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Recognizing and Responding to Child 
and Adolescent Stress: 

The Critical Role of the Pediatrician
A note from the editors:
This article, and the other articles in 

this issue of Psychiatric Annals, origi-
nally appeared in Pediatric Annals, a 
SLACK Incorporated publication. Al-
though this article by Drs. Lemmon and 
Stafford was originally written for the 
pediatric community, it may help the psy-
chiatric community to view the pediatri-
cian as a resource in addressing mental 
health issues in children; to reach out to 
pediatricians to further collaborate on 
critical child stress issues within their 
own communities; and to help foster 
valuable relationships with pediatricians 
in providing joint care and support to 
children within their practices.

Pediatricians are “committed to the 
attainment of optimal physical, 
mental, and social health and well-

being for all infants, children, adolescents, 
and young adults,” according to the mis-
sion statement of the American Academy 
of Pediatrics (AAP). Despite this, pedia-
tricians are sometimes narrowly viewed 
as specialists who only provide assess-
ment and treatment of “medical” prob-
lems. This view overlooks the strengths 
and experiences pediatricians have in 
providing and coordinating services to 
ease stress and crises in the lives of chil-
dren, adolescents, and their families. In 
fact, for a majority of children, pediatric 
providers are taking responsibility for the 
management of psychosocial conditions 
that were historically managed by mental 
health specialists.1 Keith M. Lemmon, MD; and Elisabeth M. Stafford, MD
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The idea of pediatricians serving in 
the role of stress and crisis “managers” 
is not new. Social and behavioral issues 
were recognized by the early leaders in 
pediatrics, and the style in which they 
are addressed constitutes the” art of 
pediatric practice.”2 A 2001 American 
Academy of Pediatrics policy statement, 
the “New Morbidity Revisited” added 
school problems (including learning 
disabilities and attention diffi culties), 
mood and anxiety disorders, adolescent 
suicide and homicide, fi rearms in the 
home, school violence, drug and alcohol 
abuse, HIV and AIDS, and the effects of 
media on violence, obesity, and sexual 
activity to the list of new morbidities  for 
pediatric oversight, originally identifi ed 
in a statement from 1993.3 The purpose 
of this article is to fi rst elucidate attri-
butes and experiences that pediatricians 
already possess for dealing with stress, 
crisis, and the “new morbidities.” Fur-
ther, it proposes strategies that can be 
integrated into training programs and 
clinical practice to better prepare pedia-
tricians to address childhood stress and 
distress. It emphasizes how the recog-

nition and management of stress in the 
primary clinical setting will help serve 
pediatric patients and their families.

THE PEDIATRICIAN’S ROLE
The effects of stress in childhood 

and adolescence can be far reaching and 
cause great morbidity in the pediatric 
population. Excessive stress can inter-
fere with critical caregiver/child attach-
ments, carving the initial ruts that lead 
to future paths of unhealthy coping and 
adversely impact the developing brain. 
Dr. Joseph Hagan stated, “Commitment 
to confronting the new morbidities of 
psychosocial problems is intrinsic to 
our pediatric identity, and the systemic 
changes necessary to allow this new 
standard of care are within our reach.”4

Pediatricians are ideally positioned to 
identify and manage crisis for many rea-
sons (see Sidebar 1). First, they typically 
know the families in their practices, and 
most families trust that the guidance giv-
en in the pediatric offi ce is given in the 
spirit of genuine caring and advocacy 
for the child and family. Pediatric prac-
titioners are in a position to assess each 
patient’s and family’s intrinsic strengths 
and weaknesses. They understand the 
importance of maintaining a function-
al family to allow children to achieve 
their maximal cognitive, physical, and 
emotional potential. Pediatricians are 
familiar with the network of commu-
nity services that their patients will be 
accessing. As a group, they understand 
the importance of providing culturally 
appropriate care to optimize therapeutic 
intervention.

Many families seek guidance from 
pediatricians during stressful times; 
sometimes they seek help directly for 
their behavioral or social challenges, 
and other times to address physical or 
physiological manifestations of stress. 
Pediatricians routinely care for families 
around the stressful birth of children, of-
ten are the fi rst to recognize maternal de-
pression, and are generally the fi rst con-

tact when children have been victims of 
physical, mental, or sexual abuse. They 
identify and provide mitigation strate-
gies for adolescent risk behaviors, detect 
regression in developmental milestones, 
and assist in the comprehensive evalua-
tion of children failing in school. Pedia-
tricians are often the front-line support 
for families exposed to natural disaster, 
unemployment, terrorism, and even war. 
As the burden to detect and intervene 
earlier and more effectively in the arena 
of stress and psychosocial crisis falls 
more heavily on the pediatrician, it is 
critical to insure continually improving 
competence in these areas.

Many pediatricians express limited 
comfort treating patients with psychoso-
cial problems.5,6 However, whether it is 
formally acknowledged or not, pediatri-
cians develop the skills needed to man-
age most mild to moderate stress and 
psychosocial issues in the course of typi-
cal training and the early practice years. 
Pediatricians, as a group, understand the 
interrelatedness of psychosocial, emo-
tional, and physical health. Through train-
ing and experience, pediatricians learn 
that if a mother is excessively stressed or 
depressed, she will be less likely to pro-
vide the optimal developmental environ-
ment for her newborn baby. Pediatricians 
may be the only professional monitor of 
adolescents as they navigate an overly 
destructive or self injurious independence 
seeking stage. Well-trained pediatricians 
are already attuned to the effects of stress 

SIDEBAR 1.

Pediatricians have 
‘Built-in’ Skills

Familiarity with the family unit

Understanding and identifying 
family support

Knowledge of community support 
services and referral networks

Understanding the importance of 
culturally sensitive care
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in a family system. The charge is to refi ne 
the pediatric skill set to mentor families 
more effectively and consistently in tak-
ing intentional steps to optimize coping 
strategies that will build resilience in the 
face of life’s challenges. The AAP has 
several policy statements in place that 
affi rm the pediatrician’s commitment to 
addressing the psychosocial and stress 
issues that may occur over the course of 
child and adolescent development (see 
Sidebar 2). Additionally, other youth 
serving organizations, such as the Zero 
to Three and the American Academy of 
Child and Adolescent Psychiatry, support 
similar policies to address the impact of 
childhood stress proactively.

A multi-layered approach should be 
considered to prepare and reinforce pe-
diatricians with the needed competen-
cies to meet the challenge of supporting 
families through stress and psychosocial 
crises. First, residency training should 
continue to emphasize a comprehensive 
view of pediatrics, including several key 
areas that focus on psychological and 
social support. Training in ambulatory 
settings should continue to expand the 
emphasis on behavioral, developmental, 
and psychologic issues. More in-depth 
developmental, behavioral, and adoles-
cent training during residency will better 
equip pediatricians to address these prac-
tice challenges. The experiences require 
supervision by faculty with experience 
in the behavioral/developmental aspects 
of child development.7 This will lead pe-
diatricians to become more profi cient at 
sorting out and addressing evidence of 
the spectrum of stress. As a metaphor, 
pediatricians become very good at rec-
ognizing the difference between physi-
cally sick and well children. Over time, 
it is referred to as a “gestalt” or an innate 
sense that a pediatrician develops after 
taking care of a few thousand children. 
This same sense of whether children are 
experiencing “typical” or “toxic” levels8 
of stress is equally important for pedia-
tricians to develop.

Likewise, it is important for pediatri-
cians to become attuned to the physical 
manifestations of emotional stress (see 
Sidebar 3, page 434). Medically unex-
plained physical symptoms may be an 
important clue to emotional disorders and 
should signal the need for careful assess-
ment, consideration of behavioral health 
referral, and intervention as appropriate 
within the primary care setting. A recent 
study found that children with medically 
unexplained symptoms are more likely to 
be considered sickly and health-impaired 
by parents and caretakers, to be absent 
from school, to show decreased academic 
performance, to experience emotional and 
behavioral diffi culties, and to be frequent 
users of health and mental health servic-
es4,9 Pediatricians are often taught that so-
matization, attributing physical feelings 
of discomfort or pain to being a manifes-
tation of emotional distress, should only 
be considered as a diagnosis of exclusion. 
This is a safe and conservative strategy in 
terms of medical liability. However, it of-
ten leads to worsening stress in families 
as much time, anxiety, and healthcare 

resources are devoted to the search for a 
physical cause of illness at the expense 
of delay in recognition and treatment of 
disabling stress. Recognizing the fact that 
emotional distress can and does cause 
physical discomfort and even pain is an 
essential concept to grasp. It is important 
for pediatricians to consider this potential 
diagnostic possibility early in the evalua-
tion of a child with prerequisite stresses 
and symptoms that don’t add up, or those 
that are commonly associated with so-
matization, such as unexplained head-
aches, gastrointestinal distress, or limb 
pain. Pediatric residents are often taught 
to work through differential diagnoses of 
physical complaints to the very end, even 
to the most unlikely causes of physical 
symptoms. Deliberately improving the 
skills and confi dence to sort out wheth-
er a patient’s complaints stem primarily 
from a physical or emotional root cause 
will provide an important understanding 
of mind/body concepts for patients and 
providers alike.

Leveraging community resources 
more effectively is another way for pe-

SIDEBAR 2.

Policy Statements Addressing Issues of Stress and Crisis

Committee on Psychosocial Aspects of Child and Family Health. The New Morbidity 

Revisited: A Renewed Commitment to the Psychosocial Aspects of Pediatric Care. 

November 1, 2001.2

Ginsburg KR, and the Committee on Communications and Committee on Psychosocial 

Aspects of Child and Family Health. Clinical Report. The Importance of Play in Promoting 

Healthy Child Development and Maintaining Strong Parent-Child Bonds. October 9, 2006.19

Hagan JF, and the Committee on Psychosocial Aspects of Child and Family Health and the 

Task Force on Terrorism. Psychosocial Implications of Disaster of Terrorism on Children: A 

Guide for the Pediatrician. September 1, 2005.20

Committee on Early Childhood, Adoption, and Dependent Care. The Pediatrician’s Role in 

Family Support Programs. January 1, 2001.21

Committee on Community Health Service. The Pediatrician’s Role in Community Pediatrics. 

April 1, 2005.22

Committee on Psychosocial Aspects of Child and Family Health. The Pediatrician and 

Childhood Bereavement. February 1, 2000.23

(From: www.aap.org/policystatements. Accessed February 8, 2007.)
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diatricians to assist distressed patients. 
Clearly, because the roots of children’s 
emotional problems are multifacto-
rial,10 prevention and treatment of 
childhood mental health problems must 
involve the multidisciplinary efforts of 
medical, mental health, social service, 
and education professionals, as well as 
insurers. Pediatricians can also strive 
to be more fully incorporated into the 
systems of care model that envisions 
all professionals who provide human 
services as integrated and interrelated. 
In fact, a major barrier to asking pa-
tients about psychosocial issues may 
be worrying about what to do with the 
answers. Therefore, a fi rst step is to be 
aware of community-based resources 
and to develop the connections with in-
take coordinators to those services that 
facilitate patients’ access.

Pediatricians helping families deal 
with stress fi nd themselves in positions 
of being advocates. Families under stress 
are often perceived as being unable or 
unwilling to speak for themselves. En-
vironments or circumstances of poverty, 
trauma, poor communication, or natural 
disaster often create additional psycho-
social challenges that add to the issues 
pediatricians are working to mitigate. 
In their capacity as a credible and au-
thoritative voice within the community, 
pediatricians are often asked to identify 

and address the root causes of childhood 
distress. To accomplish this important 
goal, competent communication and ad-
vocacy skills are needed. It is possible 
to facilitate advocacy skills development 
in pediatric training programs, but such 
skill development must be proactively 
built into the curriculum and training 
structure. Effective leadership training 
that accentuates the concept of emo-
tional intelligence is also an essential 
pediatric skill. Leadership is the ability 
to provide purpose, direction, and mo-
tivation to those who follow. Emotional 
intelligence refers to an ability to recog-
nize the meanings of emotion and their 
relationships, and to reason and prob-
lem-solve on the basis of them. It is the 
capacity to perceive emotions, assimilate 
emotion-related feelings, understand in-
formation of those emotions, and man-
age them.11 Emotionally intelligent lead-
ership is typically thought of as a skill 
to be developed in the later stages of a 
pediatric career. However, it is helpful to 
conceptualize even young pediatricians 
as advocates for children and families 
and as community leaders. Emotionally 
intelligent leadership can be an effective 
tool in helping families and one that all 
pediatricians should be ready to use at a 
moment’s notice. 

MANIFESTATIONS OF STRESS IN THE 
CLINICAL SETTING

Stress and psychosocial challenges 
present in many forms in the pediatric 
offi ce. All families encounter stress, but 
increased vulnerability is present in some 
subpopulations; including children with 
special needs or chronic illness, families 
living below the poverty level, parents 
with a chronic or recurrent physical or 
mental illness, immigrant families, and 
families exposed to the insecurities of 
natural disaster. Another population that 
has emerged as a particularly stressed 
population over the past 5 years is the 
American military family, and it is time-
ly to draw particular focus to this group 

in the context of childhood stress as-
sessment. Because National Guard and 
Reserve military forces are increasingly 
utilized for wartime deployments, chil-
dren exposed to the stress of being in a 
military family expands outside the gates 
of military bases to nonmilitary pediat-
ric care providers. Reserve component 
service members have been called up 
and participate in all of the activities and 
stresses traditionally experienced by ac-
tive duty military forces. These families 
are being cared for in civilian pediatric 
and primary care practices across the 
country. Unique stresses occurring in 
these families may not be receiving full 
attention in civilian practices because of 
a lack of knowledge of the specifi c needs 
of those in military families.

The American military family is an 
excellent model in which to examine the 
spectrum of stress. When not at war, mili-
tary families are exposed to mild levels 
of stress through frequent moves, which 
cause temporary family disorganization 
and may prevent the establishment of 
deeply rooted support systems. Children’s 
behavioral responses and mental health 
status during non-combat or routine 
moves or deployments often correlate to 
the level of concurrent family stressors.12 
Most families and children tolerate these 
stresses without signifi cant problems and 
are similar to other families experiencing 
relocation and parental absence. Howev-
er, it is important to remember that most 
military families are geographically dis-
tant from their extended family networks. 
Service members work long hours and are 
expected to give full attention to mission 
accomplishment. In order to accomplish 
unique military tasks, a necessary culture 
of authoritarianism is intrinsic to the in-
frastructure of the military.13 Although an 
effective form of getting military missions 
accomplished, the authoritarian approach 
when carried over into family dynamics 
may worsen stress and family function.

As the length of duty increases, or the 
perception of danger because of military 

SIDEBAR 3.

Competencies to Enhance 
Management of Stress and 

Psychosocial Crisis

Knowledge of spectrum of stress and 
appropriate management

Recognition of physical 
manifestations of emotional distress

Learning how to apply integrated 
systems of care to optimize child 
health

Advocacy skill development

Developing skills in emotionally 
intelligent leadership
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operations increases, stress levels increase 
to more moderate levels. Military fami-
lies are exposed to recurrent deployments 
where the military member can be away 
from the family for periods of 12 to 18 
months at a time. Although the parental ab-
sence is diffi cult, the perceived danger to 
a military parent can increase family dis-
tress signifi cantly. Ultimately, stress levels 
can be pushed into the severe or “toxic”8 
range while military members incur severe 
injuries as a result of their service and re-
turn home for treatment, rehabilitation, and 
reintegration into civilian society. Extreme 
distress occurs when service members die 
while performing their military jobs. The 
spectrum of stress (typical, tolerable, toxic) 
of American military families serves as a 
specifi c model to consider graduated lev-

els of stress. Other examples might include 
exposure to natural disaster, relocation, and 
more common situations, such as school 
failure, divorce, or living with illness.

HOW CAN A PEDIATRICIAN MAKE 
A MEANINGFUL IMPACT ON THE 
EFFECTS OF FAMILY STRESS IN 
DAILY PRACTICE?
● Start by seeking personal learning 

opportunities through continuing 
medical education (CME) on child-
hood stress and its management. 
As the practice is developed into a 
medical home where patients and 
families return for frequent com-
prehensive care, encouraging fami-
lies to think of it as a place to gain 
knowledge about their emotional as 

well as their physical health, will 
come naturally.

● Encourage families to be open with 
the life stressors that may be bother-
ing them.

● Provide patient handouts and play 
multimedia messages throughout the 
offi ce setting that help families un-
derstand the health effects of stress on 
their lives.

● Display and promote the message that 
families can learn protective resilience 
skills and that professionals and com-
munity resources can help out when 
stress is starting to get out of control.

● Group well care and related support 
groups may allow better exchange of par-
enting information and social interven-
tions that have longer lasting effects.14

● Consider implementing routine screen-
ing for behavioral/emotional problems 
with instruments such as the Pediatric 
Symptom Checklist, which has been 
shown to increase the rates of mental 
health referrals signifi cantly.15 Screening 
tools can provide valuable information to 
providers for “next steps” after they hear 
the presenting complaint. Ultimately, a 
practice may consider co-locating with a 
mental health specialist, such as a child 
psychologist or a licensed clinical social 
worker.
Sidebar 4 (see page 437) demonstrates 

an example of how to translate these 
concepts into practice using the military 
family model presented earlier.16,17

RESILIENCE: A PROACTIVE 
APPROACH TO LESSEN STRESS

Risk behaviors should be addressed 
directly through assessment, anticipa-
tory guidance, and referral. One way 
pediatricians can help children and 
adolescents cope with daily or extreme 
stress is through promoting resilience, 
that is recognizing and building on pa-
tients’ strengths. In A Parent’s Guide 
to Building Resilience in Children and 
Teens,18 Dr. Kenneth Ginsburg syn-
thesizes the resilience literature into 

meaningful suggestions that parents 
and clinicians can easily implement. He 
emphasizes that children will live up, or 
down, to the expectations of adults in 
their environment. The author suggests 
promoting the “seven Cs of resilience” 
as a way to help well functioning fami-
lies thrive despite adversity. This strat-
egy also provides a way to begin to 
guide families out of stressful routines 
(see Sidebar 5, page 437).

CONCLUSIONS
Pediatricians can provide the spark 

for family systems change. Patients and 
families look to their pediatrician for 
guidance, motivation, and to be a touch-
stone of reassurance in times of stress 
and crisis. Focusing on one of the criti-
cal seven C’s at each visit with families 
is one way to help manage stress in the 
lives of children. Promoting competence 
in families is the process of helping 
them focus on their inherent strengths 
while shifting focus away from their 
weaknesses and failures. Too often, cli-
nicians are quick to point out the defi -
cits of patients and their families. This 
often only generates shame and a lack 
of confi dence in those they are trying 
to help. Pediatricians can help families 
learn how to notice the positive and up-
lifting aspects in other family members 
and to look diligently for and accentuate 
these qualities when they are searching 
for solutions. Promoting genuine con-
fi dence by encouraging families to set 
reasonable expectations for each other 
is another role of the pediatrician when 
managing stress. Parents may need 
to learn that it is OK at times for their 
children to fail, that there are valuable 
lessons from the experience of failure, 
and the process of “getting back up af-
ter facing challenges.” On this note, it 
might be appropriate for the pediatrician 
to encourage parents to let down their 
own defenses and to share their own im-
perfections and vulnerability with older 
children, from time to time.

As the length of duty increases, 
or the perception of danger 
because of military operations 
increases, stress levels increase 
to more moderate levels.
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Encouraging families to seek con-
nections among themselves and among 
other institutions in their community, 
such as in their school or religious orga-
nizations, is important. Being connected 
builds strong social skills and fosters im-
portant values that can be drawn upon in 
diffi cult times. At anticipatory guidance 
visits, pediatricians should encourage 
every child, and family member for that 
matter, to have at least one adult and/or 
peer with whom they can have safe rela-

tionships, who can be called upon dur-
ing times of stress or celebration. Like-
wise, encouraging patients to develop a 
strong sense of character with the help 
of their parents and friends is a form of 
resilience. Children with character enjoy 
a strong sense of self worth and confi -
dence that they can draw upon during 
times of adversity.

“It is a powerful lesson when chil-
dren realize that the world is a better 
place because they are in it.”18 Chil-

dren who understand the importance 
of personal contribution gain a sense 
of purpose that can motivate them. 
Promoting positive coping strategies 
is also helpful for families. Help them 
understand that there are many strate-
gies to cope with stress, but that not 
all of them are healthy and produc-
tive. Finally, when families understand 
that they can control the outcomes of 
their decisions and actions, they’re 
more likely to know that they have the 
ability to do what it takes to “bounce 
back.” Pediatricians can be one com-
munity resource to help them get rid of 
the feeling that things always happen 
to them and replace that feeling with 
the belief that they can control what 
happens to them through their choices 
and actions. Promoting the seven Cs, 
as a matter of practice, while address-
ing the other concerns of children and 
families can be anticipated to pay divi-
dends as families face increasing stress 
and life challenges. 

Pediatricians are increasingly asked 
to address the spectrum of stress and 
crisis in patients and their families. 
This complex challenge is greater than 
many have faced in past years of prac-
tice and holds the potential of being 
overwhelming. However, if we are to 
live up to our mission, we must rise to 
meet the challenge. Pediatricians know 
better than anyone else that children 
and adolescents are the foundation of 
the future. Pediatric professionals play 
a critical role in safeguarding the pas-
sage of children and adolescents into a 
functional and productive adulthood. 
As pediatricians draw upon their innate 
professional strengths and take time to 
develop the skills that will help better 
serve children and their families, they 
will be solidly investing in the healthy 
future of the nation.
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