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PTSD Signs and Symploms

« Although there are many diffarent signs and symptoms
that a peeson may experience when suffering from Post
Traumatic Stress Disorder. the symptoms are clagsiilsd
fnio three main clusters:

+ Rasxperiencing Bymptems
+ Avoidence or Mutbing Symptoma
+ Hyperarcusal Symptome
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Reexperiencing Symptoms

- Recurrent and Intrusive recollections of the traumatic
gvent, which can include images, thaughls, perceplions,
sounds, scents, feelings. ate.

- Recurrent disiressing dreams {nighimares) of {he
iraumalic event.

Flashhacks: acting or feeling as if the raumatic event
were racurring, including a sense of relving the

| experience through Nlusions, hatiucinations, and

) dissociative episades.
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Reexperiencing Symptoms

+ intense psychaological disirass or reaciivily at exposurg to
tnternal or external cues that symbolize or resemble an
aspect of the traumatic evant.

« Example: People {hat experlenced s hurdcans may become
frightened anytime thers |= & sign of a slorm approaching.

Avoidance and Numbing Symptoms

- Persistent avoidance of stimuil assoclaled with the
traumalic event ang numbing of general responsiveness
as indicated by prasence of the following symptoms:

« Effor to avowd thoughls, feslings, or conversationa associated with
the trauma

« Effarts tn avoid activibes, places, of people thal causa recoftastion
of the reuma

- Goenial that Something Iswrang

+ Selt-madicaling with drrgs andfor alcohol

Avoidance and Numbing Symptoms

~ insblly io reinembsr an important sspect of the lkauma

+ Marketly diminished intsrest or partizipation i signdicant activiiies
thobbise, work, school. &te.)

« Feelings of daischmant or estrangemenl from othars

« Resinclad rnge of affact {unable to feel love, beloaging. lc.)

« Sensa of & forashartaned future {ex. Person doms nal sapscito
hava caresr. marrtage, temity, or normal ifs span)

+ May aleo expariencs Dimsociation, Baprassicn. or Sunvivor Guill




Slide 7

Slide 8

Slide 9

Hyperarousal Symptoms

- Persistent symptoms of increased arausal as indicated hy
the: following:
-+ Difficully falting or s13ying asl=ep
+ {reitability of outhursts of anger
» Exaggeratad starlka rasponse
+ Biffwnatty cencenirating
» Hypervigilance
+ Some rauma wichma star 1o think of he world &5 an overy

dengareus place and feel thal they are nevar safe, They also may
strugale io fust i anyone or anything.

B Lo

PT3D Signs and Symptoms

- People aiso may experience physical syraptoms such as
Naussa, Headaches. Weakness, Faligus. Muscle
Tenslon, and Panic Attacks.

« Young children may experience difierent symploms
{Reexpsriencing playidrawlng, general anxisty and
avoldance)

Complex Trauma

- When kids are abused from an sarly age, especlally by
parental figures, of they are teced with muliiple traumas
or repeatad tratumas, they often suffer from complex
tralena or developmental frauma disorder, These youth
will sulfer more symptoms than the yauth with PTSD.
They will face cognilive deficils, developmeantal delays,
problems with self-reguiation, attachment disorders or
relaled relational problems, somatic problems, problems
with affect and emolions, low self-esleem, aggression and
seif-dastructive behavior, and often seff-blame,
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Evolution of PTSD Diagnosis

~ DSM-(1968): Hystercal Neursis
- DSM-BL{1880)E PTSD {Anxiety Disorders)
+ DSM-IV {1994). PTSD + "associaled feaiures”

- BSM-V (2013): PTSD is no fonger ciassified in Anxlety
Disorders, as It is now In @ new classification called
*Trauma and Stress Related Disorders.”

Evolution of PTSD Diagnosis

~ Priar to the publication of tha DSM-V, Dr. Bessel van der
Kalkk and & group of colleagues lobbied the DSH Board to
have Devetopmental Trauma Disorder (DTD) added as a
diagnosis under the new ciassification of “Trauma and
Stress Relaled Disorders.” Their efforts were ulimately
denied due to “a lack of clear evidence and proof” of the
exstence of DTD, daspita the facthal they did & study of
over 20,000 children {6 validata their findings. Sincelhe
DSM-V rejects the diagnosis, Dr. van dor Kolk decldes o
write his own baok “The Body Keeps the Score,” which
has drastically autsold the DSM-V.

What is the problem?

- Since these symptoms are not covered by the DSK-V
diagnosiic critera for PTSD, youth are ofien given
comorbid diagnosls in an efford lo expiain all their
behaviors and/or symptoms. This results in ovarireatment
or incormect ireatments being adminisiered. Examples?

« ¥ve aiso <o not ireal the actual cause of lhesa symploms,
which Is complax frauma,

+ To treat Complex Trauma or DTD, we must look at what
major symptoms are being presenied and craft a
Ireatmant plan,

+ No oné modably will work well. 1f you therapistidentifes
as....
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Chitdhood Trauma Exposure

« Study by (he Nalivnal Child Traumatic Stress Network of
abaut 30,000 chitdren.

» Mean Age of Onset Is 5.22 years old with & Range af 110
years.

- Mean Number of Types of Trauma is 3.26 with & Range of
1-11 types.

- Qver 82% had multiple event or chronic frauma.

« Suidies show hat when traurna expasure happens prios

Io age 9, the shifd Is at an increased risk to suffer from
07D,

Childhood Trauma Exposure

+ Only 13% were acute frauma

- 8o are wa giving our raumatized youth the nght treaiment
modalifies?

- EMDR and olher forms of ireaiment may be helpfut but
only in the right situalions. ¢ it s imperative that we kam
how to lreat all the symploms of complex rauma or DTD if
wie are gaing to be succassful in helping these youth.

Complex Trauma Sequelas

« B1.5% will suffer from Sell-Regulalion pooblems.

+ 59.2% will sulfer from Altention and Concentration
problems.

- 57.9% will have a Negaltve SelHmags
- 53.1% will have Impulse Controt

- 45.8% will show tendency loward Aggression and Risk-
Taking Behaviors.
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DTD Symptoms

« Problems with Sell-Reguiation: overaclive adrenal
response due fo constant or repeated threals In
chiidhood, which also often lesds to an underaclve
cortisof production,

« Do not know when it Is going to happen.

- Frontal Lobe shwis done when limbic system is activaled,

which Is why many treatment modalities fail traumatized
kids.

Seli-Reguiation Solutions

« Yoga, Thal Chi. Marllal Arts, Deap Breathing, Meditation,
Drum Clrcles, Dance and/or Theater, Anything that
Involves rhylhmic movemends and mastery of breath,

« Yoga has been proven to be more helpful for traumatized
youlh experiencing seff-regulation problems than any pllf
or form of falk therapy.

+ Talk Therapy-Northem European descent. Talk Therapy
only hias limited use in trauma therapy. Talk about body
postures, non-verbais,

Belf-Regulation Solutions

+ Dopamine Blockers: used to treat llmbic system and help
with self-reguiation. Howevar, these are a disaster for
learming and lead 10 even more cognitive deficits and
educaiional issues,

- Mosily antipsychatics used to ireat schizophrenia and
bipolar disorder. (Risperdat)
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Affeci and Emdtions

« Yoush with flat affect are our most damaged chents and
those that g mostin need of our help. Unfortunatsty,
they often slip through the cracks.

- lvan Paviov; “Trauma is the loss of the instinct of
purpose.”

- We must ignfie these kids curiostly and driva them
fowards being goal ariented.

« Raview APA Pamphiet,

+ Bessel van der Kotk “Trauma is an ilness of not fesling
fully aliva in Ihe preseni,” So where are they al then?

- Blaek Hole of Trauma...

Affact and Emotions

- Wa must &y lo open up new avenues of pleasure,

+ Pro-social aclivitles.

- Be aware: Trauma can often lead {0 a changa in the
reward center of the brain, This can lead to pain being
perceived as pleasure and vice-versa in raumatized
individuals.

Ese

Somalic Symptoms

- ACE Study

« As your AGE Score goes up, s0 does your risk for hearl
disease, cancar. sutolmmung disease, liver disease, fotal
death, early mortallly, depression, 8TD's, efc...

- S how can ACE cause physical problems later in fife?
- Whare do we hold our siress?

- hitps:/fwewyoulube com/fwatch?v=teKFkefta-¢
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Attachment or Relational Issues

+ Klds ability to process trauima and adversity is directly
related to the guality of their altachment relationiships,
- Secure Atlachment both contains and opens up & child's
world,
« Allows children safely lo explors therr warld {agancy)
+ Pravides healthy mode] of seif and athars {(rust)
« Teaches chiid how o communicals, end how to read
communlcahon front others
« Terahes chiidren how 1o understand, inlerats, and cops with
emotlona| sxperisnos
- Providse structure and limits
- Teaches thei refationshigs are prediclable, safe, lustworthy, and
allowa them to antlcipate fulurs responsivenass with relationships

Aitachment or Relational issues

+ When we are scared, hurt or distressed as a child, what
do we do?

- This gives us an instinctive built-in GPS on how wa deal
with danger or adversity for the rest of our Hives, {911
example} (Also telk aboul restraint and re-iraumalization
here. 1f possible allow ¢hild to salf-raguiate).

« Whai happens when homs gnd parenial figures are not
safe?

« YVa lmarn that refatisnships ars unprediciabla, dangerous, chaolic
« Ya fearn hat relattonships ars unsafe end oflen maumalic

« Y aplicipata future harm

< We bacome MHypervigiant andfor shut down relalionships

Aftachment Styles

+ Secure: davelops when caregiver is regularly atiuned,
nururing, and acts as a seoure base. Approximately 55%
of normetive population.

+ Avoldant: develops when caregiver Is chranically refecting
arwithdrawn. Child leams b minlmize or ot off
emotions. Approximalely 28-26% of narmative population.

+ Anxlous-Ambivalent: develops whan caregiver is
inconsistant. Caregiver maybe distant, Intrusive,
neglectful. Child ofien misaltunes emotions. and both
seaks and resists contact. Approximately 10-15% of
normative population.
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« Disorganized: develops when parent is sither frightening
or fightened, Child shows contradictory behaviors with
no pariicuiar organized pattern of attachment, Child Is left
with no crganized strategy for meaning-making. May
often appear fiozen or dared. Approximately 10-15% of
normalive population, Blagest pradictar of BPD.

« Attachment relailonships are formative because they
facilitate the development of the brain's self-regulatory
mechanism, which in tum aflow the individuat to perform
effectiva in soclety.

- What problems could altachment issues cause? Broad
speclrum of Allachment Disorders that are often caused
by Trauma, but there are many other problems too.

Alfachment Issuss

» Sill face experlmant

- Child's safety zene
Most of us wilt repeat oul attachment refationship that we
had with our parents over and over throughout our [tves,

+ Avoldant Style most likely io choose isolatlon in spile of
loneliness.

+ There is an Attachment-Orientad Treatmant Model,
especially affective fr working with couples. Al ihs point,
not adapted for use with juveniles. However, the
Residenfial Treatment Cumiculum is made o address
many of fhe problems we see In atiachment Issues and
disorders,

Self-blame, self-harm, self-esteam

- These are the issues where talk therapy, such as
Psychoanglysis and GBT, are very efective.

+ One ool that is oflan effsctive during these sessions,
aspecially if Ihe iraumalic inciden; happened in childhood,
78 1o rentind the chiid of how oid they were. For example.
can a 7 year old really be gullly of... ...

» Must establish safety and stabifization. as well as a safe-
therapeutic rafalionship before diving Into these lasues.

- Self-esteem can oflen banefit from pro-social activiles
and reasiivating curosity and/or finding new pleasure
activities,

+ Self-harm replacement slrategies,




Slide 28

Slide 29

Slide 30

Aggression and Self-Destructive Behavior

« Often thesa will be alleviated by addressing self-
regufation, and affect/emolional issues.

- Attachmient problems often lead lo problems with
frugtratlion tolerance, (RTC)

- if fhese problems persist, showing they are not a by-
product of the other issues, then one should employ an
anger management solution, such as ART.

- CBT can address the thinking emors thatoften 1ead to
risk-taking behaviors as welk.

DTD Treatment

« Tratima [dentity Continuum:

- No Saif-~Damaged Self—Vicim—-Survivar—-Person

+ Conversation: How would you describe each of these
stages? What kind of behaviors or symptoms would you
expect to see In each phase?

+ Phases of Intervention
< 1. Stabfization
r2, O ditioning of iz Memorles and R
- 4. Reconneslion

« **-Dio not pamper the violim of favor thelr kaunta-woundsd parte,
&9 Ihis wilt relnforee their schama of permanent damage and
aveidancs of shangs, Bulld resfience through enhencement af
existing ¢apacttles,"™

Phase 1; Stabilization

+ Safaty
- Qfly]eetive (physical, anvironmental)
» Therapaulic (rus, allancs, beundaries)

- Affect Management
« ldentification and labeling of feallngelsomatic atates

» Emotienal Regulalan

-+ Distress Tolerance
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Phase 2: Deconditicning

-~ Exposure
- Desensilizalion
- Processing
- Mayinclude correclizireview of faulty bslisfs
+ Meaning-bMaking (Part 1)
- Redtriclrng of raume-related schemas
« Remembrance and Moumning the Traumatic Loss

Phase 3: Raconnection

+ Soclal Reconnection
- Ternporal Reconnectlon {in the present moment)
- Restitullve Experiences
+ Compatency Buildina
- Plaazure
« bdastery
- Meaning-Making (Part 2}

Devslopment of present and fulire oriented schemas of celf,
othors, and world,




Other Impartant Trauma Information

Complex Trauma: When kids are abused from an early age, especially by parental figures, or they are
faced with multiple traurnas or repeated traumas, they often suffer from complex trauma or
developmental trauma disorder. These youth will suffer many more symptoms than youth with PTSD.
They will suffer with cognitive deficits, developmental delays, problems with self-regulation, attachment
disorders or related relational problems, somatic problems (especially increased illness), problems with
affect and emotions, low self-esteem, aggression and self-destructive behavior, and often self-blame.
Since many of these are not covered by the DSM-V definition of PTSD, these kids get comorhbid
diagnoses that result in overtreatment or undertreatment of thelr condition.

Trauma often can lead to changes in the reward center of the brain. This sometimes leads to pain being
pleasure and vice-versa in traumatized individuals.

Ivan Paviov (Paviov’s dogs): “Trauma is the loss of the instinct of pufpcse."
Bessell van der Kolk: “Trauma is an iliness of not feeling fully alive in the present”

Talk Therapy: Helpful if trauma was rooted in shame and/or secrecy. If not, making these kids tell their
stories over and over again Is probably doing more harm than good.

Pay attention to body posturelil

***How kids process trauma depends on the quality of their attachment relationships™*** (Anna
Freud, Oliver Sax: importance of parental response, support, and belief]

Do not restrict movement uniess absolutely necessary. When we are traumatized or triggered, the
frontal lobe shuts down and the limbic system takes over, so our instinct is to move, usually towards
home. When our movements are restricted, it is much more traumatizing than when we can move and
self-regulate. How many of your kids were traumatized at home where they could not run away? This

leads to helplessness and a very high traumatization rate. If trauma happened somewhere else where
kids could run away toward a safe home, less chance—bf trauma disorder. -

Self-regulation therapies: Yoga, Thai Chi, drum circles, usually involve rhythmic movements and
breathing.

Dopamine biockers: used to treat limbic system and help with setf-regulation. However, these are a
disaster for learning and lead to educational issues and cognifive deficits.



Treatment Approaches for Developmental Trauma Disorder

Exposure Therapy

Cognitive Behavioral Therapy
Group Therapy i
Internal Family Systems | |
ARC Therapy (Attachiment, Regulation, Competencies) | '
SMART (Sensory Motor Arousal Regulation Treatment)

Art Therapy

Music Therapy

Yoga, Thai Chi, Martial Arts, Drum Circles

EMDR (Eye Movement Desensitization Reprocessing)
Multi-Modal Therapy

Psychoeducation

Family Based Therapy (especially addressing Attachment Issues)
Relaxation Techniques

Journaling

Medications

Dialectical Behavior Therapy

Psychoanalysis
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PTSD 10 Wavs to Build Resilience

. Make connections.

- Accept help and support.
- Find a support group.

. Avoid seeing crises as insurmountable problems.

. Accept that change is a part of living.

. Move toward your goals. Do something regularly.

. Take decisive actions.

. Look for opportunities for self-discovery.

- Reflect on what you can learn about yourself,

- Nurture a positive view of yourself. Be confidentin your prob-

lemn solving ability or get help in problem solving.

- Keep things in perspective. Avoid blowing the event out of per-

spective.

Maintain a hopeful ouflook. Visualize what you want.

10.Take care of yourself.

- Exercise regularly.
- Engage in enjoyable activities.

Adapted from The Road fo Resilience, Discovery Bealth and the American Psychological Associztion




Unutversal Precautions for
PTSD

Do approach all as if they have PTSD
Do enhance the sense of safety
Do enhance the sense of security
Do enhance the sense of competency
Do enhance self-esteem
Do use a calm and deliberate voice
Do orient to the here and now .
Do offer support and empathy
Do model responsible behavior
Do encourage participation in PTSD treatment
Do get pemmission before touching the client
Do have an awareness of body space
Do make the client aware if you are approaching from behind
Do use a calm voice and avoid yeiling |
- Do manage the infensity when discussing trauma
Do understand the trauma is very real to them
Do understand that the client may feel tremendous shame, blame, or guilt
Do have an awareness of their triggers of trauma
Do value your ability to help!



DEFINING PTSD

NSM-5 ® TRAUMA— AND STRESSOR-RELATED DISORDERS ./
POSTTRAUMATIC STRESS DISORDER

DIAGROSTIC CRITERIA

A. Exposure to actual or threatened death, serious injury , or sexual violence in one (or more) of the
following ways:

1. Directly experienced the tranmatic event(s).

2. Witnessing, in person, the event(s) as it occurred to others.

3. Learning that the traumatic event(s) occurred to a close family member or close friend. In cases of
actual or threatened death of a family member or friend, the event(s) must have been violent or
accidental.

4. Experiencing repeated or extreme exposure to aversive details of tranmatic event(s) (e.g., first re-

responders collecting human remains; police officers repeatedly exposed to details of child
abuse):

B. Presence of one (ormore) of the following intrusion symptoms associated with the frawmatic event
(s), beginning after the traumatic event(s) ocenrred:

1. Recurrent, involuntary, and intrusive distressing memories of the tranmatic event(s).

Note: In children older than 6 years, repetitive play may occur in which themes or aspects of
of the frawmatic events(s) are expressed.

2. Recurrent distressing dreams in which the content and/er affect of the dream are related to the
tranmatic event (8). '

Note: In children, there may be frightening dreams without recognizable content.

3. Dissociative reactions (e.g. flashbacks) in which the individual feels or acts as if the traumatic
event (8) were recurring. {Such reaction may occur on & contintum, with the most extreme
expression being a complete loss of surroundings of present surroundings.)

Note: In children, frauma-specific reenactment may occur in play.

4. Intense or prolonged psychological distress at exposure to internal or external cues that symbolize

or resemble aspects of the fraumatic event (s).

5. Marked physiological reactions to internal or external cures that symbolize or resemble an aspect
of the traumatic event (s). '




DEFINING PTSD

-

DSM-B ® TRAUMA— AND STRESSORRELATED DISORDERS,
POSTTRAUMATIC STRESS DISORDER
CONTINUED

C. Persistent avoidance of stimuli associated with the traumatic event (5), begbaning after the traumatic
event (s} occurxred, as evidenced by one or both of the following:

1. Avoidance of or efforts fo avoid distressing memories, thoughts, or feelings about or closely
associated with the traumatic event (s).

2. Avoidance of or efforts to avoid external reminders (people, places, conversations, activities, objects,
situuations) that arouse distressing memories, thoughts, or feelings closely associated with the
traumatic event (5).

D. Negative alterations in cognitions and mood associated with the frammatic event (s), beginning or
worsening after the traumatic event () ocearred, as evidenced by two (or more) of the following:

1. Inability to remember an important aspect of the traumatic event (s) (typically due fo the dissociative
ammnesia and not to other factors such as head mjury, alcohol, or drugs).

2. Persistent and exaggerated negative beliefs or expectations about oneself, others, or the world (e.g.,
“T am bad,” No one can be trusted,” “The world is completely dangerous,” “My whole nervous
system is permanently ruined”).

3. Persistent, distorted cognitions about the cause or consequences of the tranmatic of the traumatic

- event (s) that lead the individual to blame himself/herself, or others.

4. Persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame).

5. Markedly diminished interest or participation in significant activities.

6. Feelings of detachment or estrangement from others.

7. Persistent inability to experience positive emotions (e.g., inability to experience happiness,
satisfaction, or loving feelings).

E. Marked alterations in arousal and reactivity associated with the frammatic event (s) occurred,
beginning or worsering after the tranmatic event (5) occurred, as evidenced by two (or more) of the
following:

1. Iritable behavior and angry outbursts (with little or no provocation) typically expressed

as verbal or physical aggression toward people or objects.

2. Reckless or self-destructive behavior.

3. Hypervigilance.

4. Exaggerated startle response.

5. Problems with concentration.

6. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep).



DEFINING P TSD

DSM-B ® TRAUMA~ AND STRESSOR-RELATED DISORDERS./
POSTTRAUMATIC STRESS DISORDER
CONTINUED

K. Duration of the distéirbances (Criteria B, C, D, and E) is more than 1 month.

G. The disturbaxice causes clinically significant distress or impairment in social, occapational, or
other important areas of funetioning.

H. The distarbance is not attributable fo the physiological effects of substance (e.g., medication, alcohol)
or other medical condition.

Specify whether:

With dissociative symptoms: The individual’s symptoms meet the criteria for posttranmatic stress

disorder, and in addition, in response fo the stressor, the individual experiences perslstent or recurrent
symptoms of either of the following:

1. Depersonalization: Persistent or recurrent experiences of feeling detached from, and as if one

were an outside observer of, one’s mental process or body (e.g., felling as thought one were in a
dream; feeling a sense of unreality of self or body or of time moving slowly).

2. Derealization: Persistent or recurrent experiences of unreality of surroundings (e.g. the world,
around the individual is experienced in ‘and unreal, dreamlike, distant, or distorted).

Note: To use this subtype, the dissociative symptoms must not be attributable to the physiological effects of

substances (e.g., blackouts, behavior during alcohol intoxication) or other medical condition (e.g:, complex
partial seizures).

Specify if:

With delayed expression: If the full diagnostic criteria are not met until at least 6 months after the
event (although the onset and expression of some symptoms may be immediate).



DEFINING PTSD

DSM-5 ® TRAUMA— AND STRESSOR-RELATED DISORDERS/
POSTTRAUMATIC STRESS DISORDER
FOR CHILDREN 6 YEARS AND YOUNGER

A. In children 6 years and younger, exposure to actuat or threatened death, serfous injury, or sexual violence in
one (or more) of the following ways:

1. Directly experiencing the traumatic event (s)
2. Witnessing, in person, the event (s) as it occurred to others, especially primary caregivers.
Note: Witnessing does not include events that re witnessed only in the clectmmc media,
television, movies, or pictures.
3. Learning that the traumatic event (s) occurred to a parent or caregiving figure.

B. Presence if one (or more) of the following intrusion symptoms associated with the travmnatic event (s),
beginning after the traumatic event (s) occurred.

1. Recurrent, involuntary, and intrusive distressing memories of the traumatic event (s).

Note: Spontaneous and infrusive memories may not necessarily appear distressing and may
be expressed as play reenactment.

2. Recurrent distressing dreams in which the content and/or affect of the dream are related to the
trauwmatic event (s).

Note It may not be possible to ascertain that the ﬁ1ghtemng content is related to the traumatic
event (s).

3. Dissociative reactions 9e.g., ﬁashbacks) in: Wthh the child feels oF acts &s of the traumai:tc event (5}
were recurring. (Such reactions may occur on a continuuin, with the most extreme expression
being a complete loss of awareness of present surroundings.) Such trauma-specific
reenaciments may occur in play.

4. Intense ot prolonged psychological distress t exposure to internal or external cures that symbolize
or resemble an aspect of the traumatic event (s).

5. Marked physiological reactions to the remainders of the tranmatic event (s).

C. One (or more) of the following symptoms, representing either persistent avoidance of stimuli associated s
with the traumatic event (8) or negative alterations in cognitions and mood associated with the traumatic
event (), must be present, beginning after the event (s) or worsening after the event (5):

PERSISTENT AVOIDANCE OF STIMULI
1. Avoidance of or efforts to avoid activities, places, or physical reminders that arouse recollections
of the traumatic event (5) . :
2. Avoidance of or efforts to avoid people, conversations, or inferpersonal situations that arouse
Recollections of the tranmatic event (s). .




DEFINING PTSD

DSMB ® TRAUMA— AND STRESSORRELATED DISORDERS/
POSTIRAUMATIC STRESS DISORDER
FOR CHILDREN 6 YEARS AND YOUNGER
CONTINUED

NEGATIVE ALTERATIONS IN COGNYT[ONS

3. Substantially increased frequency of negative emotional states (e.g., fear, gml‘r, sadness, shame
confusion). -

4, Markedly diminished interest or participation in significant activities, including constriction
of play.

5. Socially withdrawn behavior.

6. Persistent reduction in expression of positive emotions.

D. Alterations in arousal and reactivity associated with the traumatic evert(s), beginning or worsening afier the
traumnatic event(s) occurred, as evidenced by two (or more) of the following:
1. Teritable behavior and angry ontbursts with little or no provocation) typically expresse& as

verbal or physical aggression toward people or objects (including extreme temper tanfrums).
2. Hypervigilance.

3. Exaggerated starfle response.
4, Problems with concentration.

5. Sleep disturbance (e.g., difficulty fatling or staying asleep or restless sleep).
. The duration of the disturbance is more than 1 month.

F. The disturbance causes clinically significant distress or impairment in relanonships with parents, siblings,
peers, or other caregivers or with school behavior.

G. The disturbance is not attributable to the physiological effects of a substance (e.g, medlcahon or alcohol)
or other medical condition.

Specify whether:

With dissociative symptoms: The individnal’s symptoms meet the criteria for posttraumatic stress dis
order, and in 2ddition, in response to the stressor, the individual experiences persistent or recurrent
symptoms of either of the following:
1. Depersonalization: Persistent or recurrent experiences of feeling detached from, and as if one
were an outside observer of, one’s mental process or body (e.g., felling as thought one were in a
dream; feeling a sense of unreality of self or body or of time moving slowly).
2. Derealization: Persistent or recurrent experiences of unreality of surroundings (e.g. the world
around the individual is experienced in and unreal, dreamlike, distant, or distorted).



DEFINING PTSD

DSME ® TRAUMA— AND STRESSOR-RELATED DISORDERS/
POSTTRAUMATIC STRESS DISORDER
FOR CHILDREN 6 YEARS AND YOUNGER
CONTINUED

Note: To use this subtype, the dissociative symptoms must not be attributable to the physiological effects of
substances (e.g., blackouts, behavior during alcohol intoxication) or other medical condifion (e.g., complex
partial seizures).

Specéﬁl if:
With delayed expression: If the full diagnostic criteria are not met urtil af least 6 months after thc
event (although the onset and expression of some symptoms may be immediate).



DTD th_ﬂ,ining; Evaluation

Date: Presenters:

Name: (optional)

Agency:

Please circle the number that best describes your opin-

ion: Lacking
My level of knowledge and skill in this topic area 1
before the training:
My level of knowledge and skill now 1s: 1
Regarding the Training:
The organization and the pace were: 1
The variety and interest of the presentation were: 1
The materials provided: 1
The amount of job specific practical information was: 1
The balance of lecture and discussion was: 1
The trainers ability to:
Cover objectives was: 1
lustrate and clarify points: i
Fncourage participation and questions was: 1
Respond to questions was: 1
The overall usefulness of this training: 1
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What I liked best about this training:
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Work Experience:

Adequate
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Excellent

5
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This training will help me do my job by:

For future trainings I suggest:

Additional Comments:

Thank you for taking the time to complete this form! Your feedback will help to improve this training.



