Case Study 
Client is a 16 year old African American male reporting opposite sex intimate relationship preferences. He was referred for sexually abusive behavior problems after being placed on probation for sexually exposing himself to his younger brother 6 months prior to his intake session for counseling services.  He is currently on probation for this offense, must comply with the rules of probation, complete sexual abusiveness therapy (group, individual and in home), and comply with all components of his risk safety plan including not being alone with children under the age of 12 at any time. 

Client lives with his mother and younger brother.  His father moved out of the home approximately 7 months prior to initial interview. As reported by mother and father, interpersonal violence has been a common occurrence in the family throughout Leonard’s life (client).  From the age of 3, Leonard can recall emotionally and physically abusive interactions between his parents including yelling for long periods of time, verbal threats from his father towards his mother, incidents when his father pushed his mother into walls, broke furniture, and destroyed other family property.  By the time that Leonard was 11, his mother had begun to physically defend herself and so most often the arguments resulted in mutual combat.  Many times the police were called and his father was arrested.  On one occasion a protective order was put in place, however, his mother missed his father and did not want to keep him from Leonard and his younger brother Ty, so she violated the protective order and eventually it was rescinded by the court.  Leonard’s father has a history of substance abuse with his drug of choice being alcohol. Leonard reports when his father drank, fights between his mother and father tended to escalate. By the age of 13, Leonard had begun to step into fights when his father hit his mother in order to protect her. On several occasions police have arrested Leonard and his father. Typically, Leonard’s charges were processed at juvenile intake with him receiving community service and some outpatient anger management counseling. However, Leonard does have 2 Simple Assault on a Family Member charges at the time of intake assessment. Leonard’s mother, Kirsten, has refused in home counseling and family services when offered by the Juvenile Court Service Unit and prior to Leonard’s most recent offense, these services were not court ordered.  Seven (7) months ago a particularly intense physical fight occurred between Kirsten and her husband (Jay). While Kirsten refused to testify against her husband, formal criminal charges were filed by the Commonwealth Attorney.  However, a plea bargain was made in which Jay received the charge of simple assault on a family member in return for signing a civil order of protection for Kirsten. Jay moved out of the family home and has remained out of the home for 7 months as reported by Leonard and his mother. 

Leonard is in good overall physical health. As a young child he participated in sports via school and he still plays basketball with friends in his neighborhood. He received a physical within the last 8 months, is up to date with immunizations, and no medical concerns were found. Leonard has struggled in school since the 2nd grade.  He is in the 9th grade and his reading level is that of a 5th grader.  His IQ is above normal (110).  He previously failed the 9th grade. Primary factors contributing to this failure were his lack of attendance and failure to turn in school work. Starting in the 4th grade, teachers reported that he was often distracted and irritable in class. He was evaluated by the school and no learning deficits were noted. While the school psychologist diagnosed him with ADHD, his mother did not follow up with appointments or treatment for this diagnosis as she reported that “nothing was wrong with her son other than he did what he wanted to do when he wanted to do it”.  Since that time Leonard has been socially promoted on one occasion and successfully passed the 7th and 8th grade with a “D” average. He often visits the principal’s office for school fights and has been suspended on three occasions for fighting this year. 

Leonard does not currently report having a girlfriend, but reports having had a serious girlfriend all last year.  He reports that she broke up with him because he was getting in a lot of fights and didn’t trust her around other boys at school. He now reports mostly “hanging with his boys” at school and in the neighborhood playing basketball and cards.  He reports using marijuana on a few occasions (4 times in last year) and drinking alcohol more often (1-2 times per month).  He reports this pattern continued until he was placed on probation 6 months ago and now since he is given regular urine screenings he has given up both substances. He has had no negative drug screens in the last 4 months (time on probation). 
PRESENTING PROBLEM:

Leonard was referred specifically for sexually abusive behavior.  He reported that his brother (age 7) asked him to show him his penis when he was putting him to bed one night and he did.  When he was showing his brother his penis, his mother walked in the room and became very upset and called the police.  He reported being alone with the detectives in an interview room for an hour with no attorney and became scared and just told them he would plead guilty to the charge just to make it be over.  A public defender put together the plea bargain and he was placed on probation for 3 years and must complete sexual abusive behavior treatment with this agency which requires individual sessions with a CSTOP (Certified Sex Offender Treatment Provider), group sessions, and in home therapy. Kirsten reported she was very upset with what her son did and no longer left him alone with his younger brother. She was even more concerned about his academic performance, fighting, and explosive temper in the home. She reported “He is just like his father”. She stated that she and Leonard get into frequent verbal arguments since his father left the home and at times she hit him to get him to calm down. She reported he had destroyed property in the home since his father left and that there was a constant power struggle between them resulting in abusive arguments and sometimes physical violence between the two of them.  She was concerned how this was affecting his younger brother who was 7 years old at the time of the intake assessment. 
STRENGTHS:

Even in early interviews, Leonard showed remorse and empathy for what had occurred with his brother. He did not deny what occurred, though reports that at the time of the offense he really didn’t think it was so bad.  His brother was 7 years old and he reported thinking that they were just being silly. At the time of the assessment, he reported being sorry for not being more mature and saying no to his brother when he asked him to show him his penis. Leonard showed a sense of humor and curiosity about therapy during the assessment. He was open about his family life history and reported wanting to learn new skills even though he had little hope that his relationship with his Mom would get better.  He stated, “She thinks I am just like my Dad and won’t give me a chance … maybe I am just as bad as him”. He presented with motivation to try therapy and while at times he made comments about not needing to be in therapy because that was for “really fucked up kids”, he began to engage in the therapeutic relationship with the counselor who conducted his assessment and was assigned to conduct individual, family, group sessions with him. This same counselor was assigned to work closely with the in home counselor after assessment was completed. 
Social Support Systems
Leonard reported having about 5 male friends he regularly spent time with in the neighborhood and that attended his school. He reported three of them had charges for “slinging” (selling drugs). He reported he did not sell drugs even though it is tempting with the family being so strapped for money. He and his mother were having communication challenges and frequent arguments.  He reported that his maternal aunt lives close by and was supportive of him. He liked one of the basketball coaches at the local Boys and Girls Club and talked to him sometimes and occasionally went to midnight basketball there on Saturdays. Leonard reported not getting along with many adult males outside Mr. Murphy (basketball coach). He occasionally saw his father (once a month) since he moved out and they would go to McDonald’s for a while and talk. He reported missing his father but knowing it is best for him to not be in the home because of all the violence that occurred when he was there. 

Setting Goals and Theoretical Perspective
Collaborative treatment planning and goal setting is a critical factor in successful treatment outcomes. Collaborative treatment planning assumes that the client has strengths and solutions within the client and family. The clinical social worker is a facilitator in supporting the client and family in looking through the problem saturated stories that dominate the families and clients current life (and are typically the reason for the referral) and uncover the client and families motivation and current coping abilities. When these strengths are bolstered through effective intervention, the family is supported in meeting the challenges created by the presenting problem.

According to the ACE studies from the CDC, 90% of adults have experienced at least one Adverse Childhood Experience.  One out of six has experienced 4 or more Adverse Childhood Experiences. Trauma is relevant to the population at large as well, effecting 70% of all people (Edwards, VJ, Anda, RF, Dube, SR, Dong, M, Chapman, DF, & VJ Felitti, 2005).   Approaching cases like Leonard’s using evidence informed practices about trauma, attachment, and neurobiology are critical to supporting children and caregivers in moving forward in their recovery from trauma and experiencing post traumatic growth. 

The model utilized in this case that is undergirded by current theories of trauma and attachment and evidence supported by SAMHSA via the National Child Trauma Stress Network (NCTSN). 

Gold (2009) brings forward the Contextual Model of Therapy as effective method of therapy for persons (like Leonard and his mother) who have experienced complex forms of trauma. Complex trauma 

“Complex trauma describes both exposure to chronic trauma—usually caused by adults entrusted with the child’s care—and the impact of such exposure on the child. Children who experienced complex trauma have endured multiple interpersonal traumatic events from a very young age. Complex trauma has profound effects on nearly every aspect of a child’s development and functioning.” (Cook et al, 2005)
Gold Contextual Model (Gold, 2009, pp. 231-235)
· Interpersonal Area
· Collaborative approach 
· Attachment in the therapeutic relationship
· Practical Area
· Skill Development
· Self-Soothe
· Being in the Present
· Cognitive Strategies (problem solving)
· Release of addiction/maladaptive behaviors
· Traumatic Stress Reprocessing
· Engaging in Daily Life
· Conceptual Area
· Clinician is a guide through the process
· Client develops the conclusions and outcomes 
While the intricacies of utilizing trauma informed practice models and the contextual approach require more time and study, for the purposes of this case study, goals were set focusing on the practical areas of the Contextual Model.
PRACTICE EXERCISE

Using the Treatment Planning Tool provided, we will begin to co-develop a phase oriented plan of treatment with Leonard  … 

Share what Leonard’s hopes you and he have chosen to focus on (goals)

Share what skills Leonard wants to use to meet these hopes and goals … 

Please role play the selected skills and help Leonard create a diary card to track his progress this first week … 

Using another diary card from Leonard’s 20th week of treatment, help him select some new cognitive skills to use in problem solving this week … 

Exemplar GOALS and Treatment Plan for Consideration 

Exemplar Goals: 
For the purposes of this case study, only the following 3 goals will be discussed. In addition, Leonard had a treatment plan dedicated to his offense cycle and sexual abusiveness work as well as other treatment goals.  In conjunction with these goals, Leonard would be being seen by a CSOTP and working through his program focused on sexual abusiveness which will be further supported by his trauma work and coping skills development addressed below. In most cases, sexual abusiveness in youth is an unhealthy and abusive quick relief behavior. Sexually abusive youth need to be engaged in trauma informed behavioral health treatment in order to achieve their goals and to reduce the likelihood that they will re-offend via sexual abusive behaviors as well as re-offend via physically abusive or emotional abusive behaviors (which is more likely after treatment). 
Leonard identified the following three goals 
HIS WORDS:

1) Don’t want to be mad all the time, want to be able to calm down and not hurt people

2) Want to not be like my Dad, want to be a good man

3) Want to not yell at my Mom, for us to have fun again 

CLINCAL REFRAME: 

1) Reduce feelings of irritability and increase positive self-regulation coping skills that he could access easily so that he could reduce verbal and physical fighting with authority figure and peers

2) Improve positive self-identity primarily through being able to see himself and his strengths and not imagine himself to only possess the negative traits of his father (capability for violence). 

3) Improve communication with his mother, increase positive time spent with her, and develop capacity for both of them to walk away prior to a verbally threatening or physical altercation occurred. 

Exemplar Interventions: 
Phase oriented treatment is the standard of care for youth and adults have experienced trauma. Typically, phase one of treatment focuses on the first two practical steps in the Contextual Model, Self-Soothing Skills and Mindfulness Skills. 

To achieve goal one, the clinical social worker began teaching Leonard about the mind body connection and how trauma has impacted his arousal. Learning about the limbic part of the brain and the fight/flight/freeze response, Leonard began daily practice of biofeedback activities to lower his overall stress level and calm the limbic part of his brain. By calming this part of his brain, he learned that he would increase his likelihood of accessing problem solving skills in the pre-frontal cortex of his brain and then be able to use these skills with any challenge or conflict he faced with a peer or adult.  The clinical social worker purchased a BioQ ring for Leonard which acts like an emotional watch. A fancy mood ring in essence, Leonard was able to visually see when he became stressed due to the changing color of the ring, and was able in school or home begin to practice his self-soothing exercises and self-care plan. Additionally each day, Leonard would play the game “Wild Divine”, a biofeedback game based on galvanic skin response and heart rate variability.  By practicing his breathing and listening to music that was soothing, Leonard learned how to progress through different stages of the “Wild Divine Game”.  Over time, he became very good at calming himself down even when game tasks in the video game became very difficult. He was able to use the music CD with this game on his MP3 player and practice the biofeedback skills daily that way too. On one occasion, Leonard was doing very well with a game activity, yet when he heard his mother’s voice his stress level shot up and he was not able to complete the game activity. When his mother asked why the game had stopped when he heard her voice, it was explained that her voice was a major stressor (trauma echo) for Leonard and did not help him engage in healthy problem solving skills, rather sent him into fight/flight/freeze stance. Kirsten was very disappointed when she understood her voice’s impact on Leonard and began actively engaging in parenting sessions about the brain and how to be more nurturing and soothing to Leonard during times of stress and conflict.  This change by Kirsten resulted in progress with Goal #3 and the opportunity for Kirsten to discuss her own trauma history and seek services for her as well. 
Example of Treatment Plan for Goals: 

In most settings of clinical practice it is critical to be able to demonstrate treatment planning skills that are SMART (specific, measurable, achievable, realistic, and time specific. An example of moving from a general goal in this case to measurable objectives, interventions and completion criteria would be as follows 
	Objective

(must be measurable and objective)
	Intervention

(Brief Description) 
	Success Criteria

(Client Centered Outcome)

	Objective A: (avoidance goal)

Client will reduce number of times he engages is acts of physical aggression at school as evidenced by teacher’s reports and school records. Client will move from resolving conflict with physical violence from 5 times a week to 0 times per week over next 3 months. 


	Clinical Social Worker will teach mother and client 3 distress tolerance skills in session and practice each skill with client. Mother will prompt client daily to practice one of three skills when he is calm.  Client will journal each night and record his level of irritability, aggression and happiness each day as well as if he used a distress tolerance skill that day. Next session, client and social worker will review journal and skills and see if client’s level of irritability and aggression has decreased and if his level of happiness has increased.
	Client does not engage in physical violence to resolve feelings of aggression for a continuous period of 3 months. 

On the Peabody Symptoms and Functioning Scale, client moves from high clinical range in externalizing behaviors to mid-range in externalizing behaviors.

On Peabody Youth Scale, client moves from a “2” to a “4” on the “doing well with others” item.

	Objective B: (Strength Based- approach objective) 

Client will identify 3 positive and engaging activities he would like to participate in with his mother and begin to engage in one of these activities with mother for one hour each week. 


	Client and Mother will work with clinical social worker to brainstorm activities that each of them enjoy and schedule a strength based date one time each week for one hour. Clinical Social Worker and client and mother will create ground rules for disagreements during this time with one another and safety plans including client calling aunt to pick him up if client and mother begin to argue and feels unsafe or the desire to use physical aggression.
	Client will move from a 1 to a 3 on the “family life” item on the Peabody Youth Life Satisfaction scale

Caregiver will move from a 5 to a 3 on the items “sad or unhappy” and “tired/strained” on the Peabody Caregiver Strain Scale. 




NOTE: For illustration purposes one approach objective and one avoidance objective has been utilized. In general, approach goals and objectives are more often achieved by clients given they are strength based focused. Additionally, for illustration purposes one individual and one family objective has been provided. 

End Result

Over the course of six (6) months, client and mother achieved Objectives A and B above. Additionally, significant progress was made with goals 1 and 3. Some progress was made with Goal 2, and initial plans for discharge from intensive in home services began to be made. Client began to demonstrate oppositional behaviors as discharge approached and began violating the rules of probation.  Clinical Social Worker and mother worked with client to recognize his anxiety about discharge, utilize his coping skills including mindfulness and biofeedback exercises. Additionally, client and clinical social worker did brain storming activities and pro/con sheets to look at consequences for probation violations. In one session, client stated that he did not think he deserved to stay in community and wanted to violate probation. He reported still holding on to some very negative thoughts about himself (Goal 2).  That day he violated probation via curfew and was placed in a juvenile correctional facility for 3 years. Mother did follow up with therapist a year later. She reported despite this violation, client was doing very well in correctional facility and in therapy there.  Leonard reported to his mother and correctional facility therapist that he panicked at all the progress he made. He could not visualize himself being the kid who got along with his mother, had good grades, and got along with his peers and other adults. When all of these goals were achieved, he felt a strong sense of shame and that he was undeserving of that kind of life. He reported to his mother that he savtoged himself and intentionally violated probation to be punished.  Despite his incarceration, his mother reported that his therapist there stated he was moving through program very quickly and there was much evidence of his previous therapeutic work in the areas identified (self-regulation skills, mindfulness skills, distress tolerances skills, interpersonal effectiveness skills, and problem solving skills) and that these skills were allowing him to move treatment there much faster. Mother reported that his expected release date had been moved up by one year due to progress and that he often spoke of the work he completed with clinical social worker in the home and how it was helping him in solving problems and conflicts in present day. 
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