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1. Types of Assessments 

a. Clinician 

i. General Psychiatrist (adult) 

1. MD  

2. Plus 4 yrs of additional residency training 

ii. Child and Adolescent Psychiatrist 

1. 1. MD 

2. 4 years of additional residency training in general psychiatry 

3. 2 more years of training focused on children and adolescents 

iii. Psychologists 

1. Type –  

a. Not all alike; prefer child trained; sometimes 

neuropsychologist 

2. PhD 

a. Clinical and Research Training (5-8 years) 

b. Internship (1 year) 

c. +/- Post-doc (1-4 years) 

3. PsyD 

a. Clinical training (4 years) 

b. Internship (1 year) 

4. EdD 

a. School Psychologist 

5. Masters 

a. Often not licensed 

iv. Other Clinicians 

1. Social Workers (2 years) 

2. Various mental Health Professionals 

a. Counselors 

b. Psychotherapists 

c. Nurse practitioners 

d. Psychotherapists 

e. Others 

b. Types of Examinations 

i. Psychiatric 

1. Medical Review 

2. History Review 

3. Clinical Interviews 

4. Physical Examination 
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5. Laboratory findings 

a. As indicated,  

b. including imaging, etc 

6. Structured Diagnostic assessments 

a. Structured diagnoses 

i. ADOS, SADS/KSADS 

b. Symptom rating scales 

i. CBCL,  

7. Results in an integration of all biological and psychological 

findings that point to an integrated treatment plan, if necessary 

a. Treatments may include medications and other biological 

interventions 

ii. Psychological 

1. History Review 

2. Clinical Interviews 

3. Structured Diagnostic assessments 

a. Structured diagnoses 

i. ADOS, SADS/KSADS 

b. Symptom rating scales 

i. CDI, CBCL,  

4. Psychological Testing 

a. Cognitive 

i. Verbal 

ii. Non-verbal 

b. Behavioral/symptom 

i. For specific disorders, eg YBOCS, SRS 

c. Neuropsychological 

i. Halsted Reitan; DKEFS, BRIEF 

d. Adaptive 

i. Vineland 

e. Achievement/Vocational 

i. Woodcock Johnson 

f. Projective Testing 

i. Rorschach, TAT/CAT; DAP 

g. Personality  

i. Millon, MMPI 

h. Other 

i. Language 

ii. Learning Disability 

iii. Social Skills. 

5. Results in an integration of all biological and psychological 

findings that point to an integrated treatment plan, if necessary 

a. Treatments include psychological and behavioral 

interventions but no medications or other biological 

interventions 
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c. Examination of Children and Adolescents 

i. To the extent possible 

1. Should be focused to answer the necessary questions 

2. Limited in scope & number 

a. Not always necessary to do a full clinical exam 

b. Try to avoid multiple exams from competing experts 

ii. Requires training and experience 

1. Ask about this before you request evaluation 

iii. May include contact with parents, family and/or siblings 

iv. Must be developmentally appropriate 

v. Almost always requires collateral information 

1. Schools, etc 

2. Get it before seeking the exam  

a. Another way to delay 

vi. Often takes more than a single visit 

1. Child alone 

2. Child with parents 

3. Observation at school or home 

d. Reports 

i. Reports are only as good as 

1. The questions asked  

2. The examiner doing the exam 

ii. Good Questions/Answers 

1. Requires careful thought on your part 

a. Should not be left to the examiner 

2. Questions should be specific to the issues/case at hand 

a. General questions get general answers, if lucky; irrelevant 

answers are more likely 

b. If specific question cannot be answered, the examiner 

should tell you – no confabulating! 

3. Answers 

a. Should be specific and in response to questions 

b. Not approximations 

c. When tests are used, they must be valid and reliable 

i. Get specific scores with specific explanation of 

what they mean (e.g. IQ) 

4. A cogent, detailed history is usually essential to answer a question 

and arrive at a diagnosis and treatment plan. 

5. A diagnosis may be an answer to a question but it is rarely 

sufficient; 

a. Should include 

i. Developmental Level 

ii. Functional assessment 

iii. Severity and Chronicity 
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b. Specific symptoms supporting diagnosis (and not) should 

be included 

i. How they are impairing 

ii. How they are to be treated 

6. Prognosis is NOT predicting the future 

a. Reflects the history 

b. Built on current findings 

c. Based on scientific literature about groups of similar 

individuals, families and communities 

d. Examiner experience a factor but not sufficient 

iii. Report Format 

1. Must be in a straight forward format 

2. Comprehensible, plain English 

3. If not relevant, speculative, incomprehensible gobbled-gook or not 

responsive to questions, have it re-written 

iv. Timeliness 

1. It is easy to delay in court proceedings but you should not delay 

unnecessarily due to reports. 

a. If you want to delay, there are better ways to do it 

i. Lots of motions 

ii. Lack of cooperation by clients 

b. Delay is bad for children 

2. Evaluations should be timely  (days to weeks, not months) 

3. Reports should be timely (days to weeks, not months) 

2. Prediction of Parenting Ability 

a. Prediction requires 

i. Careful unbiased , history 

ii. Careful, relevant examination 

b. Best predictor of future function is past function of that individual 

i. Not the only predictor; not always correct 

c. Most parents want to be good parents 

d. Goodness of fit between parent(s) and child is crucial 

i. Better fit, better parenting 

ii. Difficult adults >> parenting problems 

iii. Difficult children >> parenting problems 

e. Many different combinations of parent function and children work well 

i. ALL parents need some help and support 

1. Partner, friends, family 

ii. If with help and support, they can be capable, they can the be permitted to 

parent Most are capable of being capable 

iii. Single, isolated parents usually do poorly 

f. Important to separate capable from willing 

1. While capable, some have little desire/incentive 

g. What is the role of psychiatric illness 

i. In child, it makes parenting very difficult, even for intact families 
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ii. In parent 

1. Even a severe illness does not preclude successful parenting 

a. Assuming  

i. Adequate treatment 

ii. Adequate support systems 

b. Consistency in symptoms and behavior 

i. Children do better with consistency and 

predictability, even when pathologic 

iii. Remember: Psychiatric illness is often chronic 

1. With exacerbations and remissions 

a. Even with good treatment 

b. Treatment goal is to minimize exacerbations and sustain 

remissions 

2. Cure is often not possible or reasonable to expect 

iv. Red Flags (some manageable): 

1. Multiple problems with multiple children 

2. General failure to adapt to life circumstances 

3. Lack of support systems 

4. Lack of willingness to participate in treatment 

a. Does NOT require understanding of the treatment 

5. Severe impairment in cognitive, developmental, behavioral, or 

social functioning 

3. Resilience in Children 

a. Resilience is common and expectable 

i. Children are remarkably resilient 

ii. Generally do well if protected from physical and emotional harm 

1. To self and others around them 

iii. BUT should  not be taken for granted  

b. Adverse Childhood Experiences (ACEs) 

i. Cumulative toxin 

ii. An ACE for one child is not necessarily an Ace for all 

1. Children have various levels of resilience 

2. Biological and Psychological make up varies enormously 

3. Few get PTSD, many may have symptoms 

a. A warning sign 

c. Fostering Resilience to custody battles 

i. Children must be isolated from violence – words and deeds 

1. Must be protected from the beginning – no compromise 

ii. Duration of the conflict is a brief as possible 

1. Time is the enemy 

iii. Support is available 

iv. From those not engaged in the conflict 

1. Family, Friends, school, others 

2. Therapy may be helpful but often not best support 
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d. Attachment and Bonding 

i. Attachment  

1. Bilateral social process between caring adults and child 

2. For humans, multiple attachments 

a. More with development 

3. Trusting, predictable, generally consistent relationship 

a. Primarily but not entirely focused on needs of the child  

4. Parents have attachment histories that may be replayed in divorce 

(unresolved grief, prior loss, etc)  

ii. Disruptions in Attachment 

1. Domestic Violence including Child Abuse/Neglect 

2. Extended absence (eg military, prison) 

3. Problematic parenting (eg drugs/EtOH, Illness) 

4. Hostile, Contested divorce proceedings 

iii. Best Interventions for Attachment Disruptions 

1. PREVENTION (most problems are preventable) 

2. Early Intervention (earlier the better) 

3. Maintaining family structure in divorce 

a. Helps maintain strong attachments 

b. To extent possible, this is optimal 

i. Siblings stay and move together 

ii. Parents live close to each other 

iii. Maintain contact with extend family & community 

iv. No change in socioeconomic status 

v. No conflict in transitions 

c. When not possible to do all, do as much as possible  

i. Remove obstacles  

ii. Overt uncontrolled parental animosity (experienced 

by child) should be treated as  neglect 

4. In Divorce: EARLY DECISION-MAKING 

iv. Custody and visitation arrangements should reflect the needs of the 

children and support solid attachments 

1. Goal: Support and sustain all relevant attachments  

a. Balance 

i. Child First 

ii. Parents  come second but must be considered 

2. Make Decisions EARLY 

a. Essential: Consistency, Predictability, Reliability, Stability 
3. When in doubt, replicate pre-divorce action schedules and routines 

4. When you make mistakes: make changes, quickly  

5. Get CHILD INPUT EARLY 

a. Children are well-aware of family structure/issues 

b. Get input early  

i. Via evaluation, child rep, in camera 

ii. Never too young 
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c. “Input” does not mean decision-making 

i. NEVER put child in position to decide about 

custody/visitation 

4. Things that go wrong in divorce and custody cases 

a. Unsubstantiated allegations  

i. Usually preventable 

ii. Primum non nocere  

1. Protect child 

a. Maintain structure an environment to extent possible 

b. Expeditious evaluation and resolution 

i. If unfounded act as part of other acrimonious issues 

2. Protect other children 

3. Protect parent(s) 

a. Parents have attachment histories that may be replayed in 

divorce (unresolved grief, prior loss, etc)  

b. Alienation & Estrangement: 

i. Alienation 
1. Deliberate attempts by one parent to disrupt the relationship 

between the child(ren) and the other parent(s) 

ii. Estrangement 
1. Disrupted relationship between specific parent(s) and child(ren) 

that is the result of the actions of the parent(s), usually, or the 

child(ren), occasionally  

iii. “Parental Alienation Syndrome” 

1. Commonly used term 

2. Validity and Utility not established 

3. Not an official diagnosis 

a. Pattern of behavior 

b. Alienation can occur in many types of cases 

i. Separation (Legal & Other) 

ii. Divorce 

iii. Abuse and Neglect 

iv. Alienation is PREVENTABLE 

1. Early and Continuous Action 

a. Immediate implementation of “temporary” custody and 

visitation schedule 

i. Done when case is filed 

b. Monitoring of Custody and Visitation 

i. Early and often 

c. Enforcement of Non-Disparagement Agreements 

i. Parents 

ii. Attorneys 
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c. Management of things that go wrong 

i. First, try to figure out what went wrong 

1. See the parents 

a. Estrangement or Alienation 

b. Determine presence or Absence of psychiatric or other 

medical illnesses 

c. Other factors 

2. See the child(ren) 

a. Examine for Estrangement or Alienation 

b. Determine presence or Absence of psychiatric or other 

medical illness 

c. Examine for disruption in consistency, predictability, 

reliability and stability 

d. Children’s opinions 

i. Children will negotiate participation in solutions 

ii. Children appreciate being respected when they are 

just one player in a larger drama 

iii. Children often have ideas for solutions 

3. Examine the attorneys  

a. What is their role in the conflict? 

ii. Specific problems 

1. Angry or Oppositional child  

a. Depends on the age of the child 

b. Treat illnesses when present 

c. Supervised visits 

i. Often in therapeutic context 

2. Recalcitrant Parent 

a. Supervised visits 

b. Limit or suspend visits 

c. Sometimes there is so much damage that immediate 

resolution is not possible 

3. Supervised Visits 

a. Protect the child 

b. Inform the Court 

c. May be insulting to parent (or attorney)  

i. Sorry, child comes first 

d. When in doubt, supervise 

e. Continue to supervise until no doubt  

 

4. Other? 


