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Objectives
• Recognize the need to identify and respond to pediatric traumatic 

stress 
• Overview the Care Process Model (CPM) for Pediatric Traumatic 

Stress 
• Consider pilot implementation and findings



Definitions
Trauma: Significant event or experience that causes or threatens harm 
to one’s emotional and/or physical well-being
Traumatic stress: Intense fear and stress in response to a potentially 
traumatic experience, including disturbed sleep, difficulty paying 
attention and concentrating, anger and irritability, withdrawal, 
repeated and intrusive thoughts, and/or extreme distress when 
confronted by reminders of the trauma



Need to Identify & Respond to 
Traumatic Stress
• High prevalence of trauma exposure
• Trauma is connected to poor health 

and mental health outcomes
• Trauma symptoms often go 

undiagnosed or misdiagnosed
• Trauma-focused evidence-based 

treatments work
• AAP recommends active & routine 

screening 
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How Do We Know About Trauma Symptoms?

• Observe/ask about 
symptoms
− What do you look for?
− What do you ask about?

• Standardized screens:
• UCLA PTSD Reaction Index
• Child PTSD Symptom Scale
• Trauma Symptom Checklist for 

Children
• Trauma Symptom Checklist for 

Young  
Children

• Diagnostic and Statistical Manual 
of 
Mental Disorders (DSM-5) Criteria 
for 
PTSD

− Threatened death, serious injury or 
sexual 
violence

− Intrusive
− Avoidance 
− Negative Cognition/Mood
− Hyperarousal
− +/- Dissociation



Challenges in Identifying Traumatic Stress 

• Families may not volunteer 
trauma history unless 
asked directly

• PTSD is rarely the 
identified chief complaint

• Families don’t connect 
traumatic history and 
current symptoms

• When in a known, 
comfortable setting, 
children with PTSD may 
appear calm 



Differential Diagnosis

• Challenging to tease out PTSD, depression, anxiety and 
ADHD

• When concerned about depression, anxiety or ADHD, 
evaluate/rule out PTSD before proceeding with treatment

• Structured screening and assessment tools help in 
identifying PTSD symptoms



Overlap of 
trauma 

with 
anxiety, 

depression
, ADHD



Relative Effectiveness for Behavior Problems in Young 
Children – Stimulant/Behavior Tx

ADHD PTSD

Stimulant+
Behavior Therapy+

Stimulant-
Behavior Therapy+

(Stopping the trauma+)



Pediatric Traumatic Stress and Depression

PTSD symptom 
cluster

Overlapping trauma and 
depressive symptoms

Negative 
cognition/mood

Negative belief towards self, self-blame, 
negative emotional state, loss of interest, 

detachment

Hyperarousal & 
Increased reactivity

Irritable and angry, reckless and self-
destructive behavior, poor concentration, 

sleep disturbances



Traumatic Stress and Anxiety

Panic Attacks may not 
indicate panic disorder if 
attacks are triggered by 
trauma reminders, 
better explained as 
intrusive and 
hyperarousal symptoms 
of PTSD

Separation challenges 
may be similar to 
separation anxiety, but 
could be trauma specific 
depending on context of 
traumatic experience(s) 
and association with 
trauma reminders

Generalized and social 
anxiety are often 
independent of trauma-
specific context and 
reminders, however, still 
important to consider 
symptoms in context of 
traumatic experiences



Relative Effectiveness - Psychotherapy vs SSRI for 
Depression and/or Anxiety

Cohen 2007; Robb 2010; Morina 2016  

Anxiety/Depression PTSD

SSRI +
Therapy +
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Choosing on the Right Bucket 

Anxiety
&

Depression

Traumatic
Stress

Problematic
Behaviors

Acting 
Out/ADHD

Suicide
Substance Use



How to Identify & Respond to 
Traumatic Stress
• A Care Process Model (CPM) for 

Pediatric Traumatic Stress

https://intermountainhealthcare.org/ckr-ext/Dcmnt?ncid=529796906
https://intermountainhealthcare.org/ckr-ext/Dcmnt?ncid=529796906


Overview
The Care Process Model (CPM) for Pediatric 
Traumatic Stress



Who
Children ages 6-18
• Well-child visits
• Mental health related visits



How
Waiting room screening tool
• Parent vs adolescent report
• English or Spanish
• Paper or electronic



Provider meets with youth and caregiver:
1. Report if required
2. Respond to suicide risk
3. Stratify treatment response

Follow-up

CPM Roadmap of Care



1. Report if Required



1. Report if Required
• If abuse or family violence was disclosed, determine if the event(s) 

need to be reported to child protection or law enforcement 
authorities and report if required

• If other safety issues are disclosed, provide support and follow up 
as needed



2. Respond to Suicide Risk



2. Respond to Suicide Risk
• If the parent or youth endorses any number of days of suicidal thinking, 

use the Columbia Suicide Severity Rating Scale (C-SSRS) to assess 
patient safety and determine response protocols, referring to local 
emergency medical services when needed



The C-SSRS

Ask items 1-2, 6
• If yes to 1 or 2, ask 

items 3-5

Higher risk 
for suicide



Based on suicide risk, providers may:
• Encourage ongoing family 

communication
• Develop a safety plan
• Refer to MH treatment
• Refer to the ER/crisis team



3. Stratify Treatment Response 
with referral based on:
• Screening tool responses,
• Child functional impairment, 

&
• Shared decision-making
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3. Stratify Treatment Response
• Identify:

• Trauma symptom severity
• Child functional impairment

• Provide appropriate treatment approach:
• Anticipatory guidance
• Brief, targeted intervention
• Referral



Provide Appropriate Treatment Approach





Provide a brief, 
targeted intervention

SLEEP

AROUSAL/
INTRUSION

AVOIDANCE/
NEGATIVE MOOD



In-Office Intervention

https://www.youtube.com/watch?v=_mZbzDOpylA
https://www.youtube.com/watch?v=_mZbzDOpylA
https://www.youtube.com/watch?v=_mZbzDOpylA


Follow Up
• Shorter-term (2-4 weeks) & longer-term (4-6 months)

• Re-administer screening tool
• Monitor symptom change
• Assess/adjust decision-making
• Provide on-going support



Pilot Data
The Care Process Model (CPM) for Pediatric 
Traumatic Stress



2 Intermountain West clinics
• Urban & suburban
• 18 pediatric providers

Child participants 6-17 years 
(n=2359)
• Female (52%)
• White (90%)
• Non-Hispanic (86%)
• Low social risk (82%)
• Chronic medical conditions 

(36%)
• Mental health diagnosis (24%)

Date Range: May 2018 – June 2019
Description of Pilot



Pediatric Providers (n=18)
• 14 (78%) pediatric providers started the CPM 
• Rate of screener introduction ranged across providers (2-82%)
• Rates of screener introduction rose from 40% first quarter to 57% the 

final quarter 
• Screener completion varied across providers (29-94%)
Child participants 6-17 years (n=2359)
• 1472 (62%) completed screeners
• Completion rates improved from 51% first quarter to 66% the final 

quarter

Date Range: May 2018 – June 2019
Description of Implementation



Trauma Exposure (n=1472 completed screeners)
478 (33%) of responses endorsed a trauma exposure

• Risk characteristics:
• Chronic medical condition
• Mental health diagnosis



Traumatic Stress Symptoms (n=1472 completed screeners)
234 (16%) screened patients reported symptoms of traumatic stress
186 (39%) children with a reported trauma exposure had moderate or high 
symptoms of traumatic stress

• Risk characteristics:
• Adolescence
• Female
• Trauma exposure
• Chronic medical condition
• Mental health diagnosis



Suicidality (n=418)
48 (12%) with trauma exposure endorsed suicidal or self-harm 
thoughts

• Risk characteristics:
• Traumatic stress severity



Depression (PHQ-A) vs Traumatic Stress (n=302)
41 (14%) reported clinical 
symptoms of depression
• 28 (68%) of these reported a 

trauma exposure

71 (24%) reported moderate or 
severe symptoms of traumatic 
stress
• 38 (54%) of these had no 

evidence of depressive 
symptoms on the PHQ-A 



Potentially Traumatic Events (PTEs) and Symptoms of Traumatic Stress, Depression, & 
Suicide/Self-Harm Detected at Well Child Checks

Moderate and 
High Risk 

Traumatic Stress



Summary
• Many children who present to primary care report symptoms of 

traumatic stress
• Many children with traumatic stress have some suicidal ideation
• Providers and staff are able to provide families with: 

• Referrals to emergency services
• Referrals to evidence-based therapy
• In-office interventions to help families cope with traumatic stress



Contact Us
The CPM Development Team
Brooks.Keeshin@hsc.utah.edu
Lindsay.Shepard@hsc.utah.edu
Brian.Thorn@hsc.utah.edu
Kara.Byrne@utah.edu
or
https://utahpips.org/

mailto:Brooks.Keeshin@hsc.Utah.edu
mailto:Lindsay.Shepard@hsc.utah.edu
mailto:Brian.Thorn@hsc.utah.edu
mailto:Kara.Byrne@utah.edu
https://utahpips.org/
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