melissa made progress.  CPS and the courts decided to allow 

Melissa’s biological mother and father to “work a case plan” towards reunification; the 

case plan services included parenting classes, drug testing, and counseling.  When the 

therapist questioned the CPS worker about using the reunification bypass option, given 

that Melissa was a torture survivor, the CPS worker said, “I don’t know what you 

mean.  Everyone gets two years to reunify.” The therapist had to testify in court to 

prevent Melissa from having to visit with her parents. The magistrate judge was open to 

learning about intrafamilial child torture and the potential impact on Melissa of visiting 

with the parents who had tortured her. 

          

Once Melissa had made significant progress in regulating autonomic arousal, building 

healthy attachment processes with her foster mother, and developing body awareness 

and sensory-motor integration, the therapist presented activities for emotional 

awareness and regulation. She continued to incorporate the foster mother into as many 

sessions as possible. The therapist used developmentally appropriate psychoeducation 

to teach Melissa about “happy” and “sad.”  A board game prompted the therapist and 

Melissa to identify times they have been happy or sad, and Melissa finally began talking 

in therapy, although she often gave one-word answers. For “sad” she would say 

“Mommy.”  For happy, she would say “new Mommy”. The therapist gradually introduced 

“mad”, “excited”, and “scared”, and always modeled by sharing her own feelings.  Other 

board games had pictures of children, and Melissa had to identify from their body 

language and facial expression which emotion they were feeling. 

          

The therapist taught Melissa skills to manage strong feelings.  She taught Melissa to go 

to her foster mother first for co-regulation.  The therapist had the foster mother practice 

holding and rocking Melissa, stroking her arm, singing to her, giving words of 
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reassurance.  If strong feelings arose when the foster mother was not present, the 

therapist taught Melissa to self-regulate using breathing techniques, squeezing stress 

balls in patterns, or using physical exertion like fast walking or yoga.  The therapist 

arranged for the school to allow these activities whenever needed.  The therapist also 

utilized expressive art therapy, music therapy, and dog therapy for emotional expression 

and modulation. Melissa took a special liking to therapist’s small dog, who had been 

trained as a therapy animal. Melissa would initiate holding, rocking, whispering words of 

reassurance, demonstrating the beginnings of true emotional intimacy with the dog. 

          

When Melissa began to demonstrate curiosity and competence in cognitive tasks, the 

therapist wrote and illustrated booklets for her to teach concrete concepts about child 

abuse, being in foster care, and having a “forever family.”  By this time, Melissa’s parents 

had dropped out of case plan services and the CPS agency was pursuing Termination of 

Parental Rights and adoption for Melissa and her siblings. As Melissa grew older and 

more developmentally on track, the therapist introduced abstract concepts, like healing 

and choosing values and beliefs.  Melissa made artwork that visualized “healing,” and the 

therapist created booklets and board games to teach about kindness, honesty, respect, 

generosity, and love.  Melissa wrote stories and made art work about love – loving her 

foster mother, loving her siblings, loving pets, and feeling loved when she gets a hug or 

word of encouragement. She said: “my main belief of life is: no kids should have to go in 

the playpen”. 

          

As a final intervention, Melissa completed TF-CBT (Trauma-Focused Cognitive Behavioral 

Therapy).  She wrote her trauma narrative about being in the play pen the day she was 

rescued, being taken to a strange foster home, and growing to love her foster, now 

adoptive mother. Therapy was slowly phased out and eventually terminated, with the 

support of the entire treatment team.  Melissa still had residual symptoms, but she was 

greatly healed after two years of a corrective relationship, developmental therapies, 

appropriate psychotherapies, medical care, and spiritual care. 
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