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Childhood PTSD; Research, Assessment and Treatment
Philip Saigh, PhD and Leah McGuire, PhD
***************************************** 
Announcements by Randy Bressler:
1. Reminder: February meeting is in evening at St. Elizabeth’s (register at www.mcpanj.com )
2. March 10th joint meeting with EUCAP back here at Wyndham in the am
3. Jayne reminded all to get CE credit you need to sign in, fill out evaluation today and attach a check (unless you are a sustaining member of NJPA and then it is free).
4. Susan needs 27 judges for High School program (March 11-April 15 to do the judging which should take about an hour or two of your time).  Sign up today or contact her to help.
Next  meeting dates / topics: 
-2/9/17 – Psychologists in Primary Care: Where We Are, Where We Are Heading by Bob McGrath, Phd – At The College of Saint Elizabeth, Florham Park (7:30-9pm** EVENING PROGRAM)

-3/10/17 – Addressing Racial Trauma in Therapy by Jennifer Jones, Psy.D. – Joint meeting with EUCAP from 8:30-10:30 back at  the Wyndham Hamilton Park Hotel in Florham Park
**Register on-line at www.mcpanj.com
1-11-17  MCPA meeting attendees: Judi Amberg, Elizabeth Babyak, Randy Bressler, Melissa Ciottone, Sarah Dougherty, Kenneth Gates, Marc Gironda, Ronald Gironda, Matt Hagovsky, Suzanne Hays, Hayley Hirschmann, Melissa Kilka Mack, Nicole King, Nicole Lacherza, Stuart Leeds, Roman Lemega, Christopher Lynch, Lynda Martin, Morgan Murray, Susan Neigher, Sharon Ryan Montgomery, Carly Orenstein, Nydia Rolon, Fran Rosenberg, David Rosenthal and Guest, Carolyn Reynolds, Barbara Semkow-Bush, Jayne Schachter Walco, Joanne Van Nest, Aaron Welt, Jeannine Zoppi, Mike Zito, Richard Dauber, Mary Toolan, Nancy Siddhu
Presenters Biographical Info: 
Philip A. Saigh, PhD – is a Professor of Psychology and Education at Teachers College Columbia Univ.  He has studied, assessed and treated traumatized children and adults since 1977.  He was the first investigator to develop a structured interview for diagnosing children with posttraumatic stress disorder (PTSD) and the first investigator to document the effectiveness of exposure therapy in the treatment of children with PTSD.  He was a member of the DSM-IV PTSD Work Group that established the diagnostic criteria for PTSD.  He is a Fellow of the American Psych Association’s Divisions of Clinical Psychology and Trauma Psychology.  He has authored NUMEROUS publications and research articles.
Leah A. McGuire, PhD. – is a pediatric neuropsychologist in Watchung and an Adjunct Assistant Professor at Teachers College, Columbia Universtiy.  She has worked with traumatized youth in outpatient, day, residential, and school settings.  She has several publications related to trauma and is a co-investigator with Professor Saigh at Bellevue Hospital on a study regarding traumatized youth.
PROGRAM:

Childhood PTSD / Research, Assessment and Treatment
(Presenters materials posted on MCPA website – mcpanj.com)

-History of PTSD goes back to1667

-reviewed the DSM-V definition/criteria which changed from the DSMIV (definition for age 6 and older same as adults, younger than 6 has different criteria
-Definition of Trauma was clarified and major difference was that in IV the response had to have felt “horrified” but that is no longer the case

-Some early studies (1989) showed children with PTSD showed more psychiatric morbidity (anxiety, depression and misconduct)
-He looked at direct exposure to threat (cut, shot…), indirect exposure (saw someone killed…) and group that just heard about a traumatic event and found all suffered from some PTSD distress significantly over the control group (1991).

-Also researched question of, do youth that are traumatized and suffer PTSD have sig.  effects academically compared to PTSD negatives (kids who were exposed to trauma but did not show PTSD symptoms) and controls who did not differ from each other (1997) – Answer was yes with statistical significance.
-Some of the research concerns

1.  None of the child-adolescent PTSD studies controlled for comorbidity

2. DSMIV field trials for PTSD did not include youth below age of 15
So, they did different studies at Bellvue Hospital (2003 on) w/o kids with comorbidities and found kids with PTSD had higher levels of distress (anxious, depressed, misconduct, anger expression, lower verbal IQ on WISC evals) than the controls and PTSD negative kids on all measures.
-Some research has shown that PTSD effects the brain and others say these differences were preexisting

Common Myths About PTSD:

1. Myth: All Stressful Events and Traumatic

2. Myth: Individuals Can Develop PTSD Immediately After Experiencing a Trauma


(by definition, symptoms must be present at least one month for PTSD Diagnosis)

3. Myth: All Individuals Who Experience a Trauma Develop PTSD

4. Myth: All Traumatized Individuals Need Treatment (traumatized individuals who do not develop PTSD may not require treatment.

5. Myth: PTSD is not Real (neuroimaging shows brain differences in individuals with and without PTSD)
Epidemiology of PTSD
-a very large majority recover with no long-term psychological problems in children

-several studies have showed low rates of PTSD in traumatic event situations

-Two Studies looked at Vietnam Vets and found the majority experienced very few difficulties with PTSD type symptoms.  Follow up study 40 years after the war to be even lower

-Commonly Co-occurring comorbid disorders (depression, anxiety…)
-Majority of people exposed to traumas do not develop PTSD so don’t need to treat everyone exposed.

-In a recent chapter reviewing many studies the ranges of PTSD prevalence varied extremely widely

Prospective Studies

-very few exist but some have occurred

-He began to give measures at American University of Beruit starting on 12/5/83

-until on 2/6/84 the militias in W. Beruit launched an offensive against the government with shelling for 2 full days and nights

-8 days later 12 students came to him after having been exposed to life threatening events of the shelling/bombing

-then 36 days later he questioned them about secondary trauma exposure.

-then 8 mo. Later retested again

-9 of 11 showed acute PTSD symptoms at 8 days

-8 of them were better at 8 months post trauma (the one exception was the one person who was living closest to the shelling and was very exposed to it ongoing)
-There was a similar study done after 9/11 with phone interviews 5-8 weeks after attack (20% rate closer to WTC area) and lower uptown

-He did similar study with preschoolers 7-8 mon. after 9/11 and they did not have PTSD but were re-experiencing the event more than controls
Some of the Epidemiological Conclusions

-A higher prevalence of PTSD was associated among youth that were intentionally traumatized.

-About 25% of traumatized youth studied met criteria for PTSD – he feels these did not use good DSM criteria

-PTSD frequently presented in conjunction with affective disorders, anxiety disorders, ADHD, conduct disorder and enuresis

-The Duration between the stress exposure and evaluation is predictive of PTSD

-Other predictive factors of PTSD in kids: type of traumatic incident and the intensity of it, manner of experiencing the trauma, duration of stressor, parental psychopathology, pre trauma psychopathology…
NIMH Guidelines (2007) for Parents and Adults Re: Recently Traumatized Youth – included:

- listening to children and not judging or trying to change their feelings, 

-giving them time to recover and not force them to talk about the traumatizing event, 

-adults should be aware it takes time for children to heal
-adults should be aware of and attend to sudden changes in child’s behavior, language and emotional states

-encourage consistency

-be with their child and demonstrate love and support

-should not discourage strong emotional reactions

Critical Incident Stress Debriefing (CISD)

-usu. 3-4 hour single session administered 24-72

-controversial reactions based on research

Behavioral Treatment of Child-Adolescent PTSD

-significant reductions in distress shown from flooding / exposure procedures in the research

Q & A

-so what about treatment?  Treatment of choice is exposure/flooding

-what about yoga and EMDR? – fine but it’s the exposure component of EMDR is what has been shown to work.  Still need to get consent and create good supportive relationship with patient for it to work.

-handouts and references for today’s presentation will be posted on the MCPA website shortly

For more information or to make a reservation for our next meetings, visit www.mcpanj.com
Respectfully submitted by:

Hayley Hirschmann, Ph.D. 
MCPA Secretary
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