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Objectives: This study aimed to describe the kinds of stressors and the
extent of symptoms of posttraumatic stress disorder (PTSD) that were
reported by children and their parents in a pediatric emergency de-
partment and to examine the response rate to an emotional trauma
questionnaire in this setting. Methods: Three self-report questionnaires
were given to patients aged eight to 21 years and to their primary care-
takers: a brief assessment of service use, the Posttraumatic Stress Reac-
tion Index (PTSRI), and the Impact of Event Scale (IES). Results: Sixty-
four of 81 families who were approached agreed to participate (consent
rate of 79 percent), and 62 completed the questionnaires. Fifty-six pa-
tients reported at least one event that met DSM-IV-TR criteria for emo-
tional trauma. The average number of reported events per child was
3.14 (range, 0 to 7). Eighteen patients met threshold criteria for sever-
ity of PTSD symptoms. Twenty-five patients reported that the most dis-
tressing traumatic event that they experienced was related to a medical
illness. Patients with PTSD reported exposure to more adverse life
events than patients without PTSD. IES scores reported by caretakers
who identified the same event as their child as the most stressful were
as high as those of caretakers who reported a different event as the most
stressful. Conclusions: Exposures to emotionally traumatic events and
PTSD symptoms are commonly reported in the pediatric emergency de-
partment. Asking children and their parents about their history of emo-
tional trauma when they visit the emergency department is possible and
can be well received. (Psychiatric Services 54:1277-1281, 2003)
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he prevalence of posttraumat-
I ic stress disorder (PTSD)
among adolescents in the
United States has been estimated at 6
percent (1) in community settings.
PTSD symptoms and exposure to
emotionally traumatic events have
been associated with greater use of
medical services (2) and to nonadher-
ence to treatment (3-5). These find-
ings suggest that screening for symp-
toms of PTSD, if feasible, could be
used to alert physicians to the elevat-
ed likelihood of morbidity in identi-
fied cases (2.,3.,5).

Clinical and epidemiologic studies
have tried to assess the degree of chil-
dren’s exposure to adverse life events,
particularly as it relates to the occur-
rence of child abuse and violence
(6,7). However, other forms of emo-
tional trauma have not been as well
characterized or studied, and a DSM-
IV-TR criterion A definition of a trau-
matic event (8) has not been used in
previous prevalence studies conduct-
ed in primary care pediatric settings
(9). It is important to perform a broad
and precise study of trauma exposure,
including traumatic events other than
exposure to violence, because trau-
mas other than violence and abuse
have also been associated with specif-
ic disabilities.

For example, studies conducted in
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specialty care settings have shown
that emotional trauma associated
with medical illness is prevalent
(10-13) and is associated with poor
medical outcome (14). Treatment of
PTSD related to medical illness may
improve outcome (5,15). Emotional
traumatization by severe medical ill-
ness, unlike child abuse, does not
necessarily involve a profound disrup-
tion of family structure or loss of trust
in the child’s primary support system
(16) and thus may be more amenable
to focused treatment strategies than
the emotional trauma associated with
abuse.

Despite these data, screening for
exposure to emotionally traumatic
events and symptoms of PTSD is not
routinely attempted in pediatric care
settings. A concern may be that pa-
tients who seek medical care may be
reluctant to disclose emotionally trau-
matic events or will be adversely af-
fected by disclosure and not be able
to receive proper care.

Perhaps because of these consider-
ations, no published broad studies
have been conducted in pediatric pri-
mary care settings that focus on the
nature of emotionally traumatic
events reported by children who
present for medical care. An inner-
city pediatric emergency department
may be the only point of contact for
routine medical care for an especially
underprivileged social stratum (17).
Thus the visit to the pediatric emer-
gency department may present a win-
dow of opportunity to screen patients
and attempt interventions.

The primary aims of this study were
to describe the kind of stressors and
the extent of PTSD symptoms and
traumatic exposure reported by a
sample of children and their parents
when approached in the pediatric
emergency department and to exam-
ine the response rate to a structured
emotional trauma questionnaire in
order to determine whether patients
and families are likely to agree to an-
swer these questions in the pediatric
emergency department. Secondary
aims were to explore whether symp-
toms of emotional trauma may some-
times be clinically important in this
setting, such as in predicting service
use and informing management in
the pediatric emergency department;

to examine whether reporting the ex-
perience of more adverse events is as-
sociated with self-reported symptoms
of emotional trauma; and to examine
the degree of distress experienced by
a caretaker in relation to the child’s
traumatic experience compared with
other stressors in the parents life. Be-
cause this study predated the Sep-
tember 11, 2001, attack on the World
Trade Center, it provides a rare
glimpse into the pre-September 11
characteristics of traumatization in

New York City.

Methods
A convenience sample of eight- to 21-
year-old patients and their families
was recruited between September
2000 and May 2001 during evaluation
of the patients in the pediatric emer-
gency department. The limited avail-
ability of interviewers, who did not
belong to the medical staff, account-
ed for the long study period. Critical-
ly ill patients were excluded. Full
written consent and assent were ob-
tained in accordance with guidelines
of our institutional review board.
Clinical staff were made aware of the
study and were free to interrupt the
assessments if medically indicated.
The Mount Sinai Medical Center’s
pediatric emergency department
serves an eclectic population of afflu-
ent and poor neighborhoods. The
medical center is not a designated
medical trauma center. Thus children
with severe injuries—for example, vic-
tims of motor vehicle accidents or seri-
ous burns—are not usually served in
this pediatric emergency department.
The self-report questionnaires
were given to the child and the pri-
mary caretaker. A total of three ques-
tionnaires were administered: a brief
assessment of the reason for the visit
to the pediatric emergency depart-
ment and of service use; the Posttrau-
matic Stress Reaction Index (PTSRI)
(unpublished copyrighted instru-
ment, Rodriguez N, Steinberg A,
Pynoos RS, 1998), which includes
questions about the kind of emotion-
ally traumatic events to which the
child was exposed and the childs
emotional response to them; and the
Impact of Event Scale (IES) (18),
which asks about the caretaker’s emo-
tional response to the child’s identi-

fied traumatic event or to other emo-
tionally traumatic events in the care-
taker’s own life.

The first questionnaire asked the
respondent to report the reason for
the current pediatric emergency de-
partment presentation, the extent of
use of the pediatric emergency de-
partment in the past three months,
and chronic illnesses.

An earlier version of the second
questionnaire, the PTSRI, was the
first PTSD screen to be used with
children. It has been validated against
clinical diagnoses. The newer version
includes an emotional trauma screen
consisting of 11 questions about sev-
eral kinds of potentially traumatic
events: being in a disaster; being in a
bad accident; being in a place where a
war is going on; being hurt very badly
by a family member; witnessing a
family member being hurt by another
family member; being beaten up,
shot, or threatened in your neighbor-
hood; seeing somebody else being
beaten up, shot, or threatened in your
neighborhood; having your private
parts touched by another person;
finding out about the death or serious
injury of a close family member or
friend; having a very serious medical
problem; and experiencing another
stressful event (specify). The respon-
dent is asked to choose the most trau-
matic event among those identified in
the previous screen and is then asked
whether the event was perceived as
physically threatening and whether
the response to the event at the time
it occurred met the DSM-IV-TR cri-
teria. Finally, a third section asks
about DSM-IV-TR PTSD symptoms,
which are rated on a Likert scale
ranging from 1 to 4, with higher
scores indicating worse symptoms.
For the purpose of defining an above-
threshold PTSD category, on the ba-
sis of our previous observations on
the threshold value among children
who received a transplant (5) we used
a restrictive approach that counts an
answer as positive only if the respon-
dent states that the symptoms have
been experienced at least once a
week (a score of 2 or above).

On the basis of previous observa-
tions that parents are not always
aware of the child’s exposure to and
symptoms of trauma (5,19), we used
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the child’s report as the PTSD and
trauma variable. The PTSRI was ad-
ministered to children in its two ver-
sions: a child version (for children
aged eight to 12 years) and an adoles-
cent version (for those aged 12 and
older). Although the PTSRI is an ac-
cepted trauma assessment tool, the
scores obtained by using this instru-
ment are not synonymous with a psy-
chiatric diagnosis.

The third questionnaire, the IES,
was used to determine emotional dis-
tress among the primary caretakers.
The IES is a 15-item questionnaire
that asks about symptoms of intrusion
and avoidance but not about hyper-
arousal symptoms of PTSD. The IES
has been the most widely used meas-
ure of PTSD symptoms and has been
examined in numerous clinical set-
tings (20). Although cutoff points
have been established, the question-
naire is most frequently used to de-
termine a general level of distress
rather than to make a categorical di-
agnosis of PTSD.

In the study reported here, the pri-
mary caretakers were asked to identi-
fy the “worst experience of your
life”—that is, the worst experience of
the caretakers’ own lives—and an-
swer the IES questions in relation to
that event, whether this was related
to their child’s trauma or not. This ap-
proach was used to enable us to com-
pare the level of caretakers distress
that is associated with the child’s emo-
tionally traumatic exposure with oth-
er stressors that the caretakers have
encountered in the course of their
own lives.

A pediatric emergency department
attending physician who was not in-
volved in data gathering reviewed the
cases and determined whether infor-
mation obtained in the interviews was
clinically relevant—that is, whether it
had the potential to alter the manage-
ment of the case in the pediatric
emergency department or lead to a
new referral.

Statistical analysis was conducted
by using SPSS, version 10. To analyze
the association between PTSD and
past exposure, we used logistic re-
gression analysis, using age and sex as
covariates. For the relationship be-
tween service use (pediatric emer-
gency department visits) and PTSD,
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Table 1

Study participants’ ages at the time of interview in the pediatric emergency de-
partment and the most traumatic events reported (N=62)

Variable N %
Age (years)
8 10 16
9 3 5
10 2 3
11 4 7
12 8 13
13 6 10
14 5 8
15 4 7
16 2 3
17 3 5
18 10 16
19 5 8
Most traumatic event
Was in an accident 1 2
Was or is abused by a family member
(physical or sexual) 3 5
Was physically hurt in his or her neighborhood 3 5
Witnessed someone else being physically hurt in
the neighborhood 3 5
None 6 10
Found out about the death or injury of someone close
(not related to chronic medical illness) 9 15
Other 12 19
Chronic medical problem (self or another person) 25 40

we rank ordered the number of visits
so as to reduce the effect of extreme
observations and performed an analy-
sis of variance (ANOVA). At a second
stage, we used number of exposures,
and then age and sex, as covariates to
control for the potential effects of
these variables. PTSD symptoms
were summarized into a dichotomy
(PTSD or no PTSD) by using
preestablished cutoff’ points for the
children but were totaled as a contin-
uous variable for the parents. This ap-
proach was used because the child
PTSD measure was DSM-IV compat-
ible, whereas the parents’ measure
was not.

Results

Eighty-one patients and their families
were approached. Of these, 64 (79
percent) gave informed consent. Two
of these patients were discharged im-
mediately after the consent proce-
dure and terminated their participa-
tion before answering the PTSRI.
Thus the final cohort consisted of 62
patients who answered the PTSRI
and the introductory questionnaire.
Thirty-three primary caretakers an-

swered the IES questionnaire. The
patients” age distribution is presented
in Table 1. Thirty-eight respondents
(61 percent) were female, 38 (61 per-
cent) were Caucasian, 15 (24 percent)
were Hispanic, and nine (5 percent)
were African American.

Patients” burden—that is, time tak-
en to answer the questionnaires—av-
eraged 30 to 40 minutes for the three
questionnaires and up to 25 minutes
for the PTSRI alone (range, five to 25
minutes).

Fifty-six patients (90 percent) re-
ported at least one event that met
DSM-IV-TR criteria for emotional
trauma. The average number of re-
ported adverse life events per child in
this cohort was 3.14 (range, 0 to 7).
Eighteen patients (29 percent) met
the predetermined threshold criteria
for severity of PTSD symptoms.

Twenty-five patients (40 percent of
the total) reported that the most dis-
tressing emotionally traumatic event
that they experienced was related to a
chronic medical illness, most com-
monly the childs illness but some-
times the illness of a family member.
Thus stressors related to a medical ill-
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Table 2

Patients with and without posttraumatic stress disorder (PTSD) who reported
one, two, or at least three visits to the pediatric emergency department in the

three months before evaluation

PTSD (N=18) No PTSD (N=44)
Number of visits N % N %
One 4 22 33 75
Two 6 33 5 11
Three or more 8 45 6 14
ness were by far the most frequently Patients with above-threshold

cited emotionally traumatic events in
this study. Types of emotional trau-
mas that were reported as “most dis-
tressing” are listed in Table 1.

In most cases (48 patients, or 77
percent), the most distressing emo-
tional trauma was not immediately re-
lated to the current visit to the pedi-
atric emergency department. Thus
the patients were reporting mainly
about past exposure and not about the
event that directly led to the visit to
the pediatric emergency department.

Patients who had PTSD reported,
on average, exposure to more adverse
life events than patients who did not
meet threshold criteria (a mean+SD
of 2.53x1.63 for patients without
PTSD, compared with 4.44+1.50 for
patients with PTSD). Using logistic
regression, we assessed the associa-
tion of PTSD with the number of re-
ported adverse events, controlling for
age and gender. A statistically signifi-
cant association was noted between
PTSD and past exposure, with no sig-
nificant interactions between the co-
variates and the independent variable
(=17, df=1, p<.001).

Considering the IES scores report-
ed for the worst event identified by
caretakers, IES scores related to the
child’s traumatic event were as high as
the IES scores that were reported for
other kinds of emotional trauma (the
mean IES score for the caretakers’
symptoms related to the child’s event
was 32.8+19.26 and for other stres-
sors was 30.6+17.54). Thus traumatic
stress symptoms reported by caretak-
ers who referred to an event that was
identified as traumatic by the child
were as severe as the symptoms re-
ported by caretakers who referred to
other kinds of trauma.
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PTSD symptoms reported a higher
number of visits to the pediatric
emergency department in the three
months preceding the interview than
patients who did not report these
symptoms (Table 2). We rank ordered
the number of visits to heighten the
distinction among patients who re-
ported fewer visits as explained
above—three patients who reported
ten or more visits and 54 patients who
reported one to three visits—so as to
minimize the effect of statistical out-
liers. The ANOVA revealed that the
rank-transformed number of visits
was significantly larger for patients
with PTSD (F=12.82, df=1, 57,
p=.001). After we controlled for the
number of reported adverse life
events, there was still a significant as-
sociation between PTSD and the
number of visits (F=6.75, df=1, 56,
p=.02), which suggests that service
use was related to the emotional im-
pact of trauma and that this relation-
ship was not entirely due to the num-
ber of reported exposures per se. This
relationship persisted after we con-
trolled for age and sex.

A reviewer who was not involved in
clinical care or in the survey deter-
mined that for ten of 62 patients (16
percent), clinical management in the
pediatric emergency department may
have been significantly altered by
knowledge of the emotional trauma
history. The following case history is
presented as an illustration of a po-
tential—but not proven—benefit of
such a screen.

A nine-year-old girl presented with
an episode of syncope after an inpa-
tient noninvasive evaluation for the
same complaint that revealed no rea-
son for the syncope except a mild si-

nus arrhythmia. The girl experienced
a fainting episode two days after her
discharge from the inpatient unit. A
consulting cardiologist was called
with the specific request to consider a
cardiac catheterization and electro-
physiological studies. While waiting
for the consultation, the patient was
interviewed by the research team.
She revealed that the salient trauma
in her life was watching her 21-year-
old sister fall down and lose con-
sciousness. After that episode, the
older sister was given a diagnosis of
multiple sclerosis, had a few other
fainting episodes, and was unable to
walk for a few months. The patient
described vivid intrusive recollections
of the event and heightened general
anxiety since then.

With the patient’s permission, these
findings were shared with the cardiol-
ogist, who decided not to perform the
catheterization on the basis of this
history. A psychiatric follow-up was
recommended. Two and four weeks
after the visit, the patient had had no
further fainting episodes, although
she complained of lightheadedness.

Discussion

In a context in which terrorist attacks
are discussed and anticipated, the
question of whether children and
caretakers are willing to answer a di-
rect inquiry about emotional trauma
carries a special significance. Thus
the most important finding of our
study is that, in contrast with our ex-
pectations, patients were not reluc-
tant to answer the questions, as indi-
cated by the high response rate.

The rates of exposure to adverse
events reported in this study seem
high (a mean of 3.14 adverse events
reported per child). Only the most
stressful event was examined in detail
in the questionnaire, and 90 percent
of the children did identify at least
one DSM-IV-TR criterion A emotion-
ally traumatic event. In this context, it
is not surprising that the rate of
PTSD was 29 percent in our cohort.
Larger studies seem to be indicated
to examine whether our findings are
indeed representative of urban emer-
gency department settings.

We found high levels of emotional
trauma symptoms in this study, which
predated the September 11, 2001, at-
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tack on the World Trade Center and
the Pentagon. Our findings suggest
that current high levels of reported
distress or PTSD symptoms in New
York City should be interpreted cau-
tiously and should not be automati-
cally attributed to September 11 and
the threat of terrorism.

Several limitations of this study
must be acknowledged. First, we
used a convenience sample, and the
relatively small number of partici-
pants introduces some degree of un-
certainty about the generalizability of
the results. However, our results are
at the very least an indication that
trauma rates may be high, and they
strongly suggest that further research
is indicated. Second, we could not as-
certain the clinical diagnosis of
PTSD—this would have necessitated
an interview with an experienced cli-
nician. Third, results obtained in our
setting may not be applicable to other
settings.

PTSD symptoms were associated
with more reported service use. This
finding is consistent with other re-
ports (2). Although it is possible that
addressing trauma-related symptoms
would lead to decreased use of the
pediatric emergency department, our
study did not directly investigate this
possibility.

The emotionally traumatic impact
of chronic or acute medical illness has
been investigated in several pediatric
disease processes (5,10,11,16,21), but
a study in a specific general pediatric
outpatient setting has not been previ-
ously attempted. Our results point to
the importance and magnitude of
traumatization due to a medical ill-
ness, both to the child and to the
caretaker. The potentially traumatic
impact of medical illness is rarely ad-
dressed routinely in medical set-
tings—the settings in which it is ex-
pected to be most prevalent.

When considering the trauma that
caretakers identified as the worst
trauma, we found that a child’s trau-
ma can be as distressing to a caretak-
er as other types of trauma that the
caretaker has experienced. Symptoms
reported in this study were related
mainly to events that were not at the
core of the current visit to the pedi-
atric emergency department. Thus
the finding that caretakers are ex-
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tremely distressed by the child’s re-
ported traumatic event is probably
not an artifact of the setting but
rather represents a real effect of the
childs emotionally traumatic experi-
ences on the caretakers.

Conclusions

Exposures to emotionally traumatic
events and symptoms of PTSD are
commonly reported in the pediatric
emergency department. Asking pa-
tients and their parents about their
history of emotional trauma when
they visited the pediatric emergency
department was possible and seemed
to be well received. We hope our re-
sults will encourage other clinicians
to ask about emotional trauma and
that the findings will serve as an indi-
cation that larger studies are feasible
and are needed to address the preva-
lence and impact of emotional trauma
in similar settings. ¢
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