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Presentation Outline 

• Categories of pediatric trauma (relevant to 
psychiatric co-morbidity) 

• Psychosocial Risk Factors 

• Psychiatric clinical sequelae 

• Treatment  

– Psychotherapeutic approaches 

– Psychopharmacological options 

 



Categories of Pediatric Trauma 
Who (or what) is inflicting the damage? 

 

• Accidental  

• Nonaccidental  

– Perpetrated by another individual 

– Intentionally self-inflicted 



Psychosocial Risk Factors for Pediatric 
Trauma 

• Accidental Trauma 

– Leading cause of death and disability in children 
and adolescents ages 1-19 years 

– More frequently due to interaction of behavioral 
and environmental variables than by chance/fate 

 



Psychosocial Risk Factors for Pediatric 
Accidental Trauma 

 
• Infants and Young Children: Inadequate supervision / lack of 

environmental modification + new developmental abilities 

– Infants: suffocation (strangulation or choking) 

– Toddlers: drowning 

• Adolescents: 

– Inadequate supervision / overliberalization of independent 
functioning + sensation seeking + vulnerability to peer influence 
(eg, MVAs) 

• Supervision influenced by parental beliefs about activities 

– More permissive when children wearing protective equipment + 
past experience with a given activity (eg, ATVs, paint guns)  



Psychosocial Risk Factors for Pediatric 
Accidental Trauma 

• Male gender 

– Possibly more engagement in outdoor activities 

– Attributional differences in reasons for trauma in boys vs 
girls  
• “Bad luck” (boys) vs personal responsibility (girls) 

• Leads to gender differences in risk reduction 

– Parenting practices/attitudes 
• Encouragement/acceptance of risk-taking behaviors (“Boys will be 

boys”) 



Psychosocial Risk Factors for Pediatric 
Accidental Trauma 

• Ethnicity 
– Native Americans 

• MVAs (increased ETOH + decreased seatbelt usage) 

• Drowning (differential access to pools and states of 
housing disrepair) 

– African Americans 
• Suffocation (differences in infant sleeping placements) 

• Burns 



Psychosocial Risk Factors for Pediatric 
Accidental Trauma 

• Lower Socioeconomic status 
– Musculoskeletal injuries 

– Poisonings  

– Burns 

• More independent outdoor play at younger ages 
(possibly related to indoor space limitations) 

• Differential access to safe outdoor play areas 

• ***HIGHER SES FAMILIES HAVE BEEN FOUND TO 
HAVE AS MANY (OR MORE) SAFETY HAZARDS IN 
HOMES AS LOWER SES FAMILIES 



Psychosocial Risk Factors for Pediatric 
Accidental Trauma 

• Psychiatric co-morbidity 
– ADHD (impulsivity, high baseline activity level, sensation 

seeking) 

– ODD (noncompliance with caregiver rules and 
expectations) 

– ADHD + ODD  

– Depression (“accidental trauma” as an indirect expression 
of suicidality) 

– Bipolar Disorder (impulsivity, pleasure seeking behaviors) 

– Substance use disorders 

 



Risk Factors in Nonaccidental Pediatric 
Trauma (Self-infliction and Victimization) 

• Victim of previous trauma  
– Sexual, physical, emotional, neglect 

• Substance abuse 
• Inadequate parental supervision 
• Psychiatric co-morbidity  

– PTSD 
– Reactive Attachment Disorder 
– Substance Use Disorders 
– Depression (SIB)  
– Eating Disorders (SIB) 
– Bipolar Disorder (SIB) 
– Psychotic Disorders (SIB) 

 



Psychiatric Sequelae Related to 
Traumatic Exposure 

• PTSD 
– “Classic” 

– Complex/Chronic 

• Acute Stress Disorder  

• Depressive Disorders 

• Other Anxiety Disorders 

• Substance Use Disorders 

• Somatization Disorder 



Post Traumatic Stress Disorder 
DSM 5 Diagnostic Criteria 

A. Exposure to actual or threatened death, serious 
injury, or sexual violence in one (or more) of the 
following ways: 

– Directly experiencing the traumatic event(s). 
– Witnessing, in person, the event(s) as it occurred to 

others. 
– Learning that the traumatic event(s) occurred to a 

close family member or close friend.  
– Experiencing repeated or extreme exposure to 

aversive details of the traumatic event(s) (eg, first 
responders collecting human remains; police officers 
repeatedly exposed to details of child abuse). 

 



Post Traumatic Stress Disorder 
B. Intrusion Symptoms 

• Presence of one (or more) of the following intrusion symptoms associated 
with the traumatic event(s), beginning after the traumatic event(s) 
occurred: 
– Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s). In 

children, repetitive play may occur in which themes or aspects of the traumatic 
event(s) are  expressed. 

–  Recurrent distressing dreams in which the content and/or affect of the dream are 
related to the traumatic event(s). 
Note: In children, there may be frightening dreams without recognizable content. 

–  Dissociative reactions (eg, flashbacks) in which the individual feels or acts as if the 
traumatic event(s) were recurring. (Such reactions may occur on a continuum, with the 
most extreme expression being a complete loss of awareness of present surroundings.) 
 
Note: In children, trauma-specific reenactment may occur in play. 

– Intense or prolonged psychological distress at exposure to internal or external cues that 
symbolize or resemble an aspect of the traumatic event(s). 

– Marked physiological reactions to internal or external cues that symbolize or resemble 
an aspect of the traumatic event(s). 
 



Post Traumatic Stress Disorder 
C. Avoidant Symptoms 

• Persistent avoidance of stimuli associated with 
the traumatic event(s), beginning after the 
traumatic event(s) occurred, as evidenced by one 
or both of the following: 
– Avoidance of or efforts to avoid distressing memories, 

thoughts, or feelings about or closely associated with 
the traumatic event(s). 

– Avoidance of or efforts to avoid external reminders 
(people, places, conversations, activities, objects, 
situations) that arouse distressing memories, 
thoughts, or feelings about or closely associated with 
the traumatic event(s). 

 



Post Traumatic Stress Disorder 
D. Mood and Cognitive Symptoms 

• Negative alterations in cognitions and mood associated with the traumatic 
event(s), beginning or worsening after the traumatic event(s) occurred, as 
evidenced by two (or more) of the following: 
–  Inability to remember an important aspect of the traumatic event(s) (typically 

due to dissociative amnesia and not to other factors such as head injury, 
alcohol, or drugs). 

– Persistent and exaggerated negative beliefs or expectations about oneself, 
others, or the world 

• I’m a bad person. 
• No one can ever be trusted. 
• Bad things will happen to me until the day I die. 

– Persistent, distorted cognitions about the cause or consequences of the 
traumatic event(s) that lead the individual to blame himself/herself or others. 

– Persistent negative emotional state (eg, fear, horror, anger, guilt, or shame). 
– Markedly diminished interest or participation in significant activities. 
– Feelings of detachment or estrangement from others. 
– Persistent inability to experience positive emotions (eg, inability to experience 

happiness, satisfaction, or loving feelings). 
 



Post Traumatic Stress Disorder 
E. Arousal and Reactivity Symptoms 

• Marked alterations in arousal and reactivity associated 
with the traumatic event(s), beginning or worsening 
after the traumatic event(s) occurred, as evidenced by 
two (or more) of the following: 
– Irritable behavior and angry outbursts (with little or no 

provocation) typically expressed as verbal or physical 
aggression toward people or objects. 

– Reckless or self-destructive behavior. 
– Hypervigilance. 
– Exaggerated startle response. 
– Problems with concentration. 
– Sleep disturbance (eg, difficulty falling or staying asleep or 

restless sleep). 

 



Post Traumatic Stress Disorder 
Duration, Impairment, and Exclusion Criteria 

• Duration of the disturbance (Criteria B, C, D, 
and E) is more than one month. 

• The disturbance causes clinically significant 
distress or impairment in social, occupational, 
or other important areas of functioning. 

• The disturbance is not attributable to the 
physiological effects of a substance (eg, 
medication, alcohol) or another medical 
condition 

 



Acute Stress Disorder 

• Applicable for first 30 days for patients who 
meet criteria for PTSD  

• Most patients exposed to traumatic events 
recover (no longer meet PTSD criteria) within 
this time period 

• When symptoms and functional impairment 
persist, PTSD diagnosis is made 



Traumatic precipitants in Pediatric 
PTSD 

• Severe physical injury 

• Violent personal assault 

• Natural and man-made disasters 

• Severe motor vehicle accidents 

• Sexual abuse 

• Diagnosis of a life-threatening illness 

• PICU hospitalization (20%) 

 

 



PTSD Risk Factors 

• Initial severe or unusual reaction to event 

• Previous exposure to trauma 

• Low SES 

• Patient psych history 

• Family psych history 

• Parental neglect 

• Limited social support 



PTSD Pathophysiology 

• Decreased volume of hippocampus, amygdala, 
and anterior cingulate gyrus 

• Increased central norepinephrine levels and 
decreased central adrenergic receptors 

• Decreased glucocorticoid levels with upregulation 
of glucocorticoid receptors  
– Autoimmune disorder co-morbidities 

• Left hemispheric dysfunction  
– May explain difficulties in recalling sequencing of 

details in traumatic events 



Complex PTSD 

• Repeated traumatization during childhood can 
lead to long term sequelae that differ 
somewhat from “classic” PTSD symptoms 

• Complex PTSD / Developmental Trauma 
Disorder delineates symptoms in 7 main 
domains stemming from chronic/repeated 
traumatization 



Complex PTSD 

• Attachment 
– Relationship boundary issues 
– Lack of trust 
– Social isolation 
– Difficulty perceiving and responding to other’s emotional states 
– Lack of empathy 

• Biology 
– Somatization   

• Possible predisposition to alexithymia due to: 
– Anterior cingulate  gyrus dysfunction 
– Left hemispheric dysfunction  expressive language deficits  somatization as 

means of communication 

– Co-morbid medical issues 
– Sensory-motor issues 
 

 



Complex PTSD 

• Emotional regulation 
– Lack of emotional self-awareness 
– Maladaptive communication of needs 

• Dissociation 
– Altered mental states 
– Impaired memory 
– Depersonalization 

• Behavioral control 
– Impulsivity 
– Aggression 
– Maladaptive self-soothing 

 
 

 



Complex PTSD 

• Cognition 
– Difficulty sustaining attention 

– Executive functioning deficits (planning, sequencing, 
judgment  

– Deficits in “cause-effect” thinking 

– Language issues  

• Self-concept 
– “Fragmented autobiographical narrative” 

– Disturbed body image 

– Low self-esteem 

– Excessive shame 

 



Other Psychiatric Conditions Resulting 
from Traumatic Exposure 

• Depressive Disorders 

• Other Anxiety Disorders  

– Panic Disorder, OCD, Social Anxiety Disorder,  
Generalized Anxiety Disorder 

• Substance Use Disorders 

– Often stemming from efforts to self-medicate 

• Somatization Disorder 

– 90X more likely in patients with PTSD vs without 

 



Treatment of Trauma-Related Anxiety 
 

• Psychotherapy 

• Pharmacological interventions 

 



Psychotherapy for PTSD 

• Theoretical basis for therapeutic interventions 
– Patients with PTSD develop cognitive and behavioral 

avoidance strategies to avoid distressing emotional 
reactions to their traumatic memories 

– These avoidance strategies limit their exposure to safe 
reminders of the trauma 

– Without exposure to these safe reminders, extinction 
of fear never occurs 

– In order to correct this, traumatic memory must be re-  
activated and re-experienced in the context of a safe, 
secure environment 

 



Psychotherapy for PTSD 

• Trauma-focused CBT (TF-CBT) 
– Imaginal exposure 
– In vivo exposure 
– Examination and challenging of negative cognitions about self and environment stemming 

from the event 

• Eye Movement Desensitization and Re-processing (EMDR) 
• Coping Skills Training 

– Role playing 
– Effective emotional expression 
– Assertiveness training 
– Relaxation exercises (Deep breathing, PMR, guided imagery) 

• Biofeedback 
• Psychodynamic Psychotherapy 

– Increasing psychological self-awareness and capacity fo r interpersonal relatedness 

• Lifestyle changes 
– Sleep hygiene 
– Exercise 

 



Pharmacological Interventions for PTSD 
FDA indications 

• No FDA indications specific for PTSD in children 
• Medication therefore selected based on: 

– FDA indicated medications in adults 
• Sertraline (Zoloft) 
• Paroxetine (Paxil) 

– Target symptoms of patient 
• Autonomic arousal 
• Mood sxs (eg, irritability, anger, depression) 
• Sleep disturbance  
• Dissociative episodes/perceptual disturbances 
• Re-experiencing symptoms 
• Avoidant symptoms 

• Hyperarousal and mood symptoms more responsive to medications 
than re-experiencing and avoidant symptoms 

• Adult studies involve primarily male subjects  
 

 



Pharmacotherapy for PTSD 

• SSRIs (Sertraline first line) 
• SNRIs 

– Venlafaxine (Effexor): 2 clinical trials in adults 
demonstrating efficacy > placebo 

• Alpha-adrenergic receptor blockers 
– Antihypertensive agents (overall decrease in noradrenergic 

tone) 
– Hence side effects of hypotension, dizziness, and fatigue, 

rebound hypertension with abrupt discontinuation 
• Prazosin (1-3mg qhs) – 4 clinical trials (war veterans) in adults 

showing reduction in nightmares and improved sleep 
• Clonidine (0.05-0.3mg qhs) 
• Guanfacine (Tenex/Intuniv) (0.5-3mg total qday)  

 



Pharmacotherapy for PTSD 

• Atypical Antipsychotics 
– Multiple negative studies 

– Several positive studies (Adjunctive and Monotherapy) 
• Several trials (involving a total of 134 military veterans)  showing 

adjunctive risperidone and olanzapine  both > placebo 

• Eight-week trial of 21 female patients: risperidone augmentation 
(of  current antidepressant or anxiolytic) fared better than placebo 

• Eight-week trial comparing olanzapine monotherapy to placebo in 
28 female and male adults: olanzapine > placebo, but with 6/14 
pts experiencing weight gain (13-22lbs) 

• Ten-week trial of 20 female patients showed olanzapine>placebo 
as monotherapy 



Pharmacotherapy for PTSD 

• Benzodiazepines 
– Dearth of data but frequently used, particularly in 

primary care 

– Clinical rationale in acute stress, but limited utility 
in chronic PTSD symptoms, particularly given co-
association between PTSD and substance abuse 

 

• Antiepileptics/mood stabilizers 
– Negative studies in Depakote, Topamax, and 

Tiagabine 
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