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Abstract 

Problem: Post-traumatic stress disorder (PTSD) is a disorder that can occur after experiencing a 

stressful event and long-term stress can affect one’s physical health including the cardiovascular, 

immune, and digestive systems. Parents of children following a severe traumatic injury are at 

high risk for PTSD. Approximately 120 pediatric trauma patients are seen annually at a large 

university hospital system’s pediatric intensive care unit (PICU). However, there is no screening 

process or structured information given to families to cope with their personal stress.  

Purpose: The purpose of this quality improvement project was to screen for early signs of 

PTSD, educate, and provide resources for parents of PICU trauma patients. 

Methods: Parents of trauma patients were screened for PTSD using the Posttraumatic 

Adjustment Scale within 48 hours of admission over a 24-week period. The PICU fellow was 

notified of all positive screens and a social worker consult initiated. A resource folder was given 

to all families who volunteered to be screened or expressed interest. This folder included 

information on post-traumatic stress, local family referral programs, and information on how to 

help the child and parents cope with trauma. A post-discharge survey was sent to all participating 

families via Qualtrics to assess quality of resources provided.  

Results: There was a total of 10 patients admitted to the PICU as trauma patients. Of those ten, 

one family was not able to be screened due to child protective service restrictions and one due to 

patient death on arrival. Four of eight parents had a positive screen for early warning signs of 

PTSD and depression. All who screened positive were successfully referred to social work. Four 

parents responded positively to the survey stating the resources were helpful.  

Conclusions: This quality improvement project demonstrated that screening parents of trauma 

patients for PTSD early in the PICU can be of benefit to provide prompt resources for those with 
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positive symptoms. Next steps are to screen all pediatric trauma families admitted to inpatient 

units. 
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Post-traumatic Stress Disorder Screening in Parents of Trauma Patients 

 Post-traumatic stress disorder (PTSD) is a disorder that can occur after experiencing a 

scary, stressful, or dangerous event (National Institute of Health, 2020b). Long term stress 

can lead to issues in one’s physical health such as the cardiovascular, immune, and digestive 

systems (National Institute of Health, 2020a). Approximately one-third of parents of children 

in the intensive care unit suffer from acute stress disorder symptoms, with up to 50% 

suffering from PTSD symptoms (Davidson, 2012). Trauma is increasingly more common in 

children of families with low socioeconomic status and racial or ethnic minorities (Forkey et 

al. 2021). Approximately 120 pediatric trauma patients are seen annually at this large 

academic medical center’s pediatric intensive care unit (PICU). However, there is no 

screening process or structured information given to families to cope with their personal 

stress. 

 Current structures in place for providing family centered care showed there is a gap in 

identifying parental stress. In current practice when a trauma patient is admitted to the PICU 

social work is notified and sees the family within 24 hours of admission (Figure 1). However, 

there is no formal screening or resources provided to cope with stress or scheduled follow up. 

This can lead to decreased communication, misunderstanding, and missed opportunities to 

explore issues that may be impacting their ability to parent (Forkey et al., 2021).  The 

purpose of this quality improvement (QI) project was to screen for early signs of PTSD, 

educate, and provide resources for parents of PICU trauma patients. With this practice 

change it is anticipated that there is early identification of at-risk parents and prompt support 

resources provided to manage stress. 

Literature Review 
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 A literature search was conducted to identify research studies that examine 

implementation of PTSD screening and education for PICU patient parents. Multiple articles 

were found that show the value in screening and early intervention for families. Table 1 and 2 

present the evidence review and summary of recommendations.  

Samuel et al. (2015) conducted a randomized control trial (RCT) and found parents who 

screen positive for PTSD using the posttraumatic adjustment scale (PAS) at discharge have a 

high correlation of PTSD six months post discharge using traditional screening tools such as 

Impact of Event Scale-Revised (IES-R) and Hospital Anxiety and Depression Scale (HADS). 

This study was rated an evidence level II-B due to the lack of a power analysis and small sample 

size decreasing overall internal validity (Melnyk & Fineout-Overholt, 2019). A systematic 

review conducted by Nelson & Gold (2012) also examined screening of PICU parents and 

children for PTSD and found a 10.5% to 21% rate of PTSD between studies and up to 84% rate 

of PTSD symptoms among parents. Overall, there was a positive correlation between children’s 

symptoms of PTSD and the parents. This review was an evidence level V-C because it did not 

provide enough information regarding search strategies used for inclusion and exclusion criteria 

(Melnyk & Fineout-Overholt, 2019). It was also not stated how many studies were eligible at 

baseline and what process was used to narrow down specific results.   

 Another systematic review conducted by Baker & Gledhill (2017) examined specific 

interventions for parental and child PTSD while in the PICU. The researchers concluded that 

screening remains an important tool for early identification and referral, but more research needs 

to be conducted regarding specific intervention needs for parental and child PTSD treatment. The 

review was a level V-C for evidence (Melnyk & Fineout-Overholt, 2019). The search, inclusion, 

and exclusion criteria were well described. However, sample sizes of studies were small, varying 
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from 4 to 163 families. More detail regarding screening tools used was needed to assess their 

validity and reliability.  

 Yagiela et al. (2019) was another systematic review that examined what influences 

impacted parental PTSD and the benefit of early screening in PICU families. The researchers 

found that how PICU parent’s process trauma is influenced by not only the event itself but also 

by familial preexisting factors, family life stressors and parent’s subjective experience while in 

the PICU.  This review was a level V-C, due to not identifying specific interventions or 

screening tools used in the studies making it impossible to assess their validity or reliability. 

Overall, the evidence supports screening parents of PICU patients for early identification and 

treatment of PTSD. The PAS was selected for PTSD screening in this QI project because it has a 

high specificity and sensitivity and the most reliable tool for early identification of acute early 

onset post-traumatic stress (Nelson & Gold, 2012; Samuel et al. 2015).  

Theoretical Framework 

 The practice framework that best suited implementation of this project was Stuart’s stress 

adaption model (Figure 2). This model represents a midrange theory as it focuses on how 

psychiatric nursing care should be implemented with the knowledge that many concepts 

influence it. These concepts consist of the biopsychosocial approach to medicine, by providing 

holistic care to the patient (Stuart, 2009). It also includes precipitating outside stressors, 

evaluation of those stressors, predisposing genetic factors the patient might have, and what 

coping resources they might have (Stuart, 2009). All these concepts go on to influence the four 

stages of psychiatric nursing which are crisis stage, acute stage, maintenance stage, and health 

promotion stage (Stuart, 2009). This is an applicable midrange theory since the QI project 

focused on PTSD in parents and how important it is to identify and treat so they can better 
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support their child. PTSD in parents is often triggered by stressors during the event and during 

PICU care and is strongly influenced by past experiences and coping mechanisms. PTSD 

screening will help provide better family centered care by assessing the parent’s emotional and 

mental health and providing necessary resources.  

 The conceptual framework of complex innovation implementation by Helfrich et al. 

(2007) guided assessment of the environment and attitudes of the QI project implementation site 

(Figure 3). This framework assesses important pillars for successful implementation such as 

managerial support, financial support, champions, or advocates, and whether the project is 

aligned with unit or institution initiatives. Securing support of the QI project from major stake 

holders such as PICU management and champions such as the family support committee assisted 

with achieving buy in from other staff members. It also helps promote sustainability and making 

sure there is support after initial implementation. The PICU and hospital both prioritize family 

centered care and the importance of families being patient advocates. By identifying a project 

that helps support those two values, further promotes PICU buy-in. All these pillars combine to 

help build a solid foundation and support for the QI project.  

Methods 

 This QI project took place in a 20-bed inpatient PICU of a large academic medical center. 

There are approximately 10 trauma patients admitted to this unit monthly, which averages to ~2-

3 patients weekly. Monday through Friday, there are two social workers on the unit from 8-4pm 

and available for screening eligible parents. Three PICU bedside nurses were change champions. 

Vulnerable populations were protected from discrimination because all pediatric trauma patients 

will be screened despite age, race, or socioeconomic status. 



POST-TRAUMATIC STRESS DISORDER SCREENING                   8 

 Parents of trauma patients were screened using the Posttraumatic Adjustment Scale 

within 48 hours of admission to the PICU (Appendix A). Screening was performed by three 

change champions and documented in EPIC under nursing notes. The PICU fellow was notified 

of all positive screens and a social worker consult initiated. This allowed social work and the 

medical team to meet with at-risk families and provide support and social and psychiatric 

resources. Patient demographic data, length of stay, type of injury and parent screened was 

collected and entered in a management spreadsheet (Appendix B). A resource folder was given 

to families who volunteered to be screened and those that declined but interested. These 

resources included a welcome letter explaining the volunteer screening/follow up survey, 

information on traumatic stress, coping strategies for parents and their child during and after 

admission, a list of educational resources, and a brochure for a local family traumatic stress 

clinic (Appendix C). A follow-up survey via Qualtrics was given to all families who agreed to 

participate two weeks after discharge to assess quality of resources provided (Appendix D). This 

new process is shown in Figure 4. 

 Structure measures for this QI project included notification of PICU trauma admission, 

training of change champions, and social work notification. To successfully accomplish these 

measures, in-services were held to educate both social work and change champions on screening 

process and referral. All change champions were then added to the email alert system for 

notification of PICU trauma admissions. Process measures included PAS screening compliance, 

documentation, distribution of the resource folder to parents, and completion of the post 

discharge text survey. Outcome measures included positive PTSD screens and social work 

consult with all positive screens. These measures were monitored via weekly chart 
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documentation audits, compliance run charts, data management spreadsheets, and the Qualtrics 

survey responses. 

 Data collection started via email alert for trauma admission to the hospital. This email contained 

no patient identifiers; just mechanism of injury, estimated arrival time, and age. Upon receiving this 

email, the admitting PICU fellow was contacted to confirm whether the trauma patient was admitted to 

the PICU. Patient family was screened within 48 hours of admission via PAS screening tool by an 

identified change champion. All screening was completed in the privacy of the patient’s room or in a 

private office if preferred by caregivers. After screening, objective documentation about the screening 

was entered into the patient’s chart. This documentation was reviewed via chart audit and only included 

whether family agreed to participation, PAS score values, and whether folder was given to family. 

Families were also asked if they would like to participate in a two-week follow-up survey to evaluate 

screening process and resources. If agreed to, family members’ phone numbers or emails (whichever is 

preferred) were placed in a de-identified and coded data collection tool for confidentiality. This 

information was stored on a password-protected computer with a code only accessible to me. The 

project received IRB approval and given non-human research designation.  

 Data collected throughout implementation was analyzed and indicated a shift in incidence of 

positive PAS screenings at Week 12 (Figure 5). This was due to having lack of trauma admissions in 

weeks 1 through 11. Due to this unusual occurrence, the population of the QI project was extended from 

only Alpha traumas to include Bravo traumas and critical trauma transfers. A total of 10 trauma 

admissions occurred between weeks 12 and 24. A total of 8 parents were screened and 4 scored at risk 

for PTSD. This skewed the data to make it appear that there was an acute change in positive screening. 

However, the run chart does not show the lack of trauma patient population in weeks 1 through 11. A 

similar phenomenon occurred when looking at data for the incidence of social work referral (Figure 6). 
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Due to no PAS screenings during weeks 1 through 11, the prevalence was 0 throughout that time frame. 

However, from week 12 to 24, the prevalence shifted since there were more participants. To achieve less 

skewed data, the implementation period was extended in hopes to screen a larger population. 

Results 

 Over the 24-week implementation period, 10 trauma patients were admitted to the PICU. This 

sample size was much lower than predicted. During first six weeks of the project there were no Alpha 

trauma patients admitted. To increase sample size, the population was expanded to all trauma patients 

admitted to the PICU. This included Alpha, Bravo and Critical Trauma transfer patients. Of the 10 

trauma patients admitted, only eight were eligible to be screened (80%). One family was ineligible due 

to child protection service restrictions and another due to patient death on arrival. All eligible trauma 

patient families were screened within 48 hours (n=8), resulting in a 100% compliance rate. Of families 

screened 50% were positive for early warning signs of PTSD (n=4) (Figure 7). The mean PAS score for 

all caregivers was 16.5 (SD=7.4), with the mean score of positive screens being 22.3 (SD=5.6). There 

was a 100% compliance rate of positive screen social work referral.  

 All families were given education folders and sent follow-up surveys (n=8). Of these surveys, 

four out of eight families responded (50%). Survey responses indicated that 100% found the resources 

helpful (n=4) and 50% stated they would follow up on them (n=2). There were no free text responses 

completed for the family feedback prompt. When evaluating structure goals, only eight of the ten 

admissions were captured via the REACH email system (80%). Two admissions were not paged and 

change champions only became aware of admissions via discussion with PICU fellows. To prevent this 

future barrier, change champions met with fellows for weekly patient admission follow up. A meeting 

with the trauma coordinator was also arranged to evaluate how to avoid future practice gaps.  

Discussion 
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 Overall, the project demonstrates that early screening was successful in identifying caregivers at 

risk for PTSD in the PICU. Early identification prompted social work consult and alerted the fellow as 

to who needed extra resources and emotional support. This identification led to more family meetings 

and provider follow up with families. Survey results demonstrated that families appreciated having 

resources provided for them. Multiple parents expressed appreciation of someone sitting down to talk to 

them and acknowledging just how hard experiencing trauma is. The projects results while small, were 

like that of other publications. In comparison, studies have shown a 20-84% rate of post-traumatic stress 

symptoms in family members after trauma (Davidson et al., 2012; Samuel et al., 2015). This is similar to 

the projects positive screening rate of 50%.  

 Limiting factors such as small sample size impacted overall internal validity. During the projects 

implementation period the unit experienced a very low census of trauma patients. In comparison to past 

statistics, there would typically be approximately 30 trauma admissions during this time period. The 

unexpected small patient population limited results and generalizability. When the trauma census 

increases, the overall trend of positive screening should be tracked to compare results. However, 

expanding the population from only Alpha traumas to all traumas helped aid in this limitation and 

broaden the sample size.  

 Issues with the email system were also barriers to implementation. Not all trauma patients 

admitted to the hospital were going through the alert system. Once this limitation was discovered a new 

process was implemented. Instead of relying on only the email alert system, a double check approach 

was initiated. This consisted of meeting with the fellow weekly to discuss trauma admissions and 

transfers and facilitated review of missed opportunities within the email system. Ultimately, this led to 

meeting with the trauma coordinator and discussing how to improve the notification system submission 

process.  
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Conclusion 

 Screening parents of trauma patients for PTSD early in the hospitalization can be of benefit to 

provide prompt social and psychiatric resources for those with positive symptoms.  This QI project has 

been transitioned to the unit’s Family Support Committee for sustainability. This committee is made up 

of nursing staff who have a passion for helping families cope while in the stressful environment of the 

PICU. Trends and review of screening results will occur at a quarterly basis at committee meetings. This 

will help facilitate group discussion of how to expand this initiative to all parents in the PICU and 

broaden support resources for the families. Ultimately this project has the potential to be offered to all 

trauma patients admitted to the hospital. Furthermore, this project sheds light on the need to create an 

interdisciplinary hospital trauma committee. Having a committee at this level could create a 

collaborative environment that would involve psychology, social work, doctors, nurse practitioners, and 

others. Ultimately more growth and spread will lead to more available resources and help identify 

struggling families sooner.  
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Table 1 

Evidence Review Table  

Citation: Baker, S. C., & Gledhill, J. A. (2017). Systematic review of interventions to reduce psychiatric morbidity in 

parents and children after PICU admissions. Pediatric Critical Care Medicine, 18(4), 343–348. 

https://doi.org/10.1097/PCC.0000000000001096 

Level  

V 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“To describe and 

evaluate interventions 

aimed at reducing 

psychiatric morbidity 

in parents and 

children discharged 

from PICU.” 

Systematic review of 

descriptive, 

qualitative, and 

control studies 

Search Strategies: 

Using the EMBASE, 

CINAHL, MEDLINE, 

and PSYCHinfo the 

following terms were 

used: 

1. intervent* OR 

prevent* 

2. PICU OR 

intensive care OR 

ITU OR ICU OR 

critical care  

3. (Psych* AND 

[morbidity OR 

problem*]) OR 

mental illness OR 

PTSD OR 
posttraumatic 

stress OR anxiety 

OR depression  

4. 1 AND 2 AND 

3 combined.  

Eligible Studies: 

Studies that evaluate 

an intervention in 

children admitted to 

Control: Controls 

varied throughout the 

studies included in 

the review. Most 

were no intervention.  

Intervention: 

Interventions varied 

throughout including 

psycho educations, 

family support, 

screening only for 

early identification, 

and follow up clinics 

Fidelity: Not 

applicable  

 

DV: Articles were 

selected that 

introduced some form 

of intervention for 

evaluating and 

managing PTSD for 

family members of 

PICU patients 

Measure: The SR 

did not provide 

specific values or 

tools for the studies it 

reviewed. Only 

stating that RCT 

showed 

demonstratable (but 

small) improvement 
including improved 

functioning and 

emotional well-being 

in parents.   

More intervention 

studies with large 

sample sizes and 

lower attrition rates 

are needed. The 

intervention studies 

evaluated in this SR 

did show reduction in 

parents and child 

psychopathology. 

However, no specific 

values were given 

from the studies other 

than limitation values.  

 

 

 

https://doi.org/10.1097/PCC.0000000000001096
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PICU (and their 

families) to reduce 

psychiatric morbidity 

following discharge. 

Excluded: Any studies 

not in the English 

language, included 

NICU patients or 

patients >18 years old. 

Included: 6 (3 RCTs, 

3 exploratory 

feasibility studies); 

Sample sizes varied 

from 4-163 families 

PRISMA: Included, 

detailing reasons for 

inclusion and 

exclusion of articles 

Power analysis: Not 

applicable 

Citation: Nelson, L. P., & Gold, J. I. (2012). Posttraumatic stress disorder in children and their parents following admission to the 

pediatric intensive care unit: A review. Pediatric Critical Care Medicine, 13(3), 338–347. 

https://doi.org/10.1097/PCC.0b013e3182196a8f 

Level 

V 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“To evaluate 

posttraumatic stress 

disorder in children 

who have been 

admitted to the 

pediatric intensive 

care unit and their 

families.” 

Systematic review of 

descriptive, 

qualitative, and 

control studies 

Search Strategies: 

Using the databases 

PubMed, MEDLINE, 

and Ovid the following 

terms were used; 

“children,” “pediatric,” 

“PTSD,” “ASD,” 

“medical illness,” and 

“pediatric intensive or 

critical care.” 

Eligible Studies: 

Control: Controls 

varied throughout the 

studies included in 

the review. Most 

controls were no 

intervention at all, 

only screening. 

Intervention: 

Screening for PTSD 

for parents post PICU 

stay. Screening tools 

Dependent 

Variable: Articles 

were selected that 

introduced some 

form of screening for 

PTSD and follow up 

Measure: PTSD was 

measured via 

multiple tools such as 

IES-R, General 

Health 

Statistical Procedure 

and Results: 

No metanalysis was 

done due to majority 

of the studies being 

prospective cohort 

studies. 

 

For Children 

posttraumatic stress 

disorder rates between 

https://doi.org/10.1097/PCC.0b013e3182196a8f


POST-TRAUMATIC STRESS DISORDER SCREENING                   17 

Articles based off of 

content relation, no 

year limitations 

Excluded: Articles 

pertaining to adult and 

neonatal ICUs 

Included: 9 articles 

addressing PTSD in 

children admitted to the 

PICU from the last 10 

years. 9 articles 

addressing PTSD in 

parents admitted to the 

PICU from the last 10 

years. 

PRISMA: no PRISMA 

included 

Power analysis: Not 

applicable 

used were variable as 

were times of when 

the parents were 

screened. Screening 

tools included IES-R, 

General Health 

Questionnaire, PAS, 

HADS, State Anxiety 

Inventory, and Acute 

Stress Disorder Scale 

were the most 

prominent. Some also 

included follow 

meetings, support 

resources, therapy, 

and overall 

prevalence over time. 

Intervention 

Fidelity: Not 

applicable  

 

Questionnaire, 

HADS, State Anxiety 

Inventory, PAS, and 

Acute Stress 

Disorder being the 

most prevalent. 

the studies were 5% to 

28% following PICU 

admission and 35% to 

62% for posttraumatic 

stress symptoms. 

 

For Parents 

posttraumatic stress 

disorder rates between 

the studies were 

10.5% to 21% with 

posttraumatic stress 

symptoms rates 

approaching 84%. 

Mothers had an 

increased risk of 

developing PTSD 

then fathers. 

 

Overall, there was a 

positive correlation 

between children 

symptoms of PTSD 

and the parents. (no p 

value provided). 

Citation: Samuel, V. M., Colville, G. A., Goodwin, S., Ryninks, K., & Dean, S. (2015). The value of screening parents 

for their risk of developing psychological symptoms after PICU: A feasibility study evaluating a pediatric intensive care follow-

up clinic. Pediatric Critical Care Medicine, 16(9), 808–813. https://doi.org/10.1097/PCC.0000000000000488 

Level 

II 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“This study aimed to 

assess whether 

prospectively 

screening parents for 

psychological 

vulnerability would 

Randomized control 

trial 

Sampling Technique: 

Convenience 

Eligible: 278 parents of 

children who were 

admitted to the PICU 

for at least 12 hours 

Control: Standard 

treatment which is no 

intervention. 

Intervention: Offer 

of a follow-up clinic 

appointment 2 

DV: Level of 

psychosocial 

vulnerability was 

initially evaluated by 

PAS based of a score 

of >16 indicating 

Statistical 

Procedures and 

Results: 

“Logistic regression 

analyses controlling 

for parent gender and 

https://doi.org/10.1097/PCC.0000000000000488
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enable beneficial 

targeting of a 

subsequent follow-up 

clinic.” 

Excluded: Parents of 

children who there was 

subsequent death, non-

accidental injury, 

readmission during the 

study period, 

discharged on palliative 

care, and families that 

health professional 

deemed inappropriate 

to contact due to social 

problems 

Accepted: 209 parents 

of 145 children were 

assessed for risk of 

developing 

posttraumatic stress 

disorder at discharge. 

78 were deemed “high 

risk” based on the 

posttraumatic 

adjustment scale (PAS) 

and randomly assigned 

the control or 

intervention group.  

Control: 40 individual 
parents. 8/40 lost in 

follow up period. 

Intervention: 38 

individual parents. 

11/38 lost in follow up 

period. 

Power analysis: no 

power analysis was 

provided                                                                                

Group Homogeneity: 

months after 

discharge. In the 

clinic appointment 

parents met with a 

PICU clinical 

psychologist, 

consultant and nurse. 

A proforma is used to 

make sure same 

topics are assessed. 

Staff advised families 

of further support 

services if 

psychological issues 

were identified. 

Intervention 

fidelity: All 

participants 

completed a baseline 

assessment at the 

child’s discharge 

(PAS). Families 

scoring “at risk” on 

the screening tool 

were randomized via 

the “sealed envelope” 
method to either the 

control or 

intervention group. 

All parents including 

controls and those 

who scored “low 

risk” on the screening 

tool were sent two 

questionnaires 

(Impact of Event 

elevated risk of 

developing PTSD. 

Then at 6 months 

post discharge 

vulnerability was 

assessed via IES-R 

for Posttraumatic 

stress disorder 

(PTSD) with a score 

of >33 and 

anxiety/depression 

via HADS with a 

score of >8.  

Measure: 

PAS is 10-item 

questionnaire 

evaluating the risk of 

developing PTSD 

and depression after 

traumatic events. 

Total score ranges 

from 0-40. 

(Sensitivity (.80), 

specificity (.84), 

lower positive 

predictive value 
(.28)) 

IES-R is a 22-item 

questionnaire 

evaluating for 

presence of possible 

PTSD with subscale 

items looking at 

intrusion, avoidance, 

and hyperarousal. A 

Likert-scale format is 

child length of stay 

showed that high- risk 

control parents (n = 

32) were significantly 

more likely to score 

above the clinical 

cutoff for all three 

psychological 

outcomes than parents 

deemed low risk at 

baseline (n = 89) 

(posttraumatic stress: 

odds ratio = 3.39; 

95% CI, 1.28–8.92; p 

= 0.014; anxiety: odds 

ratio = 6.34; 95% CI, 

2.55–15.76; p < 

0.001; depression: 

odds ratio = 4.13; 

95% CI, 1.47–11.61; 

p = 0.007). “ 

 

“At follow-up, there 

were no statistically 

significant differences 

between the 
intervention and 

control groups, but 

there were small 

effect sizes in favor of 

the intervention for 

anxiety scores (Cohen 

d = 0.209) and 

depression scores 

(Cohen d = 0.254)” 

Assessing parents for 
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Scale-Revised (IES-

R) & Hospital 

Anxiety and 

Depression Scale 

(HADS)) via mail 6 

months after 

discharge. They 

could either follow 

up by mail or phone. 

Anyone in the entire 

study who scored 

high risk at the end 

were informed along 

with their general 

care practitioner. 

They were given a 

resource list of 

services and support 

organizations. 

used to show how 

distressing each item 

was for the family 

member during the 

past week. Total 

score ranging 0-88. 

HADS is a screening 

questionnaire that has 

7 items related to 

anxiety and 7 items 

for depression. Each 

item has a 4-point 

scale (0-3) with a 

total score ranging 

from 0-21. (no 

validity or reliability 

values but listed 

references) 

psychological 

vulnerability can 

increase identification 

and targeting of 

support. However, 

more research should 

be to assess best 

practices for follow up 

intervention. 

 

Citation: Yagiela, L. M., Carlton, E. F., Meert, K. L., Odetola, F. O., & Cousino, M. K. (2019). Parent Medical Traumatic Stress 

and Associated Family Outcomes After Pediatric Critical Illness: A Systematic Review*. Pediatric Critical Care Medicine, 

20(8), 759–768. https://doi.org/10.1097/PCC.0000000000001985 

Level  

V 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“To critically review, 

analyze, and 

synthesize the 

literature on parent 

medical traumatic 

stress from a child’s 

critical ill- ness 

requiring PICU 

admission and its 

association with 

outcomes of parent 

Systematic review of 

descriptive, 

qualitative, and 

control studies 

Search Strategies: 

Systematic literature 

search of Pubmed, 

Embase, CINAHL, and 

PsychInfo. The 

following terms were 

used: “family” 

(famil**, parent, 

mother, and father) 

AND “PICU” 

(Pediatric intensive care 

Control: Controls 

varied throughout the 

studies included in 

the review. Most 

were no intervention 

 

Intervention: 

Interventions varied 

throughout with 

multiple survey 

measures used 

throughout the 

DV: Articles were 
selected that Studies 
examined numerous 
variables associated 
with parent and 
family outcomes and 
used multiple survey 
measures. These 
variables were 
categorized according 
to their phase  

Measure: each phase 

Statistical 

Procedures and 

Results: 

Outcomes for parents 

and family after 

pediatric critical 

illness that require 

admission to the 

PICU are most likely 

to be influenced by 

familial preexisting 

factors, a parent’s 

https://doi.org/10.1097/PCC.0000000000001985
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mental and physical 

health, and family 

functioning.” 

 

 

unit, PICU) AND “peri-

trauma factors” OR 

“outcomes.”  

Eligible Studies:  

1) studies published 

between January 1, 

1980, and August 1, 

2018   

2) peer-reviewed 

journal articles written 

in English;  

3) studies of parents of 

children with a PICU 

admission; and 

 4) quantitative studies 

examining variables 

associated with 

outcomes of parent 

mental health, parent 

physical health, or 

family functioning 

Excluded: Studies of 

parents of children who 

died, or were admit- ted 

to a neonatal ICU, or a 

cardiac ICU  

PRISMA: yes 

Power analysis: Not 

applicable 

studies (which ones 

not specified). 

 

Intervention 

fidelity:  Not 

applicable 

 

of the Integrative 
Trajectory Model of 
PMTS was defined a 
priori (i.e., preexisting 
factors, peri-trauma, 
acute medical care, 
and ongoing care or 
discharge from care) 
with a specific 
definition for the 
PICU. Using these 
definitions, we 
assigned each 
predictor variable to 
the appropriate phase 
in the Integrative 
Trajectory Model of 

PMTS Predictor 
variables with a clear 
statistically significant 
association with an 
outcome variable 
were included in the 
final model. A clear 
statistically significant 
association was 
defined as most 
studies with a 
statistically significant 
association between 
predictor and 
outcome variables in 
bivariate or 
multivariable 
statistical testing. (No 
values given) 
 

 

subjective experience 

in the PICU, and 

continued family life 

stressors than 

objective events of the 

admission. 

 

Recommends 

development of 

screening tools to 

identify at-risk 

families for 

intervention.  
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Table 2 

Synthesis Table  

Evidence Based Practice Question (PICO 

In family members of pediatric ICU trauma patients, does early screening and referral for PTSD with the Posttraumatic adjustment 

scale versus the current practice of no screening lead to better early identification and management of PTSD? 

 Level of 

Evidence 

 # of 

Studies 

Summary of Findings Overall Quality 

II 1 Samuel et al. (2015) found that parents who are 

evaluated as high risk via posttraumatic adjustment 

scale at discharge have a high correlation of PTSD six 

months post discharge using traditional screening 

tools such as IES-R and HADS. However, the 

intervention of a post follow-up clinic did not have 

significant results in improvement of PTSD symptoms 

or then anxiety and depression. 

B, A strong RCT, however was lacking a power 

analysis and small sample sizes decreasing overall 

internal validity.  

V 2 Baker & Gledhill (2017) found that more research 

needs to be conducted regarding what specific 

intervention needs to be used for parental and child 

PTSD treatment.  However, that screening remains an 

important tool in early identification and referral. 

 

 

 

Nelson & Gold (2012) found that there is a 10.5% to 

21% rate of PTSD between studies and up to 84% rate 

of PTSD symptoms among parents. Mothers are at a 

more increased risk of PTSD then fathers. Overall, 

there was a positive correlation between children’s 

symptoms of PTSD and the parents.  

 

 

C, This systematic review did a good job at 

addressing search, inclusion, and exclusion criteria. 

Sample sizes of studies were small. More detail 

needed to be given regarding intervention and 

screening tools used in the study to assess their 

validity and reliability. No statistical evidence was 

given for results. 

 

C, This systematic review did not provide enough 

information in regards to search strategies used for 

inclusion and exclusion criteria. It was not stated how 

many studies were eligible at baseline and what 

process was used to narrow down specific results. All 

screening tools were provided for each study along 

with their references. No metanalysis was done due to 

lack of RCT’s. Statistical evidence was provided for 
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Yagiela et al. (2019) found that how PICU parents 

process trauma is influenced by not only the event 

itself but also by familial preexisting factors, family 

life stressors and parents subjective experience while 

in the ICU 

overall results however no correlation studies were 

completed. 

 

C, This systematic review was good at identifying 

outcomes and what parts of care impacted them most. 

However, is did not provided enough information on 

identifying specific interventions or tools of studies. 

This made it impossible to assess the tool’s validity 

or reliability. 
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Figure 1 

Current Process Map 
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Figure 2 

Stuart’s stress adaption model 
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Figure 3 

Conceptual Framework of Complex Innovation Implementation  
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Figure 4 

Desired Process Map 

 

 

 

 

 

 

 

 

 

 

 

 



POST-TRAUMATIC STRESS DISORDER SCREENING                   28 

Figure 5 

Incidence of Positive PAS Screens 
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Figure 6 

Incidence of Social Work Referral 
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Figure 7 

Incidence of Trauma Admissions and Screening 

 

 

 

 

 

 

 

 

 



POST-TRAUMATIC STRESS DISORDER SCREENING                   31 

 

 

 

Appendix A 

 



POST-TRAUMATIC STRESS DISORDER SCREENING                   32 

 

 

 

 



POST-TRAUMATIC STRESS DISORDER SCREENING                   33 

Appendix B 

Patient Coding Information 

 

Identifier Code Patient Name MRN  Phone Number or Email Patient Admission Date 

1     

2     

3     

 

Screening Demographic Data 

 

 

Staff Training Roster 

 

Staff Name Completed 30 min Inservice (Yes=1, No=2) 
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Appendix C 

 

 
Welcome Letter 

 

 

 

Dear Family Member,   

  

  

The following resources are a part of quality improvement project for Johns Hopkins 

Hospital Pediatric Intensive Care Unit trauma families. The aim of this project is to screen 

for early signs of post-traumatic stress disorder (PTSD) in parents of children who are 

hospitalized in the PICU and provide education and resources to help manage stressors. If you 

choose to participate in the screening and survey, please know that it is COMPLETELY 

VOLUNTARY. Included you will find information on what traumatic stress is, how to help you 

and your child cope during and after admission, a list of resources to learn more on the subject, 

and a brochure for a Baltimore based family traumatic stress clinic. Those that screen at risk will 

have either your child’s provider or social worker reach out to see how we can help you better 

cope during your time in the hospital. Please know that any positive screen is by no means a 

diagnosis of condition. Our goal is to only help support you during this difficult and stressful 

time!    

  

  

Please let your screener know if you have any questions!  

  

Sincerely,  

The Family Support Committee  
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Appendix D 

Qualtrics Survey 

 

1. Did you follow-up with any resources provided? Yes/no 

2. Did you find the resources given helpful? Yes/no 

 3. Any feedback you would like to give? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


