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Agenda

• Approval of June 2021 Meeting Minutes 

• Update on Center for Child Wellness & Trauma

• Presentation on trauma screening in pediatrics

– Dr. Heather Forkey (UMass Medical)

– Pediatric Integrated Post-Trauma Services Team at 
University of Utah (Utah PIPS)
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CENTER FOR CHILD 
WELLBEING & 

TRAUMA

A partnership between OCA & 

UMMS



Core Center 
Components

Assessment and Coaching

Professional Learning 
Communities

Resources and Information



Goals and Objectives

Goal 1: All agencies that 
interact with children will 

benefit from an assessment 
and coaching process to 

become more trauma 
informed and responsive.

Goal 2: Professional Learning 
Communities will provide 

and enhance trauma 
informed and responsive 

skills and tools.

Goal 3: All child-serving 
professionals have access to 

best practice trauma and 
healing/prevention 

resources and information. 

• A racial equity lens directs, imbues, and enhances all goals
• Goals are driven and refined by stakeholder engagement and feedback



Identification of 
children with “trauma” 

and children with 
trauma symptoms:

What it looks 
like in 
pediatrics

Trauma Task Force Meeting

July 19, 2021



Children we serve experience a variety of 
adversities



Adversities can be catastrophic – ACES, SDOH



Adversities can be “routine”



ACEs

Toxic Stress

What we need to discriminate



Definition of Toxic Stress

Brief increases in heart rate, mild 
elevations in stress hormone levels.

Serious, temporary stress responses, 
buffered by supportive relationships.

Prolonged activation of stress 
response systems in the absence 
of protective relationships.

Source: Permission granted by  center on the Developing Child at 
Harvard University. https://developingchild.harvard.edu/

Excessive or prolonged activation of stress response systems in 
the absence of buffering protection from adult caregivers

https://developingchild.harvard.edu/


First job – support buffering



2nd – recognize and respond to trauma : 
Most pediatric “trauma” is preclinical in a MH sense

• Pediatrics niche is a wide space, most care for kids in the preclinical 
stages of trauma exposures
• DTD trauma to DTD

• We live in the space between ACEs and PTSD

• Brain changes present to pediatrics as developmental concerns before 
behavioral health issues – so what are we looking for? 



Can present with a spectrum of symptoms

C. Severe

A. Functional difficulties AND

B. PTSD sx: Arousal, avoidance, re-
experiencing, fear AND

C. Affect dysregulation – violent 
reckless or self destructive, 
dissociation, attentional issues

Negative self-concept – persistent 
beliefs as diminished, defeated, 
worthless, shame, guilt

Interpersonal disturbances –
difficulty with relationships

B. Moderate

A. (Functional 
difficulties) AND 

B. PTSD Sx : Arousal, 
avoidance, re-
experiencing, fear

A. Mild

Functional 
difficulties –

Sleep, tantrums, 
toileting, eating



Physicians work from patterns – fitting 
symptoms into working models (need one)
• What are they looking for?



Three levels of care pediatrics is addressing

Tertiary care– addressing effects of 
trauma

What is needed?

Secondary prevention and intervention

Are there symptoms?

Primary prevention–

Support resilience, and surveillance: 

Anything scary or upsetting happen?

Pre Trauma and 
peri trauma

No trauma, or 
trauma managed

Yes trauma, no 
symptoms

Community 
resources 

needed? Which?

Yes trauma 

Yes symptoms

Treat with 
pediatrician

Needs referral for 
EBT



Primary prevention



Secondary (and pediatric piece of tertiary) response  



Guidance for Pediatricians

• Ground in science 

• Role of attachment, relational context of trauma with practical tools 
to support that

• Recognize trauma –tools to discriminate from other problems

• Respond to trauma
• In patients

• In caregivers

• Secondary trauma in staff

• Readiness of organizations, institutions, payors, practices



Brooks Keeshin, MD
Lindsay Shepard, PhD, LCSW

Kara Byrne, PhD, CSW

Identifying and Responding to Children at 
Risk for Traumatic Stress in Pediatric 
Settings: The Care Process Model for 
Pediatric Traumatic Stress (CPM-PTS)



Disclosures

• SAMHSA funding, NCTSI Category II, Grant 
Number 1U79SM080000-01



Who We Are

• Home Base

• Primary Children’s Hospital, Center for 
Safe and Healthy Families

• University of Utah

• Intermountain Healthcare

Core Team

Brooks Keeshin, MD

Lindsay Shepard, PhD, LCSW 

Kara Byrne, PhD, CSW 

Brian Thorn, PhD

Amy Oxman, LCSW

Julie Bradshaw, LCSW 

Kris Campbell, MD

David Kolko, PhD

Lisa Giles, MD

Flory Nkoy, MD



PIPS Collaborators

• Local
• Intermountain Healthcare

• Primary Care 
• Community Health/Alliance

• Selecthealth
• Utah Office of the Attorney General 

o Utah Children’s Justice Centers (CJCs)

• Utah Office for the Victims of Crime 
(OVC)

o Victims of Crime Act (VOCA)

National
• National Child Traumatic Stress 

Network (NCTSN)
• Academy on Violence and Abuse (AVA)
• American Academy of Pediatrics (AAP)
• American Academy of Child and 

Adolescent Psychiatry (AACAP)
• Behavioral Health Innovations
• National Children’s Alliance (NCA)
• Safe Environment for Every Kid (SEEK)



Objectives

• The lay of the land for screening, identifying, and responding to child 
trauma and traumatic stress

• Overview of the Care Process Model for Pediatric Traumatic Stress 
(CPM-PTS)

• Key findings and current growth of the CPM-PTS

• Discussion



Definitions

• Trauma: Significant event or experience that causes or threatens harm to 
one’s emotional and/or physical well-being

• Traumatic stress: Intense fear and stress in response to a potentially 
traumatic experience, including disturbed sleep, difficulty paying 
attention and concentrating, anger and irritability, withdrawal, repeated 
and intrusive thoughts, and/or extreme distress when confronted by 
reminders of the trauma



Need to Identify & Respond 
to Traumatic Stress
• High prevalence of trauma exposure

• Trauma is connected to poor health and 
mental health outcomes

• Trauma symptoms often go 
undiagnosed or misdiagnosed

• Differential Diagnosis

• Trauma-focused evidence-based 
treatments work

Active Control

(Morina, 2016)



Trauma Screening Lay of the Land

• Options

• ACEs

• Child and Adolescent Trauma 
Screen (CATS)

• UCLA Brief Screen

Limitations

Not created or validated for 
individual or clinical decision-
making & does not screen for 
trauma symptoms

No specific guidance for trauma-
informed care response



* To identify and connect children with traumatic 
stress to evidence-based trauma treatment providers

* To assess and respond to children with trauma 
exposure

Summary of Needed Model or Tool



Trauma-Focused Cognitive Behavioral Therapy

Psychoeducation and parenting skills

Relaxation

Affective expression & modulation

Cognitive coping

Trauma narrative processing

In vivo mastery of trauma

Conjoint parent-child sessions

Enhancing safety and future development

Cohen et al., 2006

Prepare and 
Cope

Exposure and 
Process

Safety and 
Stability 

In-Office
Pediatric 
Response



Care Process Model for 
Pediatric Traumatic Stress 
(CPM-PTS)
• *A care process model is a decision 

support document and roadmap or 
algorithm that help providers follow 
standard/best practice

Open access at https://utahpips.org/
or intermountainhealthcare.org

https://intermountainhealthcare.org/ckr-ext/Dcmnt?ncid=529796906
https://utahpips.org/


Overview
The Care Process Model (CPM) for Pediatric 
Traumatic Stress



Who
• Children ages 6-18 years
• Well-child visits

• Mental health related visits

• Forensic interviews

• Other pediatric settings



How
• Incorporates a screening tool for:

• Trauma exposure (UCLA Brief Screen)

• Suicidality (PHQ-9 #9)

• Symptoms of traumatic stress (UCLA Brief 
Screen)

• Versions:

• Parent vs adolescent report

• English or Spanish

• Paper or electronic



Provider meets with youth and caregiver:
1. Report if required
2. Respond to suicide risk
3. Stratify treatment response

Follow-up

Guides Provider Response 
via a Roadmap of Care



1. Report if Required

2. Respond to Suicide Risk



The C-SSRS

Ask items 1-2, 6
• If yes to 1 or 2, ask 

items 3-5
Higher risk 
for suicide



Based on suicide risk, providers may:
• Encourage ongoing family 

communication

• Develop a safety plan

• Refer to MH treatment

• Refer to the ER/crisis team



3. Stratify Treatment 
Response based on:
• Screening tool responses,

M
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How are things 
going at home, 

school, and with 
friends?

3. Stratify Treatment 
Response based on:

• Child functional 
impairment, &

• Shared decision-making



Provide Appropriate Treatment Approach



SLEEP

AROUSAL/
INTRUSION

AVOIDANCE/
NEGATIVE MOOD

Connect symptoms 
with trauma

&
Provide a brief 

targeted intervention

Lower distress 
and calm 
behaviors

Improve 
Engagement 
and mood



Brief In-Office Intervention

https://www.nctsn.org/sites/default/files/resources/understanding_child_traumatic_stress_guide_for_parents.pdf
https://www.youtube.com/watch?v=_mZbzDOpylA


Follow Up

• Shorter-term (2-4 weeks) & longer-term (4-6 months)
• Re-administer screening tool

• Monitor symptom change

• Assess/adjust decision-making

• Provide on-going support



Findings & Growth
The Care Process Model (CPM) for Pediatric 
Traumatic Stress



Key Finding 1: The CPM-PTS Finds Trauma Exposure, Suicidality, & 
Traumatic Stress Symptoms in Children Seen in Pediatric Settings

Primary Care (n=1472) CACs (n=1766)

Trauma Exposure 33% 76%

Suicidality 3% 37%

Traumatic Stress Symptoms 13% 69%

And it’s sensitive 
to both low and 

high risk 
populations



Key Finding 2: CPM-PTS Highlights Area for Primary 
Care Response Missed by Other/Previous Screening 
Practices 

Traumatic stress 
that would be 

missed without 
CPM-PTS 
screening



Key Finding 3: CPM-PTS Distinguishes/Triages 
Response for Primary Care 



At CACs:

• Screening via the CPM-PTS 
identified that about 1 in every 10 
adolescents is at high risk for 
suicidality

• ¾’s of these high-risk youth 
received a higher level suicide 
prevention response from the 
CAC

Key Finding 4: The CPM-PTS Introduction of Suicide Screening and 
Response to CACs Appears Critical



Key Finding 5: More than Screening, the CPM-PTS Guides Decision-
making and a Trauma-informed Care Response

CAC Responses %

Made a New CPS Report 5%

Assessed Suicide Risk via the CSSRS 32%

Provided Suicide Prevention Resources 30%

Made a Treatment Referral 78%

Referred Specifically to Trauma EBT 45%

Taught a Skill 58%

And can be used 
by clinicians and 

non-clinicians



Primary Care Providers Applaud the CPM-PTS



CAC Workers Praise the 
CPM-PTS



CPM-PTS Training Activities



19 
CJCs

11 Primary 
Care Clinics

Active Sites

CPM-PTS Growth in Utah

4,000+
CJCs

13,500+ 
Primary 
Care Clinic

Children Screened



CPM-PTS Growth in the US

children screened



Discussion
The Care Process Model (CPM) for Pediatric 
Traumatic Stress



Contact Us
• Brooks.Keeshin@hsc.utah.edu

• Brian.Thorn@hsc.utah.edu

• Lindsay.Shepard@hsc.utah.edu

• Kara.Byrne@utah.edu

• or

• https://utahpips.org/cpm

mailto:Brooks.Keeshin@hsc.utah.edu
mailto:Brian.Thorn@hsc.utah.edu
mailto:Lindsay.Shepard@hsc.utah.edu
mailto:Kara.Byrne@utah.edu
https://utahpips.org/cpm


Next Meeting

(All meetings are virtual; Teams information is in each calendar invitation. 
Contact Alix.Riviere@mass.gov for more information on how to join meetings)

Monday, September 13th
1:00-3:00pm

mailto:Alix.Riviere@mass.gov


Melissa Threadgill

Director of Juvenile Justice Initiatives

Melissa.Threadgill@mass.gov

Contact

mailto:Melissa.Threadgill@mass.gov

