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Abstract 

Problem: Two-thirds of all children experience trauma before the age of 16. Without screening, 

many cases go unreported and untreated, worsening trauma symptoms. Only 35% of patients 

admitted to a pediatric psychiatry unit in a large teaching hospital of an urban district are 

screened for childhood trauma. The site lacks standardized screening tools to assess for 

childhood trauma amongst children of all ages of admission (6-17 years old). Screening for 

childhood trauma can personalize treatment plans and improve patient care. Published evidence 

demonstrates that childhood trauma can be accurately identified using the reliable and validated 

Child Trauma Screen (CTS) tool. Purpose: The purpose of this Quality Improvement (QI) 

initiative was to implement the CTS on a pediatric psychiatry unit during the admission process 

from September 11th, 2023 until December 22nd, 2023. Methods: The 10-item CTS tool was 

integrated into electronic health record (EHR) and individualized treatment plans (ITP) for all 

patients with moderate (7-12) to high trauma scores (13-18) were established. The 

implementation team consisted of project lead (PL), clinical site representative (CSR), 

psychologist, 14 registered nurses, 2 nurse practitioners and 2 attending psychiatrists. The CTS 

was completed within 24 hours of admission to unit by registered nurses (RN). PL conducted 

regular meetings to provide feedback and give continuous updates regarding QI progress. Chart 

audits were completed weekly by PL on all admitted patients. Data retrieved were entered 

electronically into REDCap by PL in private location at the clinical site. Identifiers were coded 

by REDCap and only accessible to PL. Results: All RNs staff completed the education sessions 

on childhood trauma and CTS’ utilization; 98% of admitted patients were screened and a trauma 

score was generated in their EHR; 94% received individualized treatment plans (additional 

therapy sessions, parent child trauma sessions, trauma psychoeducation). Conclusions: Findings 
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support integration of the CTS tool into work flow as it has accurately identified childhood 

trauma symptoms, generated trauma scores, and helped develop ITP for all admitted patients.  

Keywords: childhood trauma, screening, individualized treatment plan, therapy, trauma scores, patients, 

psychiatry. 
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Implementing the Child Trauma Screen into an inpatient Pediatric Psychiatric unit 

 

Childhood trauma causes psychological harm to one’s health and quality of life. Stress 

and maltreatment during early life can change brain development and increase the risk of 

psychiatric disorders (Devi et al., 2019). According to the Substance and Mental Health Services 

Administration (SAMHSA), about two-thirds of all children experience trauma before the age of 

16 (SAMHSA, 2023). Without screening, many cases go unreported and untreated, worsening 

trauma symptoms.  

The inpatient child and adolescent psychiatric unit at a local teaching hospital only 

screens 35% of patients for childhood trauma as the site lacks standardized screening tools for 

assessing trauma risks. Screening for childhood trauma can personalize treatment plans and 

improve patient care. The absence of standardized trauma screening policies in the unit impairs 

the diagnosis of mental health disorders and treatment of trauma symptoms. Treatment for 

childhood trauma occurs only when symptoms impair daily functioning, making mental health 

treatments less effective and more challenging to implement. Implementing standardized 

screening tools can increase screening rates, help develop effective treatment plans, and 

potentially reduce patient’s readmission rates.  

Childhood trauma can be accurately identified using the reliable and validated Child 

Trauma Screen (CTS) tool; the CTS tool was implemented in the inpatient pediatric psychiatric 

unit and incorporated as part of the admission process throughout fifteen weeks’ implementation 

period. The purpose of this quality improvement initiative was to implement the CTS tool during 

the admission process in efforts to screen all patients for childhood trauma symptoms. 

Available Knowledge 
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The Child Trauma Screen (CTS) (Appendix A) is a validated tool used to identify 

patients who experience trauma, detect trauma symptoms, and identify individuals at increased 

risk for development of mental health disorders. This validated tool has guided the development 

of effective treatment plans in addressing patients’ psychological needs in outpatient clinic and 

hospital settings. The CTS tool has accurately identified children in need of trauma- informed 

mental health services and suggest standardized screening as necessary preventative measure for 

monitoring of trauma symptoms (Wooslet et al., 2020).  

In addition, this tool has identified the effects between childhood adversity and its 

psychological manifestation. The CTS successfully measured Post Traumatic Stress Disorder 

(PTSD) symptoms for children aged 6-17 years and can be administered via interview or self-

report (Lang et al., 2021). The tool has demonstrated good divergent validity with measures of 

anxiety, depression, and ADHD, and excellent predictive ability for identifying children with a 

probable PTSD diagnosis through ROC analysis (Lang et al., 2021). This screening tool has 

played a critical role in accurately diagnosing trauma symptoms and developing effective, 

personalized treatment plans (Woosley et al., 2020). Utilizing the CTS tool in screening for 

exposure to childhood adversity could be the first step in providing support for children at risk 

for psychiatric disorders (Humphreys et al., 2020). Current studies provide important evidence 

on the link between child maltreatments and their impact on depression; where higher trauma 

scores correlate with increased risk for higher depression symptoms scores and depressive 

disorders (Humphreys et al., 2020).   

Rationale 

The framework selected for this quality improvement project was the Promoting Action 

on Research Implementation in Health Services (PARIHS). According to Kitson et al. (1998), 
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this framework uses evidence, facilitation and context as the ultimate predictors of a successful 

implementation. The project site is an academic organization where its main focus is patient 

centered care with an emphasis on patient experience and satisfaction. In addition, this project 

site functions by using a leadership hierarchy and strives for a culture of teamwork. A cultural 

assessment was completed and discovered similar values shared by staff which aligns with 

framework’s concept of facilitation. Unit care providers recognize the need for a standardized 

childhood trauma screen to improve patient care lending to strong buy in. The strength level of 

evidence of CTS’s impact on childhood trauma is that of level I and III with quality rating of A 

and B per JHNEBP (Johns Hopkins Evidence- Based Practice) model, therefore, the high level of 

evidence strengths the buy-in.  

In addition to the impactful evidence, unit’s readiness for change, leadership, and 

identification and the roles of facilitators were some key elements when planning CTS’s 

implementation (Kitson et al., 1998). The project site appeared motivated to improving patient 

outcomes, maintained an open line of communication amongst leaders and employees and 

recognized the importance of making a beneficial change to the admitted population.  

Methods 

Context 

This quality improvement project was undertaken at a local teaching hospital, a sixteen 

bed unit with patients from ages 6-17 years old. The unit daily average census is 10 patients, 

including 2-3 discharges and admissions per shift. Primary diagnoses of admitted patients 

include mood, depressive, conduct, and psychotic disorders. 

 The unit culture is highly influenced by staff’s job satisfaction, unit safety and staffing 

ratio. Due to the high patient acuity, this often leads to a busy working environment for the 
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inpatient child and adolescent psychiatric division. Typical daily nurse staffing on the unit 

includes 6 core nurses with 4 additional travel/supplemental nurses who rotate in different units 

every 3-4 month. Patient to nurse ratio is 4-5 patients with 2 providers for the entire unit. The 

psychology team consists of a child psychologist and a psychology intern who were mostly 

responsible for providing unit’s trauma-informed care programming. The behavioral health unit 

educator, Epic super user, and senior clinical nurses served as key facilitators in the 

implementation of this initiative.  

Although the admission numbers vary each week (bringing variance on screening), some 

of the factors affecting patient admission were: number of beds occupied/available, acuity of 

patients, and facility issues. Despite unit’s current challenges, the leadership was interested and 

supported the implementation of CTS tool in the unit. 

Prior to QI implementation, the admission process to the unit included nursing 

psychiatric assessment and physical exam. The unit lacked a standardized trauma screening tool; 

trauma symptoms were self-reported by patients. Following admission intake, the treatment team 

formulated an individualized treatment plan based on the intake assessments.  

Intervention 

The CTS tool was integrated into unit’s admission process to screen for all the patients 

admitted to the inpatient pediatric psychiatric unit within their 24 hours of their arrival. The CTS 

tool was documented via EPIC smart phrase and was utilized by RNs during the admission 

process. The RNs inserted a “nursing note” where they entered the selected smart phrase for the 

screening tool and asked patients each item of the CTS checklist. Scores were auto populated and 

identified individuals at mild/moderate/severe need for further assessment or treatment. A 
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printed copy of the CTS tool was readily available in cases of downtime or unforeseeable events; 

the trauma score findings were communicated during nursing shift report and team rounds.  

The treatment team evaluated all screen positive patients and formulated individualized 

treatment plans inclusive of trauma/PTSD symptoms. The clinical site representative, unit 

champions, and nursing management were identified to help with the compliance and facilitation 

of the CTS implementation. Formal commitment by stakeholders was obtained prior to project 

start. Nurses were in person trained on rationale for QI initiative, admission process, and CTS’s 

implementation three months prior to QI’s implementation.  The CTS training provided RNs 

with knowledge, skills, awareness and understanding of CTS’s importance where education 

materials about trauma screening were weekly distributed. Senior clinical nurses and unit’s 

champions were identified to support CTS’s implementation, identification of implementation 

challenges and build sustainability. Prior to implementation, a culture assessment (CARI) was 

conducted to assess readiness and identify any barriers/facilitators. Ongoing chart audits with 

constructive feedback was provided to staff throughout the implementation period, helped track 

the project’s progress. Professional recognition on unit meetings and thank you notes were 

utilized to show appreciation for participation; the incorporation of CTS into EHR added to 

project’s sustainability.  

Measures 

The CTS tool was completed by the registered nurses (RN) in patient’s electronic health 

record (EHR), within 24 hours of their admission; the moderate (7-12) to high scores (13-18) 

prompted the providers to incorporate these trauma symptoms into patient’s treatment plans. The 

project’s structural goals were for all RNs working in the unit to receive training on how to use 

the tool and ways to integrate the CTS tool into patients’ EHR. The process goals consisted of 
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ensuring 90-100% compliance in administering the CTS tool to all patients within 24 hours of 

their admission, 100% completion of all items on the CTS checklist, as well all items on the CTS 

checklist to be thoroughly completed. The outcomes for the project consisted of 100% of 

admitted patients to have a CTS score in their EHR and for all the screened positive patients to 

receive individualized treatments in their care plans. 

The screening rates were measured by calculating the total patients who received the CTS 

over the total number of patients admitted in the unit. After the CTS’s implementation, the PL 

utilized the Project Audit Tool (Appendix B) and Success of CTS screen (Appendix C) as the 

main two weekly data collection measures. All the personal identifiers were removed by the PL 

during data storage and analysis to protect confidentiality. Some of the data collection facilitators 

were: data collection methods, easy navigation of REDCap, presence of the PL in the unit and 

continuous communication of the CTS score amongst team members. 

 The trauma treatment plans consisted of one to one therapy session, trauma 

psychoeducation and parent-child meetings, as they are documented by unit’s psychologist into 

patient’s EHR. The CTS scores were a product of the tool’s utilization which involved two main 

categories, that of events and reactions. The trauma events category consisted of various trauma 

domains, whereas the trauma reactions category helped determine the severity of trauma 

symptomatology.  

Ethical Considerations  

 Non-human Subject Research determination from the Human Research Protections 

Office (HRPO) of the UMSOM Institutional Review Board (IRB) was obtained prior to 

implementation of this quality improvement project. To maintain the confidentiality of the 

information obtained during the project, chart audits were conducted by the PL. Data collected 
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was entered and stored in REDCap which is VPN and password protected. All patient 

information collected was de identified. This initiative posed no threat of physical or 

psychological harm to participants, was inclusive for all patients admitted to the unit and was 

conducted with honesty and integrity. There were no conflicts to report for this project.  

Results and Analytics 

Results 

The project started on September 11th and it ended on December 22nd, 2023. The total 

number of admitted patients were 101. Out of the admitted patients, 98% were screened while 

using the CTS tool, with 19% of patients scoring mild (0-6); 49% of patients scoring moderate 

(7-12) and 32% of patients scoring severe (13-18). Thirty percent of patients answered yes to 

witnessing physical abuse; 26% of patients answered yes to experiencing physical abuse; 18% of 

patients answered yes to experiencing sexual abuse, and 26% answered yes to experiencing 

emotional abuse/trauma. Barrier to screening included patients’ unwillingness to disclose their 

trauma information, or had diagnoses of selective mutism and/or developmental delay, 

preventing screening. Ninety-four percent of screen positive patients, received individualized 

treatment plans (ITP); six percent of patients were not able to obtain ITPs due to their 

unwillingness to engage in treatments, early discharge, and a lack of specialized trauma 

treatment options in the unit (where every patient received the same standard trauma informed 

care groups). Out of the 94% of patient receiving ITP, 89% of patients received additional group 

therapy as their individualized treatment plan, and 11% of them received parent-child education 

trauma session. Run charts and categorical data are displayed in Appendix E&F. 

Analysis 
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 The project’s structure goals were met, where 100% of RNs received education about 

CTS’s implementation; all of them successfully incorporated the CTS score in patient’s EHR and 

100% of them completed all the CTS’ checklist items. As a crucial contextual element, 

inadequate staffing made it difficult for CTS tool’s completion within the 24 hours of patient’s 

arrival which led to occasional documentation of CTS findings from the next shift nurses.  

 In addition, inadequate staffing along with the limited number of unit’s available beds 

(closed beds due to facilities issues) negatively impacted the number of admissions coming in the 

unit and decreased patient’s utilization of unit’s trauma programming. Less open beds (and less 

RNs) were translated into lower admission rates and a decrease in the frequency of group 

therapies. The low admission volume served as a barrier for data collection, as the unit was 

capped to 8 patients total from weeks 1-3, which could influence data analysis and/or 

generalizations. However, from week 3 until week 14, unit increased their admission rates and 

their limit of patients to 12 totals. 

Discussion 

 The CTS has been implemented in all admitted patients with 98% of screening 

compliance rate. This tool successfully identified the effects of childhood adversity and its 

psychological manifestation by measuring patient’s severity of their PTSD symptoms. It 

identified patients with high likelihood of PTSD and allowed for referral for treatment. The 

project demonstrated a powerful impact on unit’s admission protocol and on the staff, who 

utilized this tool. The CTS addition to the unit’s admission protocol was straightforward and 

simple to integrate into the work flow. In addition, integration of the CTS into EHR, as well as in 

unit’s orientation training for all new staff members has solidified its effect in the unit. 
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There was no additional cost required from the unit to implement the screening. As part 

of a sustainability plan, the unit’s manager will continue to sustain the project once this PL is no 

longer implementing the initiative, by continuing to incorporate the CTS’s tool into unit’s 

policies and practice. Due to unit’s specific structure, programming, and staffing, the CTS’s 

findings are not generalizable to other pediatric psychiatric units.  

Other institutions who have utilized CTS as a screening measure for trauma events saw 

similar effects. They have integrated CTS screening into clinic workflow to allow for 

personalization of care plans and used it as part of their intake screening. Similarly, to other 

publications about CTS use on health clinics, project findings support to continue to use this tool 

as it successfully guides the identification and monitoring of trauma symptoms. As supported by 

its evidence, the CTS tool was well tolerated by both children and adolescent population. And 

lastly, the CTS is particularly helpful in detecting children in need for trauma informed mental 

health services and connect them with adequate trauma services after their discharge.  

Some of the limitations or differences between the observed and anticipated outcomes 

were instances of patients with unfit presentation for the CTS tool (2% of patients had diagnoses 

of developmental delay and/or selective mutism) or were unwilling to disclose any traumatic 

event information. Another limitation to CTS screening process goals was the low volume of 

admissions in weeks 1, 10, 11, 12 and 14. Some of the patients were unable to have ITP in their 

care plans as psychologist often faced challenges such as: patient’s early discharge, lack of 

specific trauma treatment options, and patient’s unwillingness to engage in their treatments. 

Some of the factors that might have influenced CTS’s screening were: times spent from 

RNs when asking CTS’ questions to patients, and different sample sizes of admission for each 

week. Due to the nature of CTS’s trauma categories, RNs need to be consistent in the way they 
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inquire their questions to patients. In addition, differently from the adolescent population, 

children might need additional clarification in cases of experiencing difficulties comprehending 

the questions or might provide answers in unconventional ways, which can lead to detection bias 

and misinterpretation of the results.  

In addition, different time limits dedicated to ask the CTS questions can cause bias or 

imprecision in the project methods. Project design was impacted by different admission volumes 

and sample sizes of patients each week. Despite these factors, project measures and methods 

were consistent it their efforts to minimize and adjust any potential limitations.  

Conclusions 

The unit’s current screening rates increased to 98% of patients receiving standardized 

screening. Project findings suggest that CTS tool can be implemented into unit’s work flow and 

incorporated in the admission protocol, allowing for identification of individuals who would 

benefit from additional treatment options, and develop individualized treatment plans for all 

admitted patients.  

Discussion of patients’ trauma scores in rounds promoted a collaborate approach to 

trauma symptomatology and improved the effectiveness of formulated treatment plans. In 

addition, this project provides a deeper understanding of patient’s trauma symptomatology while 

in the unit, assists with reporting of traumatic abuse and maltreatment cases to child protective 

services as well as connects patients to trauma focused services upon their discharge. Some of 

the project’s strengths are: no-cost implementation, presented an easy transition to practice and 

provided a great sustainability potential to continue its utilization in the unit.  
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Appendix A: Child Trauma Screen (CTS) 
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Appendix B: Project Audit Tool 
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Appendix C: Success of CTS Implementation 
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Appendix D: CTS Staff Training Audit Tool 

 Staff Name Date of Completion 

1)   

2)   

3)   

4)   

5)   

6)   

7)   

8)   

9)   

10)   

11)   

12)   

13)   

14)   

15)   

16)   

17)   

18)   

19)   

20)   

21)   

22)   
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Appendix E: Run Chart & Graph of CTS completion and Individualized Treatments. 

 

Total admitted patients=101; 98% of patients were CTS screened; 2% of admitted patients were not screened due to 

developmental delay (week 8) & unwilling to disclose trauma information, mutism (week14). 

 

Out of 98% of CTS screened patients, 94% received individualized treatment plans (ITP); 6% of CTS screened 

patients did not receive ITP due to the lack of specialized trauma treatment options (week 1), early discharge (week 

5), and patients’ unwillingness to engage in treatments (week 8).  
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Appendix F: Categorical & Frequency Data Displayed on Tables  
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Appendix G: IRB Approval Letter 
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Appendix H: Flow Diagram of Desired Process of Screening for Childhood Trauma 
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Appendix I: Fishbone Diagram  
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Appendix J: Evidence Review Table 
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