CHAPTER 21

Posttraumatic Stress Disorder

Michael S. Scheeringa

D espite case reports published in the past
25 years describing serious symptoma-
tology in young, traumatized children, only
inthe past 15 years has posttraumatic stress
disorder (PTSD) been studied systematically.
In this chapter I begin by reviewing develop-
mental issues relevant for the study of trau-
ma, including the development of memory
and the neurobiological substrate of PTSD.
Next, [ review what is known about the
diagnostic validity of PTSD in young chil-
dren, as well as comorbidity and associated
conditions. Then, I consider the relationship
context of PTSD in early childhood. Finally,
Lconclude by reviewing methods of assess-
ment and what is known about the treat-
ment of young children with posttraumatic
symptomatology.

DEVELOPMENTAL
CONSIDERATIONS

Memory Development

Memory is a critical issue in PTSD. One must
ilave- some form of memory (_)f a past event
n mder'to demonstrate key signs of rhe dis-
‘t)rfl(l‘;i:edlstr(iss at reminders of the event, n-
iy recollections of the event, avoidance

¢ event, and/or flashbacks of the event.
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Many types of memory have been studied.
Here I focus on two major types most use-
ful for our practical and clinical questions:
What do infants remember of rtheir past
events? How accessible are those memories
to evaluators and therapists of young, trau-
matized children?

The first type of memory, behavioral mem-
ory (also called nondeclarative or implicit),
is the earliest. It is essentially unconscious to
the individual, cannot be verbally recalled,
but may be enacted behaviorally. Tests have
shown that infants as young as 6 months of
age show recall by manipulating toys cor-
rectly, which were demonstrated to them 24
hours earlier, and more frequently than toys
that were not demonstrated to them (Collie
& Hayne, 1999). Nelson (1995) has hypoth-
esized that the brain structures responsible
for long-term memory are in place and func-
tional by at least 8 or 9 months (Nelson,
1995). These types of memories may be
what are observed when preverbal children
repetitively reenact traumatic experiences
(Terr, 1981). That is, one can have behav-
ioral memories such as automatic distress
reactions to situations that resemble their
past events.

The second type of memory, autobio-
graphical memory (also called declarative or
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explicit), is verbal recall of discrere person-
ally experienced events. This rype of mem-
ovy appears with the emergence of language
around 18 months, increases berween 18 to
36 months, and manifests in a coherent nar-
rative form after 36 months. This timeline
shows convergence from both normal devel-
opmental studies {(Fivush, 1999) and from
clinical sertings (Terr, 1988).

Overall, memory rescarch suggests that
children who are traumatized prior to 6
months of age, and perhaps even prior to
18 months of age, will not have retrievable
autobiographical narratives of those events.
If children describe memories of events be-
fore these ages, the odds are that they over-
heard discussions of the events from adults
and have come to believe rhat these were, in
fact, their own memories. For example, Terr
reported a striking case of a girl who was
2 years, 1 month old when her S-year-old
sister was seriously injured when eviscerated
by the suction of a swimming pool drain
{Tere, 1990 The younger sister was at the
pool but never saw her sister in any state of
injury. Several years later, after the older sis-
ter unexpecredly died, the girl insisted for
the Arst time thatr she had seen the accident
happen originally, and gave several detailed
descriptions of the traumaric scene. It was
concluded thar these were the exact family
tales she had heard at home.

Memory for Stressful Evenis

Memory for autobiographical events is an
extremely important factor, if not the rare-
limiting facror, for determining whether
or not children develop PTSD. There is an
informarive body of literarure on children’s
memory about how much we can expect
voung children to remember of their per-
sonal stressful expertences, which may or
may not be different from how much they
remember of evervday events. Merrigt et al.
systemarically asked 24 3- (0 7-year-old chil-
dren abour 21 component parts of a voiding
cystourethrogram procedure (o catheter is
inserred in the urethra, the bladder is filled
with contrast fuid, and then the child uri-
nares while being Xerayved) (Merritt, Orn-
stein, & Spicker, 1994), Six weeks later,
children remembered, on average, 83% of
the components, Videotaped observational
ratings of the degree of children’s disrress
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during the procedures negatively correlagg
with the amount of recall. They conciudeg
that young children remember quite acq,.
rately, but cf}.ﬂdre:_} for whom the procedyre
was more distressing actually seemed 1o r.
member significantly less.

Other studies have parsed out the age ¢f.
fecrs more systemarically. Researchers asked
140 3- to 7-year-old children to remember,
on average 18.6, components of a well-child
visit to a pediatrician {Baker-Ward, Gordon,
COrnstein, Larus, & Clubb, 1993). There was
a predictable gradient of memory accuracy
increasing with age: the 3-year-olds remem-
bered 75% immediately afrer the even
the S-vear-olds remembered 82%, and the
7-year-olds remembered 92%. Furchermore,
the 7-year-olds showed essentially no forget-
ting weeks later, but the 3-year-olds accu-
racy had dipped significantly to 70%.

A study by Chen et al. of 3- w0 {8-year-
old children also empirically quantified the
age gradient for the amount of accurare re-
call. These children were interviewed for
their recall of a lumbar puncture procedure
{spinal tap) as part of their cancer treatment
protocols {Chen, Zeltzer, Craske, & Kar,
2000). Based on systematic interviews for
20 component parts of the procedure, the
3- to 4-year-olds remembered significantly
fess {42%) compared to the clder age groups;
5- to 7-year-olds, 69%; 8- to 10-year-olds,
78%; and 11- to 18-year-olds, 87%. The 3-
to 4-year-olds also endorsed purposefully
misicading guestions significantly more often
(61%) compared to the older age groups
(18%, 16%, and 0%, respectively). Chil
dren’s self-report of more anxiety during the
procedure was associated wirh poorer recall,
replicating the relationship between distress
and recall shown by Merritt et ab. {1994).

Tere’s pioneering qualitative studies of
traumatized clinically referred children con
cluded that generally only those children
who were 3 vears of age or older at the tme
of the experiences were capable of productng
coherent autobiographical narrative Fecd]
of the events years later (Terr, 1988).‘1—_]“5
rimeline concurs generally with nonclime?
research conducred by Pererson and cor
fcagues on children who received gmergency
room treatments. In one study the cesearch-
ers interviewed 25 children who rang®
from 17 10 66 months of age {Howe, Cour
age, & Pererson, 1994). They concladed that
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children under 24 months of age, in general,
iailed to provide a coherent narrative of the
(raumatic event. In another emergency room
study, children who were 1 and 2 vears old
ot the time of emergency room treatment did
not produce accurate recall later, but chil-
dren who were 2.5 years or olderl at the time
produced accurate recall, with lircle forget-
ring, even 5 years later (Peterson & Whalen,
2001,

Lastly, Fivush er al. reinterviewed 42 9-
10 10-year-old children who had been 3- o
4-years old ar the time thar they experienced
Hurricane Andrew (Fivush, McDermot:-
Sales, Goldberg, Bahriclk, & Parker, 2004),
Their first aim was to determine how much
children could recall of a life-threatening
experience 6 years later? Using the same in-
rerview techniques at both time points, they
found that children recalled almost twice
as much detail 6 years later as they did 2-6
months after the hurricane. There was no ef-
fect of high or low stress on recall, in con-
wast to Merritt’s and Chen’s work.

Overall, these data suggest that children
asyoung as 2.5-3 years of age clearly recall
stressful experiences years later, and these
tecollections are at least as derailed as nor-
mative experiences (Fivush, 1999). There is
some evidence that those who experienced
more stress at the time of the events recalled
less, but this finding is less clear. The im-
plications for infancy (i.e., 12 months and
younger) are that children may show behav-
ioral evidence of recalling previously learned
experiences but generaily are nor able ro ex-
press memories of these events in verbal nar-
tative form even when older {(Fivush, 1999).

The Salience of Memory for Psychopathology

Despite the obvious importance of memory
for the development of PTSD, only a few at-
tempts have been made to explore how as-
Sessments of memory correlate with actual
psychological outcome. The only known
Prospective study with children was a 6-year
Ollow-up of 35 children who were 3—4 VERTS
old at the time of experiencing Hurricane
Andrew at the first assessment {McDermott-
Sales, Fivush, Parker, & Bahrick, 20035). At
'me 1, children who recalled more infor-

Maton about the hurricane events showed
{i;s‘;tsevere PTSD sympromatology. In con-
» amount of recall was not correlated
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to severity of PTSD at Time 2, consistent
with an adulr study (Kangas, Henry, & Bry-
ant, 2005). However, children who simpllv
talkgd more (but not recalled more amounts
of different content) and used more posi-
tive emotion words ar Time 1 showed less
severe PTSD scores ar Time 2, with post
boc evidence suggesting that it was primar-
ily the positive emotion words rarher than
total amount of talking that was associated
with better Time 2 PTSD outcome. This
ﬁ_nding suggests thatr che valence of memo-
ries, as opposed to the number of memories,
may be related to the development of PTSD.
One limication shared with the Kangas er al.
{2005) study is that this srudy did not assess
the accuracy of the children’s memories.

These findings are important because of
the commonly encountered clinical scenar-
io in which caregivers do not want to dis-
cuss traumatic evenes with children because
they want children to forger. First, once an
event 15 remembered (after approximately
2.5 years of age), children do not forget it.
As time passes bevond the events, children
may forget details, and younger children
forget more details, but rhey do not forget
generally what happened. Second, aithough
remembering more details does not appear
to protect the child from developing PTSD,
neither does remembering less. Thus, the ad-
vice for caregivers of children 2.5 years old
and older would be tc encourage conversa-
tion about past traumatic events.

However, for children vounger than 2.3
years, the advice for caregivers may be not to
talk about the events. Discussions may cre-
are memories in children who lack memories
of their own. But if children ask about the
past events and seem to recall them, then the
advice for older children would apply.

The Mosment of Panic

PTSD is defined as beginning with an initial
moment of panic or sense of being suddenly
overwhelmed by a temporarily uncontrol-
lable sense of desperarion. Consistent with
this definition, epidemiological research on
risk facrors for PTSD has shown that per-
ceived threat to life and fear at the time of
the traumatic events are two of the most
consistent  predictors of PTSD  (Ehlers,
Mayou, & Bryant, 1998). The capacity o
show fear emerges around 9 months of age
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{Lewis, 2000) but may be present earlier in
precocious individuals. '

" The challenge is to ascertain what is and
is not frightening for infants and young
children. The clearer our understanding
of this area, the more effective will be our
cfforts ro help adult caregivers understand
how symptoms start and how best to soqthe
eraumarized young children. For phySJC;f
abuse, sexual abuse, auto accidents, acci-
dental injuries, and animal bites, it is usually
straightforward o precisely identify the past
events that caused the present triggered fear
responses. However, in cases involving the
witnessing of domestic violence, determin-
ing cause-and-effect links can be more con-
fusing. For example, children may be more
frightencd when the mother fights back or
when they flee the house, or, if they are in
the next room, when they hear yelling with-
out being able to see what’s going on. For
invasive medical procedures, oxygen masks
or being left alone on a gurney in a halbway
may be more frightening than any actual
procedure.

For more complicated types of events,
such as natural or human-made disasters,
there are often secondary events connected
that may have been equally or more fright-
ening, and it’s not obvious which events
were the scariest to children. In a study of
70 young children victimized by Hurricane
Katrina, the prevalence of PTSD was 50%.
Twenty-four of these children stayed in the
city through the storm and the subsequent
flood, and their rate of PTSD was 62.3%.
The remaining 46 children were evacuated
prior to the storm and therefore were never
clearly in harm’s way, ver their rate of PTSD
was unexpectedly high at43.5% (Scheeringa
& Zeanah, 2008). For most evacuated chil-
dren, the moment of panic occurred when
chey returned for the first time to see their
Aooded homes; this experience was repeat-
edly and clearly described to us in standard-
ized interviews. All of their toys and clothes
were ruined, and all the houses around them
had suffered the same fates. 1's likely thar
children realized at this moment rhat they
had nearly been in harm’s way, more than
they had ever imagined, or perhaps they
believed that nose they were in harm’s way.
Most parents of evacuated children thar we
interviewed were able to clearly pinpoine the
enset of their children’s symproms to the day
they returned to see their damaged homes.

V. PSYCHQPATHOLOGY

The moment of panic for one of theg,
evacuated children was when she and b
mother evacuated late at night when it Was
dark, they were tired, and traffic was heayy
The father was out of the country on byg.
ness, and the child feared the father wouldy
be able to find them. A moment of panic fy:
another evacuated child occurred when the
mother was pulling out of their driveway
and the father refused to go with them, The
father finally relented and got in the car, byt
not until afrer a standoff that was frighten-
ing for the child.

All of these examples took place with pre-
school children rather than infants, bur the
main point is that a carcful history must be
taken to track when events in the present
trigger distress and then thoughtfully con-
nect back to past events to empirically derive
what caused the fear, rather than rely solely
on caregiver intuition.

Nenrobivlogy

Research with adults has converged to show
a number of neurobiological differences as-
sociated with PTSD (Kaufman & Charney,
2001; Vermetten & Bremner, 2002}; how-
ever, few studies have been conducted with
young children to confirm whether findings
from adults apply to children, For example,
morphometric brain imaging of adults has
shown consistently a reduced size of the hip-
pocampal structures in subjects swith PTSD,
but studies with school-age children have
failed to replicate this finding, instead sug
gesting that global brain volume may be re-
duced (DeBellis et al., 2002). _
The first year of life is a very active ume
of emergence and consolidation of capacr
ties. In addition o the more well-known
developments in visual acuity, increasing
ability to discriminate facial expression®
in others, crawling and walking, I_Jabblmg,
and the emergence of discrete emonions, [wo
major advances in socioemotional capacities
occur over the 2- to 9-month span (Zearah,
Stafford, Boris, & Scheeringa, 2003). Nev-
robiological studies in infancy are beginning
t0 map the underlying neural mechnnl}?l}lﬁ
of these emerging developmental capacitis
(Bell & Fox, 1992; Marshall, Bar-Haim, &
Fox, 2002). Clearly, the cognitive cﬂP"‘CEE‘es
and the underlying ncural networks Elﬂf
are needed for the appreciation Of_ext'?f]
nal events are evolving relatively rapidly !
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infancy, making extrapolation from adul
srudies risky.

Nevertheless, to summarize and simplify
cesearch on traumatized adults, mapping
of the main neural network has shown in-
creased activity of the amygdala and di-
minished activity of the prefrontal correx
(Shin et al., 2004). Trauma-related stimuli
are associated with increased heart rate and
decreased autonomic flexibility of heare rate
control {diminished heart rate variability)
(Cohen et al., 2000}, Findings on baseline
levels and reactivity of cortisol regulation
have been conflicting {Kaufman & Charney,
2001).

The few studies in young children have in-
cuded a demonstration that autonomic con-
ol of heart rate reactivity is diminished in
associarion with PTSD in preschoot children
only in an interacrion with rearing quality
that involves harsher and less responsive
discipline (Scheeringa, Zeanah, Myers, &
Putnam, 2004). There have been substantial
studies on cortisol in stressed and maltreat
ed children, but the absence of concurrent
measures of PTSD has limited the abiliey
to generalize that research to clinical-level
disturbed children (Cicchetri & Rogosch,
2006; Gunnar & Vazquez, 2001).

Despite the paucity of data for young chil-
dren, the potential implications of trauma-
induced neurobiological disruptions are
ominous. Perry invoked the concepr of use-
dependent consolidation of neural nerworks
0 suggest that the repetitive triggering of
tear networks in rthe context of PTSD will
selectively rerain maladaptive neural circuits
at the expense of more adaptive circuits dur-
ing the normal course of pruning synapses
and networks in the early yvears of life (Perry,
POUard, Blakley, Baker, & Vigilante, 1993).
This retention of maladaptive circuits would
theon—:_tica[iy lead to more permanent altera-
tioss in the developing brain structure and
perhaps maladaptive personality traits and
greater chronicity of sympromartology. The
only prospective longitudinal study of PTSD
' preschool children, to date, does suggest
Amare chronic course of PTSD compared to
the course reported in typical adult studies
cheeringa et al., 2005).

v addition, Schore (2002) has speculated
I length that abuse or neglect in infancy
ween an infant and caregiver) causes
E;;“i}gg ito_the c_!eveioging orbitofrontal cor-
¢ is implicated in the development of
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s . .
PTSD. Howe\'er, none of the extensive re-
search cited has been conducted with chil-
dren with PTSD, and the theory remains
specularive,

DIAGNOSTIC VALIDITY OF PTSD

Nine studies have systematically examined
the diagnostic criteria for PTSD in preschool
cf_niidren (Bogat, DeJonghe, Levendosky, Da-
vidson, & von Eye, 2006; Ghosh Ippen, Bris-
coe-Smith, & Lieberman, 2004; Levendasky,
Huth-Bocks, Semel, & Shapiro, 2002; Ohmi
et al., 2002; Scheeringa, Peebles, Cook, &
Zeanah, 2001; Scheeringa & Zeanah, 2008;
Scheeringa, Zeanah, Drell, & Larriew, 1993,
Scheeringa, Zeanah, Myers, & Putnam,
2003; Stoddard er al., 2008). The consistent
findings are that (1) PTSD can be reliably de-
tected in young children; (2) they manifest
most {but not all) of the items; and {3) most
importantly, an alternative crireria algorichm
appears more developmentally sensitive and
valid than the DSM-IV algorithm. However,
none of these studies analyzed children less
than 12 months of age separatcly from older
children.

The alternative algorichm for PTSD in
young children (Scheeringa er al., 2003) in-
cludes modifications in wording for several
items to make them more developmentally
sensitive to this population. For example, the
DSM-1V item for irritability and outbursts of
anger was modified to include extreme tem-
per tanerums. The major change, rhough,
is a modification o lower the requirement
for the C criterion (numbing and avoidance
items) from three cut of seven items to just
one out of seven irems. While this modifi-
cation was empirically driven, replicated in
multiple studies, the rationale behind it was
that many of the C-criterion items reflect
highly internalized phenomena that appear
to be either developmentally impossible in
young children {e.g., sense of a foreshortened
fucure) or extremely difficult to detecr even
when present {e.g., avoidance of thoughts or
feelings relared to the traumatic event, and
inability to recall an important aspect of the
event).

When this aleernative algorithm was ap-
plied to samples and Compared_flead-ro-h_cad
to the DSM-IV algorithm, significantly high-
er rates of PTSD were consistently found.
The rate of PTSD in nonclinical (t.e., non-
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help-seeking) samples from a gas explosien
in Japan was 25% {Ohmi ct al., 2002) gnd
from a variety of traumatic events (mainly
auto accidents and witnessing domestic vi-
olence) was 26% (Scheeringa ct al., 2003),
whereas the rates of PTSD using the DSM-
IV criteria in both of those studies were 0%.
The rate of PTSD in clinic-referred children
who witnessed domestic violence was over
40% (Ghosh Ippen et al., 2004) and from a
variety of traumas in two small clinic stud-
ies was 69% (Scheeringa et al,, 1995) and
60% (Scheeringa er al., 2001}, but the rates
by the DSM-IV criteria were approximately
2%, 13%, and 20%, respectively. Rates of
PTSD in young children are consistent with
rates found in older populations when devel-
opmentally sensitive measures and criteria
are used.

What Is the Yonugest Age Possible
to Develop PTSD?

Gaenshauer (1982) evaluared a 3-month-old
girl who had been physically abused; she was
treated for a broken arm at 2 weeks of age, a
bruisc on her back was discovered at a well-
baby visit at 7 weeks, and a nondepressed
skull fracture and another broken arm were
reported at 3 months, Gaensbauer did not
put forth a diagnosis, as his purpose was
to describe emotion development, but there
wert enough details to ascertain much of the
PTSD symptomatology. Her symptomatol-
ogy was apparent immediately in the hos-
pital, but whether the enduring symptoms
were all due to the rraumas or confounded
by the new stressors and arrachment-related
difficulries is difficult ro parse apart. Her
fear of men and her affect improved natural-
istically approximartely 2 weeks after che last
injury, during which time she had been in a
foster home, suggesting that these were not
enduring PTSD symptoms. The gicl’s father
was implicared in all of these injuries, She
was described as differentially distressed by
the approach of men bur nor women, tried to
avoud interactions wirth men, lost interest in
usual activiries, had reduced positive affect,
and was excessively irritable and hypervigi-
lant. This case was complicated by the pain
of her physical injuries, being hospitalized,
undergoing medical procedures, and then
separation from her parents and placement
in a foster home. Therefore, its not clear thar
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her sympromatology can rightly be calleq
PTSD symptomartology. It may have heey
more akin to adjustment disorder problem
that existed as long as the noxious eyeps
were still ongoing (abuse, pain, procedures,
separaticns), but disappeared soon after the
noxious events ceased.

Solter (2007) described a S-maonth-old bgy
who underwent cranial surgery to correct 3
congenital defect. He showed three PTSp
items, including distress at being placed i
the supine position {a possible reminder of
his surgery and/or hospitalization experi-
ence), new night waking, and irritability,
He also showed new night terrors, ;egreg.
sion in motor skills, and fear of strangers,
but these are not used in the PTSD criteria,
The presence or absence of the items tha
constitute the avoldance and numbing crite-
rion of PTSD were not specifically described
as either present or absent. This infane albso
had extreme emotional distress and newly
impaired routine functioning (sleep, feeding,
and socializing). Trearment was conducted
using a flooding technique wichin the frst
month, which consisred of placing the infant
in the supine pesition for successively longer
periods until the crying and distress abated.
It’s problemartic to conclude that this was
a case of PTSD because there were “no re-
maining symptoms” at the 2-month follow-
up. The literature on the course of PTSD
has been clear that most, if not alf, individu-
als show some symptomatclogy consistent
with PTSD in the first month following life-
threarening events (Davidson, Hughes, Blaz-
er, & George, 1991), but only approximately
30% show symptomatology after the first
month and are eligible for the diagnosis for
PTSD (Kessler, Sonnega, Bromet, Hughes,
& Nelson, 1995). The symptomatology of
this infant may have disappeared dug t© the
flooding treatment in the first month, or
may have remitted spontaneously after he
adapred to the helmet or the residual il
tants (movement restriction, incision paf
and sore throat) were removed. )

A more convincing possibilicy of [hg
youngest child with PTSD is a girl who hr}i]_
been in a terrifying car accident ar? mO“fl >
of age {Gaensbauer, 1995) and was f—“'ffi.u'
ated at 22 months of age. She showed dis:
tinct trauma-related symptomarology, 8 ]EE
was frightened of being in cars in WwaY? ot
vepresented both distress at, and avoidant
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of, reminders. Sl?e. also showed. new sleep
diffculty, irritability, and regtrllcred range
of affect. It may not be.a coincidence that
chis earliest known publlsh_ed case qf PTSD
idiagnosed by the altematwe_ algomhm) is
acound 9 months of age, which is also the
nine when behavioral memory capacirties
are known to emerge (described earlier). In
contrast, the voungest known case to quali-
fy for full DSM-IV criteria of PTSD was 34
months cld {Gaensbauer, 1997), highlight-
ing the problematic issue of including highly
inrernalized items in a diagnostic nosology
for young children.
Other noteworthy published cases include
a girl who was sexually abused from 0 to 6
months of age and evaluated at 35 months
{Terr, 1988); a boy who was likely sexually
and physically abused at 7 months of age and
had a disseciative flashback at 7 vears of age
(Gaenshauer, 1995); a girl who witnessed
the violent death of her mother at 12 months
of age and was first treated at 4 years of age
{Gaensbauer, Chatoor, Drell, Siegel, & Zea-
nah, 1995); a boy whe rook an accidental
overdose of pills and required hospitaliza-
tion at 13 months of age and was assessed
at 25 months of age (Gaensbauer, 1995); a
girl who broke her leg under somewhat mys-
terious clrcumstances ar 15 months and was
treatedt at 19 months (Gaensbauer, 1995); a
child who suffered complications of an in-
travenous needle insertion in a hospital at
16 months of age {Gaensbaver, 1997}; a girl
who witnessed domestic violence throughout
her first year of life and probable physical
abuse at 17 months of age and was evaluated
ar 18 months of age (Zeanah & Scheeringa,
1997); and a girl who was sexually abused
from 15 through 17 months of age and as-
sessed at § years of age (Terr, 1988). In addi-
tion, Coates and Schechter {2004) published
Mo cases from the World Trade Center
disaster: a 3-year-old girl and a 2-year-4-
month-old girl. For clinical guidance about
individual cases, readers may wish to consult
the cases noted above for more derail if they
e close in type of trauma and age to the
€ase of interest. Nearly all of these reports
are problemaric for a lack of comprehensive-
MESs in assessing PTSD symptomatology. It
:ZOUM be helpful for future published case
CPOTES to systematically describe the pres-
;’;Eeand absence of all IPTSD items, and tc
more comprehensive efforts to try 1o
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establish whether distress and avoidance be-
haviors are truly rrauma specific as opposed
to generalized negative reacrivity to current
pain.

In summary, there have been no cases
of infants (under 12 months) published in
the literature thar clearly meer criteria for
PTSD, even by the aleernative algorithm.
That doesn’t mean the diagnosis is impos-
stb_fc. The conservative conclusion ar this
point is that cases have not been described
completely enough with this goal in mind.
ko still appears plausible thar infanes (par-
ticularly those in the 9- to 12-month range)
can develop PTSD, but such a case has yer
to be published. The evidence has not been
overwhelmingly convincing vet that children
under 9 months of age can manifest the criti-
cal items of PTSD symptomarology, even
if cases were to be assessed and described
more systematically. Below 9 months of age
children can certainly show distress from
painful circumstances, but ic’s not clear that
there are the cognitive meta-asseciations of
connections between various stimuli and
threat reminders. Symptoms in this age may
be more akin to conditioning, which disap-
pears relatively quickly with the removal of
the painful stimulus.

PARENT-CHILD
RELATIONAL ISSUES

Over 17 studies are nearly unanimous in
showing that children with more severe psy-
chopathology following traumas have par-
ents with more severe psychopathology and/
or family problems (reviewed in Scheeringa
& Zeanah, 2001). None of these studies in-
volved infants, and only a few involved pre-
school children, but the implications for the
importance of the caregiving context are so
relevant that they deserve our attention in
this chapter on infancy. There are scveral
plausible explanations for these data thatare
not mutually exclusive:

1. Parenting models explain these data
by saying that children have severer reac-
tions because their caregivers are disabled in
their rearing skills by their own psychopa-
thology.

2. Bidirectional models explain these data
by saying that when children are emotionally
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disturbed, the {normal?) empathic response
of many parents is to aiso be distressed. The
key difference in these models from parent-
ing models is that children are scen as be-
coming disturbed first, and parenting does
not influence their psychopathology.

3. Shaved gemetic vulnerability models
contend that parents who are vulnerable
to developing emotional disorders pass on
rhose vulnerability genes to their children.
These models don’t depend on who became
disturbed first or on parenting.

[n clinical practice it is tempting to rely
most heavily on parenting models because
we are used to believing in the importance
of rearing. Within parenting models, there
are addirional potential sets of assumptions
to consider: (1) Parenting complerely causes
children’s PTSD, and children only get PTSD
because their parents aren’t doing well {full
mediation model); (2) children develop PTSD
on their own, but it is intensified by parents’
foss than optimal functioning (partial me-
diation or moderation model); and (3} less
than optimal parenting doesn’t cause PTSD
or make it worse, but it can prevent it from
getting better when it is an additive burden
on the children (parrial moderation model).
However, the studies chat could prove or dis-
prove these models have yer to be conduct-
ed. In fact, the early studies described next,
which analyze parenting models with cross-
secrional data, do not consistently support a
parenting model.

A study involving 95 7- to 12-year-old
children—the first to use an cbservational
rating of parenting in relatien to domestic
violence (DV)—shewed no simple associa-
tion between severity of domestic violence
and parental warmth. Bue afrer staristically
“controlling™ for observed child behaviors,
negative life events, social support, mater-
nal depression, and maternal rrauma symp-
roms, then exposure to DV accounted for
17% of the variance in maternal warmth
{Levendosky & Graham-Bermann, 2000).
However, severity of DV did not predict ob-
served authoritycontrel, as it should have it
DV effects operate through parenting. The
authors acknowledged thar the chicken-or-
the-ege question could not be answered by
this study design, and it was plausible that
childeen were nor reaceing to their parents’
rearing style, but thar the parenrs’ rearing
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style was a reaction to their children’s symp.
toms. Furthermore, severity of DV was py
directly relate.d to observed child’s behavigy
either prosocial or antisocial, contrary 14
expectations. This study was limited in that
it clid not assess children’s psvchiatric sYmp-
romatology as an outcome.

However, children’s outcome was as-
sessed in a later study (Levendosky, Huch-
Bocks, Shapiro, & Semel, 2003) that tested
an ecological model of the parent—child
relationship as a mediator. These research-
ers studied 103 3- to S-year-old children,
70%, of whose mothers reported physically
abusive DV during their children’s lifetime,
PTSD was not measured, but the design
and analysis are useful for shedding light on
how violence is related to quality of parent
ing and how that, in turn, may be related to
child ourcome in more general terms. Sever-
iry of DV was associated with self-reported
higher parenting effectiveness, contrary to
expectations. However, severity of maternal
psychological problems appeared to medi-
ate parenting quality; that is, mothers with
severer psychological problems had lower
self-reported parenting effectiveness, sug-
gesting, somewhat obviously, that morhers
with psychological problems, not those who
experience DV, per se, exhibit diminished
parenting effectiveness. The model suggest-
ed that mothers with severe psychological
problems and lower parenting effectiveness
had children with higher scores of external
izing behavior—but overall this proup of
children did not show severe externalizing
problems: The group mean on the Child Be-
havior Checklist (CBCL) Externalizing sc.aic
was only §5.78, with a standard deviation
of 10.74, and the “clinically significane” ac-
cepred curoff is 63.

This group of researchers also used the
Working Mode! of the Child Intervie
(Zeanah & Benoir, 1995) and found that
mothers who experienced DV had mor¢
negative representations of their infants an
themselves as mothers compared t© mothers
who had not experienced DV (Hush-Bocks,
Levendosky, Theran, & Bogat, 2004). T.}“S
finding suggests that rrauma tod mo‘rher -
pacts the quality of her rearing skills, an
by exrension, has an impact on her children-
However, this study did not measire acted
rearing quality or any child outcomes: 1‘Uf
thermore, this study is limited by the fact
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Jat DV does not happen ar random in the
population, and mothers who suffer violence
zlso may possess different working models
prior 10 their involvement in abusive rela-
rionships. )

A clue that infants are influenced by vio-
lent rearing environments was provided by
Dejonghe and colleagues, who studied 30
pV-exposed and 59 non-exposed 12-month-
old infants. The exposed group showed more
facial distress in response tc a staged angry
phone call by a female experimenter (De-
longhe, Bogat, Levendosky, von Eye, & Da-
vidson, 2005). Although nort surprising thar
these Andings were consistent with research
that has shown that infants can be affected
by violence at this age, and rthere was no
concurrent measure to indicate if facial dis-
tress co-occurred with increased symptoma-
wlogy or impairment, this study does pro-
vide a more standardized and observational
laboratory confirmation that 12-month-old
infants have the capacities to scan, process,
and react to their environments for rhese
types of salient events, and these capacities
were generalized because they were shown
in the absence of cues from their mothers.

In another study by this group, 48 rwelve-
month-old infants were assessed for the im-
pact of witnessing DV (Bogat et al., 2006).
A strict assessment of PTSD was not con-
ducted, but infants showed a mean of 1.04
pesttrawmatic symptoms (range 0-7). In ad-
dition, the time frame was within 2 weeks of
the traumatic events, so it’s problematic to
consider these true PTSD symproms, which
must be present for a minimum of 1 month.
Nevertheless, a moderating relationship was
shown for level of maternal posttraumatic
distress. That is, those infants who had wit-
nessed relatively more violence showed more
ffauma symproms only if their mothers had
hlght_ﬂ' levels of trauma symptoms, and this
telationship was not present for those who
had witnessed relatively less violence. The
author’s Interpretation was rhat the severer
violence led to severer maternal symptoms
WhECh‘ied to changes in parenting, consis-
et with a relational PTSD model in which
Maternal symptoms may worsen children’s
Umptoms (Scheeringa & Zeanah, 2001).
Edséifd&}rd and colleagues (2006) collect-

a trom 52 children with burns, ages
dar—TS months, and their caregivers (Stod-
deral, 2006). They found that 29% met
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cmeria'for PTSD by the alternative criceria
{Scheeringa et al., 2003). Parents’ symptom-
atology partiafly mediated the relationship
between children’s levels of pain and acute
STress symptorns,

ASSESSMENT

Children with PTSD May not appear symp-
tomatic to most observers. This leads to a
public health challenge because profession-
als and caregivers do not recognize PTSD or
provide appropriate treatment. For example,
the 3-month-old girl described earlier, “was
described by observers in the hospital as a
‘lovable baby’—happy, cure, and highly
sociable™—despite her multiple injuries and
list of problems (Gaensbauer, 1982, p. 35).
In one study of preschool children, only 12%
of their actual PTSD sympromatology was
observed and/or elicited by a clinician in the
office (Scheeringa et al., 2001). Therefore,
the most efficient assessment method is to
interview the caregiver. An additional prob-
lem, however, is that parents may endorse
many items reflecting sympromatolopy but
then reject a referral ro treatment because
they think their child doesn’t need it. Con-
rrast chis sitvation to thar involving children
with severe externalizing disorders, whose
annoying and disruptive behaviors can be
spotted across a rcom, and who, as a group,
are disproportionately represented in pre-
school clinic populations (Peebles, 19597).
Complicating this issue is that PTSD is
not in the normal lexicon describing ob-
servable phenomenon for most people. We
all know what depression and hyperactivity
look like. Butr maost people, in their ordinary
experiences, do not know what it’s like ro
have overgeneralized fear responses to non-
threatening stimuli or a constant state of hy-
perarousal in the absence of a present stres-
sor. Once a pediatrician asked me how ro
recognize PTSD in children in the pediatric
clinic. Before 1 could answer, he deseribed
an anecdote of a child who had been struck
by a car. The child’s mother told the pedia-
trician that the child was now afraid to cross
the streer with her. The pediatrician had told
her that that was normal and to basically ig-
nore it. Unforrunately, PTSD may be missed
even by motivated professionals—and rthis
oversight constitutes one source of false
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negatives in assessment. Another source of
false negarives arises from caregivers who
minimize, deny, or are simply unaware of
their children’s symproms, perhaps hecause
of their own symptomarology. _

False positives, also a challenge, may arise
when clinicians equate the young child’s
experience of a traumatic event or sub-
threshold sympromatclogy with a diagnosis
of PTSD. In fact, most traumatized young
children do not develop PTSD. In addition,
caregivers may Overreport signs of PTSD m
their children, perhaps projecting their own
symptoms onto the children.

Although the accuracy of parcntal repores
of young children’s postrraumatic sympeoms
has not been studied carefully, there ave rel-
evant data to consider. Many studies have
been conducted with simultaneous assess-
ments of both caregivers and children, and
they generally report moderate to strong
convergence of sympromatology {Scheerin-
ga & Zeanah, 2001). These data are most
compatible with the false-positive problem,
though a reasonable rival hypothesis is that
parents and young children are borh trauma-
tized, and the parent reports are accuraie,

Interviewing

To minimize false positives and false nega-
tives and to assess for PTSD in young chil-
dren, one must conduct a comprehensive,
scandardized, and rigorous interview of
the carcgiver. Such an interview involves
systematically inguiring about all 17 signs
of PTSD, as well as the associated signs in
young children. Specifically, one must ask,
from a menu of probes, about possible signs
and symptoms until the caregiver answers
“yes,” or the interviewer runs out of probes.
Further, in our interviewing technique, be-
fore we endorse an item as being present,
we typically require an example, a date of
onset, duration, and frequency.

For example, for an infant who was physi-
cally abused by the farher, the initial probe
question for the item “psychological dis-
tress ar reminders to the traumaric experi-
ence” would be o ask, “Daes your child
show distress when exposed to things that
could remind him/fher abourt the (traumartic
event)?” If rhe carcgiver replies “No,” then
the inrerviewer is obligated to ask more spe-
cific probes. “What about if something hap-
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pens that might be close to what happened
fike you tell b.er. to stop doing something}” IE
the answer is no, continue. “What aboy i
somebody raises their voice and vells ar hjmy
her or around him/her?” If the answer is np
continue. “What about being spanked:® [f
the answer is no, continue. “Whar aboy
being in certain positions, or being handied
roughly?” If the answer is no, continye,
“What about being around the man whe
abused him/her, or being around any man
that might remind him/her of that man?” |f
the answer is no, continue. Continue until
the interviewer has exhausted all possible
triggers applicable to that particular sicwa-
tior.

Clinicians may have reservations about
this technique because they were trained not
to “lead the witness.” This is not leading
the witness, however. Instead, this is being
clear abour the meaning of probes. Moyt
caregivers have ne frame of reference for the
internalized and abstract items comprising
signs of PTSD, so they need education about
how these signs appear in young children.
These signs are in conirast to other types
of symptomatclogy, as already noted, such
as hyperactivity or depression, which are
readily observable and intuitively obvious
most people. [f clinicians follow up every en-
dorsement by asking for specific examples,
frequency, duration, and onset, there is very
little chance that caregivers will overseport
symptomatclogy.

PTSD if the Trauma Is Unkatown

If it is suspected that infants or older prever
bal children have been traumatized but 70
adult wirness is available who can describe
whar happened, this presents a challenge t©
diagnosing PTSD. In one common scenand
it may be known that something happened,
bur the details are unclear. For example, the
caregiver is a grandparent or foster parent
who knows that some type of maltreatmert
is alleged as a reason to remove a child from
the parents’ care. In another common scenar
i0, it is unknown if a trauma has occurred,
but the child’s behaviors are abnormal. For
example, new onser of sexualized behaviof
following a visitation with another parent
or after a babysitring episode, but 607 ult
has confirmed that anything traumatic hap-
pened, and there is no physical evidence.
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In both of these cases, it is useful to remem-
ber that 5 of the 17 PTSD items represent
“,iggﬂ-ed phenonu_anon {the other .12 items
qre MOTE nonsp_euﬁc). These. five items are
psycholagical distress at rem_mde:.‘s? physio-
logical distress at reminders, intrusive recol-
lections of the event (or play reenactments),
avoidance of external reminders, and avoid-
ance of internal reminders. If the infant or
goung child has PTSD, the caregiver ought
to be able to report that there are certain
gruations that trigger distress or avoidance
in him or her. From our example earlier, if
a caregiver notices that a child shows wide-
eyed terror and cries when her hushand rais-
es his voice, this reaction 1s not normative
childhood behavior and is an indicater that
the child is being triggered by a reminder
of something similar to past maltreatment.
Short of verbal confirmarion from an adule
who witnessed the child’s original trauma,
these types of clues are the best for which
we can hope. These are reasonably reliable,
since they involve both non-normative be-
havior and triggered fear responses.

Specific Measnres

As noted earlier, the only proper assessment
of PTSD in young children is to conduct a
comprehensive, standardized, and rigorous
interview of the caregiver. Two standardized
diagnostic interviews are available that have
been developmentally adapred for caregivers
of young children.

The Posttraumatic Stress Disorder Semi-
Strucrured Interview and Observational Re-
cord for Infants and Young Children (PTSD-
581} has been the most widely used in multipie
studies of very young children (Scheeringa et
al,, 2001, Scheeringa et al., 2003; Stoddard
¢t al,, 2006}, A rraumatic events screen at
the beginning includes a menu of 11 differ-
ot types of traumatic evenrs. The interview
inquires about the 17 iterns of PTSD from
the DSM-1V, and aleernative developmen-
tally sensitive wordings are provided for § of
the ltems. [n addirion, the interview includes
Questions abour four associated symptoms
thar are not part of the DSM-IV criteria but
tmpiricatly have been found to be common
N young children. There are five questions
?[;;ZIE end to establish whether fm_l(:tional
cinted ment or significant distress 1s asso-

¢d with the sympromatclogy. Interrater
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reliability in which a second rarer coded the
measure from a videotape of an interview-
er using this interview for 11 cases from a
psychiatric clinic was good (mean Cohen’s
kappa 0.75 for all 17 irems) and was excel-
lent for agreement on the full diagnosis by
the alternative algorithm (Cohen’s kappa
0.79). This measure has been translated into
Dutch, German, Spanish, and Hebrew.

The Preschool Age Psychiacric Assessment
{PAPA) is a structured diagnostic interview
of 2- to 3-year-old children rhar includes
detailed probes abour PTSD sympromatol-
ogy plus a trawmatic events screen for 21
ditferent events and a Funcrional impair-
ment section. The symptomatology secrion
includes 15 of the 17 DSM-IV items; sensc
of a foreshortened Future and loss of interest
in usual activities have to be exeracted from
the depression module. It also includes five
associated symptoms that are not part of the
DSM-IV criteria bur are common in young
childzen. In one study, the 1-week test—rerest
reliability of a large number of preschool
children (N = 307} was good to excellent
{Egger et al,, 2006). Retest agreement was
not reported for individual ieems.

It was noted earlier that a study of obser-
vational assessments of infant and preschool
children in the office detected only abourt
12% of their acteal PTSD symptomatology
{Scheeringa er al., 2001). Since nearly all of
this 12% of sympromatology also was re-
ported in caregiver interviews, it is neither
rime efficient nor useful to try to ehcit diag-
nostic information directly from young chil-
dren. Clinical interaction and observational
assessments may, of course, be valuable for
other purposes, but not for making diagno-
ses of PTSD.

Self-administered checklists {completed
by caregivers about their children) for FTSD
symptomatology should not be used in rou-
tine clinical practice. Because of the issues
noted earlier—most persons have no frame
of reference for these eypes of internal-
ized and abstract items—self-administered
checklists are almost certain to be less accu-
rate than responses elicited by a well-trained
interviewer. This will be true particularly
for the critical items regarding triggered
events involving reexperiencing and avoid-
ance. Checklisrs can be useful for screening
large numbers of children in schools or for
very large surveys where time-consuming -
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terviews are not used, but they always carry
the limitations noted above.

COMORBIDITY
AND ASSOCIATED
SYMPTOMATOLOGY

Young children with PTSD are ofzen first no-
ticed Ly aduirs as having somerhing wrong
with ther due to associated proslem behav-
jors {usuzily of the externalizing sort) rather
than due to the irernalized andfor criggered
symptomatolozy of PTSD. The first study of
comarbid disoraers in very young children
with PTSD studied 62 1- to 4-year-0.¢ chil-
dren who had alt experienced one or more
traumatic events. OF the 16 children who
met criceria far a diagnosis of PTSD, 75%
also met criteriz for epoositional cefiant dis-
order (QDD), 63% had separarion anxiesy
disorder (SAD, 38% had atrention-deficit!
hyperacovity diserder (ADHD), and 6% had
major deoressive disorder (MDD} {3cheer-
iaga cral, 20031 This high race of ODD was
replicared in a recent study of 70 three- to
stx-year-old children who experienced Hur-
ricane Katrina. OF the 35 children diagnosed
with PTSD, 61% also had ODD, 21% had
SAD, 33% had ADHD, and 43% had MDD
{Scheeringa & Zeanah, 2008. Qver half
{57%) of the ODD disorders stareed immedi-
ately after the hurricane experiences.

Thus, in etk of these studies over three-
fourths of children with PTSD also had ar
least one other comerbid disorder, and we
can surmise that over half of these comorkid
disorders started after taeir traumatic ex-
periences, Furrhermore, and perhaps most
imporeantly, the larter study also found that
nene of the new-onset comorbid disorders
existzd in the absence of PTSD syvptoms. In
ozhzr words, non-PTSD disorders thar zrose
Following traumaric events were zhways ac-
companied by PTSD symptomzzology. This
finding is consistent with findings from the
only other knewn stndy ro rrack onsers of
disorders i this fashion, a study of aduk
Hood survivors, and also fourd that no non-
PUSD disorders developed in the absence of
PTs1 sympromatoiogy (MeM:llen, North,
NMaosley, & Smith, 2002).

The take-home lessons from rhis ryse of
research: Assessmenss of young children
who are brought in for new problems (of
whatever type) thar hegin following trau-
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matic events need to incude assessmens of
PTSD. The most parsimonious and efcien;
treatMent approach is to be to trear the post-
trauatic symptomatology firse, as thy i
likely to have a ripple effect for Mdroving
the comorbid diso-ders, '

COURSE

Sracies of adult trauma survivors have showy
consistently thar although there is uspally
a statistically signifcant decrease in rha
group mean for the number of PTSD jrems
over long follow-ups, FTSD fails ro remi;
in more than one-taird of cases {Norris &
Slone, 2007). Furthermore, the disorcer can
persist for decades (Lee, Vaillant, Torrey, &
Elder, 1225). This prospece of chronic and
unremieting PTSD tekes on new salience in
early childhood during a timz of unigusly
rapid brain development. Given -he specu-
lation noted easlier abour potentially per-
manent alteraticns in the develaping brain,
maladaptive personalizy rrairs, and greawr
chronicity or symptomatology (Perry er al,
1995; Schore, 2002}, it szems reasonable 1
ask, Whar 15 known about the course and
amognosis of PTSD in voung children?

Preliminary dara are sparse but wourl
some, Only one srudy has prospectively fol-
fowed PTSD in young children. We followed
35 chilcren for 2 years who were 1-5 veans
old at the frst assessment (Scheeringa et al,
2008). Thers was no sratisrically significant
decrease in the number of PTSD items over
these 2 years. This Anding contrasts with the
findings from adule studies of ‘mprovemen:
for most patients over tirte (Norris & Slonz,
20071,

Other studies have also shown ]ack_ﬁff?'
mictance in samples of older children, Thirty
mont=s zfrer preschoo! fsraeli children expes
vienced Scud missile atracks _aor, Wolne,
Mayes, and Gershon (1997) reassessed ther
postrranmaric symptoms. The subsetct chil-
dren who were nor displaced {as opposed 0
the subset tat was displaced by home dﬁ“?'
age) did nor show significant impr{}\"emf];
over this time. The children in the disolice
group mayv have shown sratistical IpLove:
mert because they were so sympromatc &
the Rest assessment rhat the follow-up !
sessment found them somewhat II?PIO"“:,Q
bur still highly sympromatic. I\»‘[c}ar]a!}'-‘,
study of 80§ school-age children expostd
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1o an Australian bush fire showed no sig-
pificant Improvement in posttraumatic phe-
nomena after 18 months {McFarlane, 1987).
In a study of children exposed to Hurricane
andrew, 53% showed no change and 17%
had actually worsened in PTSD symptoms
Jfrer 21 months (Shaw, Applegate, & Schorr,

1995).

TREATMENT

There are no controlled psychotherapy stud-
ies of infants with PTSD. The few controlled
studies that have included older preschool
children have used cognitive-behavioral
therapy (CBT; Cohen & Mannarine, 1996a,
1996b; Deblinger, Steer, & Lipmann, 1999;
Scheeringa et al., 2007) or child-parent psy-
chotherapy (CPP; Lieberman, Van Horn, &
Ghosh Tppen, 2005}, CBT cannot be used
with infants and vounger toddlers because
they lack the cognitive and verbal capacities
i engage in the therapy, but other rreat-
ments are available.

Acute {Less Than 1-Month) Reactions

Research on the course of PTSD has been
clear that, following life-threatening events,
most individuals show some PTSD-like
symptomatology in the first month (David-
son et al,, 1991), but only approximately
30% show enduring symptomatology after
the first month (Kessler eral., 1995). Recog-
nition of these findings has been codified in
a National Institure for Clinical Excellence
report, which recommends watchful waiting
for mild symptoms within the first month
\National Institute for Clinical Excelience
[NICE], 2005). However, if symptomatcl-
0gy is severe and impairing within the first
month, treatment probably ought to start
immediacely,

Work with Caregivers

The first approach probably ought to focus
on teaching caregivers to (1) recognize what
Muations trigger the overgeneralized fear
feactions of PTSD in their infants, (2) pro-
Ct their infants from those triggers, and
13) rapidly and effectively soothe them when
they become distressed.

Sitvational triggers stem directly from

C - 2 - .
ildren’s traumaric experiences but are not
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aiwa_ys mtuitively obvious. A preschool child
Wwas in an automobile accidenr in which the
car was rear-ended by a speeding rruck. The
gas tank ruptured, and rthe smell of gas was
strong. The child’s cognitive distortion of the
event produced a narrative in which rhe ac-
cident had occurred because his family had
run out of gas, and his PTSD reaction was
triggered whenever the car came to a stop
{Scheeringa er al, 2007). Another voung
child was trapped in his home through the
Hurricane Karrina disaster and experienced
a series of stresstul events over days. Iniial-
by, his mother believed that his most terrify-
ing moment had been when he had to evacu-
ate in a boat without her. However, during
the course of therapy it became clear that
he was triggered by the dark, and his most
salient fear actually stemmed from spend-
ing 2 nights in their dark, suffocatingly hot
artic waiting to be rescued {Scheeringa et al,,
2007).

[f sensitive responding by parents does not
fead to improvement within a month, then
move systematic approaches in office-based
therapy ought to be tried.

CPP may be useful for younger children
because of the focus on enhancing emo-
tional communication during parent—child
interaction. Lieberman et al, (2005) assessed
75 three- to five-year-old children who had
witnessed marital violence and randomly as-
signed them to either a 50-week CPP pro-
rocal or to case management plus standard
community treatment. CPP was significantly
more effective than community trearment
for reducing posttraumatic stress symprom-
atology. Interestingly, CPP also showed sig-
nificant reductions in total maternal PTSD
severity scores, driven mostly by reductions
in the avoidance cluster. CPP, with its heavy
emphasis on joint mother—child free play in-
terspersed with individual sessions for the
mothers, emphasizes the value of including
caregivers in the treatment. Limitations in-
clude the practical problem of reraining fam-
ilies in crearment for 50 weeks,

In a novel study (Schechter et al., 2006), a
sample of 32 mothers with 8- to S50-month-
old children were videotaped in a structured
laboratory interaction that included free play,
separation, and reunion. The clinician then
chose four 30-second excerpts to show to
the mothers at their next visit. The excerpts
were chosen to show both positive and nega-
tive moments. As the video excerpts waere
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shown to the mothers, the clinician probed
with a series of scripred questions to lead
the mothers to think about what both they
and their children were feeling ar those mo-
ments, and also commented on the positive
qualities the parents showed while interact-
ing with their children. Serial measurements
of how negatively mothers described their
children (maternal aceributions) showed
that mothers deseribed their children more
positively following the clinician-led video-
feedback session. This rype of emerging re-
search suggests the potential value of work-
ing with caregivers to alter their parenting
antid issues of violence and trauma.

Parent—chiid interaction therapy (PCIT)
was developed as a trearment for opposi-
ticnal behavior bur has been proposed as a
potential ereatment for maltreated toddlers
because of the focus on the parent—child rela-
tionship in the first phase (Timmer, Urquiza,
& Zebell, 2005; Urquiza & McNeil, 1996).
An adapration of PCIT, called parent—child
attunement therapy, was described as im-
proving behavioral problems of a 23-month-
old child (Dombrowski, Timmer, Blacker,
& Urquiza, 2005), There have been no con-
trolled studies of this approach with PTSD
and no known case reports with trauma-
tized infants. Theoretically, PCIT could be
effective for relational issues, particularly
in cases of maltreatment, but it does not
include techniques for addressing past trau-
maric events or triggered fear reactions.

It effores with caregivers are stll not ef-
fective in chiminating children’s symptoms
or impairment, considerarion should then be
given 1o a procedure to help extinguish the
children’s overgeneralized fear reactions.

Play Therapy

There are no controlled trials and no known
published case reports of using play therapy
tor PTSD with 12-month-old or younger in-
fants. Due to their cognitive developmental
!imitm_'ions it 15 difficulr, if nor impossibie,
for infants to abstractly connect current of-
fice maneuvers to past events, Play therapy
becomes more feasible as children turn 2, or
more generally 3, vears old. Excellent case-
centered descriptions of how to conduct play
therapy with these older roddlers are avail-
able {Gaensbauer, 1995, 1997: Gaenshauer
eral., 1993),
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Prolonged Exposure

Prolonged exposure therapy reaches patien:s
to implement positive coping skills whl,
maintaining exposure 1o the feared stimyly,
Since infants cannot implement self-scothip,
skills on command, using prolonged expou.
sure with infants would appear as more of
an involuntary flooding experience. Soltery
(2007) case of treating a S-month-old boy
with flooding was described earlier. Caution
must be urged, given the involuntary nasur
of the procedure and potential for extreme
distress, and, of course, any procedure thy
could exacerbate a child’s symptoms urges
considerable caution.

Eye Movement Desensitization
and Reprocessing

Including a review of ar least 10 well
conducted randomized chinical teals, eye
movement desensitization and reprocessing
(EMDR) has been found to be as effective
as other less controversial treatments for
PTSD, (Bradley, Greene, Russ, Dutra, &
Westen, 2005}, but none of these studics in-
cluded young children. There have been sev-
eral individual case reports of successful use
of EMDR with 4- and S-year-old children
(Cocco & Sharpe, 1993; Greenwald, 1994
Tufnell, 2005), and less rigorous anecdotal
reports of treatment of younger children
(Lovett, 1999; Tinker & Wilson, 1999).

The potential advantages of using EMDR
with young children are encrmous. EMDR
does not require patients to verbalize thelr
thoughts. The bilatera} processing does not
have to involve eye movements and can be
effecrive with bilateral auditory or tactile
stimuli. Trearment effects are ofren st
relatively quickly compared to other et
ment modalities. Preliminary work needs 10
be conducted with controlled trials in yours
children.

CONCLUSIONS

The first few years of life are importad! be-
cause the brain is developing and refining cit
cuitry that may be lasting. It is not yet ?If’_m‘
if this period provides protective Ph‘s“i“?
or greater vulnerability to extreme srrcs>1.
The case studies of disturbed infants and the
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conerolled investigations_ of preschool chil-
Jren suggest that older infants are at least
equally vulnerable as other age groups and
leave open the possibility that they are at
preater vulnerability. Th; gaps of knowledpe
ientified possess pressing salience. These
gaps inctude identl_fymg earliest pos.si'b]e
ages for PTSD, c:flrilest memory capacities,
the bidirectional influences of parent—child
celationships, and the lack of controlled
ceatment studies. A major issue is underde-
rection, and hence, undertreatment of young
children. Only by ensuring that health and
mental health professionals understand the
subtleties of PTSD in young children will we
be able to meet the challenge that confronts
LS.
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