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Review what is known about the impact of trauma and toxic
stress on development andmental health

Recognize some of the common clinical presentations
of trauma in children and adolescents

Increase awareness about the strategies and limitations of
evidence based trauma specific interventions

OBJECTIVES
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OUTLINE

Definition and assessment of trauma

Treatment of trauma

Trauma informed care

Resources
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CASE 1: JAMES

James is a 6 year old boy, currently in foster care in his fourth
placement since being removed from biological parents about
one year ago. Foster parents report that he has frequent
“meltdowns” both at home and school when he will be physically
aggressive including hitting and kicking. He has been suspended
twice from school. They describe him as oppositional and
impulsive.
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CASE 2: MARIA

Maria is a 13 year old girl who lives with her mother. She comes in
for a well child check and describes seeing a shadowy figure
especially at night. She has frequent nightmares. She describes
thoughts of wanting to hurt herself.
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https://developingchild.harvard.edu/science/key concepts/toxic stress/ 9 10
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Most children and adolescents will experience a traumatic event
by the time they reach adulthood

The reported numbers of trauma exposed children who develop
PTSD vary widely across studies of different populations and
types of trauma.

Trauma vs. traumatic experience

RISK FACTORS FOR PTSD

Trauma characteristics
Interpersonal violence: highest risk of PTSD onset
Exposure to war, history of displacement associated with high rates of
PTSD
Higher number of traumatic events leads to greater risk than a single
trauma

Child and family characteristics
Girls 2 3 times more likely to develop PTSD than boys
Children with history of other mental disorders more likely to develop
PTSD following trauma exposure

Response to the traumatic event
Cognitive and emotional responses affect risk for PTSD (higher levels
of anger or rumination about event, dissociation during and after
traumatic event increase risk)
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PEDIATRIC CONSIDERATIONS

Age and developmental level at
the time of the trauma

Nature and duration of the
trauma

Social support following the
trauma
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PRESCHOOL PTSD SUBTYPE

The DSM 5 introduced a new developmental subtype of PTSD for
preschool children (6 years old and younger).

This represents the first developmental subtype of an existing
disorder in the DSM.

Criteria are more behaviorally anchored and developmentally
sensitive.

Studies showed that when a developmentally sensitive set of
criteria were used, approximately three to eight times more
children qualified for the diagnosis of PTSD compared to the
DSM IV
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DEVELOPMENTAL CONSIDERATIONS:
PRE SCHOOL

Clingy
Disordered attachment
Separation anxiety
Hyperactive/impulsivity
Tantrums/aggression
Stubborn/oppositional
Regression
Somatic complaints
Re experiencing may manifest as repetitive play
Difficulty with sleep or scary dreams
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DEVELOPMENTAL CONSIDERATIONS:
SCHOOL AGE

Anger/irritability
School refusal

Poor attention
Somatic complaints
Separation anxiety

Avoidance symptomsmore closely related to event/trauma
Trauma related play (becomesmore complex and elaborate)
Better able to understand concepts of future, past more realistically

Nightmares (may change from event specific to generalized over time)
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DEVELOPMENTAL
CONSIDERATIONS: ADOLESCENT

Shame/blame

Oppositional/aggressive behaviors to regain a sense of control

School avoidance/refusal/truancy

Drugs/alcohol

Self injurious urges and behavior

Revenge fantasies (especially with developmental issues/social
delays/victims of bullying)

Detachment

Aggression

Sense of foreshortened future may take form of belief that they will
not reach adulthood or don’t need to play for the future
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What can pediatricians do?

Dr. Nadine Burke Harris, Center for Youth
Wellness, San Francisco, CA
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Since the last time I saw you, has
anything really scary or upsetting
happened to you or your family?

Or for parents of children under age 8:

Since the last time I saw your child, has anything really scary or
upsetting happened to your child or anyone in your family?

Cohen, Kelleher, andMannarino, 2008.

TRAUMA HISTORY

Victims may not be able to remember trauma

Use the adults to get information

Use multiple informants when possible

Don’t be a can opener with the child

Multiple sessions commonly required
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RATING SCALES

Aid in assessment (traumatized individuals avoid talking about
trauma)

Can be used as a baseline

Can be used to monitor treatment response

Many to pick from

Semi structured interviews vs Self report measures
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SCREENING FOR ACES IN PRIMARY
CARE

https://centerforyouthwellness.org/cyw aceq/ https://centerforyouthwellness.org/cyw aceq/
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Additional information about screening and assessment measures:
National Child Traumatic Stress Network

(https://www.nctsn.org/treatments and practices/screening and
assessments/measure reviews)

DIFFERENTIAL & CO MORBID DIAGNOSES

Another “The Great Imitator/Masquerader"

Untreated often leads to other psychiatric disorders

Therefore often co morbid with other psychiatric disorders

The majority of the genes that affect risk for PTSD also influence
risk for other psychiatric disorders and vice versa
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DEPRESSION

Depressed Mood or Irritability
Anhedonia
Significant Weight Change

Sleep Disturbance
Psychomotor Agitation
Fatigue

Feeling Worthless

Difficulty Concentrating
Suicidal ideations or behaviors
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GENERALIZED ANXIETY
DISORDER

Restless, keyed up, or on edge
Easily Fatigued

Difficultly Concentrating

Irritability

Muscle Tension

Sleep disturbance
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ADHD

Squirmy or fidgety
Can’t sit still
Running around
Noisy
Driven bymotor
Chatterbox
Can’t wait turn
Interrupts often
Blurts out answers

Forgetful

Distractible

Poor Concentration
Does not listen

Poor follow through

Disorganized
Avoids activities that require focus

Often loses things

Fails to attend
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BRIEF REACTIVE PSYCHOSIS

Delusions (altered sense of reality)

Hallucinations (flashbacks)
Disorganized speech—frequent derailment or incoherence

Grossly disorganized or catatonic
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AFTER TRAUMA EXPOSURE

Provide education about how
common these events are
and about common physical
and emotional reactions

Self care as a way to regain
control after trauma
exposure

Teaching children and parent
simple relaxation techniques

Monitoring over time for
PTSD symptoms
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Brent, Cohen, Strawn,
Approach to treating
posttraumatic stress
disorder in children and
adolescents, UpToDate.
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Brent, Cohen, Strawn,
Approach to treating
posttraumatic stress
disorder in children and
adolescents, UpToDate.



TRAUMA SPECIFIC
PSYCHOTHERAPIES

Multiple options

Therapeutic
relationship
matters

Systemically
oriented

Good treatment
can support
resilience and
change biology
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TRAUMA SPECIFIC PSYCHOTHERAPIES:
CORE COMPONENTS

1. Risk screening: identify high
risk clients

2. Triage: match clients to the
interventions that will most
likely benefit them

3. Systematic assessment and
treatment planning: tailor
intervention to the needs,
strengths, circumstances, and
wishes of individual clients

4. Engagement & address
barriers: ensure clients receive
an adequate dosage of
treatment in order to make
sufficient therapeutic gains

Slide courtesy of Margaret Cary, MD 44
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BEFORE INTERVENTION

TRAUMA SPECIFIC PSYCHOTHERAPIES:
CORE COMPONENTS

1. Motivational interviewing:
engage clients

2. Psychoeducation: trauma and
loss reminders, posttraumatic
stress reactions, and grief
reactions

3. Teach and practice coping
skills: emotional regulation
skills, safety skills, relapse
prevention skills

4. Exposure and response

prevention: reduce
posttraumatic stress
reactions

5. Monitor client progress
during treatment

6. Evaluate treatment
effectiveness
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NCTSN.org

DURING INTERVENTION

Slide courtesy of Margaret Cary, MD

TRAUMA SPECIFIC PSYCHOTHERAPIES:
CORE COMPONENTS

7. Parenting skills to
improve caregiver youth
relationship

8. Maintaining adaptive
routines at home and
outside of home

9. Advocacy on behalf of the
client to improve client
support and functioning
outside of the home
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NCTSN.org

DURING INTERVENTION

Slide courtesy of Margaret Cary, MD

TRAUMA SPECIFIC
PSCYHOTHERAPIES

PCIT: Parent Child Interaction Therapy

CBT: Cognitive Behavior Therapy (TF CBT, CBITS)

CPS: Collaborative Problem Solving

DBT: Dialectical Behavior Therapy

CPP: Child Parent Psychotherapy

EMDR: Eye Movement Desensitization & Reprocessing
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PCIT
PARENT CHILD INTERACTION THERAPY

Age range: 2 – 12yr

Conjoint child and caregiver sessions

Average duration of treatment: 12 – 20 sessions

Components:
Skill building: direct parent coaching, parent self care
Relationship building: child directed interactions, parent directed
interactions

Theoretical basis: Attachment and Behavioral
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http://www.pcit.org/

Slide courtesy of Margaret Cary, MD



PCIT

8 RULES of EFFECTIVE COMMANDS
DIRECT – “Please hand me the block” instead of “Will you hand me the
block?”
DO THIS – positively stated, “Do this” instead of “Don’t do that!”
ONE at a time – single actions
SPECIFIC – “Please get off the table” instead of “Be careful!”
AGE APPROPRIATE
POLITE & RESPECTFUL
ONLYWHENNECESSARY
AFTER EXPLANATION – give concise explanation and then command. If
forget to give explanation, explain only after command obeyed to avoid
“whys?”

49Slide courtesy of Margaret Cary, MD

TF CBT
TRAUMA FOCUSED
COGNITIVE BEHAVIOR THERAPY

Age range: 3 21yr

Individual and Conjoint Sessions

Average duration of treatment: 12 – 25 sessions

Components:
Skill building: relaxation, emotion regulation, cognitive reframing,
parenting
Trauma processing: trauma narrative and in vivo exposure to triggers

Theoretical basis: Cognitive Behavioral and Family
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https://tfcbt.musc.edu/

Slide courtesy of Margaret Cary, MD

Kids do well if they can…

(vs. kids do well if they want to)

… and if they can’t, adults need to figure out what’s
getting in the way, so we can help.
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CPS
COLLABORATIVE PROBLEM
SOLVING

Ross Greene, The Explosive Child 5252

Brent, Cohen, Strawn,
Approach to treating
posttraumatic stress
disorder in children and
adolescents, UpToDate.

Neurobiology of Early Adversity

MEDICATION

No FDA approved medications for
PTSD in youth
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ANTIDEPRESSANTMEDICATIONS

SSRIs have been found to reduce PTSD symptoms in adults but
do not appear to be efficacious in children with PTSD

Clinical trial of 10 17 year olds receiving TF CBT, randomly
assigned to receive adjunctive sertraline. No difference in
PTSD symptom reduction between the two groups at 12
weeks.

No clinical trials of other antidepressants

54Strawn and Keeshin, Pharmacotherapy for post traumatic stress
disorder in children and adolescents, UpToDate.



ANTIADRENERGIC MEDICATIONS

Clonidine and guanfacine: No randomized clinical trials of alpha
2 adrenergic agonists in children with PTSD

Uncontrolled trial suggests that guanfacine may reduce
intrusive and hyperarousal symptoms in children with PTSD
symptoms

Generally well tolerated, most common side effects are dry
mouth and sedation

Monitor blood pressure and pulse at baseline and during
treatment

55Strawn and Keeshin, Pharmacotherapy for post traumatic stress
disorder in children and adolescents, UpToDate.

Extended release clonidine (Kapvay): start at 0.1 mg at bedtime,
can be increased by 0.1 mg per week to max of 0.4 mg/day.
Administered twice daily, with dose divided equally or with
higher dose at bedtime. Must be tapered to stop.

Extended release guanfacine (Intuniv): start at 1 mg daily, can
increase by 1 mg/week, target weight based dose range is 0.05
0.12 mg/kg. Max dose generally 4 mg/day in children, some
would go higher in adolescents (up to 7 mg) but should be done
with caution. Administered once per day, can be either morning
or bedtime. Must be tapered to stop.

56Strawn and Keeshin, Pharmacotherapy for post traumatic stress
disorder in children and adolescents, UpToDate.

Prazosin case reports and retrospective case series of youth
suggest that prazosin may be effective and well tolerated in
treating sleep disturbances in youth with PTSD

Multiple clinical trials have found prazosin to be efficacious and
well tolerated in adults with PTSD associated sleep
disturbances

57Strawn and Keeshin, Pharmacotherapy for post traumatic stress
disorder in children and adolescents, UpToDate.

Start prazosin at 1 mg, given 30 minutes before bedtime. Dose
can be increased by 1 mg every 3 4 days for the first two weeks,
starting lower and titrating upmore slowly in younger children or
in children experiencing any side effects.

No evidence of a dose response relationship, but UpToDate
recommends increasing the dose, as tolerated, to at least 5 mg
over the course of 4 8 weeks before concluding that it is
ineffective

Monitor blood pressure and pulse at baseline and during
treatment

58Strawn and Keeshin, Pharmacotherapy for post traumatic stress
disorder in children and adolescents, UpToDate.

ANTIPSYCHOTICS

Limited, uncontrolled trials of second generation antipsychotic
medications in youth with PTSD symptoms have foundmixed
results and high rates of treatment emergent adverse vents

Side effects: weight gain, insulin resistance, dyslipidemia,
hyperprolactinemia, extrapyramidal symptoms

Keep in mind that children exposed to childhood trauma are at
risk for chronic health problems independent of medication use

59Strawn and Keeshin, Pharmacotherapy for post traumatic stress
disorder in children and adolescents, UpToDate.

OTHERMEDICATIONS

No good data on use of other medications such as
anticonvulsants for pediatric patients with PTSD

60Strawn and Keeshin, Pharmacotherapy for post traumatic stress
disorder in children and adolescents, UpToDate.



COURSE OF PTSD

Highly variable course

Most adolescents who develop PTSD recover from it, but one
third experience a chronic course that can last many years

Characteristics of adolescents who were least likely to recover
included those:

Living in poverty

Having co occurring bipolar disorder

Experienced additional traumatic events after the trauma that
triggered the onset of PTSD

61
McLaughlin, K, Post traumatic stress disorder in children and
adolescents: Epidemiology, pathogenesis, clinical manifestations,
course, assessment, and diagnosis. UpToDate.

CASE 1: JAMES

James is a 6 year old boy, currently in foster care in his fourth
placement since being removed from biological parents about
one year ago. Foster parents report that he has frequent
“meltdowns” both at home and school when he will be physically
aggressive including hitting and kicking. He has been suspended
twice from school. They describe him as oppositional and
impulsive.

James is currently prescribed risperidone 1 mg BID. His foster
parents and school state that the risperidone might be helping
him some with behavior and sleep, although he continues to
have difficulty with oppositional and impulsive behaviors. He has
gained about 10 pounds since starting the risperidone six months
ago. He has never had any labwork done.
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Diagnosis:

Are there any comorbid psychiatric disorders that haven’t been
identified?

Treatment:

Are James and his foster parents engaged in any therapy,
specifically any trauma specific psychotherapy?

If medications are indicated, have other medications been
tried that may have a better side effect profile?

CASE 1: JAMES

CASE 2: MARIA

Maria is a 13 year old girl who lives with her mother. She comes in
for a well child check and describes seeing a shadowy figure
especially at night. She has frequent nightmares. She describes
thoughts of wanting to hurt herself.

Maria and her mother tell you that they are worried she might be
“crazy” because she is “seeing things.” When talking with Maria,
she discloses that she was sexually assaulted by a peer about one
year ago. She also describes ongoing bullying by peers.
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Diagnosis:

Are there any comorbid psychiatric disorders that haven’t been
identified?

Treatment:

Is Maria engaged in any therapy, specifically any trauma
specific psychotherapy?

If medications are indicated, what might be an appropriate first
choice?

CASE 1: MARIA
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Neurobiology of Early Adversity

TRAUMA INFORMED CARE
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Promote active and creative coping

Offer supportive and safe relationships

Create access to resources for well being

Contribute to a compassionate, inclusive,
and safe community

For self, colleagues, clients, peers
Slide courtesy of Margaret Cary, MD

Universal Precautions as a Core
Trauma Informed Concept

Presume that every person in a
treatment setting has been exposed to

abuse, violence, neglect, or other
traumatic experiences.

“What have you lived through?”
instead of

“What is wrong with you?”

OUTLINE
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Trauma informed care
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LOCAL RESOURCES

Collaborative Problem Solving (CPS) Program at OHSU

Margaret Johnson, LMSW, OHSU Instructor, Think:Kids
Clinical Consultant and Trainer

Contact directly to be notified of upcoming CPS Trainings.
Email: cps@ohsu.edu

Calendar of CPS Trainings and Events in Oregon:
www.ohsu.edu/cps

PCIT locations in Oregon:

https://www.ohsu.edu/sites/default/files/2019 06/Oregon
PCIT locations alphabetical 2018_0.pdf
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LOCAL RESOURCES

OPAL K

Trauma Informed Oregon:
https://traumainformedoregon.org
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ONLINE RESOURCES

AACAP: Facts for Families

https://www.aacap.org/aacap/Fa
milies_and_Youth/Facts_for_Fa
milies/FFF Guide/FFF Guide
Table of Contents.aspx

AAP: Trauma Guide

https://www.aap.org/en
us/advocacy and policy/aap
health initiatives/healthy foster
care america/Pages/Trauma
Guide.aspx
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ONLINE RESOURCES

Center for Youth Wellness

https://centerforyouthwellness.org/

National Childhood Traumatic Stress
Network

https://www.nctsn.org/

Center on the Developing Child

https://developingchild.harvard.edu/

75

BOOK RECOMMENDATIONS

The Boy who was Raised as a Dog and Other Stories from a Child
Psychiatrist's Notebook: What Traumatized Children Can Teach
Us about Loss, Love, and Healing by Bruce D. Perry, MD, PhD

The Deepest Well: Healing the Long Term Effects of Childhood
Adversity by Nadine Burke Harris, MD

All God’s Children: The Bosket Family and the American
Tradition of Violence by Fox Butterfield
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THANK YOU!

Questions?

bosk@ohsu.edu
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TThe 5 Minute Psychologist
Translating Evidence Based Therapies to Primary Care
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Behavioral health concerns are
very common

20-30% meet criteria for mental disorder1

Additional 40% with impairing or distressing symptoms2

PCPs most likely source of professional help3

Concerns raised in 50–80% of all child medical visits4

Primary concern in 15-20% of cases5

Arch Gen Psychiatry
Pediatrics

Clinical Child and Family Psych Rev
N Engl J Med

Pediatrics

3

… yet poorly identified
Under-identified 

14-54% sensitivity w/o screening1

Little change in screening practices since 
20042

Pediatrics
Academic Pediatrics

4

Something Doesn’t Add Up
Average well-child visit 

15-20 minutes 

Behavior: M < 30 second, Med = 01

Average behavioral consult 

20 minutes

Academic Pediatrics

5

Refer?
Nationwide shortage of child mental health providers
Insufficient reimbursement models
<50% referred MH services will access them1-3

Most needy are the least likely to access services
Barriers: transportation, child care, leave from work

Integrated behavioral health helps, but disparities remain
Well-child care is likely the best opportunity to impact MH for 
many children and families

Adm Policy Ment Health
Pediatrics

Arch Pediatr Adolesc Med
6

OK, but 5 minutes?
Challenging, but reason for optimism

A few seconds of conversation can increase the likelihood of 
smoking cessation1

Motivational techniques can be employed with minimal 
time disruption2

Evidence-based “kernels”3

Cochrane Database of Sys Rev
Motivational Interviewing: Preparing People for Change, 2nd ed.
Clinical Child and Family Psych Rev
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Finding Kernels
Psychological interventions are usually multi-
component packages targeting clusters of symptoms

8

Finding Kernels
In RCTs, these are collapsed into single variables
This allows for evaluating efficacy the package, but not the 
individual components

9

Finding Kernels
Best available evidence (empirical theory, meta-analyses, and 
study of of individual components) can guide clinical decision 
making in time-limited circumstances

Behavioral Care, Bite Sized
Target robust principles of 
behavior

Utilize well-established 
mechanisms of change 
(kernels)

Communicate digestibly and 
memorably

Scenario 1: Terrible Tantrums
Presentation

Not dangerous, but disruptive 
behaviors (e.g., tantrums, yelling, 
whining, excessive crying)

Critical issue
Inadvertent positive reinforcement via 
contingent attention – Parental 
attempts to persuade, soothe, threaten, 
cajole, etc, backfire. 

Technique 1: Kansas or Oz?

Goal: Promote parental 
attention consistent 
with authoritative 
parenting
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Scenario #2: Dangerous and
Destructive

Scenario: Persistent problem behavior 
that cannot be ignored (aggression, 
destruction, dangerous)

Critical issue: Many have tried “time-out” 
and found it doesn’t work. 

85% implement time-out sub-optimally 
(Riley et al. 2016)



Technique 1: 2 Kinds of Nothing

Goal: Refine time-out 
procedures to make them 
more effective.

20

Nothing going on.

21

Nothing going on.
Nothing they can do about it.

22

We tried that and it didn’t work!
Is there sufficient positive reinforcement (time-in) 
in place?

Is there something going on?

Is there something he/she can do about it? 

Escape from TO is most likely reason for 
ineffectiveness

Consider walking TO

23

Scenario 3: The Avid Avoider
Scenario: Older/child adolescent struggling with 
anxiety (among other things)

Critical issue: Paradoxical avoidance - the more 
feeling anxious is avoided, the more disabling it 
becomes. 
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Technique 4: Finger Trap
Goal

Generate acceptance of uncomfortable 
thoughts and feelings in order to enable goal-
directed action
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Scenario #4: Chronic health
behavior struggles

Scenario: Adolescent/family struggling with 
health behaviors/self-management

Critical issue: The environment doesn’t encourage 
healthy behavior, but this is interpreted as 
indifference or laziness.

27

Goal

Build understanding of the 
behavioral dynamics at play to 
reduce guilt, and generate 
empathy. 

Technique 4: Fill Ups vs Oil
Changes

29
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Scenario #5: Adolescent
Ambivalence

Scenario: Adolescent/young adult recognize need 
for change but hesitant to commit… “I’d like to, 
but…”  

Critical issue: If not ready for change, a 
prescriptive approach may be iatrogenic

“People are generally better
persuaded by the reasons
which they themselves
discovered than by those
which have come into the
minds of others.”

—Blaise Pascall (ca. 1670)

Technique 5: Row your OARS

Open ended questions

Affirmations

Reflective listening

Summarizing





Final Thoughts

Behavior change is hard

Recognize limitations

Find your style

Do one thing well

When in doubt, listen and 
empathize

Thank You
rileyand@ohsu.edu
@AndrewRileyPhD

















Information Sources:

Youth Voice Project (Stan Davis and 
Charisse Nixon, Ph.D.)
www.Stopbullying.gov
www.violencepreventionworks.org
(Dan Olweus, PhD)

WE HAVE ALL



Modes of Bullying Types:
Physical: hitting kicking spitting 
pushing…

Verbal: taunting, name calling, verbal 
threats of harm, sexual comments

Relational: Social isolation, rumors, 
posting embarrassing information \
images. 



Have damaged clothing
Have unexpected cuts and bruises
Have few friends
Seem afraid to go to school
Take the long way to school
Lose interest or begin to do poorly in school
Seem sad and moody
Frequent headaches abdominal pain
Bad dreams and trouble sleeping
Loss of weight
Seem anxious and have low self-esteem

www.violencepreventionworks.org

Students who are bullied may:

Have positive attitude towards violence
Strong need to dominate
Impulsive, aggressive, reactive
Lack empathy
Defiance towards adults
Involved in other antisocial behavior
Tend to be stronger and larger
Be more likely to  report access to guns.

www.violencepreventionworks.org

Students Who Bully May:

Stan Davis and Charisse Nixon, Ph.D.
Youth Voice Project 2007

11,893 youth in 5th 
to 12th grade completed a 
survey.

Stan Davis and Charisse Nixon, Ph.D.
Youth Voice Project 2007



EFFECTS 
OF BULLYING

How Much Are Students Effected by
Bullying
(Stan Davis and Charisse Nixon, Ph.D. Youth Voice Project)

BULLYING IS VIOLENCE AND CAN BECOME
AN ADVERSE CHILDHOOD EXPERIENCE FOR
ALL INVOLVED

Exposure to  toxic stress in the 
absence of supportive 
relationships can lead to ACE’s 
and related sequelae



PROTECTIVE FACTORS

Which Strategies made things
Better or Worse?

Stan Davis and Charisse Nixon, Ph.D.
Youth Voice Project

Told an adult at home
Told an adult at school 
Made a joke about it 
Told a friend(s)
Hit them or fought them
Made plans to get back at them
Reminded myself that it's not my fault 
Walked away 
Told the person how I felt 
Told the person or people to stop
Did nothing
Pretended it didn't bother me 

STRATEGIES IN THE SCHOOLS



The Olweus Bullying Prevention
Program (OBPP)

“OBPP was successful in reducing all 
forms of being bullied and bullying 
others—verbal, physical, indirect, 
sexual, and electronic/cyberbullying”.

Olweus, D., Limber, S.P. & Breivik, K. Addressing Specific Forms of Bullying: A Large-Scale 
Evaluation of the Olweus Bullying Prevention Program. Int Journal of Bullying Prevention 1, 70–
84 (2019). 

Olweus Key Components
School-Level

Committee, trainings, questionnaire, introduce
rules, kickoff

Classroom Level
Post rules, regular class meetings with students
and parents

Individual Level
Supervise students, intervene immediately, meet
with students and parents, individual intervention
plans

Community level
Committee participation, spread messages and
principles.

Olweus Bullying Prevention
Program Results over 1 school year

Olweus, D. (2005). A useful evaluation design, and effects of 
the Olweus Bullying Prevention Program. Psychology, Crime 
& Law, 11, 389-402 Olweus, D. (2007). 

Percent Victims:  reduced by 
42% (to 8.3%)
Percent Bullies: reduced by 
52% (to 3.1%)

www.violencepreventionworks.org

OBPP Reduction in Bullying Over 8
Months

Olweus, D., Limber, S.P. & Breivik, K. Addressing Specific Forms of Bullying: A Large Scale Evaluation of the
Olweus Bullying Prevention Program. Int Journal of Bullying Prevention 11, 70–84 (2019).

Summary: What Makes Things
Better

accessing support 



“SCHOOL TO PRISON PIPELINE”

Expelling youth leads to further risks of
functional and emotional deterioration,
community aggression /revenge
fantasies and actions, completed
suicide and imprisonment.

Additional Ways to Makes
Things Worse

Youth in special education, youth 
of color (except for Asian 
American youth), and males 
reported that adults told them not 
to tattle more often than did 
youth not in special education, 
white or female students. 



In Your Office

Ask about Bullying When: 

Unexplained somatic concerns

School Avoidance

Symptoms of Depression

Symptoms of Anxiety

Suicidal Thinking

Interview strategies

Interview

Advocacy?

With your local school district
Oregon Student Success Act

Resources from Screenagers for
Youth and Parents

https://www.screenagersmovie.com/antibullying campaigns

Pacer.org
socialmediahelpline.com
Thetrevorproject.com
itgetsbetter.org
loveislouder.com
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Learning Disorders:What
are they, when should you
be concerned, and what
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Learning
Objectives

1) Understand the DSM 5
definition of a Specific Learning
Disorder (SLD) and DSM 5
criteria for a SLD

2) Identify potential signs of a SLD
in your patients at different ages
and appropriate follow up
referrals

3) Understand different evaluation
processes and identify what you
as a provider and your patient
(family) can expect to receive
from an evaluation

Learning
Objectives

1) Understand the DSM 5
definition of a Specific Learning
Disorder (SLD) and DSM 5
criteria for a SLD

DSM 5

“Specific learning disorder, as the
name implies, is diagnoses when
there are specific deficits in an
individual’s ability to perceive or
process information efficiently and
accurately … and is characterized by
persistent and impairing difficulties
with learning foundational
academic skills in reading, writing,
and/or math.”

APA. (2013). DSM 5. pg. 32.

Diagnostic
Criteria

A) Persistent (> 6 months) difficulty
acquiring keystone academic
skills



Examples

Reading

Delayed site word learning

Effortful reading

Omissions, guessing, transposing

Blends

Comprehension
Math

Memorizing math facts

Number sense

Procedures

Reasoning/story problems

Functional academics

Writing

Spelling

Grammar

Capitalization, spacing, alignment

Diagnostic
Criteria

A) Persistent (> 6 months) difficulty
acquiring keystone academic
skills

B) Academic skills are substantially
(and quantifiably) below
expected levels

C) Apparent in early school years

D) Learning difficulties are specific
(unexpected underachievement)

RootCause

Core deficits may contribute to
specific academic difficulties in
multiple domains

Learning
Objectives

2) Identify potential signs of a SLD
in your patients at different ages
and appropriate follow up
referrals

Developmental
Course

Not formally diagnosable until some
formal academic training

However, many children can show
early warning signs

Preschool
Warning
Signs*

Difficulty learning and/or following
rhyming games

Unable to learn the alphabet, names
of letters, or sounds of letters

Struggles to learn rote information
(e.g., days of the week)

Difficulty learning to count

Frequently mispronounce words

Poor graphomotor skills

*These are not predictive and can be present within normal development as well



Developmental
Course

Symptoms will emergemore
prominently in kindergarten, which
will result in extra supports, a “wait
and see” response, or go unnoticed Kindergarten

Signs*

Unable to learn site words
Transposing letters and numbers
Unable to learn to write words – even
when copying directly
Unable to sound out short words
Continued struggles to learn growing
rote information
Resistance to reading and/or writing
work
Difficulty deciphering written work
Not able to master numerical sense
Poor math reasoning/comprehension

*These are not predictive and can be present within normal development as well

Elementary
Course

Poor reading fluency
Continued transposing
Substitutions and omissions continue
May comprehend with contextual cues
Poor spelling
Difficulty with memorizing
multiplication tables and long division
Rote memory difficulties
Hard time defining vocabulary words
Resistance to school work
School refusal
Inconsistent capitalization, punctuation,
grammar, and spacing
Hard time with conceptual and/or
procedural math
Misalignment of written math problems

Developmental
Course

By middle school, many adolescents
may havemastered the more
basic/automatic processes but still
struggle when they must be
implemented quickly or under
higher demands

What to do
you dowhen
you have
concerns?

Learning
Objectives

3) Understand different evaluation
processes and identify what you
as a provider and your patient
(family) can expect to receive
from an evaluation



Types of
Evaluations:
Sch0ol
Evaluations

1) School Evaluations
60 school day rules
At schools discretion whether or not
to proceed
School selects appropriate
evaluations
Goal: determine whether or not
child is eligible for one of 11 IEP
categories (SLD is one) based on
standardized criteria
IEP = additional services (pull outs),
specialized learning center, aide,
etc. AND accommodations
504 Plan = accommodationsONLY

Types of
Evaluations:
Private
Evaluations

2) Psychoeducational Evaluation
Good fit when the primary
question is related to school
performance and/or SLD
Typically includes intellectual and
achievement testing
Goal: describe cognitive and
academic strengths and
weaknesses
Provide helpful recommendations
for the school setting

Types of
Evaluations:
Private
Evaluations

3) Neuropsychological Evaluation
Good fit when differential diagnosis is
needed (e.g., R/OADHD) or
presentation is more complex due to
medical, psychiatric, and/or
behavioral history
Comprehensive evaluation of
cognitive functioning, not just
achievement, including executive
function
Goals: 1) describe cognitive strengths
and weaknesses, 2) diagnostics, and
3) provide broader scope of
recommendations

Learning
Objectives

1) Understand the DSM 5
definition of a Specific Learning
Disorder (SLD) and DSM 5
criteria for a SLD

2) Identify potential signs of a SLD
in your patients at different ages
and appropriate follow up
referrals

3) Understand different evaluation
processes and identify what you
as a provider and your patient
(family) can expect to receive
from an evaluation

Questions?

mackiewi@ohsu.edu
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