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THEORETICAL POSITION

Overview

Since posttraumatic stress disorder (PTSD) entered the Psychiatric Jey;

with DSM-IIT (American Psychiatric Association, 1980), followe g
Terr’s (1983 pioneering studies of the children of Chowchilla, many studies
have shown that exposure to a variety of stressors can lead to serious and of.
ten debilitating PTSD in children and adolescents. As child mengg] health
workers have increasingly come to appreciate the extent to which children
are exposed to traumatic situations, the severity of their acute distress, and
the potential for serious, long-term psychiatric sequelae, researchers have be-
gun to conduct empirical studies of childhood PTSD within a sound devel-
opmental framework (Pynoos, Steinberg, & Wraith, 1995). Partly as a resul;
the DSM-IV PTSD diagnostic criteria, unlike those for DSM-III, now ex-
plicitly reflect accommodations for the presentation of symptoms in children
(although it should be noted that field trials for DSM-IV PTSD criteria did
not include children; see American Psychiatric Association, 1994). In this
chapter, we briefly survey the context in which PTSD treatment occurs and
describe the types of treatment that are typically implemented with trauma-
tized children and adolescents. We then review in detail the limited empirical
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PTSD in Children

o the nature of the stressor is mandatory when considering
carefl . terventions, especially since many sexually abused children do not

ffm ; ostic criteria for PTSD (Kendall-Tackett, Williams, & Finkelhor,
meet dlag;; «ill showing profound psychological impairments warranting
1993) Wi fé,‘.;lhiﬂ Llewelyn, & Pearson, 1991). Hence, many treatment ap-
geatment (n i Out,come studies that have been designed for sexually abused
proachcs' aclu de subjects not meeting full PTSD diagnostic criteria (Cohen &
children 1 1996a), whereas a diagnosis of PTSD is more commonly an en-
Mannarino in studies of PTSD after sudden trauma (March, Amaya-Jackson,
ry cmer:g(zléchultc, 1998). It should also be noted that the severity of different
experiences varies greatly an'd is not always proportional to chron-
o - For example, war often exposes children to trauma of immensely greater
icity- £° de (e.g repeatedly witnessing violent death, sudden loss of parents
nads ds l.o-s’s of home, refugee conditions) than other chronic stressors.
and fnfll«zrr”s (1991) differentiation between single and chronic traumas
il;;s,n ot adequately distinguish between very different levels of traumatic
cxp&fﬁz}:m review of 25 studies indicates that three factors have been
found consistently to predict the development of PTSD symptom levels in
children: the severity of the trauma exposure, parental trauma-related dis-

tress, and temporal proximity to the traumatic event (American Academy of
2

Child and Adolescent Psychiatry [AACAP], 1998; Foy, Madvig, Pynoos, &
Camilleri, 1996). However, very few studies have been sufficiently well de-
signed or adequately powered to identify variables that might predict the de-
velopment of PTSD symptoms in children. In particular, little attention has
been paid to variables that might moderate or mediate the outcome of treat-
ment (March & Curry, 1998). A moderator variable affects the direction or
strength of the relationship between an independent and a dependent vari-
able (Barron & Kenny, 1986; Holmbeck, 1997). A mediator variable explains the
relationship between an independent and a dependent variable. It defines the
mechanism through which the former affects the latter. The theoretical influ-
ence of such variables has been described in detail by Yule (1992b). With a
few notable exceptions (Cohen & Mannarino, 1996b), few of the cited treat-
ment outcome studies have examined predictors of treatment outcome or
distinguished between baseline moderator (e.g, race or gender) or mediator
(e.g., compliance with or dose of treatment) effects.

Not surprisingly, PTSD symptoms themselves vary considerably with
developmental stage (American Academy of Child and Adolescent Psychia-
try, 1998). Developmental themes also influence children’s appraisals of
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threat, attribution of 1?1c.111i11g. cn\m‘-(‘ion‘n% and cognitiye Megy
raton of G reactions, (‘,\;p(\\ t:lrl:jllb 1lboul recovery, ang ofle C‘?piug‘ .
addressing secondary hie G b ~n:1} d:]acl‘cs(‘n}‘ 1995; Pynog ml\bhesa N
& Wraith. 1995). Thus, it s umperative that cliniciay, and r'eshS, Ster, > 1
current knowledge .1[\\1\{ child and adolescent EXposure 14 tr;f‘thg,.s
widhin a des t-[opmt‘“ml_ tramework lhaF recogx}l‘zes the intn‘ca‘:m
changing child and emaronment, e.\-o!nng familia] and soqj My
and an essential linkage between disrupted ang normal deye, maﬁ(ﬁn
) In general. as children mature, thev are more | pmﬁm_

s

s
: el to exhy: ‘
PTSD svmproms. Thus, adglescems with PTSD may mee }S(thalxl:“ du)y :
I\ criteria with reexperiencing Symptoms, avoidance and b,dilrd DSM,
perarousal. Adolescents with chronic PTSD yyh have 3

; ekpeﬁeg’ e hy.
longed or repeated stressors may also present with Predomingpy eeq e
features including derealization, d6p€rsona.lization, Self‘in'un'o I
substance abuse, and intermittent angry or aggressive outburs[: “havig,
1988; Hornstein, 1996). Children may be moge likely thay, ado(Qoo Win,
show posttraumatc reenactment bcha.nors in play, drayip 5 SScents
nons. Sleep disturbances may be especially commop, i Pl‘epubena\],erbaﬁz :
Benedek. 1983). While Terr (1983) also has describeq “omen or Chuldpe,,
these children (1.e., they come to believe that certaiy, “signs” Wore ‘;natmn’! :
the traumatic event approaching and that if they are aler enougl, gy of
TR WA — predjcﬁng future disasterS), there 1s little empir; X
erature 1o support this assertion, nor has a sense of a foreshOttcne Pf’utlcal lit-
cerved empirical support (McNally, 1993), Very young childyep, mag ure re.
with relatvely few DSM-IV PTSD symptoms, In part, this i becalt;esem
Scheeringa, Zeanah, Drell, and Larrieu (1995) point out, eight oy, o?}as
DSM-IV criteria “require verbal descriptions from patients of their ey, e 8
ences and internal states. . . . Limited cognitive and expressive lang'uage Ek:ﬁs
m voung children] make inferring their thoughts and feelings difficyy» b
1911, Therefore, infants, toddlers, and preschoolers may present wil, gener:
alized anxiery symptoms (separation fears, stranger anxiety, fears of Monsters
or ammals , avoidance of situations that may or may not have ap, obvious ik
10 the original trauma, sleep disturbances, and Preoccupation with cera,
words or symbols that may or may not have an apparent connection to the
traumatic event (Drell, Stegel, & Gaensbauer, 1993). Almquist and Brandell-
Forsberg's (1997) demonstration that formal and objective assessment of play
content aids in the diagnosis of PTSD in preschoolers illustrates the general
principle that assessment methods in children younger than age 8 represent
an area that is ripe for methodological innovation.

Clinically Relevant Subtypes
DSM-IV specifies three subtypes of PTSD: acute, chronic, and delayed-
onset. Due to the difficulty in eliciting some PTSD symptoms

by
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of some parents to minimize PTSD symptomatology in
ich may contribute to a delay in having the child evaluat-
hould be taken before using the delayed-onset specifier
ed), @ ireniof adolescents. It also should be noted that if PTSD symptoms
-y chil o within 1 month of exposure to an extréme traumatic stressor
have app® ot lasted bcyond 1 month, and there are dissociative features, a di-
put have ute stress disorder (ASD) should be made. If symptoms then ex-
th, the diagnosis should be changed to PTSD.

e tendency
heir children (.Wh
tne careful hlSIOl'Y S

a lld th

Comorbidity

frequently exhibit symptoms of disorders other than

sD, and © th other disorders may have PTSD as a comorbid di-
PT " Gareful questioning, not only of parents and teachers but also of the
agnosts- arding his or her internal experiences, is often necessary to clanify
Chdi-reg ostic picture. This is especially important because parents may not
o V:jf: of the existence Or severity of their child’s PTSD symptoms. Chil-
2:6?1 may minimize these symptoms in ordqr to protect parents or to avoid
discussions of the traumatic event. Thlfs, it is essential to question the child
carefully in a developmentally appropriate manner about PTSD symptoms
he or she may be experiencing. Because of: t}.lc hlgh prevglence of comorbid
Symptomatology in children with PTSD, it is crucial to include non-PTSD
outcomes as targets for treatment and predictors of treatment response in
treatment outcome studies. On the other hand, while multiple diagnoses
should be made (where appropriate) in order to facilitate treatment planning,
the focus on the traumatic event when considering the

tized children
hildren w1

it is important to keep

overall symptom picture.
In children with PTSD, depression may be an especially common co-

morbid problem. Brent and colleagues (1995) noted that there is a large over-
lap in symptom criteria between PTSD and major depressive disorder (MDD),
and went on to suggest that the “core features” of PTSD may be much nar-
rower than the DSM-IV criteria suggest. The study by Brent and colleagues as
well as others (Goenjian et al., 1995; Green, 1985; Hubbard, Realmuto,
Northwood, & Masten, 1995; Kinzie, Sack, Angell, Manson, & Rath, 1986;
Kiser, Heston, Milsap, & Pruitt, 1991; Looff, Grimley, Kuiler, Martin, & Shun-
field, 1995; Singer, Anglin, Song, & Lunghofer, 1995; Stoddard, Norman, &
Murphy, 1989; Weine et al., 1995; Yule & Udwin, 1991) have noted comor-
bidity between PTSD and depressive disorders (MDD and dysthymic dis-
order). Several authors have hypothesized that PTSD precedes and predispos-
es individuals to the onset of MDD rather than the reverse (Goenjian et al.,
1995). Investigators have documented comorbidity between PTSD and sub-
stance abuse in older children (Arroyo & Eth, 1985; Brent et al., 1995; Clark et
al,, 1995; Looff et al., 1995; Sullivan & Evans, 1994), and PTSD and other
anxiety disorders (DSM-III-R overanxious disorder, agoraphobia, separation
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DESCRIPTION OF TECHNIQUES

Play Therapy

. §a pmjccll\'l’

se of play as i

‘play therapy” traditionally refers to the ufocuse}:i treatment advo

The term “play ' iptions of trauma- drawings, pup-

: ‘eVer, most df‘SC”P . use of dra e
technique. Ht,r\\ (‘;‘ and other nonverbal technlq.l.lct‘;’S ( omfort and ability to
5 SE ay ¢ z v C
e |1LM ' ps a means of enhancing the child’s
-5 , e1c,) as :
pets, dolls, etc.)
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nicate in therapy, in order to accomplish specific therapeutic goals

mu ory projective technique (Deblinger & Heflin, 1996; Gil, 1991).

rﬂ[hcr;slc of play in therapy is incorporated into many of the therapeutic in-
rtltjlrlwl::;tions described below.

Psychological Debriefing

s and Nader (1988) describe a “psychological first aid” approach for
?d en exposed to community violence, which may be offered in schools as
childr -1, traditional treatment settings shortly following the traumatic event.
“'cl.l a:;odei emphasizes clarifying the facts about the traumatic event, nor-
r:};:sizing children’s PTSD reactions, encouraging expression of feelings,
hing problcm-solv'mg techniques, and referring the most symptomatic
tf’lcdren for ongoing treatment. Such interventions can serve a screening
g,;dion 0 identify children at high risk for the development of PTSD (see,
e.g, Yule & Udwin, 1991). Unfortunately, therapists themselves sometimes
a;,(‘,,id directly discussing certain traumatic events (e.g,, child abuse) for a vari-
ety of reasons, including the fear of tainting the child’s potential testimony in
subsequent legal proceedings or concern that repeated questioning may in-
fluence children’s memory regarding the factual aspects of an event (see, e.g,

Ceci, Leichtman, & White, 1996).

Psychoeducation

Most treatment approaches include some degree of psychoeducation for par-
ents, children, and sometimes teachers (Blom, 1986; Butler, Rizzi, & Hand-
werger, 1996; Galante & Foa, 1986; LaGreca, Vemberg, Silverman, & Prin-
stein, 1996; Molta, 1995; Nir, 1985; Rigamer, 1986). In particular, education
about the traumatic experience (common emotional reactions to this kind of
event, how to respond/protect oneself’ if this event were to recur, etc.) is con-
sidered beneficial to children, as well as their parents, and is a common com-
ponent of many treatment approaches (see, e.g., Deblinger & Heflin, 1996).

Psychoanalytic/Psychodynamic Approaches

Despite a large and sometimes clinically compelling literature, there is little
evidence apart from descriptive case studies that psychodynamic psychother-
apy is effective for pediatric PTSD or other sequelae of severe trauma
(Bleiberg, 1994). Nonetheless, a variety of authors advocate psychoanalytic
interventions for traumatized children (see, e.g, Gaensbauer, 1994; McElroy
& McElroy, 1989) as a primary intervention. Case studies have reported on
the impact of trauma and the treatment response with reference to object re-
lations (Seinfeld, 1989), the use of defense mechanisms (McElroy & McElroy,
1989), and resistance (Van Leeuwen, 1988). In these approaches, longer
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Cognitive-Behavioral Techniques

Like other ﬂ\gju{i\‘[‘-h?‘hd\'-ml‘ill appm;tchcs 0 treating mentally gy o

and adolescents, Cl‘;‘_’l‘llﬂ\-p-hﬁh{l?”llﬂllﬂ therapy -(C,BT) for [Ti\llﬁlal-.C}lil(lflftl
dren generally blends bplh cognive and behavioral imt‘n'e;llions 11:(‘ chil.
exposure techniques (direct discussions of the traumatic eveny), g, ‘Cluy,
agement/ relaxation techmgues. and exploration ang e
accurate atributions regarding the trauma (see, e.g., Berliner, |
\Mannarino, 1993; Friednch, 1996a). However, some
mrervention such as m rutro flooding have also been used
smptoms in children (Saigh, 1989), and [hesc-mler\'emim
guished from the more commonly used, combined CBT

gcti.()n o i
97: ¢ s
strictly b(-ohcn &

i a\'igr
to d(acl-eaSe al

15 shoulq distS'D
methods, .

1. Controlled exposure to traumatic cues likely is therapeutic fo
is with adults (Saigh, 1992). Unfortunately, clinicians may be hesitap,
such an approach with children because of reservations o
child symptomatology or because of desire to avoid the negative
ated with such discussion (Benedek, 1985). Many children are very avoig
of talking about the trauma and may in fact become transiently
tomatic during exposure interventions. Hence, authors vary in {
which they advocate explicit exposure techniques. While Deblinger 2
Heflin (1996) and March, Amaya-Jackson, Murray, and Schy]e (1998) ;cr.
ommend systematic gradual exposure to increasingly upsetting aspects of the
rrauma. other protocols (see, e.g., Cohen & Mannarino, 1993) do not ingl, de
hierarchical exposure. Regardless of the specific manner in whicl, exposure.
based mterventions are accomplished, most authors consider behavioral a4
narrative exposure 1 be a critical component of treatment for PTS) j, chil-
dren Azarian, Miller, & Skriptchenko-Gregorian, 1996; Benedek,

r childr(rn, as ;

feasiy
affect assoc,

ant
more symp,.

T I 1985:
Berliner, 1997 Friedrich, 1996a; Galante & Foa, 1986; Parson, 1995: Pynoos |'
& Lih 1985, 1986: Pynoos & Nader, 1988; Rigamer, 1986; Saigh, 1989:

Saigh. Yule. & Inamdar, 1996; Silvern, Karyl, & Landis, 1995; Snodgrass, ‘
Yamamoto, & Frederick, 1993; Terr, 1990). However, no controlled empirical
study 1o date has demonstrated exposure techniques per se to be effic
m decreasing PTSD symptoms in children.

2. Swress management strategies are frequently paired with direct discus-
sion of the traumatic event. Siegel (1995) has provided a neurocognitive ex-
planation of why stress management may alleviate PTSD symptoms. It is
often recommended that progressive muscle relaxation, thought stopping,
positive imagery. and controlled breathing be taught to children prior (o de-
tailed discussions of the trauma (Berliner, 1997; Cohen & Mannarino, 1993;
Deblinger & Heflin. 1996; Parson, 1995; Saigh, 1992; Saigh et al., 1996;

acious
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gnodgrass et al., 1993). Maslc'ring these skills may give children a sense of
_ontrol OVeT thoughts and feclings rather than being overwhelmed by them

nd allows them to approach the direct discussion of the traumatic event
:\'ilh confidence and not lead to uncontrollable reexperiencing symptoms
nd fear. Stress management lthmgucs also are useful outside the therapeu-
:ic context if and when reexperiencing phenomena occur.

3. Cogitive therapy (CT) techmiques have also proven useful in the treatment
of pe diatric PTSD.. Besides slraightfor\-r'a‘r(.i cognitive restructuring regarding
aberrant risk appraisal anfl ovcrrcspfmsnblluy, C'_l" often targets evaluation and
. econsideration of negative cognitive assumptions that children may have
made with regard to the traumatic event (Berliner, 1997; Cohen & Mannari-
10, 1993; Deblinger & Heflin, 1.996;‘]oscph, Brewin, Yule, & Williams, 1993;
Pynoos & Eth, 1986; Spaccarelli, 1995). Beyond mere reassurances, faulty at-
ributions regarding the trauma (e.g, “It was my fault,” “Nothing is safe any-
more”) are explored and challenged. Most often this is accomplished through
step-by-step logical analgf'sm of lh(.: cognitive distortions, replacing them with
more accurate and functional attributions. Other trauma-related beliefs, such
as survivor’s guilt and omen formation, may also respond to cognitive meth-
ods. Based on findings that children’s trauma-related attributions and percep-
tions strongly predict psychological symptomatology (Mannarino, Cohen, &
Berman, 1994), some authors believe the cognitive component to be at least as
important as exposure in reducing postttraumatic symptoms.

Eve Movement Desensitization
and Reprocessing (EMDR) |

EMDR, which many consider a variant of CBT, is an intervention that com-
bines components of exposure and cognitive therapy with directed eye move-
ments (Shapiro, 1996). Patients are instructed to recall aspects of the trau-
matic event while visually following back-and-forth hand movements by the
therapist. Studies with adults have shown some evidence for effectiveness in
the treatment of PTSD, although the value of the eye movement procedure
has not been specifically demonstrated (see, e.g., Lohr, Tolin, & Lilienfeld,
1998; Pitman et al., 1996), nor is it likely to be essential (Hyer & Brandsma,
1997). Considerable case lore (Tinker & Wilson, 1988) and, more recently, an
unpublished study by Chemtob and colleagues suggest that brief treatment
with EMDR may benefit traumatized youth (Chemtob, Nakashima, Hama-
da, & Carlson, n.d.-b).

Medication

Although PTSD has an exogenous origin and likely requires psychological
treatment, the disorder is nevertheless a true psychophysiological disorder
(Perry, 1994) and psychotropic medication may, in selected cases, prove helpful
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Inclusion of Parents

al emotional reaction to the traumatic event and parenta] s :
fl ;:Ij‘:r potentially powerful influences on the child’s PTSD mn';)':g::; ::fl the
Cohen & Mannarino, 1996b; Burton, Foy, Bwanausi,johnson, & h[’r;gy
1994: Mever. Blakeney, & Moore, 1994). Hgncc, MOst experts assery lh:ln re,
clusion of parents and/or supportive others in treatment is Importan fo‘r rm‘
olution of PTSD symptoms for children (American z‘\cadcmy of Chilq es-
Adolescent Psychiatry, 1998). At a minimum, including parents iy, tre ang
helps them monitor the child’s symptomatology and learn appropriate
ioral management techniques, both in the intervals between treatmen,
and after therapy is terminated. In addition, helping parents resolve their emg,.
tional distress related to the trauma, to which they usually have haq either .
rect or vicarious exposure, can help them be more perceptive and responsiye
to the child's emotional needs (Burman & Allen-Meares, 1994; Rizzone, $104.
dard. Murphy. & Kruger, 1994). Many parents benefit from specific psycho-
education regarding their child’s PISD symptoms and how to manage ther
Cohen & Mannarino, 1993; Deblinger & Heflin, 1996; Rigamer, 1986). Not
surprisingly, parent interventions are considered imperative in the child abyse
literature, where most authors recommend one or more parent-directed com.
ponents (Berliner, 1997; Blom, 1986; Brent et al., 1995; Burman & Allep-
Meares, 1994; Butler, Rizzi, & Handwerger, 1996; Cohen & Mannarino,
1993; Deblinger & Heflin, 1996; Friedrich, 1996b; Galante & Foa, 1986:
Macksoud & Aber, 1996; Rigamer, 1986; Simons & Silveira, 1994; Terr, 1989).

atmey,
bf ha\--
Lsessiong

Integrated Treatments

[t 1s widely recognized that, of necessity, assessment and treatment of PTSD
must address a variety of symptoms or dysfunctions beyond those related 1o
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1D per 5¢ l"Iff example, Friedrich (1996a) a{!mralt:.s an appmzlth' for sex-
" bused children that targets attachment issues, affect regulation, and
uall ‘-ct‘ stion. Sullivan and Evans (1994) argue for integrating trauma-
,‘r"'[""r] ;:.ler\’t‘mi”"s with 12-step interventions for use in adolescents with
tllf_:’;l; and chemical dt:pt'ndf'nrc. On the other hand, little or no empirical
l, ‘lr nce SUpports comhin‘it}g m'a.lmcnts within or across treatment modali-
(‘frl( I Jarticular, no empirical evidence supports the common clinical belief
“l‘; i;: (_i combination of medication management and psychotherapy is supe-
lril:ar to psychotherapy alonc.

Length of Treatment

Clinically, most children ar_ld adolescents with uncqmplirate.d PTSD make
- ubslanliﬂl improvement with 12-20 sessions of P1 SD-SpCCIﬁl‘-pS)-'Chlf)lh('.r-
apy. Som¢ authors have rep(fncd success wnh-as few as three to six sessions of
highly specific treatments (Chemtob, Nalfashuna, H?tmada, & Carlson, n.d.-
b; Saigh, 1986). A smaller number of children require long-term treatment.
Children exposed (o massive \1olcncc,- Entrafan.uhaI homicide or suicide, pro-
longed abuse, or exposure to repetitively dlsu'cssing events ma)-_n-.quirc
Jonger treatment than chﬂdfcr‘l who have experienced less traumatic expo-
sure. The presence of preexisting psychopathology in the child or a parent,

rior history of abuse, or ongoing exposure to a disruptive living situation
may also suggest a need for intensive, longer term intervention. Long-term
treatment can occur weekly or as “pulsed intervention” based on the child’s
response 0 treatment and clinical symptoms. Pulsed intervention assumes
that brief therapy is suspended (rather than terminated) until further treat-
ment becomes necessary—such as during developmental transitions, changes
in living situation, or additional traumatic exposure. “Pulsing” the treatment
helps encourage the development of child and parental competence by ex-
pressing confidence in the parent’s ability to help the child through difficult
episodes without reliance on therapy. Unfortunately, severe PTSD often re-
quires arduous and critical dedication to treatment on the part of the child,
parent, and therapist. Longer term therapy also may be necessary when is-
sues related to capacity to trust and to form meaningful relationships are pre-
sent. The length of treatment should be determined on an individual basis,
with consideration given to the child’s symptomatic improvement and
achievement of age-appropriate development tasks.

METHOD OF COLLECTING DATA

This ensuing literature review has been adapted from the PTSD practice
parameters developed by the American Academy of Child and Adolescent
Psychiatry (1998), supplemented by new research identified through the fol-
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SUMMARY OF LITERATURE
Clinical Evidence

While it i beyond the scope of this chapter to review the extensiye Clinjey) 1

erature on the treatment of pcdl:{mc PTSD, numeroys ,echniquefal lir.
proven valuable in clinical work (Yule & Cz.mterb.ur.\.; 1994). In cnserha\be
"pmrminxrmten’cnﬁon". model incorporating triage for childre,, e 4, q
o sesion ovei, Suppomng‘and strengthening coping skills fo; ami:_FOsed
oric(/trauma responses, treating other disorders that may develop or c\:pa[ed
Balc n the context of PTSD as well as acute PTSD sympy oy & Xacer.

; , : fecom.
mended (Pynoos & Nader, 1993). While the horror of the traym, cih nom
> " »n 5 . « l_l‘
he undone— hence, “cure” may not be the appropriate treatment Gl ier
5 e

ims can become well-functioning survivors if appropriate treatment i o
nd facilitation of healing takes place. givey

A number of authors have focused on the value of providiy
crisis response o parents, leachers'. and/ or children in €roups at schog), ;.
the hospital. or in other community settungs (Blom, 1986; Galante & l‘:rn
1986 Goeniian et al., 1997; LeGreca, Vemberg, Silverman, & Pﬁllstei;]‘
1996: Pynoos & Nader, 1988: Rig?iﬂlt‘l', 1986, Stallard & Law, [993‘ sll)d-.-
dard. 1996 Sullivan & Evans, 1994; Yule & Udwin, 1991). Many of thege i,
rerventions used convenience samples in schools or towns exposed to a cop,.
mon raumatic event. Group interventions in such situations provide a time

£ an acy(e

ly
mterventon to the largest possible number of exposed children. The rago.

qale for cnsis mterventon following this type of trauma is that immediate
discussion of the event and its impact may prevent the development of avoid-
ance and other PTSD symptoms in large numbers of exposed children, The
opportunity for screening and referral may be particularly helpful. Yule
19924 and Yule and Udwin (1991) found that screened children in high-risk
croups were far more likely to follow up when offered treatment.
Irauma-focused psychosocial interventions from a variety of theoretical
perspectives are widely described in the clinical literature (see, e.g., Cohen &
Mannanino, 1993; Deblinger & Heflin, 1996; James, 1989; Saigh, 1992; Terr,
1990 Yule & Canterbury, 1994). These approaches do not always focus only



gl

Children and Adolescents 117

on PTSD OF mfltfaumatic stress symptoms, but often include a range of
(rauma impacts. ['he trFalmenls may .bc delivered in a variety of modalities
individu:tl, group, family), use directive or more nondirective approaches,
rely on verbal or nom'eltbal methods, and be short- or long-term. They all fo-
cus specilically on cmqtlonal anld cognitive processing of the traumatic event.

Preliminary studies have indicated that some children with PTSD ex-
hibit physiological abnormalities similar to those seen in adults with PTSD
(sce, e8s Perry, 1994). .Thcsc reports have led clinicians to prescribe a variety
of medications for children with PTSD. Marmar, Foy, Kagan, and Pynoos
(1993) and DeBellis and colle:_agucs (1994’51; DeBellis, Lefter, Trickett, & Put-
nam, 1994b) suggcst.cd, bul' did not empirically evaluate, the possibility that
an alpha-2 adrenergic agonist such as clpnidine might be more eflective than
ps).-chostimulants for ADHD symptoms in sexually abused and other children
with comorbid PTSD. Brent and colleagues (1995) argued that antidepres-
sants might be helpful for some children with PTSD, particularly those with a
pwdominance of depressive or panic disorder symptoms. To date, there have
been no randomized controlled trials of antidepressants or other drug treat-
ments for PTSD in children.

Identification, much less treatment, of dissociative symptoms described
in some children with chronic PTSD is controversial. Clinicians should be
aware that some children with PTSD have prominent dissociative symptoms
that may take the form of hallucinations or disorganized thinking and behav-
ior. These symptoms may be difficult to distinguish from psychotic states and
should be ruled out as manifestations of PTSD. There have been no con-
wrolled studies evaluating treatment approaches for dissociation. Because of
the complexity of treating PTSD complicated by dissociative symptoms, clin-
icians should consult additional references such as Putnam (1997) and Silberg
(1996).

Not all behavioral and emotional problems in children with PTSD are
caused by traumatic events. In treating children with PTSD or PTSD symp-
toms, it is essential that the clinician recognize the presence of preexisting
and comorbid psychiatric disorders and their interaction with PTSD symp-
toms. When trauma-focused therapy does not result in improvement or di-
rectly target these other difficulties, therapists should administer proven inter-
ventions for these conditions as well.

Empirical Evidence

Very few empirical studies of trauma-focused interventions in children and
adolescents have been conducted to date. These studies have not always re-
quired that subjects meet diagnostic criteria for PTSD but have instead as-
sessed PTSD symptoms, as well as other related conditions, including depres-
sive symptoms, and general emotional and behavioral problems. Thus, the
degree of methodological rigor varies considerably in the following studies,
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(ase Reporis. Hormgan { 1996} reporlcd an fO{)F‘ﬂ S[L;d}'. “1 w.l li:lh a k)ng.
- ting alpha-2 agonist, guanfacine, was SLleFSS ul 1 reducing mgntmares in
e eeld child with pTSD. Famularo, KinscherfT, :'md Fenton (1988) dc-
; odest decreases PTSD sym}::tomatology mn 11 sexually and/or
physically abused children ioﬂ?“'mg a 3'“’“9.“ course of PF_OPI'flllolol, al-
hough symproms reappeared following cessation of the medication. Looff,
Gramles, Kuiler, Martin, and Shunfield (1995) rcp(mcd that carbamazepine
G cerum levels of 10.0't0 11.5 pg/ml resulted in complete remission of
s in 22 out of 28 children with PTSD. These findings were com-
Slicated by the fact that several of the children were concurrently taking
Ryl clonidine. selective serotonin reuptake inhibitors (SSRIs), or tricyclic
denressants. Harmon and Riggs (1996) reported a decrease i at least
e PTSD symptoms i all 7 children included in an uncontrolled clinical
inal using clomdmne patches.

wrihed

sig-Case or Beneern-Group Controlled Studies. There are no between-
croup ar angle-case controlled studies of medications for pediatric PISD.




Children and Adolescents

123
Controlled Clinical Trials (Pre~Post,; Comparison Group)
psyCHOSOCIAL TREATMENTS
Nonrandomized Companison Group. Goenjian and colleagues (1997) tested a

school-based grief/trauma-focused cognitive-behavioral intervention to de-
crease chronic PTSD and depressive symptoms in 64 adolescents following a
catastrophically destructive earthquake. Children in four schools near the
epicenter of the earthquake were evaluated 1'% years after the carthquake;
children in two of the schools were then provided with treatment, while chil-
dren in the remaining two schools were untreated. Pretreatment levels of
pTSD symptoms and depression were high in both groups. The treatment
included direct exploration of the trauma, relaxation and desensitization
procedures, resolution of grief thn'.ftfgh focusing on nontraumatic memories,
and group support through recognition of the commonality of PTSD symp-
toms among peers. The treated group experienced significant improvement

in PTSD and depressive symptoms, whereas these symptoms significantly
worsened in the untreated group. _

Randomized Clinical Trial with No-Treatment Control Conditions. Three studies
have randomized children to an experimental and a no-treatment condition.
In all three cases, the experimental treatment produced positive results. Be-
cause no alternative treatment was tested, it is not possible to ascribe the re-
sults to the specific nature of the intervention versus nonspecific effects of an
active treatment.

Field, Seligman, Scafedi, and Schanberg (1996) mvestigated the impact
of massage therapy with children exposed to a hurricane. The authors ran-
domly assigned 50 children to massage therapy or to a video attention-
control condition. Prior to treatment, both groups scored in the severe range
for posttraumatic stress symptoms. The massage therapy group experienced
significantly more improvement than the control group on posttreatment
scores, one of which was the Revised Children’s Manifest Anxiety Scale
(RCMAS). For a variety of reasons, including no PTSD-specific dependent
measure and the lack of blind evaluations, this study is less convincing with
respect to potential efficacy than some of the single-case designs.

Two years after a catastrophic natural disaster (hurricane), Chemtob
and colleagues used a repeated-measures, randomized, lagged-groups design
to evaluate a brief, manual-guided group psychosocial intervention that, by
description, was largely cognitive-behavioral, administered by specially
trained school counselors to highly symptomatic children identified via
schoolwise screening (Chemtob, Hamada, & Nakashima, n.d.). Children
awaiting treatment served as wait-list controls and provided treatment repli-
cations when treated. Treatment effectiveness was assessed using (1) a chil-
dren’s self-report inventory of trauma symptoms, (2) a semistructured clinical
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Iwhm—ior:ﬂ treatment for 68.5cxual!y E}bLlSI';'d preschoolers and their parents,
Children were randomly ass;l'gr_;cd to either the CBT intervention or a nondi-
rective support therapy condition. The treatments were manualized and rig-
orous adherence prof:cdurcs were used. Child PTSD symptoms and sexually
inapproprime .brha\'mrs, as reported by parents, significantly decreased by
stireatment in the CBT group only (Cohen & Mannarino, 1996a).

Two other controlled studies with school-age children comparing manu-
Jlized CBT [rauma-spccil?c fmd nonspecific treatments failed to find signifi-
cant group X time eflects in impact on anxiety or PTSD symptoms (Celano,
Hazzard, Webb, & McCall, 1996; Cohen & Mannarino, 1998). Cohen and
Mannarino (1998) randomly assigned 49 sexually abused children and their
caretakers to a 12-session, individually administered intervention, and
Celano and colleagues (1996) randomly assigned 32 sexually abused girls and
their parents to an 8-session intervention in which therapy time was either
split between children and parents or conjoint. Both studies used manuals.
rigorous treatment-adherence procedures, and blind evaluators. One expla-
nation for the null findings is that older children in therapy for sexual abuse
spontancously engage in exposure-type activities, thus reducing the likeli-
hood of finding a treatment-specific effect. Another explanation may be that
the number of subjects completing treatment in these studies did not provide
adequate power to detect group X time effects. The studies did find that trau-
ma-specific treatment was more effective in reducing depression and improv-
ing social competence (Cohen & Mannarino, 1998), in reducing parental
self-blame and expectations of negative impact of abuse, and in increasing
abuse-related parental support to the child (Celano et al., 1996).

Berliner and Saunders (1996) examined whether the addition of the
specific techniques of gradual exposure and stress inoculation training im-
proved outcomes compared to a standard, abuse-focused treatment for 80
school-age sexually abused children. The treatments were manualized and
igorous treatment adherence procedures were used. Contrary to the hypoth-
sis, there were no group X time differences in PTSD or anxiety symptoms.
[hese authors concluded that since most children did not exhibit high pre-
reatment levels of these symptoms, there may have been either a floor effect
r the standard treatment contained sufficient exposure and coping skills
omponents to obviate the need for more specific strategies with children
vho have moderate symptom levels. Another explanation for the lack of sig-
ificant differences is that the standard, abuse-focused control-group treat-
1ent contained inadvertent exposure elements, which made the two treat-

1ents insufliciently distinct to detect differences.

ross-Modality Comparative Treatment Trials

ata on the comparative efficacy of psychotherapy versus medication, or the
ombination of the two approaches, are not yet practical given the limited
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waic of knowledge regarding the efficacy of PSyehotheps, .
medicanon meatment for pedame PTSD, Twg probalyly lln;.[ ."‘T‘n Moy,
otherwase poorh designed studies of dilferent P“'L‘]lt-:t}l(-l:( n“'l‘hi'd : 0
i however, been pubbshed. A randomized ral co Py .
dinadual play therapy for sexually abused childre pecir P ang
w PTSD svmptoms, found differences in unprovemen for glr: Clic ."T!?nl\l
only one outcome measure (Perez, 1998, In o Study oy, :uj'll “Tapy :»t.
abused children randomly assigned 10 f‘umlw_.' nvl\\'ur.k Iht'r'.llar.m ' “f’“"alln
network therapy plus group therapy, Monck and colleagyeg m;‘q‘l_n( l“ennu:
no differences m child treaunent outcomes. PTSD SYMploms vmn+ I r"["iru-(‘l
)

jcally assessed and no firm conclusions regarding treatmeny ap O%spes
vidual, group, or family) can yet be drawn. Prog i

SUMMARY

Like adults, children and adolescents de\'elnp PTSD or PTSD
lowing a variety of severe stressors. Because DSM-TV PTSD Criters s fo.
be suthiciently sensinve to developmental issues, especially in )‘“‘lllllge: Mmay o,
questons have been approprately raised about whethey curreny thl( en,
critena adequately capture postirauma impacts in children, A Variety o o
erator and mediator vanables also have been Proposed vis-j-yis the fﬂnd*
ment of PTSD after exposure 0 a high-magnitudc SLressor; nope ha::ll.tﬂp-
adequately explored with respect to tracking treatment outcome, N P\‘idhn
exxsts that a particular treatment approach (e.g., individyal. group, ohr : m:?f'
for delvery of the psychotherapeutic treatment is superior. The hest il'-'ilih:n\il'!.
cvidence supports outpatient, trauma-focused psychotherapy CONtaining :"n:
mitve-hehavioral components, including exposure Strategies, stress malnm:_
ment relaxation, cogniuve/narrative restructuring, and a parental treqqp, A
component as the preferred treatment approach. While psyrhulmpic medicy.
gons, particolarly clomdine and the SSRIs are widely used (or pediaic
PISD. carrent empincal support is inadequate to justify the use of any partic-
darmedicanon to treat PESD symptoms in children or adolescents. Bl
ment of parents w treatment has not been shown specifically 1o

Sl FESD symproms except in preschoolers, but is likely to be necessary for
mprovements i PISD, general emotional/behavioral functioning, and -
.:.-.: tonol depressive svimptoms in many, il not most, traumatized youth.

SYmpyg,

ameliorate

PROPOSED GUIDELINES FOR TREATMENT

Overview

Lhe tollowing recommendations regarding clinical interventions for children
with PESD symproms are based on the available empirical evidence and sup-
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clinical experience. Because of the diagnostic unccnaim?m éll.\Sf'J.('-i-
.th PTSD in children, many experts believe that treatment for signifi-
atel “lqt[ﬁllﬂnﬂ[if symptomatology is likely to prove helpful even when full
q\[-fia' diagnostic criteria for PTSD are not met. In partimlar,'rhild;rn
D> l {ulvst‘t’ms who have PTSD symptoms and concomitant functional im-
anc ﬂ[. ¢ secondary to the symptoms (e.g, in family or school role perfor-
s nn‘ciall relationships, moods/behaviors) can benefit from the recom-
"mmr..dh‘.mcn'cnliuns. With the caveat that preschool children require adap-
'"c.nd( [ diagnostic methods, if not criteria, future treatment-outcome
l;mo’ll }?iu this area might profitably focus on children and adolescents with
f:;;:r\r[n' diagnosis of PTSD using randomized designs and rigorous assess-
a DS! :

ment methods.

)Oncd by

cant P

Assessment

A careful assessment bcgim.lins with l1hc presenting rmnpl;_linl and moving
through 2 DSM-IV five-axis diagnostic assessment to a tailored treatment
plan based on a §ystcmz'1uc asseslsmcnl'of prpblcm areas 1s l:ht' cornerstone of
treatment planning, It is essential to interview the child, in addition to the

arents, with regard to the presence of PTSD and related symptoms (Earls,
Smith, Reich, & Jung, 1988).

Assessment and treatment with traumatized children, regardless of the
condition, disorder, or functional impairment, should be conducted in a de-
velopmentally sensitive manner (McNally, 1996). This means that the
modalities and mechanisms for communication should be adjusted to the
child’s developmental level. For example, young children often rely on non-
verbal methods of communication and participate more fully when play,
drawing, or acting out are used as the vehicle for clinical strategies. On the
other hand, older children and adolescents can be offended when therapists
assume that they prefer to play rather than talk, or infantalize the treatment
process. Therapists must also be aware of the tasks and issues of particular
developmental stages, and the potential for developmental derailment that is
associated with the impact of traumatic events. Restoring normal develop-
mental functioning is always a goal of child treatment (Pynoos & Nader,
1993).

»arental involvement in treatment is highly relevant to developmental
trajectory. Parents should routinely be included in the assessment process, but
the level and nature of involvement in treatment should be based on develop-
mental stage, level of family functioning independent of PTSD, the extent to
which PTSD disrupts family processes, and the type of emotional or behav-
ioral problem targeted for treatment. Parents or other primary carctakers
necessarily must be included in the therapeutic process when externalizing
behaviors (due to PTSD or other sources) require behavioral contingency
management to carry out effective interventions.
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Treatment Setting

Children with PTSD symptomatology should be the direcy Tecip;

VERDONS 10 cnLure m;k.\ungm tre..nlnu-nl g.\ms. While eMpiric -‘lptcms of ine
not support a preference lor uldl*..'ldudl, i;llTliI_\; or groy ¢ Hevid -
es, reatment likely will be administered as ndividyg therapy, b OSt g,
dren, mtervenuons may inwally be delivered 4 ndividyy) [hL TJI‘ abys X
quendy be reinforced by rehearsal and practice wig Pareng Th 0 sy,
may also be helpful for other groups of traumized E‘hilclrcn. iy apprﬂach
Taumatic eyy, 0; 'Cen,
chool se

commumcation with and reliance on parents if
toms recur w the future. Group therapy in the s tting may 1 or Y,
tor children who have expenenced N rauma, fo; “&m} lt OPtin, al

c‘ i "
: ‘ t..huol—l)ased Brief ol d hq;n‘
abso can serve as a screening mechanism (o idenafy high-rig) chi Ventign

should be referred for formal therapy. While psychological debrig en wpo
g a disaster 1s ordinarily group administered i school or commuh_‘n‘ olly,
1t 1s important to note that psychological debriefing after sudden lra) SClting,
adequate empinical support in the pediatric Population ang the Ma faej
to exacerbate traumatic reactions rather than 1o facilitate rapid recm.-:::.c i

a commo
cane or school shooting Cmnmunm'- and s

Psychoeducation

All recommended treatment approaches iIncorporate Psychoed
component. usually at the beginning of treatment. Posttray
are explamed and normalized, and childre

n and adults are prov
portunity to express feelings, ask questions, and feceive support,

Ucatiqy, .. .

&4
18

P

1€ reac tiog
ided 0

Level A-B Treatment

As of this wniting, cogmtive-behavioral reatment approaches (CBT
frongest empirical evidence for efficacy n resolving PTS])
chiddren. CBT may, therefore, be considered the first-line approach, eithey
alone or i combination with other forms of treatment. It is uncle
exsting research, however, which components of CBT are (e ©
dients.” Although most evaluated forms of CBT h

niques, it is not yet established how much and h
component needs to be

ar from the
‘;ll‘li\'t‘ ingr(--
ave used exposure tech-
ow explicit the exposure
- or how many repetitions are necessary 1o obtain
therapeutic effect. There is some evidence from the research that he oppor-
tunity 1o talk about the traumatic event in a supportive environment, even
without structured, hierarchical, or prolonged exposure, may be helpful. In
other instances. the avoidance or reluctance may not be due to anxicty;

- nsistence on repeated recounung of the details may be unneces-
sary and even cause iatrogenic side effects (e.g., reluctance due to embarrass-
ment, irritation about having to describe the event 1o so many professionals)

I}

1
therelare
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v management training
to cxpnsurc-h:m-d in-
nldren.

of cognitive restructuring or anxie
aining, constructive self-talk) relative
adequately evaluated empirically n cl

the role

gimilarly, ¢
axal on tr

e g, Tel
6 as not been

(erventions h

Other Treatments

al treatments, such as psychodynamic psychotherapy, art

psychotherapy, are supported by anecdotal evidence but

Other psychosoct
nded as first-line treatments for pediatric

therapy: OF group F
cannot on this basis be recomme

pTSD.

Similarly: lack of adequate empirical data, clinicians must

f PS}'(‘h()pharl‘narolngi-
he pattern of co-

due to the
rely on judgment to determine the approprateness 0
al interventions, usually basing intervention strategies on t
morbidity in children with PTSD who have prominent depressive, anxiety,
panic, and/or ADHD symptoms (Donnelly, Amaya-Jackson, & March,
1999). As a general practice, medication should be selected on the basis of es-
(ablished practice in treating the comorbid condition (e.g., antidepressants [or
children with prominent depressive symptoms). Because of their favorable
side-effects profile and evidence supporting cffectiveness in treating both de-
pressive and anxiety disorders, SSRIs often are the first psychotropic medica-
tion chosen for treating pediatric PTSD. Clonidine may be helpful for some
children and adolescents with prominent hyperarousal symptoms, especially

elevated startle responses.

Level of Care

There is currently no clear evidence regarding the proper length of treat-
ment. Some acute interventions, including psychological debriefing, consist
of one to several sessions. As with most cognitive-behavioral interventions for
pediatric mental disorders (Hibbs & Jensen, 1996), the majority of empirical-
ly evaluated interventions have been between 8 and 16 sessions. This does
not mean that some children, especially those who have experienced pro-
longcdlvictimizatiun. have poor premorbid adjustment, comorbid conditions
or C?fhlbil chronic PTSD with predominantly dissociative features, will noi
require much longer interventions. Clinical judgment based on im:fnrention
target and progress should be used in determining treatment length.

Indications and Contraindications

Indlcl;uions for the interventions described earlier, except for psychological
d;bneﬁl?g, are the presence of significant PTSD sy;nptoms withi:me def;‘rec
;1}11{:111;::1(:::[ :Elzilrmem. It lS not yet clcz-u' whether all children with such
R qa-l _ rea}tmt_rnt, since some children appear to recover over time

ormal intervention. However, because there are currently no reli-
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f predicung. individual cases, which childyer, o
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OMimey, g
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ficaons are generally specific to the wreanmen,
For (-\'mnplc'. 0 n'rmiili\'t‘ lllt‘r-ill}' 18 unlikch‘ o be hg-lpﬁxl 1 i
child: clonidine would be contraindicated i (he chj;] the ¢,
condary to medical (heart disease) or l]l)llmf‘(iicaji at rjg

3 dt*hs,_

Modaliyy, | !
1
qur."il]nl‘l

verelv e tarded

g Olensio s
Lhi;[a::: with athletcs, causes. }\':th respect to PTSD per se, comorhggs
be the pruman problem defined as causing the greatest degree of l)r;, May
Jate funcuonal impawrment ~and must. as a césalt-Ba illfidress(._d hc&)r{;wm.
cific PTSD reanment’s) can be applied. For example, children wig, mmr):{,),"_
depression and surcidality uhnu_ld probably not receive a tratm fo _:jd
:-xpmurr-b.m-d ntenventon un}xl rl.u- dcrprcsswe symptomatology . ;lh{:‘ ‘
with either psychotherapy. medication with an SSRI. or both, Sinlijarlv ‘h‘_d
v ot g dijosdars Sh(m.ld be treated for [hOSt‘ pmhl{*:i;: l-L )
ar to the mination of trauma-focused nterventons. Though not w;ﬁ pri-
controversy, most experts believe that children who do not repory o r{'c-iﬁll[
raumatic event, even if they may exhibit some posttraumatic S}Tnpt::, a
probably ould not have a treaument focused on a presumed lr:unm:]i:.'

evetil

FUTURE DIRECTIONS

[here are several important areas for future inquiry with regard 1o (e opti-
mal treatment of PTSD and PTSD symptoms in children. One arey con-
cerns the nature and assessment of PTSD in children (American Academy of
Child and Adolescent Psychiatry, 1998; March, 1999). Currently, there g
an ideal instrument for determining the presence or absence of PTSD i,
uildren. The existing measures have been used primarily in research cop.
wexts and may not be easily incorporated into clinical settings, In addition,
there are questions about the diagnosis of PTSD and whether further modi-
Geation of DSM-IV criteria 1s necessary to reflect the developmental difler-
ences i posttraumatic impact, especially for young children. Consensus has
not vet been achieved regarding the level and severity of PTSD symptoms
that are chimcally agnificant or require formal intervention,

Most wreatment outcome research so far has focused on cognitive- ‘
hehavioral mterventions, The findings are consistent with the therapy- |
outcome bterature m general that finds cognitive-behavioral interventions to |
be effectve, However, 1t has vet to be established whether it is specific compo- '
nents of this approach that are the active ingredients in reducing PISD
svmptoms and whether different components are more effective with certain
smnptom patterns or for children of specific developmental stages. Studies
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nalyze and compare the different treatment elements with a range of

that : : . X
: ptom presentations would be especially helpful in designing op-

ages and sym '
hal treatment regunens. I - |
Trials of different medicines, alone or in combination with other forms

of treatment, would be ("Spt‘(‘iaﬂ)"d('s.irablt? to elu.(‘idal(' lh(“ comparative risks
and benefits of psychotropic medications with this populal.lon, g
Having demonstrated that treatment outcome studies are possible in
this population, treatment I:C!ifal:('h within and across modalities must move
toward greater mcthodolomcal_ nigor, as exemplified in othc.r studies of pt:rh-
atric anxiety disorders (Chorpita, Barlow, Albano, & Daleiden, ‘l 998). Fur-
‘hermore, larger multisite trials will be needed to examine potential modera-
tors and mediators of treatment outcome (March & Curry, 1998).
Identifying effective interventions in controlled studies is only one step
(oward improving treatment outcomes among children who suffer from
PTSD or PTSD symptoms. It is necessary that proven treatments be trans-
rted from the laboratory to the clinic (Kendall & Southam-Gerow, 1995).
Field studies that evaluate how treatments are delivered under more usual
conditions, or with children and families who may have more complicated
circumstances, will be necessary, as will attention to the cost-cflectiveness of

different treatment approaches.

L
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