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OBJECTIVES

Develop a greater appreciation of the biopsychosocial model of disease and illness.
To understand the approach of a child and adolescent psychiatrist to stressful events in
children with a focus on hospitalization.
Be familiar with interventions to minimize the risks of illnesses and hospitalizations.
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I. The “Stuff Happens” Continuum
Normal life stressors
Normal development crises

Adjustment disorders
Acute stress reaction
PTSD
The DSM 5 is now the Diagnostic and Statistical Manual for the field (American Psychiatric
Association Press, 2000). Definition of a Psychiatric Disorder: a significant problem in behavior,
emotions, relationships, or cognition that is of sufficient severity and duration to cause distress,
disability, or disadvantage (DMS-IV).
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II. Normal Life Stressors
A. Into every life a little rain must fall!
B. What types of stressors are there?
1. Acute stressors: implies sudden or rapid onset with a single
severe peak of intensity.
2. Chronic stressors: implies gradual onset varying, intensity
levels, and long duration.
Note: There are no clear boundaries between these two. Both can
occur at the same time and interact with each other.
3. Traumatic events: when the stressor overwhelms the child’s
ability to deal with it.
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C.

All traumatic events are stressors.

D.

Not all stressors are traumatic.

E.

Not all trauma is traumatic to everyone!

Note: There is a clear sense that these
stressors/traumatic events tend to cooccur and interact with each other in
cumulative ways (when it rains, it
pours!).
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F.

Garmezy & Rutter suggest five categories of stressors:
1.
2.
3.
4.
5.

Loss
Chronically disturbed relationships
Events that change the family status quo
Events that require social adaption
Acute traumatic events

Note: Issues of loss, change, anxiety, and adaption predominate.
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You can’t speak of stresses in 2014 without mentioning: The ACEs
Study of Vincent Felitti, MD
• The 10 categories of self-reported stresses were studied:
• Psychological abuse
• Physical abuse
• Sexual abuse
• Emotional neglect
• Physical neglect
• Alcoholism or drug abuse
• Divorce or loss of biological parents before age 18 years
• Depression or mental illness
• Mother being treated violently
• Having a household member incarcerated.
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• Then using Kaiser Permanente Data, the study showed correlations between added numbers

of adverse childhood experiences and:
• Later social functioning
• Well being
• Disease and public health problems
• Medical costs
• Death
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G. Everyone deals with these events the best they can with what they have at their
disposal.
H.

Think Developmental Biopsychosocial Model:
1. Developmental: What is the child’s developmental stage and functional level?
2. Children at different ages think and understand events
differently.
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3.

Key developmental sensitivities:
a. Age 3 and under: separation and safety. Disappearance of loved person.

Note: They respond to change in affect tone in their environment.
b. Age 3-7 years: abandonment, punishment, and bodily harm.
c. Age 7-13 years: loss of control, fears of death.
d. Age 13-18 years: physical appearance, loss of peers, fears of dependency and immobility.
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I.

Biological: Search for biological and
organize correlates of the suspected
problem. Ask what constitutional
strengths and weaknesses the child
has.
o Consider things such as genetic

endowment, predisposition to mental
illness, temperament, ability to attach
and make relationships, perceptual
skills.
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J.

Psychological: What and how the
child thinks about events. What
story/narrative/script do they tell
themselves and others? How do
they cope? What does this mean to
the child.

K.

Social: The strengths and
weaknesses in the caretaking
environment, including cultural,
societal, and national values.
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Things that stress the caretakers such as marital problems, mental and medical illnesses, loss of
employment, death of spouses or significant other, natural and man made disasters and poverty
affect their ability to care for the child.

Society & Culture
Caretakers
Child
Disease
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L.

All of these aspects must be considered to get an understanding of what’s going
on.
M. All these aspects interact with each other over time (n.b., transactions).
N. Question: How do you know when there is a problem?
1. When normal becomes abnormal is often difficult to tell.
2. In the short-run, children and their behaviors are fairly predictable.
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3.
4.
5.
6.

7.

Look for a change from normal baseline behaviors.
Do the behaviors interfere with the child’s functioning?
Do the behaviors persist despite usual “good enough” efforts?
Do the problematic behaviors decrease, intensify, or remain the same over
time? If they remain the same or intensify over time, this increases index of
suspicion.
The behaviors are of enough significance and duration to be diagnosed as a
psychiatric disorder (DSM-5).
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III. Normal Developmental Crises (Pittman, 1987)
A. Universal expectable events in the family life cycle that tend to occur to all children
and their families due to development. These predictable stressors include:
1.
2.
3.

Marriage
Birth of children
Children starting school

4. Puberty
5. Children leaving home
6. Parental aging & death
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B. 4 Categories of Crises
1.
2.
3.
4.

Bolts from the Blue
Developmental Crises
Structural Crises
Caretaker Crises

Note: These 4 categories can and do blend
together/overlap.

C. Family Snag Points

1.
2.
3.
4.
5.
6.
7.

About communication
About intimacy
About roles
About rules
About family history
About goals
About values
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B.

The same developmental biopsychosocial
issues apply to these sorts of crises.

C.

Different family members can be going
through different developmental crises at
the same time. This compounds issues.
Example: Father undergoes a midlife
identity crisis while son undergoes
adolescent identity crisis.
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IV. Adjustment Disorders (DSM 5)
A. Criteria for Adjustment Disorders:
1. Reaction to an identifiable psychosocial stressor that occurs
within 3 months of the onset of the stressor.
2. Causes a significant impairment in functioning or symptoms
in excess of a normal and expectable reaction to such
stressors.
3. Once the stressor (or its consequences) have terminated, the
symptoms do not continue for longer than 6 months.
4. Not part of another disorder, especially normal bereavement.
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B. Subtypes:
1. With depressed mood.
2. With anxiety.
3. With mixed anxiety and depressed
mood.
4. With disturbances in conduct.
5. With mixed disturbances of emotions
and conduct.
6. Unspecified.
Note: Adjustment disorders are heterogeneous in
nature. There is no characteristic
psychopathology in adjustment disorders.
They can be quite severe and disabling!
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C. You can’t classify responses by the type of stressor.
D. The theory used to be that the child should be able to adapt to the stressor
within a 6 month period.
E. Research showed that adjustment disorders are not as self-limiting and
reversible as we thought, especially if the stressor continues its impact. In
response to this research, DSM-IV-TR criteria have an acute category (“if
the disturbance lasts less than 6 months” after the stressors terminated and
its consequences) and a chronic category (“if the disturbance lasts more
than 6 months”). This chronic category assumes chronic stressors.
Example: If marital discord continues and is chronic, then the child may not adapt.
In this case the adjustment disorder would be chronic (i.e., lasting more than 6
months).
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• Adjustment-like disorders with delayed
• DSM 5 dropped the acute and chronic

specifiers
• Introduced category of other specific
trauma and Stressor-related disorder.
This includes:

•

•
•
•

onset of symptoms that occur more than 3
months after the stressor.
Adjustment-like disorders with prolonged
duration of more than 6 months without
prolonged duration of stressor. (This is
where chronic category now resides.)
Cultural syndromes, such as ataque de
nervios.
Persistent Complex Bereavement
Disorder.
Also, new DSM 5 category, Unspecified
Trauma and Stressor Related Disorder for
cases that don’t fit other diagnoses.
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F. The same developmental
biopsychosocial issues apply to
these disorders.
G. Prevalence: 5% to 20%
H. No major differences noted based
on gender.
I.

Follow-up studies show that
children with adjustment disorders
do better than those with other
stress-related major psychiatric
disorders.
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V. Acute Stress Reaction
A. New diagnosis added in DSM-IV (1994)
B. Current DSM 5 (2013) Criteria:
1.

Experience directly experiencing with a traumatic event(s)
(added for first responders, police, etc.).
o

o

Involves actual or threatened death or serious injury or
threat to physical integrity to self, family members, or close
friends.
Person’s response is intense fear, helplessness, or horror.

Note: Depends on person’s subjectivity. It’s psychological meaning
to person.
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2. Response to a traumatic event that includes actual or threatened
death, serious injury, or sexual violation with the presence of at
least 9 symptoms from 5 categories of responses, involving
approach/avoidance to cues:






Intrusive symptoms (dreams, flashbacks, etc.).
Negative mood/persistent inability to experience happiness.
Dissociative Symptoms
Avoidance symptoms
Arousal symptoms (sleep problems, irritability, hyper-vigilance, increased
startle responses, problems with concentration.
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3. Clinically significant distress or impairment
4. Typically begin immediately after trauma.
5. Disturbance lasts for at least 3 days and not
more than 4 weeks.
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C.

Differential Diagnosis: Adjustment Disorder
and PTSD. It’s in between: More than
adjustment disorder and less than PTSD.

Note:

It is highly predictive of subsequent PTSD.

Note:

The approach/avoidance criteria of acute
stress reaction are very similar to PTSD.

D.

Treatment: Few studies, many studies done
on burn units.
•
•

Show that reduction of pain (by imipramine,
pain meds.) reduce acute stress disorder.
Question: Will SSRI’s work?
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E.

More research clearly needed.
o Newer research shows that

dissociation criteria has limited validity
in predicting later PTSD.
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VI. DSM-5 Posttraumatic Stress Disorder (PTSD)
Criteria: The development of characteristic pattern of symptoms following a
psychologically distressing event that is outside the range of usual human experience
and includes exposure to actual or threatened death, serious injury, or sexual
violence. The pattern of symptoms, which are nearly identical to those of Acute
Stress Disorder include:

1. Persistent “intrusive” re-experiencing of the events via distressing recollections,
2.

flashbacks, repetitive play, dreams, intense distress at exposure to internal or external cues
that resemble the event, etc.
Persistent avoidance or attempts to avoid stimuli associated with the traumatic event. This
can include dissociation/inability to remember numbing/detachment.
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3.

Persistent and distorted cogitations about cause or consequences of the events with
negative mood and inability to experience positive emotions.

4.

Marked altercations in arousal and reactivity associated with the traumatic event. This
would include increased arousal, hyper-arousal, increased startle responses, reckless
behaviors, and difficulty with sleep, irritability, difficulty concentrating.

5.

The symptoms last over a month.
Onset: For persons “over” 6 years of age.
Note: There are now developmentally sensitivity criteria for children 6 years and under.

B.

Duration: More than one month. Symptoms can start right after trauma or can be
delayed for up to extended periods.
o

30% of patients develop a chronic condition regardless of treatment. Is that due to the
ineffectiveness of treatments or to pre-existing aspects of the people being treated?
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C. Treatment: Aimed at both cognitive and
physiologic responses to the trauma. Not
everyone needs it.
1.

Formal incident stress debriefing.
o Research shows this may not work.
o Brief debriefing may not be enough and may
be harmful!

2. In general, psychotherapy is aimed at reexperiencing the trauma in such a way that it
can be handled better emotionally.
3. Psychoeducation – explaining facts about
illness to those involved.
4. Family & social support. A traumatic event for
a child is a traumatic event for their caregivers.

32

5.

Evidence based cognitive behavioral
therapies and other specific therapies
for enhancement of self-esteem, selfefficacy, affect regulation, &
interpersonal and other social skills.


Goal: To improve coping and to lessen
sequelae of the stressors.
Examples of Evidenced Based
Therapies:







6.

Trauma Focused – CBT (Judith Cohen)
Prolonged exposure
EMDR – Eye Movement Desensitization
and Reprocessing therapy.
Cognitive processing therapy

Psychopharmacologic if physiologic
symptoms are overwhelming or
contributory to overall condition.
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• Drugs considered based on their ability to reduce symptoms (hyper-arousal, sleep , psychosis,

dissociative, anxiety). There is no magic PTSD drug!
• Evidence mostly based on clinical studies.
• Few to no controlled studies available. Studies done have been for short timeframes (1-3

months).
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• Categories of meds used:
 SSRI antidepressants approved by FDA
 Anti-anxiety agents few modest results.
 Adrenergic inhibiting agents (clonidine

and guanfacine) to address arousal – few
studies, modest results.
o Any new medication to come out is
bound to be tried.
o New “hot” medications
 Prazosin (Minipress), a high blood
pressure medicine. Seems to reduce
PTSD nightmares.
 D-cycloserine to augment exposure
therapy.
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 Atypical antipsychotics for psychotic symptoms

and severe dissociation.
 Mood stabilizers based on kindling theories
(Robert Post) in limbic system. For affect
liability and impulsiveness.

Treat co-morbid conditions.

7.





If you have one anxiety disorder you
usually have more than one.
If you have one anxiety disorder, you
often have a mood disorder.
If you have anxiety disorders, suspect
substance abuse.
Look for psychotic symptoms.
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Interesting areas of research
1.

Research delineating the neurobiologic
underpinnings of PTSD.

2. Why do some people not get PTSD?
3. Why do some people get severe and intractable
PTSD?
4. Application of research on memory to PTSD.
•

Especially interesting is research on
“reconsolidation of memories.”

5. Research linking PTSD to sexual abuse.
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6. Question of whether the reason everyone
doesn’t get PTSD is that only some
people have a biological predisposition to
dissociation.
7. Research showing that some persons
may be predisposed to lives that are full
of stress, therefore predisposing them to
PTSD.
8. Research showing that trauma/anxiety
can change the brain. One identified
change agent: increased cortisol. Likely
target: hippocampus.
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For the sake of this presentation, you may surmise that…
• Illness, hospitalizations, surgery, and anesthesia are stressful for all ages.
• That you, as pediatric anesthesiologists, and part of the medical/caregiving team, can be part

of a process aimed at mitigating risk factors and reinforcing and supporting positive coping
mechanisms in the child, the family, and other caregivers.
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Things that can be done to moderate the process
• Be sensitive to the developmental, biopsychosocial complexities involved.
• Educate all parties about the illness, its assessment, and treatment. Have as few surprises as

possible.
• Realize that children can talk about almost anything at their developmental level.
• Be available and open to talk to children and their parents.
• Keep antenna’s up for potential attempts to talk with you.
• Children and families are often too immature, too shy, too afraid, or too intimidated to speak directly.
• Note that its often easier to not talk about “icky” issues so often. People often rationalize why it

shouldn’t be done or assume others will do the “icky” work.
• Need to mindfully figure out who is best to have these conversations.
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• Maintain family, life, and hospital routines as

much as possible.
• Support family and larger support systems
(grandparents, teachers, friends, siblings,
other relatives, school teachers, and
religious/spiritual).
• Make sure caregivers get rest.

• Consider illnesses – specific support

groups.
• If you know something bad will happen,
prepare everyone.
• Treat pain aggressively.
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• Be on the lookout for psychopathology in the child

and/or caregivers. If found, secure treatment.
• All should have access to mental health professionals.
It is best if they are ongoing integrated members of the
team.
• Health care professionals are not exempt from
psychiatric and behavioral health issues.
• If things turn out badly, care and support is even more
necessary.
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ADDENDUM:
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The 12 Core Concepts: Concepts for Understanding Traumatic Stress
Responses in Children and Families
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1. Traumatic experiences are inherently complex.
Every traumatic event—even events that are relatively
circumscribed—is made up of different traumatic moments. These
moments may include varying degrees of objective life threat,
physical violation, and witnessing of injury or death. Traumaexposed children experience subjective reactions to these
different moments that include changes in feelings, thoughts, and
physiological responses; and concerns for the safety of others.
Children may consider a range of possible protective actions
during different moments, not all of which they can or do act on.
Children’s thoughts and actions (or inaction) during various
moments may lead to feelings of conflict at the time, and to
feelings of confusion, guilt, regret, and/or anger afterward. The
nature of children’s moment-to-moment reactions is strongly
influenced by their prior experience and developmental level.
Events (both beneficial and adverse) that occur in the aftermath of
the traumatic event introduce additional layers of complexity. The
degree of complexity often increases in cases of multiple or
recurrent trauma exposure, and in situations where a primary
caregiver is a perpetrator of the trauma.
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2. Trauma occurs within a broad context that includes
children’s personal characteristics, life experiences, and
current circumstances.
Childhood trauma occurs within the broad ecology of a child’s life
that is composed of both child-intrinsic and child-extrinsic factors.
Child-intrinsic factors include temperament, prior exposure to
trauma, and prior history of psychopathology. Child-extrinsic
factors include the surrounding physical, familial, community, and
cultural environments. Both child-intrinsic and child-extrinsic
factors influence children’s experience and appraisal of traumatic
events; expectations regarding danger, protection, and safety; and
course of post-trauma adjustment. For example, both childintrinsic factors such as prior history of loss, and child-extrinsic
factors such as poverty may act as vulnerability factors by
exacerbating the adverse effects of trauma on children’s
adjustment.
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3. Traumatic events often generate secondary adversities, life
changes, and distressing reminders in children’s daily lives.
Traumatic events often generate secondary adversities such as
family separations, financial hardship, relocations to a new
residence and school, social stigma, ongoing treatment for injuries
and/or physical rehabilitation, and legal proceedings. The cascade
of changes produced by trauma and loss can tax the coping
resources of the child, family, and broader community. These
adversities and life changes can be sources of distress in their
own right and can create challenges to adjustment and recovery.
Children’s exposure to trauma reminders and loss reminders can
serve as additional sources of distress. Secondary adversities,
trauma reminders, and loss reminders may produce significant
fluctuations in trauma survivors’ post-trauma emotional and
behavioral functioning.
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4. Children can exhibit a wide range of reactions to trauma
and loss.
Trauma-exposed children can exhibit a wide range of post-trauma
reactions that vary in their nature, onset, intensity, frequency, and
duration. The pattern and course of children’s post-trauma
reactions are influenced by the type of traumatic experience and
its consequences, child-intrinsic factors including prior trauma or
loss, and the post-trauma physical and social environments.
Posttraumatic stress and grief reactions can develop over time
into psychiatric disorders, including posttraumatic stress disorder
(PTSD), separation anxiety, and depression. Posttraumatic stress
and grief reactions can also disrupt major domains of child
development, including attachment relationships, peer
relationships, and emotional regulation, and can reduce children’s
level of functioning at home, at school, and in the community.
Children’s post-trauma distress reactions can also exacerbate
preexisting mental health problems including depression and
anxiety. Awareness of the broad range of children’s potential
reactions to trauma and loss is essential to competent
assessment, accurate diagnosis, and effective intervention.
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5. Danger and safety are core concerns in the lives of
traumatized children.
Traumatic experiences can undermine children’s sense of
protection and safety, and can magnify their concerns about
dangers to themselves and others. Ensuring children’s physical
safety is critically important to restoring the sense of a protective
shield. However, even placing children in physically safe
circumstances may not be sufficient to alleviate their fears or
restore their disrupted sense of safety and security. Exposure to
trauma can make it more difficult for children to distinguish
between safe and unsafe situations, and may lead to significant
changes in their own protective and risk-taking behavior. Children
who continue to live in dangerous family and/or community
circumstances may have greater difficulty recovering from a
traumatic experience.
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6. Traumatic experiences affect the family and broader
caregiving systems.
Children are embedded within broader caregiving systems including
their families, schools, and communities. Traumatic experiences,
losses, and ongoing danger can significantly impact these caregiving
systems, leading to serious disruptions in caregiver-child interactions
and attachment relationships. Caregivers’ own distress and concerns
may impair their ability to support traumatized children. In turn,
children’s reduced sense of protection and security may interfere with
their ability to respond positively to their parents’ and other
caregivers’ efforts to provide support. Traumatic events―and their
impact on children, parents, and other caregivers―also affect the
overall functioning of schools and other community institutions. The
ability of caregiving systems to provide the types of support that
children and their families need is an important contributor to
children’s and families’ post-trauma adjustment. Assessing and
enhancing the level of functioning of caregivers and caregiving
systems are essential to effective intervention with traumatized
youths, families, and communities.
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7. Protective and promotive factors can reduce the adverse
impact of trauma.
Protective factors buffer the adverse effects of trauma and its
stressful aftermath, whereas promotive factors generally enhance
children’s positive adjustment regardless of whether risk factors
are present. Promotive and protective factors may include childintrinsic factors such as high self-esteem, self-efficacy, and
possessing a repertoire of adaptive coping skills. Promotive and
protective factors may also include child-extrinsic factors such as
positive attachment with a primary caregiver, possessing a strong
social support network, the presence of reliable adult mentors,
and a supportive school and community environment. The
presence and strength of promotive and protective factors—both
before and after traumatic events—can enhance children’s ability
to resist, or to quickly recover (by resiliently “bouncing back”) from
the harmful effects of trauma, loss, and other adversities.
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8. Trauma and post-trauma adversities can strongly influence
development.
Trauma and post-trauma adversities can profoundly influence
children’s acquisition of developmental competencies and their
capacity to reach important developmental milestones in such
domains as cognitive functioning, emotional regulation, and
interpersonal relationships. Trauma exposure and its aftermath
can lead to developmental disruptions in the form of regressive
behavior, reluctance, or inability to participate in developmentally
appropriate activities, and developmental accelerations such as
leaving home at an early age and engagement in precocious
sexual behavior. In turn, age, gender, and developmental period
are linked to risk for exposure to specific types of trauma (e.g.,
sexual abuse, motor vehicle accidents, peer suicide).
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9. Developmental neurobiology underlies children’s reactions
to traumatic experiences.
Children’s capacities to appraise and respond to danger are
linked to an evolving neurobiology that consists of brain
structures, neurophysiological pathways, and neuroendocrine
systems. This “danger apparatus” underlies appraisals of
dangerous situations, emotional and physical reactions, and
protective actions. Traumatic experiences evoke strong biological
responses that can persist and that can alter the normal course of
neurobiological maturation. The neurobiological impact of
traumatic experiences depends in part on the developmental
stage in which they occur. Exposure to multiple traumatic
experiences carries a greater risk for significant neurobiological
disturbances including impairments in memory, emotional
regulation, and behavioral regulation. Conversely, ongoing
neurobiological maturation and neural plasticity also create
continuing opportunities for recovery and adaptive developmental
progression.
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10. Culture is closely interwoven with traumatic experiences,
response, and recovery.
Culture can profoundly affect the meaning that a child or family
attributes to specific types of traumatic events such as sexual
abuse, physical abuse, and suicide. Culture may also powerfully
influence the ways in which children and their families respond to
traumatic events including the ways in which they experience and
express distress, disclose personal information to others,
exchange support, and seek help. A cultural group’s experiences
with historical or multigenerational trauma can also affect their
responses to trauma and loss, their world view, and their
expectations regarding the self, others, and social institutions.
Culture also strongly influences the rituals and other ways through
which children and families grieve over and mourn their losses.
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11. Challenges to the social contract, including legal and
ethical issues, affect trauma response and recovery.
Traumatic experiences often constitute a major violation of the
expectations of the child, family, community, and society regarding
the primary social roles and responsibilities of influential figures in
the child’s life. These life figures may include family members,
teachers, peers, adult mentors, and agents of social institutions
such as judges, police officers, and child welfare workers.
Children and their caregivers frequently contend with issues
involving justice, obtaining legal redress, and seeking protection
against further harm. They are often acutely aware of whether
justice is properly served and the social contract is upheld. The
ways in which social institutions respond to breaches of the social
contract may vary widely and often take months or years to carry
out. The perceived success or failure of these institutional
responses may exert a profound influence on the course of
children’s posttrauma adjustment, and on their evolving beliefs,
attitudes, and values regarding family, work, and civic life.
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12. Working with trauma-exposed children can evoke
distress in providers that makes it more difficult for them to
provide good care.
Mental healthcare providers must deal with many personal and
professional challenges as they confront details of children’s
traumatic experiences and life adversities, witness children’s and
caregivers’ distress, and attempt to strengthen children’s and
families’ belief in the social contract. Engaging in clinical work
may also evoke strong memories of personal trauma- and lossrelated experiences. Proper self-care is an important part of
providing quality care and of sustaining personal and professional
resources and capacities over time.

