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Children and PTSD: Risk factors

Risk factor characteristics for post-traumatic stress disorder (PTSD) in chil-
dren and adolescents include traumatic events, individual characteristics,

MANY CHILDREN and adolescents around the
world have been victims of at least one trau-
matic event—child abuse and neglect, war,
school shootings, natural disasters, accidents
and injuries, and more. According to Alisic and
colleagues, an estimated 16% of them have de-
veloped post-traumatic stress disorder (PTSD).

PTSD is debilitating and can lead to chronic
mental health disorders and even suicide.
Many children and adolescents who suffer with
PTSD have difficulty performing daily tasks
and may experience alterations in their social
relationships. Research indicates that they also
may develop PTSD-related comorbidities, such
as cardiovascular disease, later in life.

Identifying PTSD risk factors and providing
effective treatment to prevent further trauma
is the key to improving outcomes.

Risk factors

Risk for trauma exposure has many character-
istics, including gender and age for all chil-
dren. For example, according to McLaughlin
and colleagues, males are at higher risk for
exposure to physical violence than females.
Females, however, are at higher risk for expo-
sure to sexual violence. Infants and very
young children are at risk for caregiver phys-
ical abuse, witnessing abuse, and kidnapping.
Most children who've been exposed to a trau-
matic event have been 8 years or younger, but
adolescents are at higher risk than younger
children for rape and sexual assault, physical
assault, automobile accident injury, and a fam-
ily member’s death. Other risk factors include
living in a single-parent home, low economic
status, and residing in U.S. cities. Children
who live in regions of the world with human-
itarian emergencies such as war and armed
conflict may become displaced with their fam-
ilies as refugees. These children may person-
ally experience or witness brutal violence (in-
cluding kidnapping, torture, and rape) and
death. (See Children and PTSD: Risk factors.)

Assessment and diagnosis

PTSD assessment and diagnosis begins by de-
termining whether the patient’s symptoms are
the result of trauma or another underlying
mental health disorder. Questions that can
help make this determination include: Has the
child directly experienced actual or threat-
ened death, serious injury, or sexual violence;
witnessed an event as it occurred to others; or

MyAmericanNurse.com

family dynamics, and response to trauma.

Risk factors Examples

Traumatic events * Natural disasters
® Car accidents
 Terrorist attacks
® School shootings
¢ Physical and sexual abuse

* Witnessing interpersonal violence
* Exposure to war or armed conflict

* Refugee displacement

Child/adolescent * Males (at higher risk than females for physical

characteristics abuse)

* Females (at higher risk than males for sexual

abuse)

¢ Children with a history of other mental health

issues

Family dynamics ® Parents who also have suffered from PTSD

* Poor family functioning
* Domestic violence
® Single-parent homes

Response to * Anger
trauma ® Rumination

* Avoidance and suppression of trauma-related

thoughts

learned that a close family member or friend
experienced trauma? According to the Diag-
nostic and Statistical Manual for Mental Dis-
orders, 5th edition (DSM-5), children (who are
divided into two age categories: 6 years and
older and younger than 6 years) have a lower
threshold than adults for PTSD symptoms.
Children with PTSD may experience signs and
symptoms that fall into four categories: intru-
sion, avoidance, negative alterations in cogni-
tion and mood, and hyperarousal. (See P7SD
signs and symptoms categories.)

Assessing the impact of trauma on a child’s
ability to function in various domains—cogni-
tion, interpersonal relationships, mood and af-
fect, family function, and trauma coping
(avoidance, hypervigilance, and hyperarousal
or aggression)—is important. Signs and symp-
toms will appear as behaviors that have a di-
rect negative physical and cognitive impact on
the child’s activities of daily function. Some
children exhibit these clinical features for
months or years after the traumatic event.

Assessing for comorbidities such as alcohol
or drug dependency, generalized anxiety dis-
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Signs and symptoms of post-traumatic stress disorder (PTSD) in children
are grouped into four categories—intrusion, avoidance, negative alter-
ations in cognition and mood, and hyperarousal. PTSD diagnosis in a child
requires that he or she exhibit clinical features from all four categories.

Category

Examples

Intrusion

* Intrusive, distressing memories of the traumatic
event

* Nightmares

® Acting out the traumatic event in play

* Flashbacks

Avoidance

* Avoiding distressing memories or feelings
about the traumatic event

* Avoiding external reminders such as places,
things, or people associated with the event

Negative alterations  © Negative beliefs or expectations about oneself
in cognition * Feelings of fear, anger, guilt, or shame
and mood ¢ Detachment or estrangement from others
* Marked decrease in participation in activities
they once enjoyed
Hyperarousal ¢ Self-destructive or risky behavior
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Hyperactive startle response, especially in
infants and young children

Sleep disturbances

Difficulty concentrating

Aggression toward people or objects
Angry outbursts

Hypervigilance

order, depression, separation disorder, and
panic disorder also is important.

Assessment tools

Several assessment tools—including the Uni-
versity of California, Los Angeles (UCLA)
PTSD Reaction Index for Children and Adoles-
cents (PTSD-RD, and the Clinician-Adminis-
tered PTSD Scale for Children and Adoles-
cents (CAPS-CA-5)—are available to assist
with diagnosing. Clinicians also should ad-
minister a suicide risk assessment to deter-
mine if an urgent need exists for inpatient as-
sessment and treatment.
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Treatment

The gold standard of treatment for children
and adolescents with PTSD is trauma-focused
cognitive behavioral therapy (TF-CBT). Phar-
macotherapy for anxiety or depression related
to PTSD may be included in conjunction with
TF-CBT.

Psychosocial interventions

TF-CBT is an evidence-based treatment that
should be implemented by a healthcare
provider (such as a psychologist, licensed
clinical social worker, or pediatric mental
health nurse practitioner) who is trained in its
use. The treatment involves having the child
slowly reflect back on the traumatic event, al-
lowing him or her to openly discuss it, and
providing anxiety management techniques to
help reduce symptoms. Several sessions may
be needed before the child can comfortably
think about the event and successfully use the
management techniques. Parents participate
in TF-CBT so they can learn to cope with their
child’s PTSD symptoms.

TF-CBT also can be administered in group
or community settings, such as when students
experience a school shooting or in a commu-
nity after a natural disaster. The treatment is es-
pecially effective and recommended as first-
line treatment in children who have PTSD
related to sexual abuse and display significant
sexual behavioral issues (such as inappropriate
touching of another child). Contraindications to
TF-CBT include acute states of suicidality, psy-
chosis, mania, drug intoxication, or severe de-
velopmental or cognitive impairment.

Play therapy can be used with younger
children who can’t effectively express their
thoughts about a traumatic event. The thera-
py uses games, drawing, and other forms of
play to allow children to demonstrate their
feelings and alleviate any anxiety related to
the trauma.

In children with significant cognitive or de-
velopmental delays, child-parent psychother-
apy is recommended because it doesn’t re-
quire intensive cognitive-based interventions.
This method also is recommended for chil-
dren experiencing severe attachment-related
symptoms.

Pharmacotherapy

Typically, pharmacotherapy is used in con-
junction with psychosocial therapy. Currently,
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no medications have been approved to treat
PTSD in children, but studies have shown that
medications such as selective serotonin reup-
take inhibitors may be helpful in treating anx-
iety associated with PTSD. Antiadrenergic
medications such as clonidine, guanfacine,
and prazosin have been used to help manage
nighttime symptoms, including nightmares and
other sleep disturbances. Prazosin is the most
widely recommended medication for sleep
disturbances; guanfacine is more frequently
used during the day to decrease symptoms of
hyperarousal. Some children may experience
nightmares when taking clonidine, in which
case it should be discontinued.

If medications are part of the treatment
plan, frequent monitoring for adverse effects
is recommended. In addition, parents and
caregivers will require education about ad-
verse effects, expected outcomes, dosages,
lab work, and follow-up visit frequency.

An interprofessional approach

PTSD symptoms and their severity in children
and adolescents vary, and the nature of the
trauma, the child’s age, how he or she reacts to
the event, his or her developmental and cog-
nitive ability, and the timing of diagnosis im-
pact therapeutic outcomes. The course of PTSD
symptoms also varies; research by Chowdhury
and Pancha shows that approximately two-
thirds of children diagnosed with PTSD recover
and one-third experience long-term symptoms
and chronic mental health concerns such as
substance abuse, depression, anxiety, and inef-
fective social coping.

The key to effective treatment outcomes is
early risk assessment and accurate diagnosis,
which includes eliminating underlying men-
tal health disorders with similar symptoms.
Nurses and providers should remember that
environmental factors (such as disruption in
the family structure, displacement of the
child/family, placement in foster care, parent
incarceration, or a parent’s death) can influ-
ence treatment. PTSD may be overlooked in
these children and in those who are afraid to
share information about the trauma or of
being exposed to additional trauma, so clini-
cians need to be well versed about the con-
dition. Care management typically is over-
seen by a mental health specialist, but an
interprofessional approach is essential to
promote continuity of care, particularly
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Learn more

Visit these organizations’ websites to learn more about post-trau-
matic stress disorder (PTSD) in children and trauma-focused cogni-
tive behavioral therapy (TF-CBT).

© Centers for Disease Control and Prevention: Children’s mental
health: Post-traumatic stress disorder in children (cdc.gov/
childrensmentalhealth/ptsd.html). Learn about PTSD symptom:s,
treatment options, and prevention techniques.

¢ Children Welfare Information Gateway: Trauma-Focused Cogni-
tive Behavioral Therapy: A Primer for Child Welfare Professionals
(childwelfare.gov/pubPDFs/trauma.pdf). This downloadable fact
sheet about TF-CBT includes information about target populations,
key components, benefits, and additional resources.

* Medical University of South Carolina TF-CBT Web 2.0: A course for
trauma-focused cognitive behavioral therapy (musc.edu/tfcbt).
This web-based training course gives providers who diagnose and
treat PTSD an opportunity to learn new skills they can incorporate
into their practice.

¢ Trauma-Focused Cognitive Behavioral Therapy: National Thera-
pist Certification Program (tfcbt.org). This site offers training and
certification for mental health professionals. Visitors also can search
for certified therapists by name or region.

¢ U.S. Department of Veterans Affairs: PTSD: National Center for
PTSD. (ptsd.va.gov/professional/treat/specific/ptsd_child_
teens.asp). This article provides insights into children’s PTSD risk
factors, effects other than PTSD in children who experience trauma,
and treatment options.

when a child has been treated for other men-
tal health concerns. AN

Kelly J. Betts is an assistant professor at the University of Nebraska
Medical Center College of Nursing in Scottshluff.
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