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ABSTRACT 
 

 These practice parameters review the current state of knowledge about post-
traumatic stress disorder (PTSD) in children and adolescents. The parameters were 
written to aid clinicians in the assessment and treatment of children and adolescents with 
PTSD symptoms. A literature search and extensive review were conducted in order to 
evaluate the existing empirical and clinical information in this regard. Expert consultation 
was also solicited. The main findings of this process were that a wide variety of stressors 
can lead to the development of PTSD symptoms in this population; the specific PTSD 
symptoms manifested may vary according to the developmental stage of the child and the 
nature of the stressor, and for this reason, the diagnostic criteria for PTSD in adults may 
not adequately describe this disorder in children and adolescents; that several factors 
appear to mediate the development of childhood PTSD following a severe stressor; and 
that most of the therapeutic interventions recommended for children with PTSD are 
trauma-focused and include some degree of direct discussion of the trauma. 
Controversies and unresolved issues regarding PTSD in children are also addressed. Key 
Words: posttraumatic stress disorder, trauma, trauma-focused therapy, children, 
adolescents, evaluation, treatment, practice parameters, guidelines. 
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 Since the introduction of posttraumatic stress disorder (PTSD) as a diagnostic 
category in DSM-III (American Psychiatric Association, 1980), there has been a growing 
awareness that children and adolescents as well as adults can experience this disorder. 
Because it is a relatively new diagnosis, because the diagnostic criteria have changed 
with each DSM revision since 1980, and particularly because developmental factors may 
significantly impact on the clinical presentation of this disorder, practice parameters can 
be of value in assisting clinicians in the diagnosis and treatment of childhood PTSD, and 
as a result, also be of value to the children and families of children who develop this 
disorder. 
 These parameters are applicable to the evaluation of children and adolescents and 
presumes familiarity with normal child development and the principles of child 
psychiatric diagnosis and treatment (American Academy of Child and Adolescent 
Psychiatry, 1997). In these parameters, the terms “child” and “children” refer to both 
children and adolescents unless otherwise noted. The term “parent” refers to the child’s 
primary caretaker, even if not a biological parent. 
 
LITERATURE REVIEW 
 The list of references for these parameters was developed by searches of Medline 
and Psychological Abstracts, reviewing the bibliographies of book chapters and review 
articles, and soliciting source materials from colleagues with expertise in PTSD in 
children. The searches of Medline and Psychological Abstracts were conducted in 
February 1997 using the text terms: posttraumatic stress disorder, children, and 
adolescents. The search covered the period 1992 through January 1997 and yielded 
approximately 170 articles and chapters. References from the articles and chapters then 
were reviewed. Twelve full-length books also were reviewed. A search of the National 
Center on PTSD PILOTS database was conducted in July 1997. In addition, two authors, 
L.C. Terr and R.S. Pynoos, were researched due to their expertise in this area. Only the 
most relevant resources were included in this document.  
 PTSD refers to the development of characteristic symptoms following exposure to 
a particularly severe stressor. The diagnostic criteria for this disorder have undergone 
revisions from those originally proposed in DSM-III (American Psychiatric Association, 
1980). For the purposes of these parameters, the DSM-IV (American Psychiatric 
Association, 1994) criteria and definitions are used unless otherwise noted. 
 The definition of “traumatic stressor” in DSM-IV does not require that the event 
be outside the realm of normal human experience as suggested by DSM-III. This revision 
occurred in response to recognition that some stressors known to result in PTSD 
symptoms are not rare (such as rape, child abuse, and exposure to domestic violence, 
community violence, or conditions of war). The stressor must, however, be “extreme,” 
i.e., it must involve either experiencing or witnessing an event capable of causing death, 
injury, or threat to physical integrity to oneself or another person; or learning about a 
significant other being exposed to such an event. This exposure constitutes the first 
criterion for PTSD. The child’s reaction must include intense fear, horror, helplessness, 
or disorganized or agitated behavior. DSM-IV includes a partial list of  
several events that may fit the definition of an extreme traumatic stressor, but gives the 
clinician latitude in making this determination depending on the specifics of the situation. 
 To meet criteria for PTSD, the child’s response must include a specific number of 
symptoms from each of three broad categories: reexperiencing, avoidance/numbing, and 
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increased arousal. There have been revisions in DSM-III-R and DSM-IV regarding the 
specific symptoms included under each of these categories, with progressively more 
attention given in each revision to alternative ways in which children may manifest these 
symptoms. There also have been changes and ongoing debate on whether the required 
number of symptoms in each category is appropriate for children (Benedek, 1985; Green, 
1991; Green et al., 1991). The current requirements are that the child must exhibit at least 
one reexperiencing symptom, three avoidance/numbing symptoms, and two increased 
arousal symptoms to receive a DSM-IV PTSD diagnosis. These requirements are based 
on current diagnostic criteria for adult PTSD, which may require amendment for younger 
children. 
 Reexperiencing symptoms include recurrent and intrusive distressing memories of 
the event, which in young children may be manifested by repetitive play with traumatic 
themes; recurrent distressing dreams about the trauma or frightening dreams without 
recognizable content; acting or feeling as if the trauma were recurring, including trauma-
specific reenactment (for example, reenacting sexual acts the child experienced during 
sexual abuse); intense distress at exposure to cues that symbolize or resemble an aspect of 
the trauma; and physiological reactivity at exposure to such cues. 
 Avoidance of stimuli associated with the event and numbing of general 
responsiveness must not have been present prior to the trauma, and may be manifested by 
efforts to avoid thoughts, feelings, or conversations associated with the trauma; efforts to 
avoid reminders of the trauma; amnesia for an important aspect of the trauma; diminished 
interest or participation in normal activities; feeling detached or estranged from others; 
restricted affective range; and a sense of a foreshortened future (e.g., believing one will 
not live a normal life span). 
 Persistent symptoms of increased arousal must be newly occurring since the 
trauma and include sleep difficulties, irritability or angry outbursts; difficulty 
concentrating; hyper vigilance; and exaggerated startle response. These symptoms must 
be present for at least 1 month and must cause clinically significant distress or 
impairment in functioning. 
 
Brief History 
 Although PTSD was not recognized formally as a mental disorder until 1980, it 
was described under various other names for at least a century. A fascinating chapter by 
Herman (1992) reviews the striking pattern of public recognition followed by repudiation 
that has characterized this condition. Several prominent neurologists/psychiatrists 
described the symptoms characteristic of PTSD (then called conversion or hysterical 
neurosis) in the nineteenth century. Freud linked these symptoms in women to histories 
of sexual exploitation in childhood, although he eventually became convinced that this 
experience was not as prevalent as evidenced by disclosures of the symptomatic patients 
he saw.  
 PTSD next entered public awareness as a result of World War I. During this 
conflict, many soldiers developed “shell shock,” so named because these PTSD-like 
symptoms were initially attributed to neurological damage secondary to exploding 
ammunition shells. Eventually it became clear that the disorder originated from 
psychological rather than physiological trauma, and was renamed “combat neurosis.” 
After the end of World War I, professional and public interest in traumatic stress again 
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waned, to resurface only during World War II. Kardiner (1941) and Kardiner and Spiegel 
(1947) described the clinical manifestations of “traumatic neurosis” and suggested the 
importance of consciously reliving and resolving the traumatic memories in therapy in 
order to recover. Freud and Burlingham (1943) recognized that traumatic stress 
symptoms also could occur in children exposed to conditions of war. 
 The most recent public and professional recognition of PTSD occurred as a result 
of advocacy by Vietnam War veterans and feminists in the 1960s (Herman, 1992). 
Significant numbers of Vietnam veterans developed PTSD symptoms (Figley, 1978) and 
activists in antiwar veterans groups demanded greater attention to the psychological 
damage caused by the war. This resulted in the first large scale empirical studies of PTSD 
commissioned by the Veterans Administration (Egendorf et al., 1981). At the same time, 
grassroots feminist groups opened rape crisis centers in recognition of the many women 
experiencing “rape trauma syndrome” as a result of childhood sexual abuse, rape, and 
domestic violence. Empirical studies were conducted to document the frequency of these 
experiences in the general population (Russell, 1983) as well as the PTSD-type 
symptoms frequently occurring in response to these experiences (Frank et al., 1980; 
Kilpatrick et al., 1985). 
 In response to growing recognition of the traumatic etiology of these symptoms, 
PTSD was formally recognized as a psychiatric diagnosis in DSM-III (American 
Psychiatric Association, 1980). However, even when PTSD was acknowledged as a valid 
adult psychiatric disorder, there was initial skepticism that children could also suffer from 
it. The initial adult response to the impact of trauma on children is often denial (Handford 
et al., 1986; Malmquist, 1986; Rigamer, 1986; Sack et al., 1986). Parents and teachers 
may minimize traumatic impact in their desire to reassure themselves that children are 
not “damaged” or to relieve vicarious distress over the child’s experience. Adults, 
including mental health professionals, also have rationalized that children are too young 
to remember traumatic events, or too developmentally immature to be traumatized 
(Benedek, 1985). Children themselves may contribute to this misperception, often trying 
to protect their parents from knowing how badly the trauma has affected them (Yule and 
Williams, 1990). 
 Coinciding with the introduction of PTSD in DSM-III, several studies of children 
traumatized by various catastrophic situations began to appear. Terr (1979; 1983) 
published a landmark study of children traumatized by the kidnapping and underground 
burial of their school bus. Newman (1976) and Green et al. (1991) described PTSD 
symptoms in children experiencing the 1972 Buffalo Creek dam collapse, and Pynoos et 
al. (1987) documented PTSD in children exposed to a sniper attack in their school yard. 
The 1980s also witnessed a marked increase in empirical studies regarding PTSD and 
other psychological difficulties experienced by sexually abused children (Conte and 
Schuerman, 1987; Friedrich et al., 1986; Goodwin, 1988; Mannarino et al., 1989). As the 
clinical descriptive and empirical literature expanded, it became clear that PTSD as 
defined by DSM-III did not adequately describe childhood variants of that disorder 
(Garmezy, 1986). Clinical experts in childhood PTSD contributed to the preparation of 
DSM-III-R (American Psychiatric Association, 1987), resulting in the addition of several 
notes to the criteria for variations in symptom presentation in children. In DSM-IV, the 
PTSD criteria reflect ongoing revisions based on increased understanding of the varied 
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clinical manifestations of PTSD in children. It is anticipated that these criteria will be 
refined further to more accurately reflect developmental variations. 
 
EPIDEMIOLOGY 
 
 The evolution of diagnostic criteria for PTSD has complicated the task of 
determining the prevalence of PTSD. Community-based studies have revealed a lifetime 
prevalence of 1% to 14% (American Psychiatric Association, 1994). However, it is 
probably less meaningful to examine PTSD prevalence in the general population than in a 
cohort exposed to traumatic events. Studies of at-risk child populations have yielded 
PTSD prevalence rates varying from 3% (Garrison et al., 1995) to 100% (Frederick, 
1985), depending on the methods used to assess PTSD, the population sampled, and the 
nature of and time passed since the traumatic event. Two community studies indicate that 
PTSD may be a fairly prevalent disorder among children and teens exposed to traumatic 
events. One random sample of non-referred urban youth exposed to community violence 
revealed that 34.5% met full criteria for PTSD (Berman et al., 1996); another study of a 
similar cohort demonstrated that 24% met PTSD criteria (Breslau et al., 1991). 
 Although some researchers have documented gender differences in the 
development of PTSD symptoms following exposure to a traumatic event (Berton and 
Stabb, 1996; Brent et al., 1995; Garbarino and Kostelny, 1996; Green et al., 1991; 
Shannon et al., 1994; Shaw et al., 1996), others have not (Berman et al., 1996; Burton et 
al., 1994; Nader et al., 1990; Pynoos et al., 1987; Sack et al., 1995; Shaw et al., 1995). 
Some studies have indicated that girls develop more severe and long-lasting PTSD 
symptoms when exposed to traumatic events, but that boys are more likely to be exposed 
to such events (Helzer et al., 1987). While some studies have found that the age of the 
child at the time of exposure significantly mediates development of PTSD symptoms 
(Davidson and Smith, 1990; Hoffman and Bizman, 1996), these findings have not been 
consistent (Garrison et al., 1995; Green et al., 1991) and may reflect developmental 
differences in the clinical manifestation of PTSD rather than age-mediated differences in 
prevalence. Studies of PTSD in adults have indicated the possibility of a genetic 
predisposition for developing PTSD (True et al., 1993); no studies have examined this 
theory in children. 
 Numerous studies have evaluated children of diverse ethnic backgrounds, and 
have documented that PTSD occurs across cultural and ethnic groups, although cultural 
factors may affect how PTSD is manifested (Ahmad and Mohamad, 1996; Diehl et al., 
1994; DiNocola, 1996; Jenkins and Bell, 1994; Manson et al., 1996). For example, 
children of Latin American descent may manifest PTSD symptoms as susto, which is 
described as a culture bound syndrome in DSM-IV (American Psychiatric Association, 
1994). 
 Numerous studies have examined mediating factors regarding the development of 
PTSD in children. Most authors acknowledge that, while every person will experience 
psychological distress if the stressor is severe enough, the development of PTSD is 
multifactorial (Berliner, in press; Yehuda and McFarlane, 1995). A review of 25 studies 
indicates that three factors have been found to consistently mediate the development of 
PTSD in children: the severity of the trauma exposure, parental trauma-related distress, 
and temporal proximity to the traumatic event (Foy et al., 1996). However, these authors 
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conclude that additional research is needed to confirm these findings and to identify other 
possible mediating factors. 
 Studies documenting a positive relationship between self-reported exposure and 
children’s PTSD symptoms include studies of exposure to community violence (Berton 
and Stabb, 1996; Boney-McCoy and Finkelhor, 1996; Breslau et al., 1991; Burton et al., 
1994), peer suicide (Brent et al., 1995), natural disasters (Goenjian et al., 1995; LaGreca 
et al., 1996; Lonigan et al., 1994; Newman, 1976; Vernberg et al., 1996), war (Macksoud 
and Aber, 1996; Realmuto et al., 1992), man-made disasters (March et al., 1997; Milgram 
et al., 1988; Nader et al., 1990; Pynoos et al., 1987), and sexual abuse (Mannarino et al., 
1991; Wolfe et al., 1994). Other studies have found that the severity of exposure does not 
mediate symptom formation (Earls et al., 1988) or that the impact is variable (Finkelhor, 
1990). Rutter (1987) postulated that the accumulation of multiple stressors in children 
dramatically increases the risk of permanent developmental damage and the emergence 
of PTSD symptoms. 
 Several studies have documented the impact of familial support and parental 
emotional reaction to the trauma on the child’s PTSD symptoms. These include studies of 
natural disasters (Bloch et al., 1956; Green et al., 1991; LaGreca et al., 1996; McFarland, 
1987), community violence (Breslau et al., 1991; Burton et al., 1994; Wyman et al., 
1992); parental homicide (Burman and Allen-Meares, 1994), physical abuse (Anthony, 
1986; Kolko, 1996), sexual abuse (Cohen and Mannarino, 1996c), serious medical illness 
such as cancer and severe burns (Armstrong et al., 1994; Butler et al., 1996; Koocher and 
O’Malley, 1981; Meyer et al., 1994; Nir, 1985; Rizzone et al., 1994; Stoddard, 1996; 
Stuber et al., 1991), and war (Freud and Burlingham, 1943; Garbarino and Kostelny, 
1996; Kinzie et al., 1986; Laor et al., 1997; Sack et al., 1995). In all of these studies, 
familial support mitigated the development of PTSD in children, or parental distress 
about the trauma and/or the presence of parental psychiatric disorders predicted higher 
levels of PTSD in the child. In contrast, Parker et al. (1995) found no relationship 
between child and parent PTSD symptoms after a roof blew off of an elementary school 
building and killed one of the students. Lyons (1987) postulated that the single best 
predictor of positive outcome for children surviving a traumatic event is the ability of 
parents and other significant adults to cope with the trauma. 
 Although most studies indicate that some children spontaneously recover from 
PTSD over time, there is evidence that PTSD symptoms can persist for many years. 
 
CLINICAL PRESENTATION 
 
 PTSD can present with a wide variety of clinical features. Developmental factors 
clearly play a strong role in these variations (Amaya-Jackson and March, 1995; Pynoos et 
al., 1995). 
 In general, as children mature, they are more likely to exhibit adult-like PTSD 
symptoms. Thus, adolescents with PTSD may meet strict DSM-IV criteria with re-
experiencing symptoms such as intrusive thoughts and nightmares; avoidance of 
discussion of the traumatic event and places or people psychologically associated with 
the event; amnesia for an important aspect of the trauma; withdrawal from friends or 
usual activities; detachment from others and sense of foreshortened future; and hyper 
arousal, such as sleep difficulties, hyper vigilance, and increased startle response. 
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Adolescents with chronic PTSD who have experienced prolonged or repeated stressors 
may present with predominantly dissociative features, including derealization, 
depersonalization, self-injurious behavior, substance abuse, and intermittent angry or 
aggressive outbursts (Goodwin, 1988; Hornstein, 1996; Terr, 1991).  
 Clinical reports have suggested that some elementary school-aged children may 
not experience amnesia for aspects of the trauma, and with acute PTSD may not have 
avoidant or numbing symptoms (Terr, 1985). They also may or may not have visual 
flashbacks (Terr, 1985). Children in this developmental stage may show frequent 
posttraumatic reenactment of the trauma in play, drawings, or verbalizations. They also 
may have a skewed sense of time during the  
traumatic event. Sleep disturbances may be especially common in prepubertal children 
(Benedek, 1985). Terr (1983) also has described a high prevalence of “omen formation” 
in these children, i.e., they come to believe that certain “signs” were warnings of the 
traumatic event approaching and that if they are alert enough, they will be able to see 
“omens” predicting future disasters. Due to the general inability of younger children to 
have a future time perspective, questions about foreshortened future may be meaningless 
in this age group. 
 Very young traumatized children may present with relatively few DSM-IV PTSD 
symptoms. In part this may be because, as Scheeringa et al. (1995) point out, eight out of 
18 DSM-IV criteria “require verbal descriptions from patients of their experiences and 
internal states....limited cognitive and expressive language skills [in young children] 
make inferring their thoughts and feelings difficult” (p. 191). Infants, toddlers, and 
preschoolers therefore may present with generalized anxiety symptoms (separation fears, 
stranger anxiety, fears of monsters or animals), avoidance of situations that may or may 
not have an obvious link to the original trauma, sleep disturbances, and preoccupation 
with certain words or symbols that may or may not have an apparent connection to the 
traumatic event, rather than more typical DSM-IV manifestation (Drell et al., 1993). 
Scheeringa et al. (1995) have proposed an alternative checklist to DSM-IV criteria for 
detecting PTSD in young children. These authors differentiate between posttraumatic 
play (which is compulsively repetitive, represents part of the trauma, and fails to relieve 
anxiety) and play reenactment (which also represents part of the trauma, but is less 
repetitive and more like the child’s pre-trauma play). Either of these may fulfill the 
reexperiencing criteria, as can non-play recollections of the trauma (which are not 
necessarily distressing) or nightmares. Scheeringa et al. (1995) also suggest that in the 
avoidance/numbing category, only one of the following be required: constriction of play 
(with or without posttraumatic play), social withdrawal, restricted range of affect, or loss 
of acquired developmental skills. These authors further suggest that only one symptom of 
increased arousal be required to diagnose PTSD in very young children, but suggest 
requiring at least one item from an added category, new fears and/or aggression. Thus, 
there is no clear consensus regarding the “typical” clinical presentation of PTSD in very 
young children. Almquist and Brandell-Forsberg (1997) demonstrated that formal and 
objective assessment of play content aided in the diagnosis of PTSD in preschoolers. This 
area of investigation may benefit future attempts to standardize the assessment of PTSD 
in this age group. 
 
Physiologic Findings 
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 Although several authors have postulated a variety of neurophysiological changes 
that may explain the development and maintenance of PTSD in children (Charney et al., 
1993; Perry, 1994), very few studies have empirically evaluated these theories. DeBellis 
and colleagues (1994a, 1994b) reported changes in the hypothalamic-pituitary-adrenal 
axis and catecholamine excretion of severely sexually abused girls; the changes were 
similar to those seen in Vietnam veterans with PTSD and in some adults with major 
depressive disorder (MDD). However, only one of these girls had a diagnosis of PTSD, 
leading the authors to hypothesize that the findings may have been due to the effects of 
severe stress rather than being specific to sexual abuse or PTSD. Ornitz and Pynoos 
(1989) demonstrated that children with PTSD had a marked loss in the normal inhibitory 
modulation of the startle response, suggesting a possible long-term change in brain stem 
function in these children. Brent et al. (1995) and Stoddard et al. (1989) have noted the 
significant overlap between PTSD and MDD symptoms, suggesting the possibility of 
similar underlying psychophysiologic mechanisms in the two disorders. New research 
findings in adults have demonstrated that there may be two distinct neurobiological 
subgroups of PTSD patients, one with dysregulation of the noradrenergic system and the 
other with dysregulation of the serotonergic system (Southwick et al., 1997). This 
hypothesis has not been empirically evaluated in children. 
 
Natural Course 
 There have been no well controlled studies examining the natural course of PTSD 
in children. Several authors and researchers have addressed the question of symptom 
persistence versus spontaneous remission, but none have adequately controlled for the 
impact of treatment, other intervening stressors, or other factors as opposed to the mere 
passage of time. Several investigators have performed longitudinal evaluations of PTSD 
symptoms in children. For example, Famularo et al. (1996) found that while 40% of 
severely maltreated children met full PTSD criteria soon after being removed from their 
parents’ care, this percentage decreased to 33% 2 years later. Green et al. (1991) 
documented that 2 years after the Buffalo Creek dam collapse, 37% of the children 
evaluated met “probable” DSM-III-R PTSD criteria. A follow-up study (Green et al., 
1994) indicated that 7% of those re-evaluated 17 years later continued to meet full PTSD 
criteria. LaGreca et al. (1996) evaluated children 3 months, 7 months, and 10 months 
after exposure to Hurricane Andrew and found at least moderate PTSD symptoms in 
86%, 76%, and 69% of these children respectively. Shaw et al. (1995) found no 
differences in severity of PTSD symptomatology between 8 weeks and 32 weeks 
following exposure to Hurricane Andrew. Laor et al. (1997) found a significant decrease 
of PTSD symptoms in children displaced from their homes during SCUD missile attacks, 
from 6 months to 30 months post-exposure. McFarland (1987) studied children exposed 
to Australian bush fires, and found no decrease in PTSD symptoms from 8 months to 26 
months after the fires. Milgram et al. (1988) evaluated children after a school bus disaster 
and found that 50% of the children at the accident scene met full PTSD criteria 1 month 
later but only 20% continued to meet criteria 9 months later. Pynoos et al. (1987) found 
that 50% of children exposed to a fatal school ground sniper attack had PTSD 1 month 
later. Although the entire cohort was not reevaluated, a follow-up study by Nader et al. 
(1990) indicated that 74% of the highly exposed children continued to have high rates of 
PTSD 14 months later.  
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 Several other authors have evaluated PTSD in children long after exposure to a 
traumatic event to examine the persistence of these symptoms. Green (1985) found that 
50% of physically abused children had persistent PTSD symptoms, which he attributed to 
his findings that “the anticipation of the trauma (reoccurring) might be as traumatic as the 
original event” (p. 145). Stoddard et al. (1989) found that 27% of severely burned 
children had persistent PTSD symptoms on readmission to the hospital for reconstructive 
surgery several years after the burns occurred. McLeer et al. (1992) found that 44% of 
referred sexually abused children met full DSM-III-R PTSD criteria, and found no 
relationship between the presence of this diagnosis and the length of time since the most 
recent abusive episode. Hubbard et al. (1995) found that 15 years after exposure to Pol 
Pot forced labor camps in Cambodia, 24% of youth aged 17 to 24 years met criteria for 
PTSD. In a study of a similar cohort, Kinzie et al. (1986) found that 50% of Cambodian 
adolescents exposed to these conditions met PTSD criteria 4 years post-exposure. 
Macksoud and Aber (1996) also found that 43% of Lebanese children exposed to war 
conditions met PTSD criteria, although the identified traumatic event had occurred up to 
10 years previously. Schwarz and Kowalski (1991b) found that 27% of children exposed 
to a fatal school shooting met DSM-III-R PTSD criteria when assessed 8 to 14 months 
after exposure. Terr (1983) also documented the persistence of PTSD symptoms in 
children 4 years after their school bus was kidnapped. Boyle et al. (1995) followed 200 
(50%) of the child survivors of the sunken ship Jupiter. While 50% developed PTSD 
soon after exposure, there was a gradual decrease in numbers of children experiencing 
PTSD symptoms over time. At 5 to 7 years post-exposure, 15% continued to meet PTSD 
diagnostic criteria. Taken together, these studies can be interpreted to indicate that while 
PTSD symptoms spontaneously remit in a proportion of children, they persist for long 
periods of time in a substantial proportion of children exposed to traumatic stressors. 
Research has not consistently demonstrated protective or risk factors in this regard. 
LaGreca et al. (1996) summarize current knowledge in this regard by stating “the course 
of PTSD symptoms in children over time and their associated outcomes are not yet 
known” (p. 722). 
 
Clinically Relevant Subtypes 
 DSM-IV specifies three subtypes of PTSD. In the acute type, the duration of 
symptoms is less than 3 months. In the chronic type, the symptoms have lasted for 3 
months or longer. In the delayed onset type, at least 6 months have passed between the 
traumatic event and the onset of symptoms. Due to the difficulty in eliciting some PTSD 
symptoms from children, and the tendency of some parents to minimize PTSD 
symptomatology in their children (which may contribute to a delay in having the child 
evaluated), a careful history should be taken before using the delayed onset specified in 
children. It also should be noted that if PTSD symptoms have appeared within 1 month 
after exposure to an extreme traumatic stressor but have not lasted beyond 1 month, a 
diagnosis of Acute Stress Disorder (ASD) should be made. If symptoms then extend 
beyond 1 month, the diagnosis should be changed to PTSD. 
 Terr (1991) has conceptualized a different framework of PTSD subtypes, 
determined by the type of trauma experienced. She suggested that Type I traumas (“one 
sudden blow” trauma, such as a motor vehicle accident or sniper attack) result in the 
classic DSM symptoms of reexperiencing, avoidance, and increased arousal, whereas 
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children experiencing Type II traumas (variable, multiple, longstanding traumas such as 
ongoing child physical or sexual abuse) result in denial, numbing, dissociation, and rage. 
Famularo et al. (1996) also described distinct symptomatology between acute and chronic 
types of PTSD, with the acute subtype having a predominance of sleep difficulties, 
physiologic hyper arousal, and reexperiencing, and the chronic subtype having 
dissociation, restricted affect, sadness, and detachment as more prominent symptoms. 
Spiegel (1984) discussed the prevalence of dissociative symptoms in children with PTSD 
who had experienced specific types of trauma. Although these differences have not been 
consistently empirically documented, clinicians should be aware that subtypes of PTSD 
may present with very different clinical features. Finally, it should be noted that although 
the International Classification of Diseases, Tenth Revision (ICD-10) includes the same 
three subtypes of PTSD as DSM-IV, it takes a different stance on some of the symptom 
requirements and thus there is imperfect overlap in diagnostic criteria for PTSD between 
the two classification systems. 
 
Comorbidity 
 Several studies have documented significant comorbidity of childhood PTSD with 
other psychiatric disorders. Brent et al. (1995) noted that there is a large overlap in 
symptom criteria between PTSD and MDD, and went on to suggest that the “core 
features” of PTSD may be much narrower than the DSM-IV criteria suggest. That study 
as well as others (Goenjian et al., 1995; Green, 1985; Hubbard et al., 1995; Kinzie et al., 
1986; Kiser et al., 1991; Looff et al., 1995; Singer et al., 1995; Stoddard et al., 1989; 
Weine et al., 1995; Yehuda and McFarlane, 1995; Yule and Udwin, 1991) have noted 
comorbidity between PTSD and depressive disorders (MDD and dysthymic disorder). 
Several authors have hypothesized that PTSD precedes and predisposes to the onset of 
MDD (Goenjian et al., 1995; Yehuda and McFarlane, 1995) rather than the reverse. 
Several investigators have documented comorbidity between PTSD and substance abuse 
in children (Arroyo and Eth, 1985; Brent et al., 1995; Clark et al., 1995; Looff et al., 
1995; Sullivan and Evans, 1994). Comorbidity between PTSD and other anxiety 
disorders (DSM-III-R overanxious disorder, agoraphobia, separation anxiety disorder, and 
generalized anxiety disorder) has also been described (Brent et al., 1995; Clark et al., 
1995; Goenjian et al., 1995; Kiser et al., 1991; Lonigan et al., 1994; Singer et al., 1995; 
Yule and Udwin, 1991). 
 The theoretical relationship between PTSD and externalizing behavioral disorders 
may seem obscure. However, authors such as Malmquist (1986) have noted that numbing 
or avoidance may take many forms in children, including restlessness, hyper alertness, 
poor concentration, and behavioral problems. Anxiety in young children may be 
manifested by hyperactivity, distractibility, and impulsivity, which are hallmarks of 
attention-deficit/hyperactivity disorder (ADHD). This may explain why comorbidity has 
also been found between PTSD and ADHD (Cuffe et al., 1994; Glod and Teicher, 1996), 
and why traumatized children may present with ADHD symptoms rather than PTSD 
(DeBellis et al., 1994a; Looff et al., 1995; McLeer et al., 1994). It also may explain why 
PTSD is sometimes misdiagnosed as ADHD in younger children. Conversely, it is 
possible that children with preexisting ADHD may be more vulnerable to developing 
PTSD following a traumatic experience. High prevalence of other externalizing disorders, 
such as conduct disorder and oppositional-defiant disorder, have also been noted in 
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children with PTSD (Arroyo and Eth, 1985; Green, 1985; Steiner et al., 1997; Stoddard et 
al., 1989). Steiner et al. (1997) suggest that PTSD may result in loss of impulse control 
and diminished control of aggression and anger, which may explain this comorbidity. 
Pelcovitz et al. (1994) hypothesize that externalizing symptoms may be an initial 
response to ongoing stressors such as physical abuse, and that there may be a “sleeper” 
effect in the emergence of PTSD symptoms. 
 Finally, although not empirically documented, there may be comorbidity between 
PTSD and borderline personality disorder (BPD), particularly in sexually abused 
adolescents. Studies have indicated that 60% to 80% of females diagnosed as having 
BPD report a history of childhood sexual abuse (Herman et al., 1989; Stone, 1990). 
Goodwin (1985) and Herman and van der Kolk (1987) have suggested that BPD may 
represent a very severe and chronic manifestation of PTSD. Other authors have indicated 
the predominance of dissociative and interpersonal problems associated with chronic 
PTSD (Famularo et al., 1996; Spiegel, 1984; Terr, 1991). For these reasons, Goodwin 
(1985) recommends that diagnosis of personality disorders should be deferred until PTSD 
symptoms have resolved. 
 
Differential Diagnosis 
 In PTSD, the stressor must be of an extreme nature, although the clinician has 
some latitude in determining whether a particular stressor is “extreme.” In contrast, the 
stressor can be of any severity in an adjustment disorder. DSM-IV (American Psychiatric 
Association, 1994) specifies that an adjustment disorder diagnosis should be given if the 
response to an extreme stressor does not meet criteria for PTSD, or in situations in which 
a PTSD symptom pattern occurs in response to a non-extreme stressor (such as the birth 
of a sibling, moving to a new neighborhood, or starting a new school). 
 If avoidance, numbing, and increased arousal symptoms were present prior to 
exposure to a traumatic event, a diagnosis of PTSD may not be appropriate after the 
stressor. It is possible that the child was exposed to undetected stressors prior to 
developing the symptoms; routine screening for exposure to domestic or community 
violence, child abuse, and other common stressors is essential in making this 
determination. Other diagnoses (e.g., a mood disorder or another anxiety disorder) should 
be considered instead of PTSD if the stressor did not clearly precede the PTSD 
symptoms. If the symptom pattern in response to this stressor meets criteria for another 
mental disorder, such as MDD, ADHD, or mixed substance abuse, these diagnoses 
should be given instead of PTSD. On the other hand, if the stressor clearly preceded the 
onset of PTSD symptoms and the symptom pattern meets criteria for both PTSD and 
another mental disorder, both diagnoses should be given. 
 ASD is distinguished from PTSD because the symptom pattern in ASD must both 
occur and resolve within 4 weeks of the traumatic event. 
 Recurrent intrusive thoughts occur in obsessive compulsive disorder (OCD) but 
are not related to an experienced traumatic event as in PTSD. In OCD, the intrusive 
thoughts are generally experienced as inappropriate. Flashbacks in PTSD are 
distinguished from other intrusive thoughts or memories of the trauma in that they 
involve a feeling of actually reliving the event, with some degree of dissociation. 
Flashbacks should be distinguished from illusions, hallucinations, and other perceptual 
disturbances occurring in psychotic disorders unrelated to exposure to an extreme 
stressor. 
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 As with all other child and adolescent psychiatric disorders, the diagnostic criteria 
for PTSD include symptoms that may be reported as the result of contagion, 
suggestibility, malingering, or for personal gain. It is highly unlikely that such factors 
would cause a child to meet full criteria for PTSD. These factors should be considered, 
however, when PTSD-like symptoms are observed without a discernible history of 
trauma. 
 
ASSESSMENT 
 
 The assessment of PTSD in children depends first and foremost on careful and 
direct clinical interviews with the child and the parents. If a parent is the alleged 
perpetrator of the child abuse or domestic violence that is the identified traumatic event, 
the non-offending parent or another caretaker should be interviewed. Specific guidelines 
for conducting this type of diagnostic interview are included in the outline following this 
text. Briefly, both parents and child should be asked directly about the traumatic event, 
and about PTSD symptomatology in detail. Specific questions related to reexperiencing, 
avoidant, and hyperarousal symptoms as described in DSM-IV should be asked. Particular 
attention should be given to the use of developmentally appropriate language when 
asking the child about these PTSD symptoms. The clinician should be aware of 
developmental variations in the presentation of PTSD symptomatology, particularly with 
preschool children (Scheeringa et al., 1995), and should include questions about 
developmentally-specific symptoms when interviewing young children. 
 There are many unanswered questions regarding how to assess children for the 
presence of PTSD. Although several questionnaires and semi-structured interviews 
purport to measure this disorder, there is no single instrument accepted as a “gold 
standard” for making this diagnosis or monitoring its symptom course. In part, the 
assessment of PTSD is complicated by the requirement of having a certain number of 
symptoms from each of three categories (reexperiencing, avoidance/numbing, and 
increased arousal). As a result, a single score on any instrument is not sufficient to 
categorically diagnose PTSD (since a child could have extremely high levels of 
symptomatology in one category but none in another, etc.). Parent reports tend to 
minimize the child’s PTSD symptomatology (Handford et al., 1986; Malmquist, 1986; 
Rigamer, 1986; Sack et al., 1986) and it is difficult to ascertain avoidant and numbing 
symptoms from child self-reports, resulting in a significant risk of underdiagnosing this 
disorder. Teachers and other adults may not observe or be aware of many salient PTSD 
symptoms because they may not be manifested at school (e.g., sleep problems or 
hypervigilance) or may not be obvious to the untrained observer. Physiologic measures of 
hyperarousal are not adequately standardized in children; nor would such measures 
adequately assess reexperiencing or avoidant symptoms. Thus, there are considerable 
limitations inherent in assessing PTSD in children. 
 On the other hand, there is concern that some clinicians overdiagnose PTSD due 
to a lack of awareness of the specific diagnostic criteria required, and a misperception 
that the presence of reexperiencing and anxiety symptoms alone following exposure to an 
extreme stressor are adequate to diagnose PTSD. This concern has led to recent attempts 
to more rigorously educate clinicians regarding this disorder. 
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 One area of agreement among experts in assessing PTSD in children relates to the 
need to directly ask the child about PTSD symptoms as they relate to the stressor. As 
Wolfe et al. (1994) note, “Most children cannot report their psychological reactions to the 
trauma unless they are specifically asked about aspects of the trauma”(p. 48). Pynoos and 
Eth (1986) also state that an open discussion specifically about the trauma is necessary to 
adequately assess as well as to resolve PTSD symptoms. Often clinicians do not directly 
ask children about the traumatic event and its impact on the child, either for fear of 
upsetting the child, because of the clinician’s own avoidance of painful discussions, or in 
some cases, for fear of “tainting” the child’s description of the trauma (for example, if the 
child will be testifying in court against the perpetrator in an abuse situation) (Benedek, 
1985). It is likely that such clinicians will miss important PTSD symptoms. Almqvist and 
Brandell-Forsberg (1997) have documented that information provided by young children 
regarding their trauma-related symptoms significantly increased the prevalence of PTSD 
diagnoses over that obtained from relying solely on parental reports of symptomatology. 
Thus, there is empirical evidence to support the importance of asking children directly 
about the traumatic event, as well as a strong clinical consensus that if children are not 
asked, they are less likely to discuss their PTSD symptoms. 
 Pynoos and Eth (1986) describe a clinical interview with the child designed to 
assess PTSD symptoms as well as to provide an initial intervention. They report that in 
use with more than 200 children aged 3 to 16 years, this interview format was helpful in 
diagnosing PTSD. No empirical data are presented on inter-rater reliability of diagnosis 
using the suggested format. 
 Several semi-structured interviews are available to assess PTSD in children. 
These are summarized in Table 1. 
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TABLE 1 
Semi-Structured Interviews Used to Assess PTSD in Children and Adolescents 

 
 

 
Measure (Source) 

DSM 
Version 

Used 

 
Reliability & 
Validity Data 

 
 

Schedule for Assessment of Depression and 
Schizophrenia - Present and Lifetime Version 
for Children -PTSD Scale 
(Kaufman et al., 1997) 

DSM-IV High inter-rater 
reliability, good test-retest 
reliability 

Diagnostic Interview for Children and 
Adolescents - PTSD 
(Famularo et al., 1996) 

DSM-III-R None 

Diagnostic Interview Schedule - PTSD  
(Garrison et al., 1995) 

DSM-III-R None 

Structured Clinical Interview for DSM-III-
PTSD 
(Hubbard et al., 1995) 

DSM-III None 

Clinician-Administered PTSD Scale for 
Children and Adolescents, DSM-IV Version 
(Nader et al., 1996) 

DSM-IV Currently being evaluated 

Childhood PTSD Interview-Child Form 
(Fletcher, 1997a) 

DSM-IV High inter-rater 
reliability, strong 
construct and convergent 
validity 
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 Several self- and parent-report instruments that measure PTSD symptoms in 
children, although none generate a single score that indicates the presence or absence of 
this disorder. These instruments are described in Table 2 and Table 3. 
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TABLE 2 
Instruments That Measure All PTSD Symptoms in Children and Adolescents 

 
 

 
 

Measure (Source) 

 
 

Format 

DSM 
Version 

Used 

 
Reliability & 
Validity Data 

 
 

Age 

  
 

Comments 
 
 

PTSD Reaction Index 
(Friedrich, 1985; 
Goenjian et al., 1995; 
Pynoos et al., 1987) 

20-item self-report 
(may also be used 
as semi-structured 
interview) 

 

DSM-III High correlation with 
clinical diagnosis 

Not specified Adapted from adult 
version 
Most commonly used 
instrument in published 
research studies 
Composite score indicates 
severity of PTSD 
symptoms 

Child PTSD Symptom 
Scale 
(Johnson et al., 1996) 

17-item self-report DSM-IV High internal  
consistency, test-retest 
reliability and 
convergent validity 
with RI 

Not specified Based on adult scale 
(Foa et al., 1995) 
Currently being field tested 
Specifically designed for 
research as well as clinical 
use 

Children’s PTSD 
Inventory 
(Saigh, 1988, 1989; 
March, in press) 

Self-report with 
five subscales 
(exposure, 
reexperiencing, 
avoidance, 
hyperarousal, 
degree of distress) 

DSM-IV High inter-rater 
reliability, sensitivity 
and specificity of 
diagnosis, high 
correlation with 
clinical diagnosis 

Not specified Only instrument that 
provides discrete diagnosis 
of no PTSD or acute, 
chronic, or delayed-onset 
PTSD 

Checklist for PTSD 
Symptoms in Infants and 
Young Children 
(Scheeringa et al., 1995) 

Clinician rated 
symptom inventory 

DSM-IV None 0–3 years Alternative symptom
checklist for diagnosing 
PTSD in infants and 
toddlers 
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Posttraumatic Stress 
Inventory for Children 
(Eisen, 1997) 

30-item interview DSM-IV High internal 
consistency, 
preliminary 
convergent validity 

4–8 years Specifically designed for 
use in younger children 

When Bad Things 
Happen Scale 
(Fletcher, 1997b) 

95 item self-report DSM-IV High internal 
consistency and 
convergent validity 

 3rd grade Includes a parent report 
version (Parent Report of 
Child’s Reaction to Stress) 

PTSD Checklist/Parent 
Report 
(Ford et al., 1996) 

17-item parent 
report 
 

DSM-IV High internal 
consistency, good 
inter-rater reliability, 
strong convergent and 
construct validity 

Not specified Standardized on pediatric 
medical trauma population 

Checklist of Child 
Distress Symptoms 
(Martinez and Richters, 
1993) 

25-item self-report DSM-III-R High inter-rater and 
concurrent validity 

6–17 years Specifically designed for 
use in children 
Has a parallel parent-report 
version 

CCDS-Parent Report 
(Richters and Martinez, 
1990) 

28-item parent-
report 

DSM-III-R High inter-rater and 
concurrent validity 

6–17 years Parallels child version 

“Levonn” 
(Richters et al., 1990) 

40-item self-report 
pictorial/visual 
thermometer rating 
scale in response to 
questions read to 
child 

DSM-III-R None <6 years Only self-report instrument 
for preschoolers 

Child Stress Reaction 
Checklist 
(Saxe et al., 1997) 

35-item parent, 
teacher or medical 
staff report 

DSM-IV High preliminary 
inter-rater reliability 
and construct validity 

Not specified Standardized on acutely 
burned children 
Also measures Acute 
Stress Disorder 
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Trauma Symptom 
Checklist 
for Children 
(Briere, 1995) 
 

54-item self-report DSM-IV High test-retest 
reliability and internal 
consistency of 
subscales 

8–17 years Measures sequelae of 
trauma on six subscales 
PTSD subscale primarily 
measures reexperiencing 
Sensitive to treatment 
effects (Deblinger et al., 
1996; Lanktree and Briere, 
1995) 
Age and gender specific 
norms available 

Children’s Impact of 
Traumatic Event Scale 
(Wolfe et al., 1989) 
 

52-item self-report DSM-III-R High internal 
consistency and 
independence of 
subscales 

Not specified Particularly applicable to 
sexually abused children 

Child Sexual Behavior 
Inventory 
(Friedrich et al., 1992) 

45-item self report N/A High test-retest 
reliability and internal 
consistency 

2–18 years Measures repetitive 
sexualized behaviors 
Specifically applicable to 
sexually abused children 
Age and gender specific 
norms available 
Sensitive to treatment 
effects 

Weekly Behavior Report 
(Cohen and Mannarino, 
1996b) 

22-item parent 
report 

DSM-IV High test-retest 
reliability, convergent 
validity and internal 
consistency 

3–7 years Measures anxiety, 
avoidance, sleep problems 
and pre-occupation with 
sexual abuse-related words 
and behaviors 
Specifically applicable to 
sexually abused young 
children 
Sensitive to treatment 
effects 
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TABLE 3 
Instruments That Measure Specific Aspects of PTSD in Children and Adolescents 

 
 

 
 

Measure (Source) 

 
 

Format 

DSM 
Version 

Used 

 
Reliability & 
Validity Data 

 
 

Age 

 
 

Comments 
 
 

Trauma Symptom 
Checklist for Children 
(Briere, 1995) 
 

54-item self-report DSM-IV High test-retest 
reliability and internal 
consistency of 
subscales 

8–17 years Measures sequelae of 
trauma on six subscales 
PTSD subscale primarily 
measures reexperiencing 
Sensitive to treatment 
effects (Deblinger et al., 
1996; Lanktree and Briere, 
1995) 
Age and gender specific 
norms available 

Children’s Impact of 
Traumatic Event Scale 
(Wolfe et al., 1989) 
 

52-item self-report DSM-III-R High internal 
consistency and 
independence of 
subscales 

Not specified Particularly applicable to 
sexually abused children 

Child Sexual Behavior 
Inventory 
(Friedrich et al., 1992) 

45-item self report N/A High test-retest 
reliability and internal 
consistency 

2–18 years Measures repetitive 
sexualized behaviors 
specifically applicable to 
sexually abused children 
Age and gender specific 
norms available 
Sensitive to treatment 
effects 
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Weekly Behavior Report 
(Cohen and Mannarino, 
1996b) 

22-item parent 
report 

DSM-IV High test-retest 
reliability, convergent 
validity and internal 
consistency 

3–7 years Measures anxiety, 
avoidance, sleep problems 
and pre-occupation with 
sexual abuse-related words 
and behaviors Specifically 
applicable to sexually 
abused young children 
Sensitive to treatment 
effects 
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 In summary, although there are several instruments available for assessing PTSD 
related symptoms, none of the existing self- or parent-report measures is optimal. Saigh 
et al. (1996) and Kratochwill (1996) emphasize the need for multi source, multi score 
assessment instruments that measure PTSD across different areas of functioning. 
Although instruments may have great value in evaluating and following the clinical 
course of children with PTSD, instruments cannot take the place of a careful and direct 
clinical interview in assessing PTSD diagnostic criteria. The use of semi-structured 
interviews with documented reliability and validity of the PTSD section, although 
cumbersome and time-consuming to administer, may be of value to clinicians who lack 
extensive clinical experience in assessing children for PTSD symptoms. However, to 
date, only three of these semi-structured interviews has been modified to correspond to 
DSM-IV criteria and none has been extensively psychometrically evaluated with regard to 
DSM-IV clinical PTSD diagnosis. Assessment of PTSD symptoms therefore continues to 
rely primarily on the clinical interview of the child and parents. 
 PTSD is unique among psychiatric disorders because diagnosing it requires the 
presence of an etiologic event (Koverola, in press). Historically, clinicians have never 
had to prove exposure of the patient to the trauma to diagnose PTSD, beyond ascertaining 
the patient’s self-reported exposure. Self-report has been the standard for establishing the 
presence of the traumatic event in adults with PTSD, and most empirical studies have 
depended upon self-reported exposure in studying PTSD. Although many studies of 
PTSD in children have also solicited parent- and/or teacher-report of symptomatology, 
and the parent’s perception of the child’s traumatic experience, most have relied on the 
child’s own report regarding trauma exposure. At least one empirical study has indicated 
that development of PTSD is predicted by self-reported exposure to violence rather than 
by objective measures of actual levels of criminal violence (Berton and Stabb, 1996). 
Reliance on self-reported exposure to trauma has not been called into question until 
recently. Concerns that patients may be vulnerable to suggestive influences, whether in or 
out of psychiatric settings, has led to the idea that the child’s self-reported exposure to the 
traumatic event should be investigated or proven prior to diagnosing or treating PTSD. 
Parent reports in this regard may not be reliable, either because the parent is unaware that 
the trauma occurred or because (in the case where a parent is the alleged perpetrator) the 
parent has a strong motivation not to corroborate the child’s traumatic experience. 
 There are several important differences between clinical and forensic evaluations 
(Appelbaum, 1997; Greenberg and Shuman, 1997; Strasburger et al., 1997). These 
practice parameters apply to clinical rather than forensic assessments. In some situations 
it may be optimal for a child to receive an independent forensic evaluation prior to 
receiving a clinical evaluation and treatment, and such a forensic assessment may directly 
address the issue of the child’s credibility regarding self-reported exposure to traumatic 
events (American Academy of Child and Adolescent Psychiatry, 1997) . However, there 
is strong consensus that the roles of forensic evaluator and treating clinician should 
remain separate. It should be emphasized that practitioners in either clinical or forensic 
roles must comply with state reporting requirements with regard to child abuse 
allegations. 
 One area of controversy relates to the number of symptoms from each category 
(reexperiencing, avoidance, and increased arousal) that need to be present to diagnose 
PTSD in children (Saigh, 1988). Perhaps an even more basic issue is whether children 
who meet full diagnostic criteria are different in some significant way from children who 
meet “partial” PTSD criteria (i.e., exhibit several PTSD symptoms but do not meet 
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criteria as defined by DSM-IV). Is PTSD at full criteria a discrete disorder in any 
functional way, or do PTSD symptoms occur on a continuum of frequency and severity, 
with “full” criteria representing an arbitrary cut-off point rather than a clinically 
meaningful dividing point (Terr, 1991)? Empirical data to directly address these issues 
are lacking, although it has been documented that the percentage of children diagnosed 
with PTSD varies greatly depending on which DSM criteria (III, III-R, or IV) are used 
(Schwarz and Kowalski, 1991a) and whether a liberal or conservative threshold is used to 
define “persistent” symptoms (Schwarz and Kowalski, 1991b; Stoddard et al., 1989). 
Several authors have suggested that the adult PTSD diagnostic criteria “may not be 
wholly appropriate for children’s anxiety reaction to stress” (Garmezy, 1986, p. 391). For 
example, it has been pointed out that while reexperiencing and avoidant symptoms may 
occur in close temporal proximity, they are in many ways opposite symptoms, and thus, 
children may experience long periods of reexperiencing alternating with long periods of 
avoidance and numbing, rather than experiencing both at the same time (Horowitz, 1976; 
Miller and Veltkamp, 1988; Rigamer, 1986; Schwarz and Kowalski, 1991a). Significant 
under diagnosis of PTSD in children may result. Some authors also have indicated that if 
avoidance and affective numbing are highly effective, the child may appear to be 
unaffected by the trauma or reexperiencing symptoms may be masked (Arroyo and Eth, 
1995; Stuber et al., 1991). As Green (1991) points out, assessing avoidant (denial) 
symptoms is limited by definition, as is the child’s ability to link such symptoms to the 
trauma. She argues that the requirement of three avoidant/numbing symptoms is therefore 
too stringent for a PTSD diagnosis in children.  
 Earls et al. (1988), Frederick (1985), and Lyons (1987) discuss several other 
methodological problems in assessing PTSD symptoms in children. Goodwin (1985) 
suggests that maladaptive expressions of fear and anger may mask a PTSD diagnosis and 
lead instead to a diagnosis of conduct disorder (with externalized aggression) or 
borderline personality disorder (with self-injurious behavior), especially in adolescents. 
Many authors have suggested the need for developmental stage-specific diagnostic 
criteria for PTSD (Benedek, 1985; Drell et al., 1993; Eth and Pynoos, 1985; Green et al., 
1991; Horowitz, 1996; Terr, 1985; Terr, 1990). Thus, although DSM-IV diagnostic 
criteria are used to diagnose PTSD in children, there is ongoing debate regarding how 
accurately these criteria describe childhood PTSD. Extensive field trials are needed to 
evaluate the validity of current PTSD criteria for children and adolescents. 
 A final controversy regarding PTSD is succinctly framed by Yehuda and 
McFarlane (1995), who address the conflict between the desire to normalize victims (as 
expressed by advocacy groups who pressed for the initial DSM-III recognition of PTSD 
as a “normal reaction to abnormal stress”) and empirical evidence suggesting that PTSD 
is a rare psychiatric disorder with clear predisposing factors and distinct physiologic 
abnormalities. In other words, are trauma survivors with PTSD psychiatrically damaged 
or are they experiencing normal adaptation? Although this controversy is far from 
resolved, it would appear that one can recognize predisposing risk factors and the 
psychiatric comorbidity of PTSD without blaming the trauma victim. A reasonable 
practice is to offer treatment to children with clinically significant PTSD symptoms (i.e., 
severe enough to impair their functioning in at least one important domain), whether or 
not they meet strict DSM-IV PTSD diagnostic criteria. 
 
 
TREATMENT 
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 Despite the paucity of empirical treatment-outcome studies, strong clinical 
consensus among experts in the field suggests essential components of treatment for 
children with PTSD, including direct exploration of the trauma, use of specific stress 
management techniques, exploration and correction of inaccurate attributions regarding 
the trauma, and inclusion of parents in treatment (Berliner, in press; Friedrich, 1996). 
 Very limited empirical support exists for various treatment interventions for 
children with PTSD. Solomon et al. (1992) examined the treatment literature for PTSD 
and found somewhat greater empirical support for the use of cognitive behavioral therapy 
(CBT) than for other forms of psychotherapy or medication in treating this disorder. 
However, this review was based entirely on studies with adult populations. Garmezy 
(1986) critiqued the difficulties inherent in empirically studying the impact and treatment 
of stress on children. Only four controlled studies have examined treatment of PTSD 
symptoms in children.  
 Deblinger et al. (1996) used trauma-focused CBT to treat 100 sexually abused 
children. Subjects were randomly assigned to one of four treatment conditions: child-only 
receiving CBT, parent-only receiving CBT, child and parent receiving CBT, or 
assignment to a community treatment control. Results indicated that although all groups 
improved as measured by the Kiddie-SADS-E PTSD section, the two conditions in which 
the child received direct treatment demonstrated significantly greater improvement in 
PTSD symptoms than the other two conditions. This study also demonstrated that 
including the parent in treatment produced significantly more improvement in 
externalizing and depressive symptoms. 
 Cohen and Mannarino (1996a) evaluated trauma-focused CBT for sexually 
abused preschoolers and their parents. Children were randomly assigned to either the 
CBT intervention or a nondirective supportive therapy condition. Child PTSD symptoms 
(as measured by the Weekly Behavior Report) and sexually inappropriate behaviors (as 
measured by the Child Sexual Behavior Inventory) (Friedrich et al., 1992) significantly 
decreased in the CBT group only; significant group x time interactions were found at 
post-treatment (Cohen and Mannarino, 1996a).  
 A recent study by Goenjian et al. (1997) empirically examined the effectiveness 
of school-based grief/trauma-focused psychotherapy in decreasing chronic PTSD and 
depressive symptoms in adolescents following a highly destructive earthquake in 
Armenia. Children in four schools near the epicenter of the earthquake were evaluated 
1½ years after the earthquake; children in two schools were then provided with treatment 
while children in the remaining two schools were untreated. Pretreatment levels of PTSD 
(as measured by the Reaction Index) and depression were high in both groups. The 
treatment included direct exploration of the trauma, relaxation and desensitization 
procedures, resolution of grief through focusing on nontraumatic memories, and group 
support through recognition of the commonality of PTSD symptoms among  
peers. The treated group experienced significant improvement in PTSD and depressive 
symptoms, whereas these symptoms significantly worsened in the untreated group.  
 Field et al. (1996) evaluated the impact of massage therapy with children exposed 
to Hurricane Andrew. They randomly assigned 50 children to massage therapy or to a 
video attention-control condition. Children completed the PTSD Reaction Index (RI) pre- 
and post-treatment. Prior to treatment, both groups scored in the severe range on the RI. 
The massage therapy group experienced significantly more improvement than the control 
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group on post-treatment RI scores. This study thus supported the use of muscle relaxation 
techniques for decreasing PTSD symptomatology.  
 The first three studies cited above lend empirical support to the use of CBT 
interventions that include direct discussion of the trauma, desensitization and relaxation 
techniques, cognitive reframing, and contingency reinforcement programs for 
problematic behaviors in treating children with PTSD (Cohen and Mannarino, 1993; 
Deblinger and Heflin, 1996). 
 
PSYCHOTHERAPY 
 
 Direct exploration with the child of the traumatic event and its impact makes 
intuitive sense if PTSD is conceptualized as a direct response to that event. However, 
some clinicians avoid directly discussing the event for fear of transiently increasing the 
child’s symptomatology or because of their own need to avoid the negative affect 
associated with such discussion (Benedek, 1985). There is a powerful adult desire to “let 
sleeping dogs lie” in children, even if PTSD symptoms suggest that the impact of the 
trauma is not dormant. The child’s own avoidance of talking about the trauma also is 
often a reason therapists hesitate to directly discuss it. Many therapists have been 
discouraged from directly discussing certain traumatic events (e.g., child abuse) for fear 
of tainting the child’s potential testimony in subsequent legal proceedings. This concern 
has arisen from recent controversy regarding the suggestibility of children’s memories 
and the idea that repeated suggestive questioning may change a child’s memory regarding 
the factual aspects of an event (Ceci et al., 1996). However, even if this premise is 
accepted, and empirical evidence is quite contradictory on this score, direct exploration of 
the traumatic experience and its meaning to the child as used in psychotherapy does not 
involve repeated suggestive attempts to alter the child’s description of what occurred. 
Rather, it involves encouraging a child, through relaxation and desensitization 
procedures, to describe the event with diminished hyper arousal and negative affect. 
According to Benedek (1985), “Retelling is equivalent to reworking (and is) one attempt 
at mastery of an experience” (p. 11). Terr (1990) believes that simply asking children 
about the traumatic experience and how it affected them often seems to have a positive 
effect. Pynoos and Eth (1986) state that an open discussion of the trauma is essential to 
mastering anxiety and grief, and that such interventions produce almost immediate relief, 
not further distress. 
 Authors vary in the degree to which they advocate explicit exposure techniques. 
While Deblinger and Heflin (1996) and March et al. (1996) recommend systematic 
gradual exposure to increasingly upsetting aspects of the trauma, other protocols do not 
include hierarchical exposure. Regardless of the specific manner in which the trauma is 
addressed, several authors consider some form of trauma-focused discussion and 
reconsideration to be the most critical component of treatment for PTSD in children 
(Azarian et al., 1996; Benedek, 1985; Berliner, in press; Friedrich, 1996; Galante and 
Foa, 1986; Janoff-Bulman, 1985; Kardiner and Spiegel, 1947; Parson, 1995, 1997; 
Pynoos and Eth, 1985, 1986; Pynoos and Nader, 1988; Rigamer, 1986; Saigh et al., 1996; 
Saigh, 1986; Silvern et al., 1995; Snodgrass et al., 1993; Terr, 1990). Thus, strong clinical 
consensus as well as limited empirical evidence (Cohen and Mannarino, 1996a; 
Deblinger et al., 1996; Goenjian et al., 1997) support trauma-focused interventions for 
these children. 
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 These results do not require therapists to insist on traumatized children 
participating in exposure activities prior to treatment termination. Exposure-based 
therapies are designed primarily for situations in which traumatic memories or avoidance 
produce psychological distress. Persistent talking about traumatic memories with children 
who are very embarrassed or highly resistant may not be indicated, and may in fact 
worsen symptoms. Indirect methods of addressing traumatic issues, such as art and play 
techniques, may be helpful in these situations. Children exposed to a known trauma who 
are asymptomatic may not require treatment but may need monitoring for emergence of 
delayed or “sleeper” symptoms (Mannarino et al., 1991; Pfeffer, 1997). 
 Stress management techniques frequently are paired with direct discussion of the 
traumatic event. Siegel (1995) has provided a neuro-cognitive explanation of why stress 
management may alleviate PTSD symptoms. Progressive muscle relaxation, thought-
stopping, positive imagery, and deep breathing are taught to the child prior to detailed 
discussions of the trauma (Cohen and Mannarino, 1993; Deblinger and Heflin, 1996; 
Parson, 1997; Saigh et al., 1996; Saigh, 1986; Snodgrass et al., 1993). Mastering these 
skills gives the child a sense of control over thoughts and feelings rather than feeling 
overwhelmed by them, and allows the child to approach the direct discussion of the 
traumatic event with confidence that this will not lead to uncontrollable reexperiencing 
symptoms and fear. Stress management techniques also are useful to the child outside of 
the therapeutic context, if and when reexperiencing phenomena occur. 
 Another element common to most interventions for traumatized children involves 
evaluation and reconsideration of cognitive assumptions the child has made with regard 
to the traumatic event (Berliner, in press; Cohen and Mannarino, 1993; Deblinger and 
Heflin, 1996; Joseph et al., 1993; Pynoos and Eth, 1986; Spaccarelli, 1995). Faulty 
attributions regarding the trauma (e.g., “It was my fault,” “Nothing is safe anymore”) 
should be explored and challenged, beyond mere reassurances. Challenging most often is 
accomplished through step-by-step logical analysis of the child’s cognitive distortions 
within therapy sessions. Other issues, such as survivor’s guilt and omen formation, also 
should be challenged. 
 Expert consensus also indicates that inclusion of parents and/or supportive others 
in treatment is important for resolution of PTSD symptoms. Parental emotional reaction 
to the traumatic event and parental support of the child are powerful mediators of the 
child’s PTSD symptomatology. Including parents in treatment helps them monitor the 
child’s symptomatology and learn appropriate behavioral management techniques, both 
in the intervals between treatment sessions and after therapy is terminated. In addition, 
helping parents resolve their emotional distress related to the trauma, to which the parent 
usually has had either direct or vicarious exposure, can help the parent be more 
perceptive of and responsive to the child’s emotional needs (Burman and Allen-Meares, 
1994; Rizzone et al., 1994). Many parents benefit from direct psycho education regarding 
their child’s PTSD symptoms and how to manage these (Deblinger and Heflin, 1996; 
Parson, 1997; Rigamer, 1986). Most authors describing treatments for children with 
PTSD recommend including one or more parent-directed components (Berliner, in press; 
Blom, 1986; Brent et al., 1995; Burman and Allen-Meares, 1994; Butler et al., 1996; 
Cohen and Mannarino, 1993; Deblinger and Heflin, 1996; Friedrich, 1996; Galante and 
Foa, 1986; Kolko, 1996; Macksoud and Aber, 1996; Parson, 1997; Rigamer, 1986; 
Simons and Silveira, 1994; Terr, 1989). 
 Data on the efficacy of group versus individual therapy for children with PTSD 
are scarce. A meta analysis of treatment outcome studies for PTSD in adult women 
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survivors of childhood sexual abuse demonstrated a larger effect size for individual 
therapy than group treatment across a variety of therapeutic approaches (Chard, 1994). 
Friedrich (1996) concluded that, in general, a trauma-focused approach that treats the 
child’s specific symptoms is more important than the treatment modality (group, family, 
individual) used. Although most treatment descriptions emphasize individual child 
therapy, several authors have focused on the efficacy of providing crisis intervention to 
parents, teachers, and/or children in groups at school, in the hospital, or in other 
community settings (Blom, 1986; Galante and Foa, 1986; Goenjian et al., 1997; LeGreca 
et al., 1996; Pynoos and Nader, 1988; Rigamer, 1986; Stallard and Law, 1993; Stoddard, 
1996; Sullivan and Evans, 1994; Yule and Udwin, 1991). Many of these interventions 
used convenience samples of schools or towns exposed to a common traumatic event. 
Group interventions in such situations provide the most timely intervention to the largest 
possible number of exposed children, and should be strongly considered. The rationale 
for crisis intervention following this type of trauma is that timely direct discussion of the 
event and its impact may prevent the development of avoidance and other PTSD 
symptoms in large numbers of exposed children. 
 Treatment of the dissociative symptoms described in some children with chronic 
PTSD is more complex. Clinicians should be aware that some children with PTSD have 
prominent dissociative symptoms that may take the form of hallucinations or 
disorganized thinking and behavior. These symptoms may be difficult to distinguish from 
psychotic states, and should be understood as manifestations of PTSD rather than a form 
of psychosis. In the case of sexually and physically abused children, the use of physical 
restraint or forcible medication administration may produce further trauma or worsen 
symptoms. Clinicians should be cautious in using these interventions or in diagnosing 
psychosis in children and adolescents with a history of significant trauma. Because of the 
complexity of treating PTSD complicated by dissociative symptoms, clinicians should 
consult additional references, such as Putnam (1997), Lewis and Putnam (1996), and 
Silberg (1996). 
 Not all behavioral and emotional problems in children with PTSD are necessarily 
related to the trauma. In treating children with PTSD, it is essential that the clinician 
recognize the presence of preexisting and comorbid psychiatric disorders, and provide 
appropriate interventions for these difficulties in conjunction with trauma-focused 
treatment. 
 
OTHER PSYCHOSOCIAL TREATMENTS 
 
 Several alternative treatment techniques have been described for use in children 
with PTSD. Pynoos and Nader (1988) describe a “psychological first aid” approach for 
children exposed to community violence, which may be offered in schools as well as in 
traditional treatment settings. This model emphasizes clarifying the facts about the 
traumatic event, normalizing children’s PTSD reactions, encouraging expression of 
feelings, teaching problem-solving techniques, and referring for ongoing treatment for the 
most symptomatic children. Chemtob et al. (1997) describe a similar intervention, 
psychological debriefing, for use in disaster situations. Sullivan and Evans (1994) 
advocate a treatment approach that integrates trauma-focused interventions with 12-step 
interventions for use in adolescents with PTSD and chemical dependency. Lowenstein 
(1995) has described the use of a therapeutic activity book, the Resolution Scrapbook, as 
an aid to treating children with PTSD. Many authors advocate the use of psycho 
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education for parents and teachers to enlist their support for traumatized children (Blom, 
1986; Butler et al., 1996; Galante and Foa, 1986; LaGreca et al., 1996; Molta, 1995; Nir, 
1985; Rigamer, 1986). 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.) may also be beneficial to children. Some have advocated psychoanalytic 
interventions for children with PTSD (Gaensbauer, 1994). No empirical studies have 
documented the efficacy of these interventions, which may be of significant value in 
certain clinical situations. 
 Additional specialized interventions may be necessary for children exhibiting 
particularly problematic PTSD symptoms, such as inappropriate sexual behavior. 
Specific treatment protocols are available (MacFarlane and Cunningham, 1986); and 
referral to specialized treatment programs may be appropriate in these situations.  
 Eye movement desensitization and reprocessing (EMDR) is an intervention that 
combines cognitive therapy components with directed eye movements.  There is some 
empirical support for the effectiveness of EMDR in reducing PTSD symptoms in adults 
(Forbes et al., 1994; Wilson et al., 1995).  One study demonstrated that an EMDR 
intervention with no eye movement was as effective as standard EMDR, indicating that 
the cognitive interventions rather than eye movement per se may account for EMDR's 
impact on PTSD symptoms (Pitman et al., 1996).  No controlled studies have evaluated 
the risks and benefits of EMDR in children and adolescents. 
 
PSYCHOPHARMACOLOGY 
 
 As noted above, a few studies have indicated that some children with PTSD 
exhibit physiologic abnormalities similar to those seen in adults with PTSD. Although 
findings are preliminary, these reports have led clinicians to prescribe a variety of 
medications for children with PTSD, despite a lack of randomized trials supporting 
efficacy. Looff et al. (1995) reported that carbamazepine at serum levels of 10.0 to 11.5 
ug/mL resulted in complete remission of symptoms in 22 out of 28 children with PTSD. 
These findings were complicated by the fact that several of the children were 
concurrently taking Ritalin, clonidine, selective serotonin reuptake inhibitors (SSRIs), or 
tricyclic antidepressants. Famularo et al. (1988) demonstrated significant decreases in 
PTSD symptomatology in 11 sexually and/or physically abused children following a 5-
week course of propranolol. Neither study used a control group or randomization of 
treatment.  
 Marmar et al. (1993) and DeBellis et al. (1994a) suggested but did not empirically 
evaluate the possibility that an -2 adrenergic agonist such as clonidine might be more 
effective than psychostimulants for ADHD symptoms in sexually abused and other 
children with comorbid PTSD. Horrigan (1996) reported a single case study in which a 
long acting -2 agonist, guanfacine, was successful in reducing nightmares in a 7-year-old 
child with PTSD. Harmon and Riggs (1996) reported a decrease in at least some PTSD 
symptoms in all seven children included in an uncontrolled clinical trial using clonidine 
patches. Brent et al. (1995) suggested that antidepressants may be helpful for some 
children with PTSD, particularly those with a predominance of depressive or panic 
disorder symptoms. To date, there have been no empirical studies of antidepressants for 
PTSD in children. 
 At this time there is inadequate empirical support for the use of any particular 
medication to treat PTSD in children (March et al., 1996). Drawing from the adult 
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literature, it appears that the use of conventional psychotropic medication for PTSD is at 
most mildly effective (Davidson and March, 1997). Due to the lack of adequate empirical 
data, clinicians must rely on judgment to determine the appropriateness of 
psychopharmacologic interventions in children with PTSD who have prominent 
depressive, anxiety, panic, and/or ADHD symptoms. As a general practice medication 
should be selected on the basis of established practice in treating the comorbid condition 
(e.g., antidepressants for children with prominent depressive symptoms). Because of their 
favorable side effect profile and evidence supporting effectiveness in treating both 
depressive and anxiety disorders, SSRIs often are the first psychotropic medication 
chosen for treating pediatric PTSD. Imipramine also is used frequently with children with 
comorbid panic symptoms.  
 Due to the lack of empirical studies evaluating efficacy of treatment for PTSD in 
children, it is premature to recommend a hierarchy of interventions. However, outpatient 
psychotherapy is generally considered the preferred initial treatment, with psychotropic 
medications used as an adjunctive treatment in children with prominent depressive or 
panic symptoms. 
 
CONFLICT OF INTEREST 
 
 As a matter of policy, some of the authors to these practice parameters are in 
active clinical practice and may have received income related to treatments discussed in 
these parameters. Some authors may be involved primarily in research or other academic 
endeavors and also may have received income related to treatments discussed in these 
parameters. To minimize the potential for these parameters to contain biased 
recommendations due to conflict of interest, the parameters were reviewed extensively by 
Work Group members, consultants, and Academy members; authors and reviewers were 
asked to base their recommendations on an objective evaluation of the available 
evidence; and authors and reviewers who believed that they might have a conflict of 
interest that would bias, or appear to bias, their work on these parameters were asked to 
notify the Academy. 
 
SCIENTIFIC DATA AND CLINICAL CONSENSUS 
 
 Practice parameters are strategies for patient management, developed to assist 
clinicians in psychiatric decision-making. These parameters, based on evaluation of the 
scientific literature and relevant clinical consensus, describe generally accepted 
approaches to assess and treat specific disorders, or to perform specific medical 
procedures. The validity of scientific findings was judged by design, sample selection and 
size, inclusion of comparison groups, generalizability, and agreement with other studies. 
Clinical consensus was determined through extensive review by the members of the 
Work Group on Quality Issues, child and adolescent psychiatry consultants with expertise 
in the content area, the entire Academy membership, and the Academy Assembly and 
Council. 
 These parameters are not intended to define the standard of care; nor should they 
be deemed inclusive of all proper methods of care or exclusive of other methods of care 
directed at obtaining the desired results. The ultimate judgment regarding the care of a 
particular patient must be made by the clinician in light of all the circumstances presented 
by the patient and his or her family, the diagnostic and treatment options available, and 
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available resources. Given inevitable changes in scientific information and technology, 
these parameters will be reviewed periodically and updated when appropriate.
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Outline of Practice Parameters for the Assessment and Treatment  
of Children and Adolescents With Posttraumatic Stress Disorder 

I. Diagnostic assessment. 
 A. Interview with parent or primary caregiver (Note: If a parent is the alleged 

perpetrator of child abuse or domestic violence that is the identified traumatic 
event, the non-offending parent or other primary caretaker should be 
interviewed.  Interview of the alleged perpetrator is not required to diagnose 
and treat PTSD in the child.) 

 1. Obtain report of the traumatic event(s) and determine whether it 
qualifies as an “extreme” stressor. 

   a. Note the nature of the event, when it occurred, the parents’ 
perception of the child’s degree of exposure to the event. 

  2. Obtain report of any preceding, concurrent, or more recent stressors in 
the child’s life. 

   a. Child abuse or neglect. 
   b. Significant conflict, separation, or divorce. 
   c. Frequent moves, school changes, or other significant 
disruptions. 
   d. Family deaths, illnesses, disabilities, or substance abuse. 
   e. Exposure to domestic or community violence. 

 f. Serious traumatic events in the parents’ lives of which the child 
has knowledge. 

  3. Obtain report of DSM-IV PTSD symptomatology in the child, with 
particular attention to developmental variations in clinical 
presentation. 

    a. Reexperiencing symptoms. 
   b. Avoidant and numbing symptoms. 
   c. Increased arousal symptoms. 

4. Obtain report of any other significant current symptomatology, with 
particular attention to disorders with high comorbidity with PTSD. 

   a. Depressive symptoms including self-injurious behavior. 
   b. Non-PTSD anxiety symptoms, including panic attacks. 
   c. ADHD and conduct symptoms. 
   d. Substance abuse. 
  5. Obtain report of whether the symptoms began prior to or following the 

identified traumatic event(s).  (Note: This determination may be 
difficult if the stressor has been longstanding or ongoing; e.g., physical 
abuse). 

  6. Obtain report of the parents’ and other significant others’ emotional 
reaction to the traumatic event. 

   a. Ascertain whether the parent or primary caregiver was directly 
exposed to the trauma (e.g., driving when a motor vehicle 
accident occurred) or experienced only vicarious exposure 
(e.g., child disclosed sexual abuse by a stranger). 

   b. Obtain report of the presence of parental PTSD symptoms 
following the traumatic event. 
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   c. Obtain perception of how much support has been available to 
the child since the event. 

  7. Obtain report of child’s past psychiatric history. 
   a. Outpatient psychotherapy. 
   b. Partial or inpatient hospitalization. 
   c. Psychotropic medications. 
   d. Symptom course. 
  8. Obtain medical history. 
   a. Significant current or past medical problems, somatic 

complaints, surgery, significant injuries. 
   b. Current or past medications. 
   c. Current primary medical care provider. 
  9. Obtain report of child’s developmental history, with particular 

emphasis on reactions to normal stressors (e.g., birth of sibling, 
beginning school) and child’s level of functioning prior to the 
traumatic stressor. 

  10. Obtain report of school history, with particular emphasis on changes in 
school behavior, concentration, activity level, and performance since 
the traumatic stressor. 

  11. Obtain report of family history and family members’ 
medical/psychiatric history. 

   a. PTSD symptoms or diagnosis. 
   b. Mood disorders. 
   c. Anxiety disorders. 
   d. Family medical conditions including any that may present as 

anxiety or mood disorders (e.g., thyroid disease). 
 B. Interview with the child, including mental status exam.  
  1. Obtain child’s report of the reason for referral. 
  2. Encourage child to describe his or her memories of the traumatic 

event.  (Note: There is no consensus regarding the optimal degree of 
detail, or whether certain kinds of leading questions are helpful or 
harmful.  Clinical consensus clearly indicates that requesting some 
description of the stressor from the child is desirable but that the use of 
highly suggestive questioning is not recommended.) 

  3. Obtain the child’s report of trauma-related attributions and 
perceptions. 
   a. Who or what the child believes was responsible for the 
traumatic event. 
   b. Whether the child believes he or she had any responsibility for 

causing or perpetuating the traumatic event. 
   c. Whether the child believes he or she should have behaved 

differently in response to the event. 
   d. Whether the child feels ostracized, damaged, or negatively 

judged by others as a result of being exposed to the stressor. 
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   e. The child’s perception of how 
emotionally distressed and supportive parents and significant 
others have been since the traumatic event. 

   f. In cases where the stressor was not public knowledge, child’s  perception of w
   g. The child’s perception of how “normal” his or her current 

symptoms are in reaction to the stressor. 
  4. Obtain child’s report of present symptomatology, with particular 

emphasis on developmentally appropriate questioning regarding DSM-
IV PTSD criteria symptoms.  (Note: Although it is important for the 
evaluator to explore with the child the link between the traumatic 
event and PTSD symptomatology, many children may not make this 
connection.  This should not deter the evaluator from diagnosing 
PTSD if the temporal relationship between the event and symptom 
formation as reported by child or parent supports this diagnosis.)   

  5. Obtain child’s report of symptomology frequently associated with 
PTSD. 
   a. Depressive symptoms, including suicidal ideation.  
   b. Substance abuse or self-injurious behavior (in older children 

and adolescents). 
   c. Dissociative symptoms, including fugue states, periods of 

amnesia, depersonalization or derealization (in older children 
and adolescents). 

   d. Panic attacks and other non-PTSD anxiety symptoms. 
  6. Observe the child for the elements of the mental status exam and for 

behaviors that are found with PTSD. 
   a. Increased startle reaction or vigilance. 
   b. Traumatic reenactment (in younger children). 
   c. Observable changes in affect or attention that may be 

indicative of reexperiencing phenomena. 
 C. Obtain information from school with appropriate release of information, if 

clinically indicated.  (Note: Although school reports may be helpful with 
regard to confirming certain symptoms or post-traumatic changes, in many 
cases, school reports are not necessary to diagnose or treat PTSD in children.) 

  1. Academic functioning with particular attention to changes since the 
traumatic event. 

  2. Interactions with peers and involvement in non-academic activities, 
with particular attention to changes since the traumatic event. 

  3. Temporal appearance of ADHD symptoms (i.e., present prior to or 
only after the traumatic event). 

 D. Determine the need for additional evaluations (IQ testing, speech and 
language evaluation, pediatric evaluation). 

 E. Consider the usefulness of standardized interviews and rating scales. Although 
semistructured interviews and parent- and child-rating scales of PTSD 
symptomatology may be helpful in following clinical course of children with 
PTSD, the diagnosis of PTSD is based primarily upon the clinical interview. 
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The use of standardized interviews and scales is not necessary to make this 
diagnosis. 

  1. Semistructured interviews. The following semistructured interviews 
include PTSD sections; none has established psychometric properties 
for measuring DSM-IV PTSD symptoms in children. 

   a. K-SADS-PL. 
   b. Diagnostic Interview Schedule. 
   c. Structured Clinical Interview for DSM-III-R. 
   d. Clinician-Administered PTSD Scale for Children and 
Adolescents. 
  2. Child- and parent-rating forms that may be clinically useful for 

following the course of PTSD symptoms in children. 
   a. PTSD Reaction Index. 
   b. Trauma Symptom Checklist for Children. 

   c. Checklist of Child Distress Symptoms—
Child and Parent Report Versions. 

   d. Children’s Impact of Traumatic Events Scale. 
   e. Child PTSD Symptom Scale. 
   f. Impact of Events Scale (Revised version for adolescents). 
II. Differential diagnosis. Psychiatric disorders that may be comorbid with or 

misdiagnosed as PTSD, or which PTSD may be misdiagnosed as. 
 A. Acute stress disorder. 
 B. Adjustment disorders. 
 C. Panic disorder. 
 D. Generalized anxiety disorder. 
 E. MDD. 
 F. ADHD. 
 G. Substance use disorders. 
 H. Dissociative disorders. 
 I. Conduct disorder. 
 J. Borderline or other personality disorder. 
 K. Schizophrenia or other psychotic disorder. 
 L. Malingering. 
 M. Factitious disorder. 
III. Establish the subtype of PTSD present. 
 A. Acute. 
 B. Chronic. 
 C. With delayed onset. 
IV. Treatment.  
Formulate the treatment plan based on the clinical presentation of the child and to address 
both PTSD symptoms and other behavioral and emotional problems the child is 
experiencing.  The course of PTSD and its particular symptom pattern in different 
children is extremely variable.  Short-term, long-term, or intermittent treatment may be 
required. Different levels of care (outpatient, partial or inpatient hospitalization) and 
modalities (individual, family, group, psychopharmacologic therapy) may be required for 
different children or for a given child at different points in the course of the disorder.  

©1998  33 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

Comprehensive treatment for PTSD is generally multimodal and may include any or all 
of the following components. 
 A. Psychoeducation.  Education of the child, parents, teachers, and/or significant 

others regarding the symptoms, clinical course, treatment options, and 
prognosis of childhood PTSD. 

 B. Individual therapy. 
  1. Trauma-focused therapy. 
   a. Exploration and open discussion of the traumatic event; 

relaxation, desensitization/exposure techniques may be useful. 
   b. Examination and correction of cognitive distortions in 

attributions about the traumatic event. 
 c. Behavioral interventions to address inappropriate traumatic 

reenactment (e.g., sexually inappropriate behaviors following 
sexual abuse; self-injurious, aggressive, and other behavioral 
difficulties). 

   d. Cognitive-behavioral techniques to help child gain control over 
intrusive reexperiencing symptoms. 

  2. Insight-oriented, interpersonal, and 
psychodynamic/psychoanalytic therapeutic interventions may be 
appropriate for treating PTSD in some children. 

  3. Therapy to address non-PTSD behavioral and emotional difficulties, in 
conjunction with trauma-focused interventions. 

 C. Family Therapy. 
  1. Trauma-focused parental therapy. 

a. Exploration and resolution of the emotional impact of the 
traumatic event on the parent. 

   b. Identification and correction of inaccurate parental attributions 
regarding the traumatic event (e.g., self-blame, blaming the 
child). 

 c. Identification and implementation of appropriate supportive 
parenting behaviors and parental reinforcement of therapeutic 
interventions (e.g., teaching parents to help the child use 
progressive relaxation techniques). 

   d. Parent training on management of inappropriate child 
behaviors. 
  2. Traditional family therapy with all immediate family members for 

families with high conflict, harsh discipline, and/or when PTSD 
symptoms are present in several family members.  However, family 
therapy generally should occur only after the child has received 
individual intervention to optimize comfortable disclosure of traumatic 
experiences and trauma-related symptoms.  No empirical or clinical 
consensus is currently available regarding the use of family therapy for 
children with PTSD. 

 D. Group Therapy. 
  1. Trauma-focused groups for children of similar developmental levels 

who have experienced similar traumatic exposure may be beneficial in 
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encouraging open discussion of and appropriate attributions regarding 
the event. 

  2. School-based group crisis intervention may be particularly useful in 
disaster situations. 

  3. Adult psychoeducational groups may be helpful in addressing parental 
and/or teacher concerns following exposure of groups of children to 
disaster or community violence situations. 

 E. Psychopharmacology. 
  1. Antidepressants (SSRIs, tricyclic antidepressants) may be useful for 

children exhibiting concurrent major depressive or panic disorder 
symptoms. 

  2. Psychostimulants or  -adrenergic agonists (e.g., clonidine) may be 
useful for children exhibiting concurrent ADHD symptoms. 

  3. Antianxiety medications (benzodiazepines, propranolol) generally 
have not been used to treat children with PTSD.  There is no current 
clinical consensus that use of these medications is effective for this 
population. 

©1998  35 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

REFERENCES 
References marked with an asterisk are particularly recommended. 
 
Ahmad A, Mohamad K (1996), The socioemotional development of orphans in 

orphanages and traditional foster care in Iraqi Kurdistan. Child Abuse Negl 
20:1161-1173 

 
Almqvist K, Brandell-Forsberg M (1997), Refugee children in Sweden: posttraumatic 

stress disorder in Iranian preschool children exposed to organized violence. Child 
Abuse Negl 21:351-366 

 
Amaya-Jackson L, March JS (1995), Posttraumatic stress disorder. In: Anxiety Disorders 

in Children and Adolescents, March JS, ed. New York: Guilford Press, pp 276-
300 

 
American Academy of Child and Adolescent Psychiatry (1997a), Practice parameters for 

the psychiatric assessment of children and adolescents. J Am Acad Child Adolesc 
Psychiatry 36(suppl):4S-20S 

 
American Academy of Child and Adolescent Psychiatry (1997b), Practice parameters for 

the forensic evaluation of children and adolescents who may have been physically 
or sexually abused. J Am Acad Child Adolesc Psychiatry 36(suppl):37S-56S 

 
American Psychiatric Association (1980), Diagnostic and Statistical Manual of Mental 

Disorders, 3rd edition (DSM-III). Washington, DC: American Psychiatric 
Association 

 
American Psychiatric Association (1987), Diagnostic and Statistical Manual of Mental 

Disorders, 3rd edition-revised (DSM-III-R). Washington, DC: American 
Psychiatric Association 

 
American Psychiatric Association (1994), Diagnostic and Statistical Manual of Mental 

Disorders, 4th edition (DSM-IV). Washington, DC: American Psychiatric 
Association 

 
Anthony EJ (1986), Terrorizing attacks on children by psychotic parents. J Am Acad 

Child Adolesc Psychiatry 25:326-335 
 
Appelbaum PS (1997), Ethics in evolution: the incompatibility of clinical and forensic 

functions. Am J Psychiatry 154:445-446 
 
Armstrong FD, Gay CL, Levy JD (1994), Acute reactions. In: Behavioral Aspects of 

Pediatric Burns, Tarnowski KJ, ed. New York: Plenum Press 
 

©1998  36 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

Arroyo W, Eth S (1985), Children traumatized by Central American warfare. In: 
Posttraumatic Stress Disorder in Children, Eth S, Pynoos RS, eds. Washington, 
DC: American Psychiatric Press, pp 101-120 

Arroyo W, Eth S (1995), Assessment following violence — witnessing trauma. In: 
Ending the Cycle of Violence: Community Responses to Children of Battered 
Women, Peled E, Jaffe PG, Edleson JL, eds. Thousand Oaks, CA: Sage 
Publications 

 
Azarian A, Miller TW, Skriptchenko-Gregorian V (1996), Baseline assessment of 

children traumatized by the Armenian earthquake. Child Psychiatry Hum Dev 
27:29-41 

 
*Benedek E (1985), Children and psychic trauma: a brief review of contemporary 

thinking. In: Posttraumatic Stress Disorder in Children, Eth S, Pynoos RS, eds. 
Washington, DC: American Psychiatric Press, pp 1-16 

 
*Berliner L (1997), Intervention with children who experience trauma. In: The Effects of  

Trauma and the Developmental Process, Cicchetti D, Toth S, eds. New York: 
John Wiley, pp 491-514 

 
Berman SL, Kurtines WM, Silverman WK, Serafini LT (1996), The impact of exposure 

to crime and violence on urban youth. Am J Orthopsychiatry 66:329-336 
 
Berton MW, Stabb SD (1996), Exposure to violence and posttraumatic stress disorder in 

urban adolescents. Adolescence 31:489-498 
 
Bloch D, Siber E, Perry S (1956), Some factors in the emotional reaction of children to 

disaster. Am J Psychiatry 113:416-422 
 
Blom GA (1986), A school disaster — intervention and research aspects. J Am Acad 

Child Adolesc Psychiatry 25:336-345 
 
Boney-McCoy A, Finkelhor D (1996), Is youth victimization related to trauma symptoms 

and depression after controlling for prior symptoms and family relationships? J 
Consult Clin Psychol 64:1406-1416 

 
Boyle S, Bolton D, Nurrish J, O’Ryan D, Udwin O, Yule W (1995), The Jupiter sinking 

follow-up: predicting psychopathology in adolescence following trauma. 
Presented at the 11th Annual Meeting of the International Society for Traumatic 
Stress Studies, Boston, Nov 2--6, 1995 

 
Brent DA, Perper JA, Moritz G et al. (1995), Posttraumatic stress disorder in peers of 

adolescent suicide victims. J Am Acad Child Adolesc Psychiatry 34:209-215 
 

©1998  37 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

Breslau N, Davis CG, Andeski P, Peterson E (1991), Traumatic events and posttraumatic 
stress disorder in an urban population of young adults. Arch Gen Psychiatry 
48:216-222 

 
Briere J (1995), The Trauma Symptom Checklist for Children (TSC-C) Manual. Odessa, 

FL: Psychological Assessment Resources, Inc 
 
Burman S, Allen-Meares P (1994), Neglected victims of murder: children’s witness to 

parental homicide. Soc Work 39:28-34 
 
Burton D, Foy D, Bwanausi C, Johnson J, Moore L (1994), The relationship between 

traumatic exposure, family dysfunction, and posttraumatic stress symptoms in 
male juvenile offenders. Journal of Traumatic Stress 7:83-93 

 
Butler RW, Rizzi LP, Handwerger BA (1996), The assessment of posttraumatic stress 

disorder in pediatric cancer patients and survivors. J Pediatr Psychol 21:499-504 
 
Ceci SJ, Leichtman M, White T (in press), Interviewing preschoolers: remembrance of 

things planted. In: The Child Witness in Context: Cognitive, Social, and Legal 
Perspectives, DP Peters, ed. Dordrecht, Netherlands: Kluwer Academic 

 
Chard KM (1994), A meta analysis of post traumatic stress disorder treatment outcomes 

of women survivors. Dissertation, Indiana University, Bloomington, IN 
 
Charney DS, Deutch AY, Krystal JH, Southwick SM, Davis M (1993), Psychobiologic 

mechanisms of posttraumatic stress disorder. Arch Gen Psychiatry 50:294-305 
 
Chemtob CM, Tomas S, Law W, Cremniter D (1997), Postdisaster psychosocial 

intervention: a field study of the impact of debriefing on psychological distress. 
Am J Psychiatry 154:415-417 

 
Clark DB, Bukstein OG, Smith MG, Kaczynski NA, Mezzich AC, Donovan JE (1995), 

Identifying anxiety disorders in adolescents hospitalized for alcohol abuse or 
dependence. Psychiatric Services 46:618-620 

 
Cohen JA, Mannarino AP (1993), A treatment model for sexually abused preschoolers. 

Journal of Interpersonal Violence 8:115-131 
 
*Cohen JA, Mannarino AP (1996a), A treatment outcome study for sexually abused 

preschool children: initial findings. J Am Acad Child Adolesc Psychiatry 35:42-50 
 
Cohen JA, Mannarino AP (1996b), The weekly behavior report: a parent-report 

instrument for sexually abused preschoolers. Child Maltreatment 1:353-360 
 
Cohen JA, Mannarino AP (1996c), Factors that mediate treatment outcome in sexually 

abused preschoolers. J Am Acad Child Adolesc Psychiatry 35:1402-1410 

©1998  38 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

 
Conte JR, Schuerman JR (1987), The effects of sexual abuse on children: a 

multidimensional view. Journal of Interpersonal Violence 8:115-131 
 
Cuffe SP, McCullough EL, Pumariega AJ (1994), Comorbidity of attention deficit 

hyperactivity disorder and posttraumatic stress disorder. Journal of Child and 
Family Studies 3:327-336 

 
Davidson J, Smith R (1990), Traumatic experiences in psychiatric outpatients. Journal of 

Traumatic Stress Studies 3:459-475 
 
Davidson JRT, March JS (1997), Traumatic stress disorders. In: Psychiatry, Vol 2, 

Tasman A, Kay J, Lieberman JA, eds. Philadelphia: WB Saunders, pp 1085-1098 
 
DeBellis MD, Chrousos GP, Dorn LD et al. (1994a), H-P-A axis dysregulation in 

sexually abused girls. J Clin Endocrinol Metab 78:249-255 
 
DeBellis MD, Lefter L, Trickett PK, Putnam FW (1994b), Urinary catecholamine 

excretion in sexually abused girls. J Am Acad Child Adolesc Psychiatry 33:320-
327 

 
*Deblinger E, Heflin AH (1996), Cognitive Behavioral Interventions for Treating 

Sexually Abused Children. Thousand Oaks, CA: Sage Publications 
 
*Deblinger E, Lippman J, Steer R (1996), Sexually abused children suffering 

posttraumatic stress symptoms: Initial treatment outcome findings. Child 
Maltreatment 1:310-321 

 
Diehl VA, Zea MC, Espino CM (1994), Exposure to war violence, separation from 

parents, post-traumatic stress and cognitive functioning in Hispanic children. Rev 
Int Psicol 28:25-41 

 
DiNocola VF (1996), Ethnocentric aspects of posttraumatic stress disorder and related 

disorders among children and adolescents. In: Ethnocultural Aspects of 
Posttraumatic Stress Disorder: Issues, Research and Clinical Applications, 
Marsella AJ, Friedman MJ, Gerrity ET, Scurfield RM, eds. Washington, DC: 
American Psychological Press, pp 389-414 

 
Drell MJ, Siegel CH, Gaensbauer TJ (1993), Posttraumatic stress disorder. In: Handbook 

of Infant Mental Health, Zeanah CH, ed. New York: Guilford 
 
DyregrovA, Yule W (1995), Screening measures: the development of the UNICEF 

screening battery. Presented at “Children and War” Symposium, Fourth European 
Conference on Traumatic Stress, Paris, May 7-11, 1995 

 

©1998  39 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

Earls F, Smith E, Reich W, Jung KG (1988), Investigating psychopathological 
consequences of a disaster in children: a pilot study incorporating a structured 
diagnostic interview. J Am Acad Child Adolesc Psychiatry 27:90-95 

 
Egendorf A, Kadushin C, Laufer RS, Rothbart G, Sloan L (1981), Legacies of Vietnam: 

Comparative Adjustment of Veterans and their Peers, Vols I--IV. Washington, 
DC: US Government Printing Office 

 
Eisen M (1997), Posttraumatic symptom inventory for children. In: Trauma Assessments: 

A Clinician’s Guide, Carlson E, ed. New York: Guilford, pp 254-255 
 
*Eth S, Pynoos R (1985), Developmental perspectives on psychic trauma in childhood. 

In: Trauma and its Wake, Figley CR, ed. New York: Brunner/Mazel, pp 36-52 
 
Famularo R, Fenton T, Augustyn M, Zuckerman B (1996), Persistence of pediatric 

posttraumatic stress after two years. Child Abuse Negl 20:1245-1248 
 
Famularo R, Kinscheiff R, Fenton T (1988), Propranolol treatment for childhood 

posttraumatic stress disorder, acute type: a pilot study. Am J Dis Child 142:1244-
1247 

 
Field T, Seligman S, Scafedi F, Schanberg S (1996), Alleviating posttraumatic stress in 

children following Hurricane Andrew. J Appl Dev Psychol 17:37-50 
 
Figley C (1978), Stress Disorders Among Vietnam Veterans. New York: Brunner/Mazel 
 
Finkelhor D (1990), Early and long-term effects of child sexual abuse: an update. Journal 

of Professional Psychological Research and Practice 32:325-330 
 
Fletcher K (1997a), Childhood PTSD interview — child form. In: Trauma Assessments: 

A Clinician’s Guide, Carlson E, ed. New York: Guilford, pp 248-250 
 
Fletcher K (1997b), When bad things happen scale. In: Trauma Assessments: A 

Clinician’s Guide, Carlson E, ed. New York: Guilford, pp 257-258 
 
Foa EB (1995), Posttraumatic diagnostic scale. National Computer Systems, Minnetonka, 

MN 
 
Forbes D, Creamer M, Rycroft P (1994), Eye movement desensitization and reprocessing 

in posttraumatic stress disorder: A pilot study using assessment Measures. J 
Behavior Therapy and Experimental Psychiatry 25:113-120 

 
Ford JD, Thomas JE, Rogers KC et al (1996), Assessment of children’s PTSD following 

abuse or accidental trauma. Presented at the Annual Meeting of the International 
Society for Traumatic Stress Studies, San Francisco, November 9-13, 1996 

 

©1998  40 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

*Foy DW, Madvig BT, Pynoos RS, Camilleri AJ (1996), Etiologic factors in the 
development of posttraumatic stress disorder in children and adolescents. J Sch 
Psychol 34:133-145 

 
Frank E, Turner SM, Stuewart BD (1980), Initial response to rape: the impact of factors 

within the rape situation. Journal of Behavioral Assessment 2:39-53 
 
*Frederick CJ (1985), Children traumatized by catastrophic situations. In: Posttraumatic 

Stress Disorder in Children, Eth S, Pynoos RS, eds. Washington, DC: American 
Psychiatric Press, pp 71-100 

 
Freud A, Burlingham DT (1943), War and Children. London: Medical War Books 
 
Friedrich WN (1996), Clinical considerations of empirical treatment studies of abused 

children. Child Maltreatment 1:343-347 
 
Friedrich WN, Grambsch P, Damon L et al. (1992), The child sexual behavior inventory: 

normative and clinical comparisons. Psychological Assessment 4:303-311 
 
Friedrich WN, Urquiza AJ, Beilke R (1986), Behavioral problems in sexually abused 

young children. J Pediatr Psychol 11:47-57 
 
Gaensbauer TJ (1994), Therapeutic work with a traumatized toddler. Psychoanal Study 

Child 49:412-433 
 
Galante R, Foa D (1986), An epidemiological study of psychic trauma and treatment 

effectiveness for children after a natural disaster. J Am Acad Child Adolesc 
Psychiatry 25:357-363 

 
Garbarino J, Kostelny K (1996), The effects of political violence on Palestinian 

children’s behavior problems: a risk accumulation model. Child Dev 67:33-45 
 
Garrison CZ, Bryant ES, Addy CL, Spurrier PG, Freedy JR, Kilpatrick DG (1995), 

Posttraumatic stress disorder in adolescents after Hurricane Andrew. J Am Acad 
Child Adolesc Psychiatry 34:1193-1201 

 
*Garmezy N (1986), Children under severe stress: critique and commentary. J Am Acad 

Child  Adolesc Psychiatry 25:384-392 
 
Glod CA, Teicher MH (1996), Relationship between early abuse, PTSD, an activity 

levels in prepubertal children. J Am Acad Child Adolesc Psychiatry 35:1384-1393 
 
Goenjian AK, Karayan I, Pynoos RS et al. (1997), Outcome of psychotherapy among 

early adolescents after trauma. Am J Psychiatry 154:536-542 
 

©1998  41 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

Goenjian AK, Pynoos RS, Steinberg AM et al. (1995), Psychiatric comorbidity in 
children after the 1988 earthquake in Armenia. J Am Acad Child Adolesc 
Psychiatry 34:1174-1184 

 
Goodwin J (1985), Post-traumatic symptoms in incest victims. In: Posttraumatic Stress 

Disorder in Children, Eth S, Pynoos RS, eds. Washington, DC: American 
Psychiatric Press, pp 155-168 

 
Goodwin J (1988), Post-traumatic stress symptoms in abused children. Journal of 

Traumatic Stress 1:475-488 
 
Green AH (1985), Children traumatized by physical abuse. In: Posttraumatic Stress 

Disorder in Children, Eth S, Pynoos RS, eds. Washington, DC: American 
Psychiatric Press, pp 133-154 

 
*Green BL (1991), Disaster and posttraumatic stress disorder. In: Posttraumatic Stress 

Disorder in Review: Recent Research and Future Directions, Davidson J, Foa E, 
eds. Washington, DC: American Psychiatric Press, pp 207-212 

 
Green BL, Grace MC, Vary MG, Kramer TL, Gleser GC, Leonard AC (1994), Children 

of disaster in the second decade: a 17 year follow up of the Buffalo Creek 
survivors. J Am Acad Child Adolesc Psychiatry 33:71-79 

 
Green BL, Korol M, Grace MC et al. (1991), Children and disaster: age, gender and 

parental effects on posttraumatic stress disorder symptoms. J Am Acad of Child 
Adolesc Psychiatry 30:945-951 

 
Greenberg SA, Shuman DW (1997), Irreconcilable conflict between therapeutic and 

forensic roles. Journal of Professional Psychological Practice and Research 
28:50-57 

 
Handford HA, Mayes SD, Mattison RE et al. (1986), Child and parent reactions to the 

Three Mile Island nuclear accident. J Am Acad Child Adolesc Psychiatry 25:346-
356 

 
Harmon RJ, Riggs PD (1996), Clinical perspectives: clonidine for posttraumatic stress 

disorder in preschool children. J Am Acad Child Adolesc Psychiatry 35:1247-
1249 

 
Helzer JE, Robins LN, McEvoy L (1987), Posttraumatic stress disorder in the general 

population. N Engl J Med 317:1630-1634 
 
Herman JL (1992), Trauma and recovery. New York: Basic Books 
 
Herman JL, Perry JC, van der Kolk BA (1989), Childhood trauma in borderline 

personality disorder. Am J Psychiatry 146:490-495 

©1998  42 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

 
Herman JL, van der Kolk BA (1987), Traumatic antecedents of borderline personality 

disorder. In: Psychological Trauma, van der Kolk BA, ed. Washington, DC: 
American Psychiatric Press, pp 303-327 

 
Hoffman MA, Bizman A (1996), Attributions and responses to the Arab-Israeli conflict: a 

developmental analysis. Child Dev 67:117-128 
 
Hornstein NL (1996), Complexities of psychiatric differential diagnosis in children with 

dissociative symptoms and disorders. In: The Dissociative Child, Silberg J, ed. 
Lutherville, MD: Sidran Press, pp 27-46 

 
*Horowitz FD (1996), Developmental perspectives on child and adolescent posttraumatic 

stress disorder. J Sch Psychol 34:189-191 
 
Horowitz M (1976), Stress Response Syndromes. New York: Jason Arondson 
 
Horrigan JP (1996), Guanfacine for posttraumatic stress disorder nightmares (letter to 

editor). J Am Acad Child Adolesc Psychiatry 35:975-976 
 
Hubbard J, Realmuto GM, Northwood AK, Masten AS (1995), Comorbidity of 

psychiatric diagnoses with posttraumatic stress disorder in survivors of childhood 
trauma. J Am Acad Child Adolesc Psychiatry 34:1167-1173 

 
Janoff-Bulman R (1985), The aftermath of victimization: rebuilding shattered 

assumptions. In: Trauma and its Wake, Figley CR, ed. New York: Brunner/Mazel, 
pp 15-35 

 
Jenkins EJ, Bell CC (1994), Violence among inner city high school students and 

posttraumatic stress disorder. In: Anxiety Disorders in African Americans, 
Friedman S, ed. New York: Springer Publishing 

 
Johnson KM, Foa EB, Jaycox LH, Rescoda L (1996), A self-report diagnostic instrument 

for children with PTSD. Presented at the 12th Annual Meeting of the International 
Society for Traumatic Stress Studies, San Francisco, November 9-13, 1996 

 
Joseph S, Brewin C, Yule W, Williams R (1993), Causal attributions and posttraumatic 

stress disorder in adolescents. J Child Psychol Psychiatry 34:274-253 
 
Kardiner A (1941), The Traumatic Neuroses of War. New York: Hoeber 
 
Kardiner A, Spiegel H (1947), War, Stress and Neurotic Illness. New York: Hoeber 
 
Kaufman J, Birmaher B, Brent D et al. (1997), Schedule for affective disorders and 

schizophrenia for school-age children — present and lifetime version (K-SADS-

©1998  43 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

PL): initial reliability and validity data. J Am Acad Child Adolesc Psychiatry 
36:980-988 

 
Kilpatrick DG, Veronen LJ, Best CL (1985), Factors predicting psychological distress 

among rape victims. In: Trauma and its Wake, Vol I: The Study and Treatment of 
Post-traumatic Stress Disorder, Figley CR, ed. New York: Brunner/Mazel, pp 
113-141 

 
Kinzie JD, Sack WH, Angell RH, Manson S, Rath B (1986), The psychiatric effects of 

massive trauma on Cambodian children: I. The children. J Am Acad Child 
Adolesc Psychiatry 25:370-376 

 
Kiser LJ, Heston J, Milsap PA, Pruitt DB (1991), Physical and sexual abuse in childhood: 

relationships with posttraumatic stress disorder. J Am Acad Child Adolesc 
Psychiatry 30:776-783 

 
Kolko D (1996), Individual cognitive-behavioral treatment and family therapy for 

physically abused children and their offending parents: a comparison of clinical 
outcomes. Child Maltreatment 1:322-342 

 
Koocher GP, O’Malley JE (1981), The Damocles Syndrome. New York: McGraw-Hill 
 
Koverola C (in press), Posttraumatic stress disorder. In Handbook of Child Behavior 

Therapy in the Psychiatric Setting, Ammerman RT, Hersen M., eds. New York: 
John Wiley and Sons 

 
*Kratochwill TR (1996), Posttraumatic stress disorder in children and adolescents: 

commentary and recommendations. J Sch Psychol 34:185-188 
 
LaGreca AM, Vemberg EM, Silverman WK, Prinstein MJ (1996), Symptoms of 

posttraumatic stress in children after Hurricane Andrew: a prospective study. J 
Consult Clin Psychol 64:712-723 

 
Laor N, Wolmer L, Mayes LC, Gershon A, Weizman R, Cohen DT (1997), Israeli 

preschool children under Scuds: a 30-month follow-up. J Am Acad Child Adolesc 
Psychiatry 36:349-356 

 
Lonigan CJ, Shannon MP, Taylor CM, Finch AJ, Sallec FR (1994), Children exposed to 

disaster: II. Risk factors for the development of post-traumatic symptomatology. J 
Am Acad Child Adolesc Psychiatry 33:94-105 

 
Looff D, Grimley P, Kuiler F, Martin A, Shunfield L (1995), Carbamazepine for 

posttraumatic stress disorder (letter). J Am Acad Child Adolesc Psychiatry 
34:703-704 

 

©1998  44 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

Lowenstein LB (1995), The resolution scrapbook as an aid in the treatment of 
traumatized children. Child Welfare 74:899-904 

 
*Lyons JA (1987), Posttraumatic stress disorder in children and adolescents: a review of 

the  literature. Dev Behav Pediatr 8:349-356 
 
MacFarlane K, Cunningham C (1986), Steps to Healthy Touching. Mt. Dora, FL: 

Kidsrights 
 
Macksoud MS, Aber JL (1996), The war experiences and psychosocial development of 

children in Lebanon. Child Dev 67:70-88 
 
Malmquist CP (1986), Children who witness parental murder: posttraumatic aspects. J 

Am Acad Child Adolesc Psychiatry 25:320-325 
 
Mannarino AP, Cohen JA, Gregor M (1989), Emotional and behavioral difficulties in 

sexually abused girls. Journal of Interpersonal Violence 4:437-451 
 
Mannarino AP, Cohen JA, Smith JA, Moore-Motily S (1991), Six and twelve month 

follow-up of sexually abused girls. Journal of Interpersonal Violence 6:484-511 
 
Manson S, Beals J, O’Nell T et al. (1996), Wounded spirits, ailing hearts: posttraumatic 

stress disorder and related disorders among American Indians. In: Ethnocultural 
Aspects of Posttraumatic Stress Disorder: Issues, Research and Clinical 
Applications, Masella AJ, MJ Friedman, ET Gerrity et al., eds. Washington DC: 
American Psychological Association, pp255-283 

 
March JS (in press), Assessment of pediatric posttraumatic stress disorder. In: 

Posttraumatic Stress Disorder: A Comprehensive Approach to Assessment and 
Treatment, Saigh P, Bremner J, eds. Needham Heights, MA: Allyn and Bacon 

 
March JS, Amaya-Jackson L, Murray MC, Schulte A (1996), Cognitive-behavioral 

psychotherapy for children and adolescents with posttraumatic stress disorder: a 
controlled trial of a new protocol-driven treatment package. Norbert and Charlotte 
Rieger Award Lecture. In: Proceedings of the AACAP Annual Meeting, 
Philadelphia, October 23-26, 1996 

 
March JS, Amaya-Jackson L, Pynoos RS (1996), Pediatric posttraumatic stress disorder. 

In: Textbook of Child and Adolescent Psychiatry, 2nd ed, Weiner JM, ed. 
Washington, DC: American Psychiatric Press 

March JS, Amaya-Jackson L, Terry R, Costanzo P (1997), Posttraumatic 
symptomatology in children and adolescents after an industrial fire in Hamlet, 
North Carolina. J Am Acad Child Adolesc Psychiatry 36: 1080-1088 

 

©1998  45 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

*Marmar CK, Foy D, Kagan B, Pynoos RS (1993), An integrated approach for treating 
posttraumatic stress. In: Posttraumatic Stress Disorder: A Clinical Review, 
Pynoos RS, ed. Lutherville, MD: Sidran Press, pp 239-272 

 
Martinez P, Richters JE (1993), The NIMH community violence project: II. Children’s 

distress symptoms associated with violence exposure. Psychiatry 59:22-35 
 
McFarland AC (1987), Posttraumatic phenomena in a longitudinal study of children 

following natural disaster. J Am Acad Child Adolesc Psychiatry 26:764-769 
 
McLeer SV, Callaghan M, Henry D, Wallen J (1994), Psychiatric disorders in sexually 

abused children. J Am Acad Child Adolesc Psychiatry 33:313-319 
 
McLeer SV, Deblinger E, Henry D, Orvashal H (1992), Sexually abused children at high 

risk for posttraumatic stress disorder. J Am Acad Child Adolesc Psychiatry 
31:875-879 

 
Meyer WJ, Blakeney P, Moore P (1994), Parental well-being and behavioral adjustment 

of pediatric survivors of burns. J Burn Care Rehabil 15:62-68 
 
Milgram NA, Toubiana YH, Klingman A, Raviv A, Goldstein I (1988), Situational 

exposure and personal loss in children’s acute and chronic stress reactions to a 
school bus disaster. Journal of Traumatic Stress 1:339-352 

 
Miller TW, Veltkamp LJ (1988), Effects of multigenerational sexual abuse in rural 

America. Int J Fam Psychiatry 9:259-275 
 
Molta RW (1995), Childhood posttraumatic stress disorder and the schools. Can J Sch 

Psychol 11:65-78 
 
Nader K, Pynoos RS, Fairbanks L, Frederick C (1990), Children’s posttraumatic stress 

disorder reactions one year after a sniper attack at their school. Am J Psychiatry 
147:1526-1530 

 
Nader KO, Kriegler JA, Blake DD, Pynoos RS, Newman E, Weathers FW (1996), 

Clinician Administered PTSD Scale for Children and Adolescents for DSM-IV. 
National Center for PTSD and UCLA Trauma Psychiatry Program, Dept of 
Psychiatry, UCLA School of Medicine, Los Angeles, CA 

 
Newman CJ (1976), Children of disaster: clinical observations at Buffalo Creek. Am J 

Psychiatry 133:306-312 
 
Nir Y (1985), Posttraumatic stress disorder in children with cancer. In: Posttraumatic 

Stress Disorder in Children, Eth S, Pynoos RS, eds. Washington, DC: American 
Psychiatric Press, pp 121-132 

 

©1998  46 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

Ornitz EM, Pynoos RS (1989), Startle modulation in children with posttraumatic stress 
disorder. Am J Psychiatry 146:866-870 

 
Parker J, Watts H, Allsopp MR (1995), Posttraumatic stress symptoms in children and 

parents following a school-based fatality. Child Care Health Dev 21:183-189 
 
Parson ER (1995), Post-traumatic stress and coping in an inner-city child. Psychoanal 

Stud Child 50:272-307 
 
*Parson EW (1997), Posttraumatic child therapy (P-TCT). Journal of Interpersonal 

Violence 12:172-194 
 
Pelcovitz D, Kaplan S, Goldenberg B, Mandel F, Lehane J, Guarrero J (1994), 

Posttraumatic stress disorder in physically abused adolescents. J Am Acad Child 
Adolesc Psychiatry 33:305-312 

 
*Perry BD (1994), Neurobiological sequelae of childhood trauma: posttraumatic stress 

disorder in children. In: Catecholamine Function in Posttraumatic Stress 
Disorder: Emerging Concepts, Murburg MM, ed. Washington, DC: American 
Psychiatric Press, pp 233-255 

 
Pfeffer CR (1997), Severe Stress and Mental Disturbance in Children. Washington, DC: 

American Psychiatric Association 
 
Pitman RK, Orr SP, Altman B, Longpre RE, Poire RE, Macklin ML (1996), Emotional 

processing during eye-movement desensitization and reprocessing therapy of 
Vietnam veterans with chronic post-traumatic stress disorder. Compr Psychiatry 
37:419-429 

 
Putnam FW (1997), Dissociation in Children and Adolescents: A Developmental 

Perspective. New York: Guilford 
 
*Pynoos R, Eth S (1986), Witness to violence: the child interview. J Am Acad Child 

Adolesc Psychiatry 25:306-319 
 
Pynoos RS, Eth S (1985), Children traumatized by witnessing acts of personal violence: 

homicide, rape or suicidal behavior. In: Posttraumatic Stress Disorder in 
Children, S Eth and R Pynoos, eds. Washington, DC: American Psychiatric Press, 
pp 17-44 

 
Pynoos RS, Frederick C, Nader K et al. (1987), Life threat and posttraumatic stress in 

school-age children. Arch Gen Psychiatry 44:1057-1063 
 
Pynoos RS, Nader K (1988), Psychological first aid and treatment approach to children 

exposed to community violence: research implications. Journal of Traumatic 
Stress 1:445-473 

©1998  47 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

 
*Pynoos RS, Steinberg AM, Wraith R (1995), A developmental model of childhood 

traumatic stress. In: Manual of Developmental Psychology, Vol 2: Risk, Disorder, 
and Adaptation, Cicchetti D, Cohen D, eds. New York: John Wiley, pp 72-95 

 
Realmuto GM, Masten AS, Carole LF, Hubbard J, Groteluschen A, Chhun B (1992), 

Adolescent survivors of massive childhood trauma in Cambodia: life events and 
current symptoms. Journal of Traumatic Stress 5:589-599 

 
Ribbe DP, Lipovsky JA, Freedy JR (1995), Posttraumatic stress disorder. In: Clinical 

Handbook of Anxiety Disorders in Children and Adolescents, Eisen AR, Kearney 
CA, Shaefer CE, eds. Northvale, NJ: Jason Aronson, Inc, pp 317-356 

 
Richters JE, Martinez P (1990), Checklist of Child Distress Symptoms: Parent Report. 

Washington, DC: National Institute of Mental Health 
 
Richters JE, Martinez P, Valla JP (1990), Levonn: a cartoon-based interview for 

assessing children’s distress symptoms. Washington, DC: National Institute of 
Mental Health 

 
Rigamer EF (1986), Psychological management of children in a national crisis. J Am 

Acad Child Adolesc Psychiatry 25:364-369 
 
Rizzone LP, Stoddard FJ, Murphy JM, Kruger LT (1994), Posttraumatic stress disorder in 

mothers of children and adolescents with burns. J Burn Care Rehabil 15:158-163 
 
Russell D (1983), The incidence and prevalence of intrafamilial and extrafamilial sexual 

abuse of female children. Child Abuse Negl 7:133-146 
 
Rutter M (1987), Continuities and discontinuities from infancy. In: Handbook of Infant 

Development, 2nd ed, Osofsky J, ed. New York: Wiley and Sons 
 
Sack WH, Angell RH, Kinzie JD, Rath B (1986), The psychiatric effects of massive 

trauma on Cambodian children: II. The family, the home and the school. J Am 
Acad Child Adolesc Psychiatry 25:377-383 

 
Sack WH, Clarke GN, Seeley J (1995), Posttraumatic stress disorder across two 

generations of Cambodian refugees. J Am Acad Child Adolesc Psychiatry 
34:1160-1166 

 
Saigh P (1988), The validity of the DSM-III posttraumatic stress disorder classification as 

applied to adolescents. Prof Sch Psychol 3:283-290 
 
Saigh P (1989), The development and validation of the Children’s Posttraumatic Stress 

Disorder Inventory. International Journal of Special Education 4:75-84 
 

©1998  48 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

Saigh PA (1986), In vitro flooding in one treatment of a six year-old boy’s traumatic 
stress disorder. Behav Res Ther 24:685-688 

 
Saigh PA, Yule W, Inamdar SC (1996), Imaginal flooding of traumatized children and 

adolescents. J Sch Psychol 34:163-183 
 
Saxe GN, Stoddard FJ, Markey C, Taft C, King D, King L (1997), The child stress 

reaction checklist: a measure of ASD and PTSD in children. Presented at the 
Annual Meeting of the International Society for Traumatic Stress Studies, 
Montreal, November 6-10, 1997 

 
*Scheeringa MS, Zeanah CH, Drell MJ, Larrieu JA (1995), Two approaches to 

diagnosing posttraumatic stress disorder in infancy and early childhood. J Am 
Acad Child Adolesc Psychiatry 34:191-200 

 
Schwarz ED, Kowalski JM (1991a), Posttraumatic stress disorder after a school shooting: 

effects of symptom threshold selection and diagnosis by DSM-III, DSM-III-R, or 
proposed DSM-IV. Am J Psychiatry 148:592-597 

 
Schwarz ED, Kowalski JM (1991b), Malignant memories: posttraumatic stress disorder 

in children and adults after a school shooting. J Am Acad Child Adolesc 
Psychiatry 30:936-944 

 
Shannon MP, Lonigan CJ, Finch AJ, Taylor CM (1994), Children exposed to disaster: 

epidemiology of post-traumatic symptoms and symptom profile. J Am Acad Child 
Adolesc Psychiatry 33:80-93 

 
Shaw JA, Applegate B, Schorr C (1996), Twenty-one month follow-up study of school 

age children exposed to Hurricane Andrew. J Am Acad Child Adolesc Psychiatry 
35:359-364 

 
Shaw JA, Applegate B, Tanner S et al. (1995), Psychological effects of Hurricane 

Andrew on an elementary school population. J Am Acad Child Adolesc Psychiatry 
34:1185-1192 

 
Siegel DJ (1995), Memory, trauma and psychotherapy: a cognitive science view. J 

Psychother Pract Res 4:93-122 
 
Silberg JL (1996), The Dissociative Child. Lutherville, MD: Sidran Press 
 
Silvern L, Karyl J, Landis TY (1995), Individual psychotherapy for the traumatized 

children of abused women. In: Ending the Cycle of Violence: Community 
Responses to Children of Battered Women, Peled E, Jaffe PG, Edleson PL, eds. 
Thousand Oaks, CA: Sage Publications, pp 43-76 

 

©1998  49 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

Simons D, Silveira WR (1994), Posttraumatic stress disorder in children after television 
programmes. BMJ 305:389-390 

 
Singer MI, Anglin T, Song L, Lunghofer L (1995), Adolescents’ exposure to violence 

and associated symptoms of psychological trauma. J Am Med Assoc 273:477-482 
 
Solomon SD, Gerrity ET, Muff AM (1992), Efficacy of treatments for posttraumatic 

stress disorder: an empirical review. J Am Med Assoc 268:633-638 
 
Southwick SM, Krystal JH, Bremner JD, et al. (1997), Noradrenergic and serotonergic 

function in posttraumatic stress disorder. Arch Gen Psychiatry 54:749-758 
 
Snodgrass L, Yamamoto J, Frederick C (1993), Vietnamese refugees with posttraumatic 

stress disorder symptomatology: Intervention via a coping skills model. Journal 
of Traumatic Stress 6:569-574 

 
Spaccarelli S (1995), Measuring abuse stress and negative cognitive appraisals in child 

sexual abuse: validity data on two new scales. J Abnorm Child Psychol 23:703-
727 

 
Spiegel D (1984), Multiple personality as a post-traumatic stress disorder. Psychiatr Clin 

North Am 7:101-110 
 
Stallard P, Law F (1993), Screening and psychological debriefing of adolescent survivors 

of life threatening events. Br J Psychiatry 163:660-665 
 
Steiner H, Garcia IG, Matthews Z (1997), Posttraumatic stress disorder in incarcerated 

juvenile delinquents. J Am Acad Child Adolesc Psychiatry 36:357-365 
Stoddard FJ (1996), Care of infants, children, and adolescents with burn injuries. In: 

Lewis M, ed. Child and Adolescent Psychiatry. Washington, DC: American 
Psychiatric Press, pp1016-1033 

 
Stoddard FJ, Norman DK, Murphy M (1989), A diagnostic outcome study of children 

and adolescents with severe burns . J Trauma 29:471-477 
 
Stone MH (1990), Abuse and abusiveness in borderline personality disorder. In: Family 

Environment and Borderline Personality Disorder, Links PS, ed. Washington, 
DC: American Psychiatric Press 

 
Strasburger LH, Gutheil TG, Brodsky A (1997), On wearing two hats: role conflict in 

serving as both psychotherapist and expert witness. Am J Psychiatry 154:448-456 
 
Stuber ML, Nader K, Yasuda P, Pynoos RS, Cohen S (1991), Stress responses after 

pediatric bone marrow transplantation: preliminary results of a prospective 
longitudinal study. J Am Acad Child Adolesc Psychiatry 30:952-957 

 

©1998  50 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

Sullivan JM, Evans K (1994), Integrated treatment for the survivor of childhood trauma 
who is chemically dependent. J Psychoactive Drugs 26:369-378 

 
*Terr LC (1979), Children of Chowchilla: study of psychic trauma. Psychoanal Stud 

Child 34:54-627 
 
Terr LC (1983), Chowchilla revisited: the effect of psychic trauma four years after a 

school bus kidnaping. Am J Psychiatry 140:1543-1550 
 
Terr LC (1985), Children traumatized in small groups. In: Posttraumatic Stress Disorder 

in Children, Eth S, Pynoos RS, eds. Washington, DC: American Psychiatric 
Press, pp 45-70 

 
Terr LC (1989), Treating psychic trauma in children: a preliminary discussion. Journal of 

Traumatic Stress 2:3-19 
 
*Terr LC (1990), Too Scared to Cry. New York: Harper and Row 
 
*Terr LC (1991), Childhood traumas: an outline and overview. Am J Psychiatry 148:10-

20 
 
True WR, Rice J, Eisen SA et al. (1993), A twin study of genetic and environmental 

contributions to liability for posttraumatic stress symptoms. Arch Gen Psychiatry 
50:257-264 

 
Vernberg EM, LaGreca AM, Silverman WK, Prinstein MJ (1996), Prediction of 

posttraumatic stress symptoms in children after Hurricane Andrew. J Abnorm 
Psychol 105:237-248 

 
Weine S, Becker DF, McGlashan TH, Vojvoda D, Hartman S, Robbins JP (1995), 

Adolescent survivors of “ethnic cleansing:” observations on the first year in 
America. J Am Acad Child Adolesc Psychiatry 34:1153-1159 

 
Wilson SA, Becker LA, Tiner RH (1995), Eye movement desensitization and 

reprocessing treatment for psychologically traumatized individuals. J Consulting 
and Clinical Psychology 63:928-937 

 
Wolfe DA, Sas L, Wekerle C (1994), Factors associated with the development of 

posttraumatic stress disorder among child victims of sexual abuse. Child Abuse 
Negl 18:37-50 

 
Wolfe VV, Gentile C, Wolfe DA (1989), The impact of sexual abuse on children: a 

posttraumatic stress disorder formulation. Behav Ther 20:215-228 
 

©1998  51 NOT FOR DISTRIBUTION OR CITATION 



AMERICAN ACADEMY OF CHILD AND ADOLESCENT PSYCHIATRY 
 

Wyman PA, Cowen EL, Work WC et al. (1992), Interviews with children who 
experienced major life stress: Family and child attributes that predict resilient 
outcome. J Am Acad Child Adolesc Psychiatry 31:904-910 

 
Yehuda R, McFarlane AC (1995), Conflict between current knowledge about 

posttraumatic stress disorder and its original conceptual basis. Am J Psychiatry 
152:1705-1713 

 
Yule W, Bruggencate S, Joseph S (1994), Principal components analysis of the Impact of 

Events Scale in children who survived a shipping disaster. Pers Individ Differ 
16:685-691 

 
Yule W, Udwin O (1991), Screening child survivors for posttraumatic stress disorder: 

experiences from the “Jupiter” sighting. Br J Clin Psychol 30:131-138 
 
Yule W, Williams R (1990), Posttraumatic stress reactions in children. Journal of 

Traumatic Stress 3:279-295. 
 

©1998  52 NOT FOR DISTRIBUTION OR CITATION 


	LITERATURE REVIEW

