	Child and Adolescent Mental Health Problems -

Fact Sheets for School Personnel:

Post Traumatic Stress Disorder (PTSD)


	· PTSD is an anxiety disorder that develops after a traumatic event or ordeal and typically appears within 3 months of the event.  However, symptoms may not appear until years later.

· Trauma is often defined as an experience that is emotionally painful, distressful, or shocking.
· PTSD is diagnosed if it has been at least 1 month since the ordeal.
· Traumatic events for children and adolescents that may result in PTSD commonly include sexual abuse or assault, physical abuse or assault, being the victim of a violent crime, being in an automobile accident, being in a disaster such as a fire or tornado, being in an event where there was a fear of death, being attacked by a dog, or witnessing such traumas (violence in the home, murder, etc.).
· More females than males are affected

· 1% of the general population is said to have experienced an event that might result in a diagnosis of PTSD.
· Relevant factors in the development of PTSD include the child’s age and developmental level when the trauma occurs, the type and severity of the trauma, the level of support from the parents, the proximity of the child to the event, and the psychiatric condition of the parents or caregivers.

· Studies reported by the National Center for PTSD indicate that 15-43% of girls and 14-43% of boys have experienced at least 1 traumatic event in their lifetime;  of those who have, 3-15% of girls and 1-6% of boys could be diagnosed with PTSD.


	· There is common co-morbidity with depression, substance abuse, other anxiety disorders, ADHD, oppositional defiant disorder, conduct disorder, and phobias.

· Risk factors include previous history of depression, history of physical or sexual abuse, family history of anxiety, dysfunctional family, alcohol or drug abuse, separation from family at an early age.
· Treatment includes behavior therapies and medications such as tranquilizers or SSRIs (selective serotonin reuptake inhibitors) such as Prozac, Zoloft, or Paxil.

· Children and adolescents with PTSD are more likely than other students to need remedial assistance in school and are more likely to be suspended from school.
· Symptoms of PTSD in children and adolescents can vary greatly and they are often misdiagnosed.  Symptoms can last from several months to many years.

· PTSD is often a chronic disorder – more than 40% of children still suffer symptoms 1 year after diagnosis.
· Children and adolescents may develop psychotic symptoms, thoughts of suicide, and have a high rate of psychiatric hospitalization.  Inappropriate sexual behavior and behaviors such as lying, stealing, and truancy are common.

· There is no evidence of a direct biological predisposition to PTSD.
· PTSD has sometimes been called “shell shock” or “battle fatigue”, since it was first identified in combat veterans.
· There are physical traumas and emotional traumas; natural disasters and manmade disasters, all of which may lead to PTSD.




World Health Organization (WHO) definition of PTSD:

“A delayed or protracted response to a stressful event or situation (either short or long-lasting) of an exceptionally threatening or long-lasting nature, which is likely to cause pervasive distress in almost anyone.”

Symptoms may include:

· Flashbacks (can be emotions, sounds, smells, mental images)

· Nightmares; sleeplessness

· Fearfulness of own life being threatened or taken

· Agitation

· Difficulty with declarative memory (recalling lists or facts), or fragmented memory and dissociative amnesia

· Preoccupation with danger

· Intense vigilance

· Denial or repression of the trauma

· Excessive use of alcohol or other drugs to self-medicate/escape

· Re-enacting, retelling, drawing which may be compulsive but does not reduce the individual’s anxiety about the trauma

· Replaying the incident over and over again in one’s mind

· Disorganization

· Nervousness when people get too close physically

· Withdrawal, flat affect

· Distress on anniversaries of the trauma

· Hopelessness about the future

· Efforts to avoid feelings, thought, activities associated with the event

· Feelings of detachment or estrangement; inability to feel lovingly toward others

· Hypersensitivity with 2 or more of the following:  sleep disturbances, anger or explosiveness, sudden irritability, difficulty concentrating, exaggerated responses to noise or when startled, physical reactions (rapid heart rate, rapid breathing, nausea, etc.) to situations that recall the trauma

· Survivor guilt if family or friends did not survive

· Guilt that it was his/her fault

Age-specific features with PTSD:

· Very young children (5 or younger) 

· Few symptoms reported because of the need for verbal descriptions (young children don’t have the abstract thinking skills and/or vocabulary)

· More generalized fears and anxieties

· Trembling, immobility

· Separation anxiety

· Sleep disturbances

· Regression (e.g., thumb sucking) or loss of a previously acquired skill such as toilet training

· Post-traumatic play that recreates the trauma or general themes of the trauma

· Elementary age children (ages 6-11)

· When recalling the traumatic event, putting events in the wrong order

· Being hyper alert to what they perceive as warning signs or danger signals

· Extreme withdrawal

· Acting out, disruption

· Problems attending to tasks, concentrating

· Regression

· Irrational fears

· School refusal, school phobia

· Flat affect

· Anger, fighting

· Physical complaints (headache, stomachache)

· Re-enacting the trauma through play, drawings, or words

· Adolescent (ages 12-17)

· More closely resembles adult PTSD

· Suicidal thoughts

· Guilt

· Revenge fantasies

· Flashbacks

· Depression, numb emotions, flat affect

· Substance abuse

· Peer problems such as alienation or withdrawal

· Anti-social behavior, acting out

· Post-traumatic re-enactment

· Impulsivity and aggression

Possible School Interventions

	· Be flexible with routines to allow for symptoms such as sleeplessness; routine can be helpful in restoring a sense of normalcy but don’t force it

· Teach coping and relaxation skills

· Accept the child’s behaviors while encouraging and reinforcing more appropriate behaviors

· Listen but don’t force a student to talk

· Reassure the student:  “You’re safe”, “It was not your fault” – reassurance is critical

· Avoid criticizing the regressive behavior, fears, etc., or shaming the student

· Allow the student choices and work on decision making skills so that the student feels a sense of control in his/her life

· Provide support for routine tasks – even those may be “too much” at times

· Let the student know the reaction to trauma is normal
· Allow the student to be sad – don’t force him/her to “get tough”


	· Teach stress management techniques

· Teach social skills so student can feel comfortable interacting with others

· Be aware of cultural differences in dealing with trauma and its aftermath

· If the trauma happened at school or in the community, allow students to opt out of discussions

· Use cognitive-behavioral interventions such as errors in thinking to challenge self-damaging thoughts

· Provide a calm, safe place to go and someone for the student to talk with when symptoms occur

· Provide a safe, supportive environment for the student

· Learn what might trigger symptoms for the student and try to avoid or prevent those situations
· Maintain personal distance from the child; be cautious about touching the child.


	Summary
· Symptoms may last for weeks or months, but often decrease over time

· There are 4 categories of symptoms:  intrusive (flashbacks, nightmares), avoidant (avoiding reminders, severing associations with others), hyperarousal (anger, irritability, disorganization, jumpy), and associative (use of alcohol or other drugs) 

· PTSD may recur spontaneously

· If untreated, it can become a chronic condition – counseling soon after the trauma reduces some of the symptoms

· PTSD if often accompanied by depression and the depression must also be treated

· Children’s brains are effected by extreme stress – the hippocampus, which processes memory, may actually be changed

· The mnemonic DREAMS may be useful for screening for PTSD (Detachment, Re-experiencing the event, Event had emotional effects, Avoidance, Month in Duration, Sympathetic hyperactivity or hypervigilance)

· Students with a mental health diagnosis do not automatically qualify for special education under the Individuals with Disabilities Education Act (IDEA).  Keep in mind that IEP (Individualized Education Program) teams cannot make DSM-IV diagnoses, and physicians cannot identify a child as having special education needs under IDEA.   If a student with a mental health diagnosis does not qualify for special education under IDEA, schools may serve these students in their regular education programs or using a 504 Plan. (see “Background Information” Fact Sheet).
· Communication with the family and the student’s mental health team (physician, therapist, etc.) is critical.  It is important for school personnel to know the possible side effects of medications the student is taking, as well as how the disease is manifested for that student.
· Flexibility is a key in working with students who have a mental illness.  Schedules, workloads, expectations, and timelines may need to be adjusted as the student experiences more or fewer symptoms. 
· Conduct an FBA to help determine triggers/antecedents, as well as maintaining consequences.  This includes developing a hypothesis as to whether the behavior is symptomatic, learned, or a combination.  Observe the student, gather anecdotal information, and interview teachers, other staff, parents, the student (if appropriate) and the therapist.  Then develop a behavior plan which can be tested to see if the behavior can be modified.



	Selected Resources

CBITS:  Cognitive-Behavioral Intervention for Trauma in Schools.  Lisa Jaycox, Ph.D.  2003.  Sopris West, Longmont, CO.  www.sopriswest.com 

The Invisible Epidemic:  Post-Traumatic Stress Disorder, Memory and the Brain.  J. Douglas Bremner, M.D.  Downloaded 8/08 from www.thedoctorwillseeyounow.com/articles/behavior/ptsd_4/ 

National Center for Post-Traumatic Stress Disorder.  This website was developed by the Department of Veterans Affairs and includes information on PTSD in others, such as children and adolescents, as well.  www.ncptsd.org 

National Institute of Mental Health (NIMH):  Helping Children and Adolescents Cope with Violence and Disasters  (http://nimh.nih.gov/publicat/violence.cfm),  Reliving Trauma (http://nimh.nih.gov/publicat/reliving.cfm),  Downloaded 8/08. 

Post-traumatic Stress Disorder.  Downloaded 8/08 from http://kidshealth.org
Websites on Post-Traumatic Stress Disorder.  U.S. National Library of Medicine and the National Institutes of Health.  Downloaded 8/08 from http://www.nlm.nih.gov/medlineplus/posttraumaticstressdisorder.html 
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PAGE  
1
PTSD


