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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 11", 2023 until December 22", 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 111 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



IMPLEMENTATION OF CHILD TRAUMA SCREEN INTO PSYCHIATRIC UNIT 7

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 11" and it ended on December 22", 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)

Child Trauma Screen (CTS)

Please complete the survey below.

Page 1

Thank you!

MRN

Age O 6-13
Q1417

Gender O male
O female
O other

Date Completed

EVENTS: Sometimes, scary or very upsetting things happen to people. These things can sometimes affect what we

think, how we feel, and what we do.

1) Have you ever seen people pushing, hitting, QO Yes
throwing things at each other, or stabbing, shooting, O No
or trying to hurt each other?

2) Has someone ever really hurt you? Hit, punched, or O Yes
kicked you really hard with hands, belts, or other O Ne
objects, or tried to shoot or stab you?

3) Has someone ever touched you on the parts of your QO Yes
body that a bathing suit covers, in a way that made O No
you uncomfortable? Or had you touch them in that way?

4) Has anything else very upsetting or scary happened O Yes
to you (loved one died, separated from loved ones, QO No

been left alone for a long time, not had enough food
to eat, serious accident or iliness, fire, dog bite,
bullying)? What was it?

What was it?

REACTIONS: Sometimes scary or upselting events affect how people think, feel, and act. The next questions ask how

you have been feeling and thinking recently.

How often did each happen in the last 30 days?

Strong feelings in your body when you remember
something that happened (sweating, heart beat fast,
feel sick).

O Never/Rarely (0)

O 1-2 times per month (1)
O 1-2 times per week (2)
O 3+ times per week (3)

6) Try to stay away from people, places, or things
that remind you about something that happened.

07/14/2023 11:02am

Never/Rarely (0)
1-2 times per month (1)
1-2 times per week (2)

0
[ |
a
O 3+ times per week (3)

REDCap

projectredcap.org

17
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12)

13)

14)

15)

Page 2

7) Trouble feeling happy

Never/Rarely (0)

1-2 times per month (1)
1-2 times per week (2)
3+ times per week (3)

8) Trouble sleeping.

Never/Rarely (0)

1-2 times per month (1)
1-2 times per week (2)
3+ times per week (3)

9) Hard to concentrate or pay attention.

Never/Rarely (0)

1-2 times per month (1)
1-2 times per week (2)
3+ times per week (3)

10) Felt alone and not close to people around you.

07/14/2023 11:02am

Never/Rarely (0}

1-2 times per month (1)
1-2 times per week (2)
3+ times per week (3)

0000 | 0000 | 0000 | 0ooo

projectreccap.org

REDCap

18
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Appendix B: Project Audit Tool

Page 1

Project Audit Tool

Please complete the survey below.

Thank you!

Patient Audit Form

1) MRN
2) Age []6-12
[J13-17
3) Date of Admission
4) CTS Screen Completion: [J yes < 24 hours of admission

[0 no >24 hours of admission
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1)

2)

3)

4)

Appendix C: Success of CTS Implementation

Success of CTS implementation

Please complete the survey below.

Page 1

Thank you!

MRN

Has the Child Trauma Screen (CTS) tool been utilized? O Yes
O No

Is the progress note documented by the Child QO Yes

Psychologist? O No

Types of trauma treatment offered post CTS screen:

[J one to one therapy sessions

[] additional group therapy

[ individual trauma psychoeducation session
[] parent-child education trauma session

20
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Appendix D: CTS Staff Training Audit Tool

21

Staff Name

Date of Completion

1)

2)

3)

4)

5)

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.

CTS Screening Rates
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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).

Treatment plans for Screened Positive Patients
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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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Child Trauma Screen Scores

H Unscreened
M Severe
M Moderate

= Mild
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Appendix F: Categorical & Frequency Data Displayed on Tables

Trauma Report

90
80
70

60
5
4
3
2
1 -

Witness of Physical Experience Physical  Experience Sexual Experince emotional
Abuse Abuse Abuse abuse/trauma

O O O O o o

HYes ®mNo

Frequency of Trauma Symptoms

Having Avoding Trouble Trouble  Concentration  Socially
Physical Reminders feeling happy  Sleeping Problems Isolated
Symptoms

45
40
35
3
2
2
1
1

o U1 o vl O ul O

B Never/Rarely M 1-2 times per month M 1-2 times per week & 3+times per week
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Appendix G: IRB Approval Letter

= 7 N\
" UNIVERSITYof MARYLAND L )
Ul BALTIMORE \N/

University of Maryland, Baltimore
Instiutional Review Board

Phone: (410) T06-3037

Fax: (410) T06-4189

Email: hrpof@umaryland.edu

NOT HUMAN RESEARCH DETERMINATION

OF NOTE: The Principal Investigator should review the University of Maryland Baltimore criteria
for performing research during the current COVID-19 pandemic emergency, Understand that IRB
approval of this research does not suggest thai performance of this research under current guidelines
is allowed. Failure to comply with the UMB President’s directives would be considered non-
compliance. The UMB Research directives can be found at hitps:/www.umaryland.edu/coronavirus/
. If you need clarification or guidance please call the Human Research Protections Office at 410-706-
5037.

Date: July 24, 2023

To: Malissa da Graca

RE: HP-00107342

Name: NDNP 811: Implementing the Child Trauma Screen mnto an inpatient child & adolescent psychiatric
unit.

This letter is to acknowledge that the UMB IRB reviewed the information provided and has determined that
the submission does not require IRB review. This determination has been made with the understanding that
the proposed project does not involve a systematic investigation designed to develop or contribute to
generalizable knowledge OR a human participant (see definitions below).

This determination applies only to the activities described in the IRB submission and does not apply should
any changes be made. If changes are made and there are questions about whether these activities are human
subject research in which the organization is engaged, please submit a new request to the IRB for a
determination.

Definitions —

Human Research: Any activity that either:
¢ Is “Research” as defined by DHHS and involves “Human Subjects” as defined by DHHS (“DHHS
Human Research™); or
+  Is“Research” as defined by FDA and involves “Human Subjects™ as defined by FDA (“FDA
Human Research™).

Research as Defined by DHHS: A systematic investigation, including research development, testing and
evaluation, designed to develop or contnibute to generalizable knowledge.

Research as Defined by FDA: Any experiment that involves a test article and one or more human
subjects, and that meets any one of the following:
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Appendix H: Flow Diagram of Desired Process of Screening for Childhood Trauma

Patients (children
and adolescents)
come in
with/without trauma
symptoms and get
admitted in an
inpatient psychiatric
unit.

Relief of
trauma/PTSD
symptoms

Admission Process:

1)Use of Child Trauma Screen
(CTS) as a standardized screening
tool in detecting and measuring
childhood trauma symptoms.

2) Incorporating the CTS score into
individualized treatment plans.

| Utilization of

Individualized trauma

| informed care therapy

session with
psychologist

—»

trauma focused | /
activities in the
unit

“a

Increased Screening Rates
for Childhood Trauma

I Reduced Readmission Rate

Monitoring of trauma

treatments
.

/
/
/

Site Outcomes:

There will be a 50-60%
reduction in readmission rates
of patients exhibiting
exacerbation of trauma
symptoms.

All inpatient patients will have
childhood trauma screening in
their electronic records while
admitted 1 inpatient
psychiatric umit (11 West).
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Appendix I: Fishbone Diagram

Appendix A- Fishbone Diagram

Figure 1
Policies | Time Constraints I Budget ‘ Staff
Lack of policies on . . - Burnouthigh
‘ High patient Luck of training —
trauma serEening \ scuily —— furmoyer rates
Lack of
. Lack of proper
Childhood ieauma T confidence in
screcning not part of childhood trauma propier approach
EME o
- . ) Lack of
Lack of audits to Lengihy admission Lack of trauma coninnication
enforee screening Process resources for stafl amongst team members

Lack of standardized
evidence based
seTeening tool

Lack of integration of
guestions in EPIC/EMR

Diata privacy

Equipment
malfunction

Poor service/imiemet
commection

Shorter admission time

Lack of trauma
specialistseducatons
m the unit

Lack of unit
ehanpions to rednforss
screening.

Lack of Epic/
screening Super users

Lack of Supporn for
implementation of
sereening ool

Contribution to
unitbehavioral health

division

Fnsuring compliance
for sereenmg

Different admission Inconsistent
processes reporting/mandated
reporters

Lack of trauma
spexific activities
in the unit

Different unit nurse
operations

Lack of outpatient
resounces for
[rauma services

Fragmentation of Care

Lack of o standard
sereening ool m
[H]’EI'-'E[“C

[ocumentation
Inconsistency

Technology

Leadership

Environment Procedure

Problem Statement

Why is only 35% of youth
population (children &
adolescent) being screened
for childhood trauma during
admission in an inpatient
psychiatric unit?

27



IMPLEMENTATION OF CHILD TRAUMA SCREEN INTO PSYCHIATRIC UNIT

Appendix J: Evidence Review Table
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Sashser, C., Berliner, G-, Risch. E- Rosner, K. Birkeland, M., Eilers, R, Hafstad, G-, Bferiffer, E- Blener, P-, Jense, T- (2022). The child and
Adolescent Trauma Screen 2 (CATS-2) - validation of an instrument to measure DSM-5 and ICD-11 PTSD and complex PTSD in

Level and Quality

study is to examine the
psychometric properties
of the Child and
Adolescent Trauma
Screen 2 (CATS-2) in
measuring
posttraumatic stress
disorder (PTSD)
amongst youth
population (7-17 years
old).

(with a small sample that
tested out CATS-2 tool

(pilot).

Cross Sectional

Population:

1) International (Germany,
Norway and U.5.A) sample
of traumatized children and
adolescents (n=283) and
their caregivers (n=233).
Mean age of youth was 12.2
years (8D=3.16) and 59%
female.

1) First 121 participants
wvaderwent diagnostic
interview & 30% fulfilled
criteria for PTSD.

Setting: clinical setting.

Inclusion criteria:

1) Age between (7-17 years
old)

2) Sufficient skills in target
langnage

3) At least one traumatic
event

*Informed consent from
legal guardians and informed
aszent were obtained prior to
azsessment.

Power analysis: n'a
Group homogeneity:

Intervention:

1) Administration of self-
report tool of Child &
Adolescent Trauma Screen
(CATS-2) to measure
potentially traumatic events,
posttraumatic stress symptoms
and impairment.

2) The CATS-2 includes a
parallel caregiver version.

Treatment Fidelity:

1) Staff conducting the study
had to undergo formal training
before implementing the
measures.

1) Traumatic events (i.e.
natural dizasters, serious
accidents, sexual abuse (off-
and online). bullying,
cyberbullying, traumatic loss,
medical procedures and war)
1) PTSD symptoms (ie.
flashbacks, nishtmares,
severe anxiety etc.)

3) Impairment in their
physiological impairment

DV Measures:

1) CATS-2 Screening tool (25
items in a 4 point Likert scale
1) Pediatric Symptoms
Checklist (behavior problems
in the domains of attention,
inter/externalizing problems.
3) Clinictan-Administerad
PTSD scale for DSM-2.

4) Short Mood and Feelings
Questionnaire (used to assess
symptoms of depression in
youth).

children and adolescents. DOIL: 10.1080/20008066.2022.2105580. II-B
Purpose/ Type of Evidence Sample — Population, Size, Intervention/Procedures Primary Results/Conclusions
Hypothesis Research Design Setting Qutcome/Measures
The purpose of this Prospective cohort study Sampling Technique: Control: nfa Dependent Variable: Statistical Results:

1) Internal consistency of
self-report DSM-3PTSD
score (o=_80) the ICD-
11PTSD zcore (o= _67) and
the ICD-11CPTSD score
(o= _83) of the CATS-2
proved adequate to excellent
reliability in the total sample.
2) Caregiver-report, the
DSM-5PTSD score (o=.91).
the ICD-11PTSD score
(@=.79) and the ICD-
11CPTSED score (o=87) of
the CATS-2 proved good to
excellent reliability in the
total zample.

3) All CATS-2 scales have
demonstrated adequate to
excellent internal consistency
in the self- and the caregiver-
Teport version.

Conclusions:

4) With regard to the cultural,
ethnical and racial diversity
this study is limited by a
predominantly white sample
and almost no individuals of
Asian descent.

&) It 1z concluded that
clinicians may vse this
measure for screening and

Homeogenous bazed on p
values displaying
demographics.

symptoms monitoring of
trauvma symptoms.

6) This screening tool is
tolerated well by children and
adolescents.

Nilsson, D., Dayelid. L.,

sample of Swedish children. Nord J Psychiatry:

Ledin, S., & Syvendin, C. G. (2021). Psychometric properties of the Child and Adolescent Trauma Screen (CATS) ina
247-256. doi: 10.1080/080394588.2020.1540628.

IImI-A

The purpose of this
study is to obtain the
psychometric properties
of (CATS) Swedish
version to identify
symptoms of post-
traumatic stress in
children and
adolescents according
to DSM-3.

Prospective Cohort Study

Sampling technique:
Cross-sectional sample

Population:

1) 672 students (13-17 years
old) were asked to
participate, 15 chose not to
participate (2.2%) and 67 did
not complete the
guestionnaires, § of
guestionnaires were excluded
due to incomplete and
frivolous answers.

2) Accepted- Final sample
(n=304 girls) and (n=282
boys) and (a=3 poshigatiss)-

Setting:

1)Participants in normative
group were from 24 different
zchools in the middle of
Sweden from different
socioeconomic areas,
genders and age.

2) Participants from clinical
group are from child &
adolescent clinic (out of 82
cases, 42 agreed to
participate (7-17 years old).

Power Analysis: n/a

Control group: n'a

Control: n'a

Intervention:
1)Administration of CATS
together with Trauma
Symptom Checklist for
Children (TSCC) along with
LifeEsperinge Scale (Lyles-
).

Treatment Fidelity:
1)Linkoping University
provided training in Trauma-
Focused Cognitive Behavior
Therapy (TF-KBT) to
therapists, social workers,
paychologists, peycho-
therapist and doctors. These
clinicians were obliged to
have at least one educational
therapy with children and
their family. Throughout
treatment, therapist receives
supervision at the university.

Dependent Variable:

1) Traumatic events (i.e.
natural disasters, serious
accidents, sexual abuse (off-
and online), bullying,
cyberbullying, traumatic loss,
medical procedures and war)
1) PTSD symptoms (ie.
intrusion, avoidance, negative
alterations in cognition and
mood and byperarensall.

3) Impairment in their
physiclogical impairment
{school, work, getting along
with others, hobbies, family
relationships).

Dependent Variable Measure:
1)The Child and Adolescent
Trauma Screen (CATS)

2) LYLES trauma history
inventory and adverse
childhood circumstances.

3) The Trauma Symptom
Checklist for Children
(TSCC) identifies traumatic
symptomology in children
and adolescent with six sub-
scales: anxiety, depression,
anger, post-tranmatic stress,

Statistical Results:

1)There was no statistical
difference between boys and
girls regarding experienced
trauma.

2)There was a significant
difference in symptoms on
the CATS between boys and
girls in that girls showed
more symptoms on the CATS
than boys.

3) Regression coefficient for
total number of trauma
symptoms was 3.63 (interval
of 93%4CT [3.22,4.08].
p=.001), which means that
trauma symptoms tend to
increase by 3.22-3.08 when
traumatic events increase by
1.

4) CATS scale has good
internal consistency with
high values on Cronbach’s
alpha on PTSD
subcategories.

Conclusion:

1) Clinical group of children
exhibited more symptoms via
CATS scales than normative
group.

2) This study shows that
Swedish version of CATS




IMPLEMENTATION OF CHILD TRAUMA SCREEN INTO PSYCHIATRIC UNIT

29

Group Homogeneity:
Similar ethnicity,
sociceconomic areas, but
slightly younger age in
clinical group (starting with

zexual concerns, and
diszociation

has good paychometric
properties and good
reliability. internal
consistency, and validity,
which can establish CATS as
4 screening instrument for

welfare and trauma
ICeening in aszessment
practices.

b) articles report outcome data
regarding trauma screening
administration in a sample of
adolescents or children.

<) Trauma screening has to
measure traumatic stress
symptoms of reactions.

d) Outcome data includes
comprehensive mental health
sceening of assessment tools
with child welfare samples.

Accepted: Out of 941 articles,
29 met the criteria and were
selected for review.

Population:

Children & Adolescents of all
ages and developmental stages
eligible for trauma screening.
Setting:

Child Welfare System

Control group: n'a

Children (TSCC) in
measuring traumatic stress.
2)Reaction Index screening
for Posttraumatic Stress
Disorder

Treatment Fidelity:
1)Researches used scholarly
databases such as: Web of
science, PILOTS, Medline,
Academic Search Complete,
Psych INFO, Psychology and
Behavioral Sciences
Collection and Social Work
Abstracts.

Dependent Variable
Measure:

Utilization of trauma
screening tools in child
welfare systems.

age 7). PTSD in children and
adolescent.
Wooesley, A.W. (2020). Trauma scr g and nt outcome in child welfare: a systematic review. Journal of Public Child Welfare 2020, LB
VOL. 14. NO.4, 412-434. h ttps://doi.org/10.1080/15548732.2019.1623965,
The purpose of this Systemic Review Sampling technigue: Control: n/a Dependent Variable: Statiztical Results:
study is to analyze 1)8ystemic review of academic Eates of youth population 1)Neglect is the most
findings from identified databases and manual search of | Intervention: being screened and common type of
research that measure peer-reviewed journals 1)Utilization of Trauma identification of trauma maltreatment.
traumatic stress in child a) articles are empirical studies | Symptom Checklist for symptoms. 2)Number of maltreatments

events was only reported in 3
studies.

3)Trauma Symptom
Checklist for Children
(TSCC) was the most
common assessment of
traumatic stress in children of
ages (8-16).

4 TSCC has demonstrated
good construct validity with
clinical and non-clinical
samples.

Conclusion:

1)The findings from review
suggest that youth population
in welfare systems are
adversely affected by their
trauma events.

2)The trauma measures can
identify significant numbers
of children in need of trauma
informed mental health
zervices.

Power analysis: n'a

Group homogeneity Studies
have similarities in their
participant’s demographics and
placement information

Cold " T.. Kitoll

i, L. & Leh:

tips://doi.org/l

1007 /540653-020-00308-y

F.(2020). T

he Relationship Between ACEs, Trauma-Related Psychopathology and Resilience in
Vulnerable Youth: Implications for Screening and Treatment. Journal of Child & Adolescent Trauma (2021) 14:151-160. h

II-B

The purpose of this
study is to examine the
impact of ACEsz in
vulnerable adolescents
and its impact in their
psychological
functioning; it provides
implications in the
importance of trauma
screening.

Exploratory Study

Sampling technigue:
Convenience sampling

Population:

Youth population (n=40)
between ages 12-17 years old
referred to counseling treatment
after experiencing family
violence.

Inclusion Criteria:

1)Ages 12-17 years old.
2)Early intake stages of
treatment.

3) Having requizgite reading
ability.

Setting:

San Diego Center for
Counszeling

Control group: n'a
Power analysis: n'a

Group homogeneity:
Similarities amongst patient
demographics (adolescents
between the ages of 12-17
vears, with a

Control: n'a

Intervention:
1)Implementation of ACE-Q
Screening tool in measuring
the adverse childhood events
amongst youth population.

Intervention Fidelity:
1)Both the youth and
guardian were given an
information letter about the
study and provide written
informed consent.

2)They were advised about
their participation being
voluntary and no penalty if
they wished to remove their
data from database.

Dependent Variable:
1)Number of ACEs events
experienced by youth sample
2)Frequency and perceived
severity of its symptoms.
3)Resilience of these
individuals as a protective
factor against trauma.

Dependent Variable
MMeasure:

1JACE-Q (10 items assessing
adversity occurring before
the age of 18 years)

2) Child PTSD Symptom
Scale (CPSS) (zelf-report
measure to assess PTSD
severity in children)
3)Personality Assessment
Inventory-Adclescent (PAI-
Al (screener for
pathology/psychology
disorders).

4)Child and Youth Fesilience
Measure (CYRM) (self-
report instrument designed to
azses for any resources
available).

Statistical Results:
1)Significance was set atp <
0.05 for all analyzes and
values are reported as means
+ standard deviation {SD).
2)Positive relationship
between number of ACESs
and the presentation of
trauma related
psychopathology in youth.
3)Complex trauma is
associated with problems
with identify PTSD and
interpersonal functioning.

4) The more resilient the
sample. the less the
symptomatology.

Conclusion:

1)The screening of youth is
moving towards standardized
practice shifting health care
to preventative measures.
2)The study supports the use
of ACE-Q) as a screener for
youth_
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mean age of 14.31 (3D = 1.64),
female and of
Hispanic or Latino ancestry

(63.8%).

The purpose of this
study is to discuss the
pediatric health
outcomes associated
with childhood
adversity.

Oh, D., Jerman, P., Marques, 5., Koita, K., Boparai
with childhood adversity. Doj: 10.1186/512:

Systematic Review

1) Probability sampling (simple
random sampling).

2)Systemic review of academic
databases and manual research
of relevant articles, primarily
longitudinal studies

Invention:

After the utilization of Youth
Wellness ACE Questionnaire
(VYWACE-Q) to this
population, measureable tests
were 1 ited to

various adverse childhood
experiences and biological
health outcomes.

Accepted:
15940 identified records, 1179

studies investigated the
relationship between childhood
adversities and biological health
outcomes, 380 reported
outcomes in children. 24 finally
met the criteria.

Inclusion Criteria:
1)Records screening by full
article

2)Records of cohort studies
with child outcomes

Excluded:

Animal studies, case reports,
review articles and qualitative
studies.

determine any sleep
disturbances, brain
developmental changes and
other physiclogical
symptoms.

Intervention Fidelity:
Research data were retrieved
from scholarly databases
such as: PubMed,
PsyArticles and CINAHL.
Risk of bias was assessed by
two independent reviewers
using Busze and Guyati’s,

tool.

Health outcomes from
trauma and childhood
maltreatrment:

1)Brain development

2)5leep disruptions

3) Physiological
manifestations such as:
asthma, developmental delay,
increased cortizol levels,
somatic complaints.

Dependent Variable
Measure:

1) Measures of cogaitive
development, biclogical
markers of inflammation and
immune function, or sleep
were not reported in this
systemic review.

, 5., Harris, N., & Bucci, M. (2018). Systemic review of pediatric health outcomes associated I-A
87-018-1037-7
Sampling technigue: Confrol: n'a Dependent Variable: Statistical Results:

1) Positive correlation
between early adversity and
significant delays in
cognitive development,
increased serum cortisol
levels and increased risk of
infections/inflammation.

Conclusions:

1) Childhood adversity
affects brain development,
multiple body systems,
physiological manifestations
and behavioral symptoms.
1) Screening for exposure to
childhood adversity,
protective factors and
impacts of toxic stress could
be the first step in providing
support for children g risk.

Population: Children from ages
7 to 16 years old experiencing
childhood adversity experiences
(abuse/neglect).

Setting: clinical setting

Control Group: n'a

Power analysis: not specified

Group homogeneity:
Represented by data in table 2.

Humphreys, K., LeMaulf, J., Wear, 1., Piersiak, H., Lee, A., & Gatlib, L (2020). Chil

using the Childhood Trauma Questi ire. Child Abuse Neglect, VOL 102,

—

: A meta lysis of

d maltreatment and depr

104361. https://doi.org/10.101:

6/j.chiabu.2 020.104361

ImO-A

The purpose of this
study is to discuss the
correlation between
child maltreatments and
adverse long-term
consequences for
mental health (ie.
increased depression); it
also discusses the
Childhood Trauma
Questionnaire in respect
to depression diagnosis
and symptotn score.

Meta- analyzes study of
non-RTC and non-
experimental study

Sampling technique:
1)Mixed sampling method

Inclusion Criteria:

1) Dimensional measurement of
child maltreatment using the
CTQ.

2) Dichotomous or di ional

Control: n'a

Intervention Protocol:
Assessing childhood
maltreatment experiences on
a continues scale using the
Childhood Trauma

assessment of depression
3)Available data to calculate
effect sizes

Quest €TQ)
Intervention Fidelity:

Two trained raters
independently coded each

Accepted: study. When raters provided
190 identified articles with 192 | contradictory judgments,
independent samples that were theze dizagreements were
luded in this met; lysis. di d and the lead
authors made a final
Excluded: determination.

Majority of reviewed studies
were excluded due to the
presence of confounding
medical conditions. Studies who
lacked the examination of CTQ
as a predictor for MDD and

Dependent Variable:
Long-term consequences for
mental health (increased
depression).

Dependent Variable
Measures:

1) CTQ assesses five types of
maltreatment experiences
(emotional abuse, physical
abusze, zexual abuse,
emotional neglect and
physical neglect).

Statistical Results:

1) Higher maltreatment
scores are associated with a
diagnosis of depression
(2=1.07; 95% C1, 0.95-1.19)
and with higher depression
symptoms scores (Z=33; 85
24 Cl, 32-38)

2) The emotional abuse and
emotional neglect
demonstrated strongest
aszociations with depression
symptoms score.

3) All effect sizes differed
significantly from 0,
indicating a significant
aszociation between all types
of child maltreatment and
depression scores.

Conclusion:
1) The analyses provided
important evidence of the




IMPLEMENTATION OF CHILD TRAUMA SCREEN INTO PSYCHIATRIC UNIT

31

studies that had insufficient data
for quantitative analysis were
also excluded.

Population:
Control group: n'a

Setting: Community and clinic
referred.

Power analysis:

11609 total effect size from 190
eligible studies.

2)Z=16.98, p=.001

Group homogenerty:
Represented by data in table 1.

link between child
maltreatment and depression.
2) Significantly increazed
rizk for higher depression
symptom scores and
depressive disorders with
increased severity of
childhood maltreatment.

3) The magnitude of the
effect between emotional
abuse and depressive
symptoms was larger in
samples of children and
adolescents than in sample of
adults.

https://doi.org/10

methodological report from clinical and com

1007/540653-002-00442-8.

Haghorg, J., Kalin, T., & Gerdner. A. (2022). The Childhood Trauma Questionnaire—Short Form (CTQ-5SF) used
munity samples. Journal of Child & Adolescent Trauma (2022)

with adolescents —
15:1199-1213.

II-B

The purposze of this
study is to investigate
the psychometric
properties of Childhood
Trauma Questionnaire-
Short Form (CTQ-SF)
when used in
adolescents.

Longitudinal Cohort
Study

Sampling technique:
1) Convenience Sampling

Population:

1) Community sample of
adolescents in Sweden
(n=1883)

2) Clinical sample of
adolescents in Sweden (9
outpatient clinics) (n=74)

Accepted:
1) Total 2130 invited, only 1883
remained in the study.

Setting:
1)Community-Two Industrial
Cities in South Sweden

Control: n'a

Intervention:
Administration of CTQ-SF
screening tool to azsess for
childhood maltreatment
amongst youth population
(adolescents). CTQ-SF was
repeated in 4 waves, starting
in Wave 2 (aged about 13

& 14 years), and in full
starting Wave 3 (aged 14-13
years) and then repeated in
Wave 4 (one cohort, about 135
years) and Wave 3 (about 17
years).

Intervention Fidelity:

Dependent Variable:
1) Childhood maltreatment
events (neglect/abuse)

Dependent Variable
Measure:

1) CTQ-5F consists of 28
items measuring childhood
maltreatment including
emotional abuse, physical
abuse, sexual abuse,
emotional neglect and
physical neglect.

Statistical Resnlts:

1)In community population,
the difference in scale means
over the waves were small
for both boys and girls when
measured on group levels,
although boys scored
somewhat more on EN and
EA in Wave 2 than in later
waves.

2) Clinical sample zcored
higher than the community
zample on all scales except
the M/D scale, which was
lower.

3) CTQ was well accepted
among residents in early and
late adolescent.

2)Clinical Nine outpatient
clinics of south/central Sweden
Control group: n'a

Power Analysis: n'a

Group Homogeneity:

Two municipalities are
industrial and two are
commuting communities. The
unemployment rate, annual
income, educational level, and
participants age is similar.

1) Parents informed by letter
about the aims and scope of
the study and the right to
decline participation.

2) If parents did not decline
their child’s participation, the
child was informed of their
right to opt cut.

) Internal consistencies were
substantial to excellent for
CTQ and itz four subscales.

Conclusions:

1) The study concluded that
CTQ is an acceptable and
reliable instrument to be used
in clinical & research on
child treatment.

2) Some caution is advised
when CTQ is used in early
adolescence up to the age of
14 years, and when
interpreting the M/D scale at

roung age.




