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CALIFORNIA ACES ACADEMY

Is a supplemental training to enhance healthcare professionals’ and
others’ knowledge of ACEs, trauma informed care, and of strengths,
protective factors, and resilience in their patients, families and
communities. If you’re seeking Medi-Cal certification please visit
acesaware.org

National + local experts + small group learning collaboratives = more
connected and caring communities

Online communities of care provide a place to discuss challenges, share
resources, and celebrate successes

CAA, with funding from ACEs Aware, is a collaboration of the American
Professional Society on the Abuse of Children (APSAC), the Academy on
Violence and Abuse (AVA), the California Professional Society on the
Abuse of Children (CAPSAC) and the Center for Innovation and Resources
(CIR).
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Objectives

e Recognize the need to identify and respond to pediatric traumatic
stress

e QOverview the Care Process Model (CPM) for Pediatric Traumatic
Stress

e 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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Presentation Notes
High prevalence. Up to 80 % of children experience at least one significant traumatic experience in childhood. Minority children, including those who are members of federally recognized tribes, are disproportionately impacted by trauma and continue to have high rates of contact with the healthcare system
Poor mental health outcomes. After exposure to traumatic experiences, some children and adolescents develop adverse traumatic stress responses, including acute stress disorder (ASD) or posttraumatic stress disorder (PTSD). They are also at risk for suicidal and homicidal intent, mental health comorbidities (e.g., depression, anxiety, attention deficit hyperactivity disorder [ADHD]), substance use (including opioid dependency), and other risky behaviors that affect their ability to function and put them at risk for long-term problems
Poor health outcomes and lower life expectancy. The Adverse Childhood Experiences (ACE) studies link child maltreatment to early death and other poor health outcomes in childhood and adulthood including obesity, cardiovascular disease, and diabetes
Often under-diagnosed and misdiagnosed. Lack of awareness or screening, symptom similarity to other mental health conditions, and / or the difficulty providers face with discussing and intervening in trauma situations contribute to the underdiagnosis or misdiagnosis of traumatic stress. Misdiagnosis can also lead to inappropriate psychotropic treatment. There are currently no medications approved by the FDA for trauma-specific symptoms in children
Early identification and integrated care using evidence-based treatments can increase positive outcomes. Several trauma-specific therapy models have demonstrated effectiveness in the remediation of traumatic stress symptoms in children and adolescents. Resiliency studies indicate that children with parental support and access to services can recover from traumatic experiences. Several treatment studies have shown significant symptom remediation
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How Do We Know About Trauma Symptoms?

Observe/ask about Diagnostic and Statistical Manual
symptoms of
What do you look for? Mental Disorders (DSM-5) Criteria
What do you ask about? for
Standardized screens: FTSD o
UCLA PTSD Reaction Index S‘g)](rue;tened death, serious injury or
Child PTSD Symptom Scale violence
Trauma Symptom Checklist for Intrusive
Children :
_ Avoidance
%Sgg]a Symptom Checklist for Negative Cognition/Mood
Children Hyperarousal

+/- Dissociation




Challenges in Identifying Traumatic Stress

. Families may not volunteer . Families don’t connect

trauma history unless traumatic history and
asked directly current symptoms

. PTSD is rarely the . When in a known,
identified chief complaint 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

_



ADHD

* Difficulty sustaining attention

OVERLAP N ructions

« Difficultyconcentrating » Difficulty with organization

TRAUMA

and In school
i * Fidgeting or squirming
. = Difficult iti
Often doesn't - culty waiting
"“m to listen or taking turns
» Disorganization * Talking excessively

Hyperactive * Losing things necessary
’ for tasks or activities
* Restless
* Interrupting or intruding
* Difficulty upon others
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Common disorders such as anxiety, depression, and ADHD are overrepresented in children with histories of child maltreatment and other types of adversity.3,4,53,54 Depending on the experience and expertise of the pediatric health care provider, the provider should use standardized measures to assess the wide array of possible psychiatric diagnoses or refer to a child psychiatrist.47 


- ______________________________________________________________________
Relative Effectiveness for Behavior Problems in Young

Children — Stimulant/Behavior Tx

ADHD PTSD
Stimulant+ Stimulant-
Behavior Therapy+ Behavior Therapy+
(Stopping the trauma+)

_



s _____________________________________________
Pediatric Traumatic Stress and Depression

PTSD symptom Overlapping trauma and
cluster depressive symptoms
Negative Negative belief towards self, self-blame,

cognition/mood negative emotional state, loss of interest,
detachment
Hyperarousal & Irritable and angry, reckless and self-

Increased reactivity destructive behavior, poor concentration,

sleep disturbances

_



Traumatic Stress and Anxiety

Panic Attacks may not Separation challenges |Generalized and social

indicate panic disorder if | may be similar to anxiety are often
attacks are triggered by |separation anxiety, but |independent of trauma-
trauma reminders, could be trauma specific | specific context and
better explained as depending on context of |reminders, however, still
intrusive and traumatic experience(s) |important to consider
hyperarousal symptoms |and association with symptoms in context of

of PTSD trauma reminders traumatic experiences




s _____________________________________________________________________________________
Relative Effectiveness - Psychotherapy vs SSRI for

Depression and/or Anxiety

Anxiety/Depression PTSD
SSRI + SSRI —/Therapy —
Therapy + TFCBT +

| (Stopping the trauma+)
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Choosing on the Right Bucket

st

AnX|ety

Depressmn

— _

Traumatlc
Stress

Problematic

Behaviors
Acting
Out/ADHD
Suicide

Substance Use
e _




Care Process Model MARCH 2020

DIAGNOSIS AND MANAGEMENT OF

How to Identify & Respond to
Traumatic Stress

Traumatic Stress in Pediatric Patients

‘This care process model (CPM) provides best-practice recommendations for the prevention of childhood trauma as well as the
identification and management of pediatric traumatic stress in primary care and children's advocacy center settings. This CPM was
developed through a collaboration of the Department of Pediatrics at the University of Utah and the Center for Safe and Healthy
Families at Intermountain Healthcare's Primary Children's Hospital. This work was funded through federal grant monies allocared

e A Care Process Model (CPM) for
Pediatric Traumatic Stress

b]' the National Child Traumatic Seress Initiative (NCTSI), which is part of the Substance Abuse and Mental Health Services

Administration (SAMHSA).

» Why Focus ON PEDIATRIC TRAUMATIC STRESS

Childhood traumatic stress is the intense fear and stress [CSPONSe OCCUImng when
children are cxpuscd o pol:cnti::]]]' traumatic expericnces thar overwhelm their
abilily to cope with what lhe}' have experjenccd_ Traumatic stress needs to be
addressed for the following reasons:

-

High prevalence. Up to 80% of children experience at least one significant
traumatic experience in childhood.™ Minarity children, including those who are
mermbers of federal |}r n:cognimd tribes, are d i;pmportinn:ltcl)‘ jmp:u:t:d b) trauma
and continue to have high rates of contact with the healthcare system, #5. &0

-

Poor mental health outcomes. After cxposure to traumatic cxperiences, some
children and adolescents d:‘\-\:|op adverse traumatic stress TCSPOnSCs, inc]ud.ing
acure stress disorder (ASD) or posttraumatic stress disorder (FT3D). They

are also at risk for suicidal and homicidal intent, mental health comorbidities
(e.g. depression, anxicty, artention deficic hyperactivity disorder [ADHD]),
substance use {mcludm.g opioid dependency), and other risky behaviors that affect
their ability to function and put them at risk for long-term problems.

Poor health outcomes and lower life expectancy. The Adverse Childhood
Experiences (ACE) studies link child malreatment to early death and other poor
health outcomes in childhood and adulthood indud.ing al)csir}n cardiovascular

diseasc, and dizhetes ™

-

-

referred to evidence-based trearment, they can experience exacerbated symptoms
and powrer outcomes resulting in elevated coses 54 CHLE0E The Centers for Disease
Control and Prevention (CDNC) reported in 2008 that the lifetime cconomic
burden of cases of child maltreatment in one year in the US. is $124 billion.™" **

Often under-diagnosed and misdiagnosed. Lack of swarcness or screening,
symptom similarity to other mental health conditions, and /or the difficulty
providers face with discussing and intervening in trauma situations contribute

to the underdiagnosis or misdiagnosis of traumatic stress. Misdiagnosis can also
lead to inappropriate pﬂch.olmp]c treatment. There are cum:nlh no medications
approved by the FDA for trauma-specific symptoms in children. e

Early identification and integrated care using evidence-based
treatments can increase positive outcomes. Several rrauma-specific therapy
maodels have demonstrated effectiveness in the remediation of traumatic stress
symptoms in children and adolescengs 540 St B8 041 Rcsl|i.:an studies indicate
that children with p:m:nt:!] support and access to services can recover from

traumaric ﬂcperi.enccs_nu"- LD Lavera] treatment studies have shown ;jgniﬁ;csnl:
symptom remediation, 5 S 0OR, L2

-

CF0FD NTERMOUNTAN HEALTHCARE . ALL RIGHTS RESERVED.

High cost. When children with traumatic stress are not identificd or appropriately

» WHAT'S INSIDE?
BACKGROUND/AT-A-GLANCE. . . .2-4
ROAD MAPS OF CARE .......... 5-

PRIMARY CARE SETTINGS
O-5YEARSOFAGE ..............
E—1BYEARS OF AGE .............

CHILD ADVOCACY SETTINGS
E—1BYEARSOFAGE ........... .. 17

BRIEF INTERVENTIONS
OR HELPFUL RESPONSES. ........ 22

SPECIALIZED TRAUMA ASSESSMENT

AND TREATMENT . .25
SPECIAL POPULATIONS . . .26
RESOURCES. ............... 27-28
CHILD TRAUMA

EXAMPLE VIGNETTES ....... 29-32
FORMS. . .. 33-39
REFERENCES . 40-41

GOALS

I Patients sreened for traumatic stress

P Wumber of referrals to speclalty chnics for
thasa identifled with severe raumatic stress

I Wumbar of patients that zre Identifiad with
modarate of severe Fawma sympioms that
get evidance-based trauma tharapy

@ Indcates an intarmountaln measura

N ltsimounta
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Overvien

The Care Process Model (CPM) for Pediatric
Traumatic Stress

—_——_




Who

Children ages 6-18
e Well-child visits
e Mental health related visits
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atic Stress Screening Tool
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Select how
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Cuanto tiempo durante el gitime mes. .

* English or Spanish
* Paper or electronic

nina tlena proble, Nas para dor;
problemas para volverse a dormir.
A ml NG e vienen 'entos parturhagy
Sucedio cuando no desea tenerios,

Cuando algg
Pone triste,

how
e last 2 weeks,
'?t‘\‘glr;t‘ou would be better

Clinicians, please indicate
i No Action Taken
Referrals: (check all that 3

DCFS
Child Protection

g Crisis Evalual!uniEmeerl
1 Trauma Evidence-Bas
1 Mental Health Integra

"Durante las 2 altimas Semanas, jcuan a
ue estaria mejor muerto o de
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Healthcare Referrals: (check o that appiy) In-office interventions: (chec, i trat apply)
i WTERMOUNTAR HEALTHCARE 1 Child Protection (D(FSICPS} O Sleep Fducation
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O Mental Healthy Integration (MHI)
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Healthcara
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DIAGHNOSIS AND MANAGEMENT OF TRAUMATIC STRESS IN PEDIATRIC PATIENTS MARCH 2020

» ROAD MAP OF CARE: PEDIATRIC TRAUMATIC STRESS C P IVI Roa d m a p Of Ca re

IN PRIMARY CARE SETTINGS (6-18 years of age)

* Traumatic experfences may Include:

Child screens positive for a potentially traumatic

3 = . = - - Natural disasters
experience® using the Pediatric Traumatic Stress - ?ﬁ'}"l';m - Medical trauma
Screening Tool (pages 33-36) — Soriows acckdents
FOLLOW the 3-step process
30 P‘\\ Report if required Respond to suicide risk Stratify treatment approach \
A 7 (see page 9) (see page 10) (see page 12)
-
v Call DCFS if child Follow Intermourtzin's Suidde « feder to the Pediatric Traumatic
maltreatment suspected Prevention CPM if child reports Stress Screening Tool to assess
{1-855-323-3237). thinking about being better off symptom severity (sae pages 33—36).
dead or of harming themselvesin | . Inquire abaut child's functianing In
some way (see page 10). dally activities.
« Use stratification chart balow to
determine next steps.

Treatment Stratification

syt Cincl decs : : :
e S S e = Provider meets with youth and caregiver:
Scora =21°* Refer 10 evidence-based trauma freaiment (see page 14). ~N

- ° °
b e R > 1. Report if required
Mild srm|.)1.oms Protective Approach ° ° °
Score <100 (Pgmtrﬁ-bQMQuldancpandmnllnmrmnlb:rlng 2. Respond to SUIClde rlsk

**Scores from Pediatric Traumatic Stress Screening Tool,

e oo g -l .
; B s 3. Stratify treatment response

\ N, + Bally breathing

- > Slaap problems .G :
% + Medication

= Bally breathing

N S ) _ . . = Guided Imagery
Possible medication roles: Hypervigilant/intrusive symptoms + Progresshe muscle relaiation

« Traumz-related sleep problems (see page 16) = Mindfulness
« Pre-existing anxiety, depression of severa + Bohavioral actvation

ADHD. See Depression and ADHD CPMs. Awvoidance/negative mood symptoms | + Raturn o outine ‘
+ Parent-child communication

FOLLOW UP at regular intervals (see page 16)

EVALUATE responses using g B, |
Pediatric Traumatic Stress Screening Tool (see pages 33-36) < J

If paor or no response to treatments consider the following:
= RETRY or change interventions

+ CODADINATE with mental health prowde, If applicable FO | | OoOW-u p
= INVIDLVE case management

+ REVISE treaiment stratification

+ ASSESS potential for medication or psychiatric referal

©3020 INTERMOUNTAIN HEAITHCARE. ALL RIGHTS RESERVED. 5
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Pediatric Traumatic Stress Screening Tool
11 years and older

Sometimes violent or very scary or upsetting things happen. This could be something that happened to you
or something you saw. It can include being badly hurt, someone doing something harmful to you or someone
else, or a serious accident or serious illness.

*Adapted from Patient Health Questionnaire (PHG-A)

Has something like this happened recently? 1O Yes QO No
If "Yes,” what happened? o o
Has something like this happened in the past? O Yes O No 1' Report If Requ l red
If "Yes,” what happened?
FREEUJUENLY HATING CALENLAKRS
Select how often you had the problem below in the past month. smrwnrs| [smrwers) (cmimnrs) Gmrwnrs| (swiwnrs)
Use the calendars on the right to help you decide how often. EH BEEEECE (EmeiEEE mTpiETE Eowcta
L L LI L
How much of the time during the past month... MNone | Little | Some | Much | Most
1 | | have bad dreams about what happened or other bad dreams. 0 1 2 3 4
2 | | have trouble going to sleep, waking up often, or getting back to sleep. 0 1 2 3 4
| have upsetting thoughts, pictures, or sounds of what happened come into my
3 . . 0 1 2 3 4
mind when | don't want them to.
4 When something reminds me of what happened | have strong feelings in my 0 1 2 3 4
body, my heart beats fast, and | have headaches or stomach aches.
5 | When something reminds me of what happened | get very upset, afraid, or sad. 0 1 2 3 4
6 | | have trouble concentrating or paying attention. 0 1 4
7 | | get upset easily or get into arguments or physical fights. 0 1 4
| try to stay away from people, places, or things that remind me about
8 0 1 2 3 4
what happened.
9 | | have trouble feeling happiness or love. 0 1 2 3 4
10 | | try not to think about or have feelings about what happened. 0 1 2 3 4
11 | | have thoughts like "l will never be able to trust other people.” 0 1 2 3 4
12 | | feel alone even when I'm around other people. 0 1 2 3 4
13 | *Over the last 2 weeks, how often have you been bothered by thoughts Mot Several thMDLe " Nearly
that you would be better off dead or hurting yourself in some way? at all days th%ndaays e;g;}r



1. Report if Required

* |f 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

e |f other safety issues are disclosed, provide support and follow up
as needed

_
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Pediatric Traumatic Stress Screening Tool
11 years and older

Sometimes violent or very scary or upsetting things happen. This could be something that happened to you
or something you saw. It can include being badly hurt, someone doing something harmful to you or someone
else, or a serious accident or serious illness.

Has something like this happened recently? 1O Yes QO No
If "Yes,” what happened?

Has something like this happened in the past? O Yes O No
If "Yes,” what happened?

FREQUENCY RATING CALENDARS
l-T'HFS‘

Select how often you had the problem below in the past month.
Use the calendars on the right to help you decide how often.

How much of the time during the past month... MNone | Little | Some | Much | Most
1 | | have bad dreams about what happened or other bad dreams. 0 1 2 3 4
2 | | have trouble going to sleep, waking up often, or getting back to sleep. 0 1 2 3 4
| have upsetting thoughts, pictures, or sounds of what happened come into my
3 . . 0 1 2 3 4
mind when | don't want them to.
4 When something reminds me of what happened | have strong feelings in my 0 1 2 3 4
body, my heart beats fast, and | have headaches or stomach aches.
5 | When something reminds me of what happened | get very upset, afraid, or sad. 0 1 2 3 4
6 | | have trouble concentrating or paying attention. 0 1 4
7 | | get upset easily or get into arguments or physical fights. 0 1 4
| try to stay away from people, places, or things that remind me about
8 0 1 2 3 4
what happened.
9 | | have trouble feeling happiness or love. 0 1 2 3 4
10 | | try not to think about or have feelings about what happened. 0 1 2 3 4
11 | | have thoughts like "l will never be able to trust other people.” 0 1 2 3 4
12 | | feel alone even when I'm around other people. 0 1 2 3 4
13 | *Over the last 2 weeks, how often have you been bothered by thoughts Mot Several thgdr?malf r:ﬁ:;!}' o . .
. . =
that you would be better off dead or hurting yourself in some way? at all days the days day 2. Respond to SUICIde RISk

*Adapted from Patient Health Questionnaire (PHG-A)
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Item 13 comes from the Patient Health Questionnaire for Adolescents (PHQ-A)


2. Respond to Suicide Risk

* |fthe 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

_



TABLE1: Patient safety measures and response protocols based on

C-55RS Quick Screen responses. Taken from the Suicide Prevention

The C-SSRS

Ask items 1-2, 6

e |fyestolor2, ask —
items 3-5

Higher risk
for suicide

»

CPM

C-55RS Quick Screen questions Action if patient response

{in the last month) “Yes”

Question "Yes” Level of risk | Qutpatient clinic (non BH)

indicates

1. Hawe you wished FDL Wish to LW = (Considar refamal to MHI of BH provider
were dead orwkhed | be dead « Consider patient education
you could go to sleep
and not wake up?

2. Have you actually had Nonspecific
any thoughts of kiling | thoughts
yourseif?

3. Have you been thinking | Thoughts MODERATE = Assess risk factors and etther fadiitzte
abows how you milght wilth mathod evaluztion for inpatient admission or
el yourself? twishout spectfic momiplets Saiety Plan with follow-up

plan or infant with 2448 hours
o act) « Educate patient
4 Izli_ar:u'e 5|r1|:-ﬁ| rﬂ i{anlzjss I!;Ltlle;: - HIGH « Fadiitate immediate svzluation
ughts 2 SOMme thowt plan .
ntantion of acting an TEEEEAT
tham?

5. Have you started to work J Intent
out or woeked cut the [ with plan
detalls of how to kil
yoursedi? Do you Intend
1o cmy out this plan?

6. Have you ever dong Behavior =1 yaar apo: « Consider refamal to MHI or BH provider
any=iing, started o do Low » Consider patient education
anyhing, or prepared
todo anything to and 1-12 months « pssess risk factors and refer to MHI o
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« Educate patient
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Training for use of the Columbia Suicide Severity Rating Scale (CSSRS) 	
http://cssrs.columbia.edu/ 


Based on suicide risk, providers may:

 Encourage ongoing family
communication

e Develop a safety plan

e Refer to MH treatment

e Referto the ER/crisis team




Pediatric Traumatic Stress Screening Tool
11 years and older

Sometimes violent or very scary or upsetting things happen. This could be something that happened to you
or something you saw. It can include being badly hurt, someone doing something harmful to you or someone
else, or a serious accident or serious illness.

Has something like this happened recently? 1O Yes QO No
If "Yes,” what happened?

Has something like this happened in the past? O Yes O No
If "Yes,” what happened?

FREQUENCY RATING CALENDARS

Select how often you had the problem below in the past month. (smrwnrs| (smrwnrs| [smowars| Gmwars| (surwnrs)
Use the calendars on the right to help you decide how often. EEEEEEE =R BEelEEa| mfpiEtE| Eoecta
L L] L L] L]
How much of the time during the past month... None | Little | Some | Much | Most
PE— S— S—
1 | | have bad dreams about what happened or other bad dreams.
2 | | have trouble going to sleep, waking up often, or getting back to sleep.
3 | have upsetting thoughts, pictures, or sounds of what happened come into my
mind when | don't want them to.
4 When something reminds me of what happened | have strong feelings in my L
body, my heart beats fast, and | have headaches or stomach aches. E [T1]
oc
5 | When something reminds me of what happened | get very upset, afraid, or sad. e (2’ [TT]
—_— L
6 | | have trouble concentrating or paying attention. E () a
7 | | get upset easily or get into arguments or physical fights. o v
8 | try to stay away from people, places, or things that remind me about E
what happened.
9 | | have trouble feeling happiness or love.
10 | | try not to think about or have feelings about what happened.
11| | have thoughts like “| will never be able to trust other people.”
12 | | feel alone even when I'm around other people.
13 | *Over the last 2 weeks, how often have you been bothered by thoughts Mot Several thMDLe " Nearly
that you would be better off dead or hurting yourself in some way? at all days th%ndaays e;g;}r

*Adapted from Patient Health Questionnaire (PHG-A)

3. Stratify Treatment Response

with referral based on:

e Screening tool responses,

e Child functional impairment,
&

e Shared decision-making
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Presentation Notes
Items 1-12 come from The UCLA Brief Screen for Trauma and PTSD (see reactionindex.com)


3. Stratify Treatment Response

e |dentify:
* Trauma symptom severity
e Child functional impairment
 Provide appropriate treatment approach:
 Anticipatory guidance
e Brief, targeted intervention
e Referral

_



Provide Appropriate Treatment Approach

TABLE 2. Treatment Stratification

Symptoms Poor functioning?

: Severe symptoms:
: Score »21** YES or NO >

Clinical decision

Restorative Approach
Refer to EBT Treatment

>

Resilient Approach
Refer to MHI or Community MHI.

. Moderate YES
. symptoms: NO

: Score 11-20**

© Mild symptoms: NE
: Score <10** NO

**Scores from Pediatric Traumatic Stress Screening Tool (see page 9 for more information)

Protective Approach

Provide strengths-based guidance and
continue monitoring.
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Protective approach Children with minimal symptoms and little or no functional impairment may never need formal intervention following a potentially traumatic experience. They may benefit from a simple skill to help them feel calmer when experiencing distress (brief in-office intervention). In these situations, provide continued support and ongoing monitoring to identify future worsening of symptoms as this may occur in some situations. Provide anticipatory guidance to the child / caregivers about child traumatic stress 
Resilient approach Many children with moderate or mild symptoms and some increased functional impairment will be best served with a referral for mental health therapy, but brief non-specialized treatment with a general child mental health therapist will often be an effective response. These children will also typically benefit from anticipatory guidance about child traumatic stress as well as from a targeted brief in-office intervention
Restorative approach This approach is appropriate for children with significant and often prolonged post-traumatic stress symptoms who are most likely to benefit from trauma evidence-based treatments. Scores in the severe range on the screening tool (or in the moderate range with increased functional impairment) identify a child who needs a specialized trauma-focused treatment approach as standard child mental health treatment may be ineffective. These children will also typically benefit from anticipatory guidance about child traumatic stress as well as from a targeted brief in-office intervention
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V/KEY COMPOMENTS

OF EVIDENCE-BASED

TRAUMA TREATMENT

Comman featuras of evidence-

Basad trawma treatment for childran

Include being

= Developmentally and culturally
sensitive

* Resilience based

= Focused on overcoming avoldanoe
of the frauma exparience

= Parent/caregiver Inclusive

= skllls and safaty focused

For addtional information

about trauma-spectfic evidence-

Bbasad treatment, sea httpsalf

guochdtacenter.georgetown.edu/

EvidenceBasedireatments.pdf.

Ta leam more about trauma-informed

treztments for children, please wisit
the National Child Traumatic Stress
Metwork factsheets linked In the

sidabar or httpcliwwe nCtsn.org.

RESOURCES FOR SPECIALIZED

TRAUMA ASSESSMENT AND

TREATMENT

= UCLA PTSD Reaction Index (RI):
hitps:wrvw. ragctioningdex.com’

= TF-CBT—NCTSN fact sheat avallzble at
httpciwwwnctsn orglsitesidefaultifilas!

assatsipdfsiticht_general.pdf

* PCIT—MNCTSN fact sheat avallable at:
httpciwwwnctsn orglsitesidefaultifilas!

assats/pdfsipat_general pdf
= CFTSI—NCTSN fact sheat avallable at:
httpctiwvews netsn orgisitesidefaut!

fllos/assets pdfs/CFTS]_General
Information Fact Sheet.pdf

= CPP—NCTSN factsheet avallable 3t
httpcfww.nctsn.orgisitesidefaultifiles!
assatsipdfsicpp _genoral pdf

= AF-CBT—NCTSM fact shaet avallable at
hittps:ifwnsw.netsn.org/interventions/

behavioral-therapy

C2070 NTERMOUNTAN HEALTHCARE. ALL RIGHTS RESERVED.

» SPECIALIZED TRAUMA ASSESSMENT
AND TREATMENT

Children who are ar risk for rraumatic stress warrant cnmpmhcns'm:, trauma-informed
assessment to determine the ri.ght type of trearment. The use of standardired,
validated measures is critical for the accurate detection of both trauma exposures and
symptoms as well as common, comarbid conditions. A comprehensive assessment toal

recommended for the detection of additional trauma exposures and risk for PTSD is:

= The UWCLA PTSD Reaction Index for DSM-5. Used with children 8 years and older, the
UCLA PTSD Reaction Index (RI) is an example of a well-validated measure that
captures a variety of potentially traumatic experiences, has tools to help identify
developmental timing of trauma exposure, and contains a 31-item symptom report
that can be used to support the diagnosis of PTSD with and/ or without dissociative
symptoms."" ™ A derived, shortened version of the full UCLA PTSD Rl is used as
part of this CPM, meaning that there is cross-informing compatibility between the
two meastres.

Trauma-specific and trauma-informed treatments include:

Trauma-focused cognitive behavioral therapy (TF-CBT). Used to treat trauma symproms
for children and adolescents in outpatient settings (ages 3—18 years). The model
includes mn—olfcndln.g caregivers in treatment and addresses pq':hocdufat'lnn,
parcnting skills, relaxation, affect expression and modulation, cognitive coping and
processing, and developing and sharing a trauma narrative. While the length of
treatment varies b) y\:\uth needs, TE-CRT in COmmunity settings averages about 25
wt:](]:r sessions. O

Parent-child interaction therapy (PCIT). Used in outpatient settings to coach non-
offending caregivers or carcgivers at high risk of physical abuse in positive parcnting
skills. This coaching is designed to decrease problem behaviors in children {ages
2-7 years) by encouraging their positive behaviors, strengthening their parent-child
relationship, and discouraging negative behaviors. While the length of treatment
depends on parent earegiver mastery of skills, PCIT in community scttings averages
about 20 weckly sessions, ™

Child and family traumatic stress intervention (CFTSI). Used in outpatient sertings with
youth (ages 7—18 years) who have experienced one or multiple traumatic experiences
to prevent the development of PTSD. Both an early intervention and a secondary
prevention strategy, CFTSI usua]]}' bcgjns within 30 da}'; of the traumaric experience
(or disclosure) and typically involves three to cight weekly sessions. It engages youth
and their non-offending caregivers in psychoeducation, symptom monitoring,
symptom-specific coping mechanisms, and parent-child communication.®*

Child-parent psychotherapy (CPP). Used to help develop the parent-child relationship
for very young children and their non-offending caregivers (ages 06 years). Typically
applied in-home, the therapist interprets and directs parent-child interactions in more

adaptive, positive ways. CPP is typically delivered in 40—350 weckly sessions. ™

Alternatives for families cognitive behavioral therapy (AF-CBT). Used to trear trauma
symptoms from physical abuse and/or physical discipline in children and adolescents

(5—18 years). The model engages offmding caregivers in treatment and addresses
child, parent, and conjoint companents mc:ngagcmnr. p;yc]ﬂocducal:ion. discussion

of incidents of physical force, cognitive processing, skill training, and dlarification
of responsibility for past events. AF-CBT in community settings is about 20

weekly sessions. ™

25
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Pediatric Traumatic Stress Screening Tool
11 years and older

Sometimes violent or very scary or upsetting things happen. This could be something that happened to you
or something you saw. It can include being badly hurt, someone doing something harmful to you or someone
else, or a serious accident or serious illness.

Has something like this happened recently? 1O Yes QO No

If "Yes,” what happened?

*Adapted from Patient Health Questionnaire (PHG-A)

Has something like this happened in the past? O Yes O No
If "Yes,” what happened?
FREQUENCY RATING CALENDARS
Select how often you had the problem below in the past month. smrwnrs| [smrwers) (cmimnrs) Gmrwnrs| (swiwnrs)
Use the calendars on the right to help you decide how often. EH BEEEECE (EmeiEEE mTpiETE Eowcta
L L LI L
How much of the time during the past month... None | Little | Some | Much | Most
L
1 | | have bad dreams about what happened or other bad dreams. SLEEP
2 | | have trouble going to sleep, waking up often, or getting back to sleep.
3 | have upsetting thoughts, pictures, or sounds of what happened come into my
mind when | don't want them to. AROUSAL/
4 When something reminds me of what happened | have strong feelings in my
body, my heart beats fast, and | have headaches or stomach aches. il L
- INTRUSION Provide a brief
5 | When something reminds me of what happened | get very upset, afraid, or sad. Y
b
6 | | have trouble concentrating or paying attention. ° °
7 | | get upset easily or get into arguments or physical fights. ta rgete d I nte rve nt I O n
8 | try to stay away from people, places, or things that remind me about
what happened.
et . AVOIDANCE/
9 | | have trouble feeling happiness or love.
10 | | try not to think about or have feelings about what happened. N EGATIVE MOOD
11| | have thoughts like “| will never be able to trust other people.”
12 | | feel alone even when I'm around other people. -
13 | *Over the last 2 weeks, how often have you been bothered by thoughts Mot Several thMDLe " Nearly
that you would be better off dead or hurting yourself in some way? at all days th%ndaays e;g;}r



Listen to the audio and follow along with the exercise

In-Office Intervention

TABLE 3. Brief in-office interventions (for details see page 23)

* Sleep education
* Belly breathing
* (uided imagery
* Medication

Sleep problems

* Belly breathing
* Guided imagery
* Progressive muscle relaxation
* Mindfulness

Hypervigilant/intrusive symptoms

* Behavioral activation
Avoidance/negative mood symptoms | * Return toroutine
* Parent-child communication
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Belly / focused breathing 	
Elmo belly breathing video 
https://www.youtube.com/watch?v=_mZbzDOpylA 
VA focused breathing videos 
https://www.youtube.com/watch?v=NHMV7KlTTx4#action=share (introduction) 
https://www.youtube.com/watch?v=rquZW6fEOwI#action=share (breathing exercise) 
	
PTSD Coach Online 	
Phone apps 	
https://www.ptsd.va.gov/apps/ptsdcoachonline/default.htm 
https://www.ptsd.va.gov/appvid/mobile/index.asp 
https://itunes.apple.com/us/app/ptsd-coach/id430646302?mt=8&ign-mpt=uo%3d2 
https://play.google.com/store/apps/details?id=is.vertical.ptsdcoach&hl=en 	


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

Follow Up

e Shorter-term (2-4 weeks) & longer-term (4-6 months)
e Re-administer screening tool
e Monitor symptom change
e Assess/adjust decision-making
e Provide on-going support

_



Dilot Data

The Care Process Model (CPM) for Pediatric
Traumatic Stress

—_——_




Description of Pilot
Date Range: May 2018 — June 2019

2 Intermountain West clinics Child participants 6-17 years

e Urban & suburban

e 18 pediatric providers .

(n=2359)

Female (52%)

White (90%)
Non-Hispanic (86%)
Low social risk (82%)

Chronic medical conditions
(36%)

Mental health diagnosis (24%)

_


Presenter
Presentation Notes
Social risk was represented with a state-specific Area Deprivation Index (ADI) reflecting a census block-group indicator of relative deprivation based on 17 U.S. Census measures of social determinants of health
Chronic medical conditions are complex and non-complex



Description of Implementation

Date Range: May 2018 — June 2019

Pediatric Providers (n=18)
e 14 (78%) pediatric providers started the CPM
e Rate of screener introduction ranged across providers (2-82%)

e Rates of screener introduction rose from 40% first quarter to 57% the
final quarter

e Screener completion varied across providers (29-94%)
Child participants 6-17 years (n=2359)
e 1472 (62%) completed screeners

e Completion rates improved from 51% first quarter to 66% the final
quarter

_——_



Trauma Exposure (n=1472 completed screeners)

478 (33%) of responses endorsed a trauma exposure

e Risk characteristics:
e Chronic medical condition
e 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

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

_



Suicidality (n=418)

48 (12%) with trauma exposure endorsed suicidal or self-harm
thoughts

* Risk characteristics:
* Traumatic stress severity

_
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Presentation Notes
Suicidality risk varied greatly based on the level of reported traumatic stress, noted in 3.2%, 14.4%, and 44.6% of children with mild, moderate, and severe symptoms of traumatic stress, respectively (p<0.001).  In a fully adjusted model, moderate and severe symptoms of traumatic stress were associated with a 2.0 (95% CI 1.2-3.3) and 11.9 (95% CI 6.3-22.2) times increased risk of suicidality compared to minimal symptoms of traumatic stress, respectively.



Depression (PHQ-A) vs Traumatic Stress (n=302)

41 (14%) reported clinical 71 (24%) reported moderate or
symptoms of depression severe symptoms of traumatic
e 28 (68%) of these reported a stress

trauma exposure e 38 (54%) of these had no

evidence of depressive
symptoms on the PHQ-A

_
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Presentation Notes
From children dually screened with the PHQ-A and the Pediatric Traumatic Stress Screening Tool, it appears that only screening with the PHQ-A would likely miss children with traumatic stress and misdiagnose/mistreat for depression when traumatic stress is also present
Almost forty percent (302/811, 38.0%) of adolescents screened for traumatic stress were simultaneously screened for depressive symptoms with the PHQ-A. Overall, 71 (23.5%) dual-screened adolescents reported moderate-to-severe symptoms of traumatic stress and 41 (13.6%) had clinically significant symptoms of depression. Over two-thirds (28/41, 68.3%) of adolescents with depressive symptoms reported a history of PTE. Just 8/41 (19.5%) had symptoms of depression without evidence of traumatic stress on the PTSST, while 38/71 (53.5%) of adolescents with symptoms of traumatic stress had no evidence for depression on the PHQ-A (p<0.001). When limited to 117 dual-screened adolescents reporting a history of PTE, 2/28 (7.1%) had evidence of depression without symptoms of traumatic stress, while 31/57 (54.4%) had moderate-to-severe traumatic stress without symptoms of depression (p<0.001). Almost two-thirds (19/30, 63.3%) of adolescents endorsing thoughts of suicide and/or self-harm had concurrent symptoms of traumatic stress in the context of a PTE


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

No TSS/DS (n=165)
o0 00
N §
= 3
= B
5 5
% 3
[ ] [ ]
[ ]
No TSS/DS (n=58) TSS only (n=31)
L eeeo oo
7 Moderate and
= . .
s High Risk
vy
a o
Traumatic Stress
Legend:
@ Endorses thoughts of suicide and/or self-harm
PTE (Potentially traumatic event); TSS (Traumatic stress symptoms); DS (Depressive symptoms)
302 adolescents were screened concurrently for depressive symptoms with the Patient Health Questionnaire (PHQ-A) and for traumatic stress
symptoms with the Pediatric Traumatic Stress Screening Tool (PTSST) during routine well child care. Of 185 (61%) reporting no history of
potentially traumatic event (PTE), just 10% had depressive and/or traumatic stress symptoms of concern, while 50% of 117 reporting a history of
PTE and depressive and/or traumatic stress symptoms. 18/30 (63%) of adolescents endorsing thoughts of suicide or self-harm, represented with
black circles, had symptoms of traumatic stress in the context of a potentially traumatic event, highlighting the clinical importance of identifying
trauma history in assessment of and response to patients with concerns for suicidality.




Summary

e 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:
e Referrals to emergency services
e Referrals to evidence-based therapy
e |n-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/

_
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Presentation Notes
The full-text of the CPM is available at https://intermountainhealthcare.org/ckr-ext/Dcmnt?ncid=529796906 or at 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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