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A Note from the Editors of the Second Edition

Congratulations to Dave Forbes, Jon Bisson, Candice Monson, and Lucy Berliner on overseeing this new edition. They have masterfully synthesized the wide-ranging research on treating posttraumatic stress disorder that has been conducted since the publication of the second edition in 2009. Their editorial vision has brought a fresh perspective to the treatment guidelines of the International Society for Traumatic Stress Studies and offers the field an invaluable resource. We are thrilled to see the careful work in this arena continue, giving guidance to practitioners and researchers around the world.

EDNA B. FOA
TERENCE M. KEANE
MATTHEW J. FRIEDMAN
JUDITH A. COHEN


Preface

Clinical practice guidelines, which synthesize research evidence to generate specific treatment recommendations for a particular disorder, have been of crucial importance over the last decade in promoting a shift toward evidence-based care. Clinical practice guidelines for posttraumatic stress disorder (PTSD) are designed primarily to help clinicians achieve improved mental health outcomes for people affected by trauma. The secondary goal is to assist those people and their families, as well as policymakers and service delivery organizations, to develop a more sophisticated understanding of the range of available treatments and the evidence for their efficacy.

The recent Posttraumatic Stress Disorder: Prevention and Treatment Guidelines, on which this book is based, were published by the International Society for Traumatic Stress Studies (ISTSS) in 2018, with earlier versions dating back to 2000 and 2009 (as well as guidelines for the treatment of complex PTSD in 2012). The latest guidelines build on the groundbreaking work of the initial guidelines through adopting a standardized rigorous systematic review of the available research literature across all the areas of focus. Similar evidence-driven guidelines for PTSD treatment have been published in several countries, including Australia, the United Kingdom, and the United States, with all arriving at largely similar conclusions. Although the high degree of consensus is reassuring, this methodological approach to guideline development comes at a price. A heavy reliance on randomized controlled trials means that other less rigorous but perhaps equally important sources of data, as well as the nuances of clinical practice, may not be considered in generating recommendations.

Perhaps more important, the challenge for clinicians is often one of how to apply the recommendations in the real world of clinical practice. It is one thing to know what the research evidence tells us about treatments that work. It is another thing altogether to implement those treatments in routine clinical practice, frequently in the context of significant clinical complexity, psychosocial disadvantage, and limitations in mental health delivery systems. Clinicians may question whether the findings from sophisticated research trials are translatable to their everyday clinical practice. They may question their own ability to deliver those evidence-based interventions and, perhaps, to contain any distress that might be triggered by trauma-focused psychological interventions.

Using the latest ISTSS PTSD guidelines as the starting point, each chapter of this book summarizes the research evidence base and resulting recommendations reported in those guidelines. While keeping the empirical findings front and center in driving the treatment recommendations, the book stands as a natural evolution of the science by explaining not only how the research foundations were derived but also how those findings were used to form the basis of the recommendations.

The book goes on to bridge the gap between evidence-based guidelines and routine practice in the real world. It is a unique contribution to the field, with each chapter going beyond the research evidence to explore the challenges of implementation. The authors, all specialists in their specific treatment approaches, were asked to build on the recommendations by considering the common difficulties encountered by clinicians across a diverse range of settings and with a broad range of trauma-affected populations. They were encouraged to explore when and why things go wrong in treatment, why some people do not respond, how we might decide to stop trying a particular approach, and what to do at that point. The treatment chapters are preceded by contextual chapters that outline recent developments in our understanding of the nature, epidemiology, and assessment of mental health responses to trauma exposure in adults, adolescents, and children, as well as the latest evidence on prevention. Following the treatment chapters, the book goes on to foreshadow future developments in areas such as transdiagnostic conceptualizations of posttraumatic mental health problems, tailoring treatment to the unique needs of the individual clinical presentation, dissemination challenges, and economic implications.

In focusing on the practical aspects of guideline implementation for clinicians, therefore, the authors recognize the limitations of the research and go beyond it to provide practical, clinically informed advice on how best to use and understand the recommendations in a way that is accessible and useful for clinicians and health service agencies.

After reading this book, clinicians will be clear about not only the specific treatment recommendations for PTSD, but also how to implement them in varying environments and with complex clinical presentations. They will understand where the field is heading in terms of clinical practice, research, and implementation science. By striving to adopt the advice provided by the expert clinicians who have authored each chapter, readers will become part of that journey as the field continues to develop. They will be up to date on the latest thinking in the treatment of PTSD, making them a point of reference for those who practice around them and leaders in the field among their clinical colleagues. In short, this book is essential reading for all clinicians working with survivors of trauma.

DAVID FORBES, PhD
JONATHAN I. BISSON, DM, FRCPsych,
CANDACE M. MONSON, PhD
LUCY BERLINER, MSW
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PART I

INTRODUCTION AND BACKGROUND


CHAPTER 1

Effective Treatments for PTSD

Guiding Current Practice and Future Innovation

David Forbes, Jonathan I. Bisson, Candice M. Monson, and Lucy Berliner

Empirically supported interventions to prevent and treat posttraumatic stress disorder (PTSD) and related conditions for people of all ages have been the focus of much attention over the last two decades, resulting in a substantial evidence base to inform clinical decisions. In this vein, there has been a significant accumulation of evidence since the last edition of Effective Treatments for PTSD; hence the timeliness of this third edition. This body of evidence has the potential to provide much-needed guidance to clinicians and mental health service systems, as well as to people with PTSD and their families. Concurrent with burgeoning empirical evidence on effective and ineffective interventions, there has been a substantial increase in awareness among the broader community regarding the psychological effects of trauma exposure. The mental health of our serving personnel, veterans and first responders, survivors of sexual and physical assault, family violence and childhood abuse, survivors of natural and man-made disasters, and other potentially traumatized people has become a high-profile issue in modern society. The topic receives widespread coverage in the media, both in current affairs and fictional drama. This high level of community attention has placed increasing pressure on clinicians, health service agencies, employers, and government to provide timely, accessible, and effective care.

Although increased recognition of the effects of trauma and a more robust knowledge base on interventions might seem optimistic, we face significant challenges in our field. Despite the evidence base—the existence of demonstrably effective interventions—most people at risk of or with PTSD still do not receive an evidence-based intervention. This is true not only in low- and middle-income countries (Tol et al., 2014), but also in developed countries with comprehensive and sophisticated mental health systems (Rosen et al., 2017; Sripada, Pfeiffer, Rauch, Ganoczy, & Bohnert, 2018). There are several possible explanations for this, including poor practitioner access to clinical training and supervision in evidence-based practices, as well as the limited effectiveness and high cost of dissemination (Foa, Gillihan, & Bryant, 2013). An important related factor, however, remains a reticence by some clinicians to embrace these approaches. This may be due to a lack of confidence in their skills to deliver the intervention and, perhaps, to contain the potential distress that might accompany a trauma-focused psychological intervention. It may also be driven by misconceptions and misunderstandings about these evidence-based practices, and concerns about how translatable and generalizable the rigorous protocols used in research trials are for their own clinical practice. This book attempts to address some of those concerns, bridging the gap between (1) research protocols that form the basis of studies included in the evidence review that underpins the recommendations in the recently published Posttraumatic Stress Disorder Prevention and Treatment Guidelines (published by the International Society for Traumatic Stress Studies [ISTSS] in 2018) represented in this book and (2) delivery of evidence-based practices in routine clinical practice.

The purpose of this book, therefore, is not only to summarize the research evidence base and resulting recommendations reported in the ISTSS guidelines, but to expand upon that evidence and operationalize the recommendations to guide clinicians in implementing evidence-based practices. In doing so, the authors recognize the limitations of the research and go beyond it to provide practical, clinically informed advice on how best to use and understand the recommendations in a way that is accessible and useful for clinicians and health service agencies. Consequently, this book differs from both earlier evidence summaries and clinical treatment manuals by using the evidence base as a starting point, discussing the implementation of those treatments and practices that have been shown to work, and going beyond the evidence to discuss the challenges and limitations of delivering evidence-based practices in routine clinical practice. It is designed to be practical, useful, and applied, optimizing the value of the ISTSS guidelines for those tasked with delivering evidence-based practices. It aims to address the nuances of delivering those treatments with different populations and what to do when things do not go as planned or hoped.

The following chapters seek to improve our understanding of the nature, epidemiology, and assessment of traumatic stress, as well as patterns of recovery and long-term outcomes. Each of the prevention and treatment chapters aims to summarize, and improve our understanding of, the relevant guideline findings and recommendations, and in the case of chapters on combinations of psychological and pharmacological interventions and on complex PTSD and comorbidity, to consider important clinical presentations and approaches that were not covered by the scoping questions posed for the guidelines. These prevention and treatment chapters explore how the recommendations might be implemented in clinical practice, across diverse settings and with a broad range of trauma-affected populations. The authors endeavor to explore when and why things go wrong in treatment, why some people do not respond, when we might stop trying a particular approach, and what to do at that point. Later chapters draw out the common elements of effective evidence-based practices, the nuances of these common elements, and their implications for clinicians. The final chapters cover health economics, trying to address the question of “value for money,” and consider what the future might hold in areas such as e-health, personalized medicine, and implementation and training.

OVERVIEW OF THE CONTENTS OF THIS BOOK

The introductory chapters of this book provide background information on the nature and epidemiology of PTSD and other mental health responses to trauma, as well as screening and assessment. Chapter 2 covers the nature of trauma and its sequelae, clinical presentations including comorbidity, and epidemiological issues in adults, and Chapter 3 explores clinical presentations, epidemiology, and developmental considerations in children and adolescents. It is clear from these contributions that the science is evolving as we continue to learn more about the nature and epidemiology of traumatic stress reactions. Increasingly large datasets, combined with expanding computational power, are providing opportunities to answer more complex and sophisticated questions about symptom profiles, risk and protective factors, and recovery trajectories. The fact that we can now devote a whole chapter in this area to children and adolescents is testament to our growing knowledge and understanding of developmental considerations in human responses to trauma exposure. Similarly, Chapter 4 covers screening, assessment, and diagnosis in adults, while Chapter 5 addresses those questions for children and adolescents, again highlighting the importance of paying appropriate attention to developmental issues. Both of these chapters explore a range of diagnostic issues, including those associated with the transition from the fourth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; American Psychiatric Association, 2000) to the fifth edition (DSM-5, American Psychiatric Association, 2013) and the differences between DSM-5 and the 11th revision of the International Classification of Diseases (ICD-11; World Health Organization, 2018). This latter comparison is important, since the ICD-11 has taken quite a different approach to defining the essential characteristics of a PTSD diagnosis and has introduced the new, parallel diagnosis of complex PTSD. Although it is, perhaps, too early to comment on the potential impact of these differences in diagnostic nomenclature for treatment recommendations, it is an important question to be addressed in future treatment outcome studies. Chapter 6 provides a summary of the guideline rationale, process, and methodology, before Chapter 7 outlines the specific guideline recommendations.

The next three chapters focus on prevention and early intervention. Chapters 8 and 9 discuss the guideline recommendations and implications for clinicians of psychological and pharmacological prevention and early interventions following trauma exposure for adults. Again, recognizing the importance of development, Chapter 10 addresses those issues in child and adolescent populations. These chapters highlight the current state of the evidence for preventive interventions and make recommendations for future directions. It is clear that prevention research in universally applied interventions is in its infancy and, at this stage, the data are not encouraging. Early psychological intervention for those who have developed symptoms, however, has a much more positive evidence base. These chapters provide an opportunity to explore the different theoretical models that underpin psychological and pharmacological early interventions, raising intriguing questions about the mechanisms that may underpin recovery.

The next section of the book discusses the guideline recommendations for the treatment of PTSD and related conditions in adults, along with the implications for clinicians. Trauma-focused psychological treatments have the strongest level of empirical support in the treatment of PTSD. The section begins with an overview chapter that highlights the commonalities across the four approaches with the largest body of research support: cognitive processing therapy (CPT; Resick, Monson, & Chard, 2017), cognitive therapy for PTSD (CT-PTSD; Ehlers, Clark, Hackmann, McManus, & Fennell, 2005), eye movement desensitization and reprocessing (EMDR) therapy (Shapiro, 2018), and prolonged exposure (PE; Foa, Hembree, & Rothbaum, 2007; Foa, Rothbaum, Riggs, & Murdock, 1991). The chapter also identifies some of the issues with which clinicians commonly struggle, as well as discussing when and why these interventions do not always seem to be effective. These and other clinical nuances are discussed in the subsequent chapters on each specific intervention, but this chapter aims to extract the common elements. It also addresses the implications for clinical practice of having four strongly recommended first-line psychological treatments.

Chapters 12, 13, 14, and 15 discuss the guideline recommendations and implications for clinicians of PE, CPT, EMDR therapy, and CT-PTSD in more detail. These chapters strive not only to describe the intervention and the available empirical support, but also to go beyond those factors to explore the challenges of implementation in routine, real-world clinical practice. The authors recognize that, although these remain the first-line treatments of choice for PTSD, there are limitations and that not everyone will achieve clinically significant benefits. The authors explore why that might be and, more importantly, what we as clinicians might do in those circumstances. These chapters are prefaced by Chapter 11, which outlines the psychological treatment recommendations overall and identifies the common ingredients among these four most strongly recommended treatments. The chapter examines the potentially shared putative mechanisms underlying these four recommended treatments and the implications of these mechanisms for other recommended psychological interventions.

Although trauma-focused psychological treatments have the strongest empirical support and remain the first-line treatment, pharmacological interventions have an important role to play in the comprehensive management of PTSD. Chapter 16 reviews the evidence for pharmacological approaches for adults and discusses the guideline recommendations. The authors recognize that clinicians do not always stick rigidly to the evidence base, with prescribing decisions often being made on the basis of the specific clinical presentation, response to initial pharmacotherapy, and personal preference. To assist clinicians in this difficult process, the authors provide an algorithm—a decision-making tree based on the available evidence, with advice on which medications to try in which order. In routine clinical practice, psychological therapy and pharmacotherapy are often provided concurrently, especially in more complex and chronic cases. Chapter 17 reviews the evidence on combining pharmacological and psychological treatment, discussing the guideline recommendations and their implications for treatment.

With the ubiquitous availability of technology and the Internet, including handheld devices, the field of “e-health” has received increasing attention in recent years. In the trauma field, several online intervention options and mobile “apps” have been proposed as both stand-alone and adjunct treatments. Chapter 18 reviews the emerging evidence on these approaches. Although the authors note the need for more research, it is clear that technological approaches provide intriguing possibilities for improving treatment options, especially for people in rural and remote locations, as well as in boosting the efficacy of more traditional approaches. The authors explore the issues and challenges faced by clinicians who wish to integrate technological approaches into their practice.

Increasing awareness of the mental health effects of trauma has resulted in much greater attention being paid to the quality and accessibility of treatment. Alongside a focus on mainstream approaches, a wide range of alternative interventions to treat PTSD and related conditions has been proposed. Some of these have a track record in the treatment of other conditions, strong theoretical underpinnings, and an emerging evidence base. Others are less well developed, but nevertheless have strong proponents. The challenge for the field is to be open to new ideas and innovations, while still adhering to scientific principles and a commitment to evidence-based treatment (EBT). Chapter 19 explores some of the alternative approaches that show early promise as treatments in their own right, or as adjuncts to first-line treatments with the aim of improving quality of life, and discusses the guideline recommendations in this area. Again, the challenge for clinicians is whether and how to incorporate some of these approaches into their treatment planning and practice.

Although the concept of complex PTSD has been discussed in the literature for many years, it was not until the advent of ICD-11 that the disorder was formally recognized in the diagnostic nomenclature. Chapter 20 discusses the diagnostic criteria and treatment recommendations, before considering the challenges faced by clinicians working in this area.

Chapter 21 discusses the evidence base for psychological and pharmacological treatments for PTSD in adolescents and children. Notably, there has been significant development in the evidence base since the last guidelines were published, and three psychosocial treatments receive strong recommendations. Psychopharmacological treatments have so far not been shown to be effective for children. Although not yet at the same level as interventions for adults, we can be more confident about the efficacy of some approaches now than we were previously.

The final group of chapters are more exploratory in nature. Chapter 22 explores the complex issue of comorbidity and transdiagnostics. A high degree of overlap in symptoms and clinical presentation exists across several of the high-prevalence conditions, and PTSD is no exception. The fact that the disorder is characterized by features of depression, anxiety, and (in many cases) dissociation raises the question of whether current diagnostic systems that conceptualize disorders as discrete categories represent the most useful model. The authors grapple with this issue and discuss the implications for clinicians. Chapter 23 takes this discussion to the next level, exploring the implications of different clinical presentations of PTSD on our conceptualizations of treatment models. The authors argue for a more personalized approach to intervention in the future, with the treatment plan better matched to the specific needs of the individual. They go on to discuss the challenges of progressing this individualized approach, while still retaining a commitment to the scientific method and EBT.

The best PTSD treatments in the world are of little use unless they are adopted by mental health practitioners working in routine clinical settings. Chapter 24 addresses the challenges of dissemination and implementation, exploring what needs to be done in order to improve the uptake of EBTs by clinicians. In a related vein, Chapter 25 reviews the economic implications of the guidelines. Drawing on international data, particularly from the United Kingdom and Australia, the authors highlight the potential economic benefits to be gained by widespread adoption of the guideline recommendations. Finally, Chapter 26 foreshadows future opportunities to advance more sophisticated approaches to understanding the nature and course of human responses to trauma, the mechanisms underlying those different trajectories, and how best to improve our treatments and implement best-practice interventions.

THE ISTSS POSTTRAUMATIC STRESS DISORDER PREVENTION AND TREATMENT GUIDELINES PROCESS

Several clinical practice guidelines now exist to guide the treatment of PTSD and related conditions (American Psychological Association, 2017; Department of Veterans Affairs & Department of Defense Clinical Practice Working Group, 2017; National Institute for Health and Care Excellence, 2005; Phoenix Australia—Centre for Posttraumatic Mental Health, 2013). Most of these are based on a systematic literature review process that uses clearly defined and internationally agreed-upon methods to collect and collate the research data, critically appraise research studies, and synthesize the findings to generate recommendations graded by the strength of the evidence. The recently published (2018) ISTSS guidelines represented in this book also adopted this approach (Bisson et al., 2019). As such, they embrace currently accepted gold standards for guideline development and represent a substantial change in methodology compared to the two earlier guidelines produced by ISTSS. The latest version provides an important addition to the growing body of evidence-based clinical practice guidelines in the trauma field and provides the platform upon which the chapters in this book build. The authors, who are not only leaders in their particular treatment approaches but also experienced clinicians, recognize that treatment guidelines alone do not change practice. They understand how hard it can be for clinicians to interpret and implement the guideline recommendations in their routine clinical work, and they are acutely aware of the clinical complexity that often confronts practitioners working with the mental health effects of trauma. The fact is that, despite substantial progress in the field of traumatic stress, many questions remain unanswered and many challenges confront those providing treatment.

As highlighted previously, Chapter 6 describes the rationale, process, and methodology used to develop the ISTSS guidelines (ISTSS, 2018), as well as summarizing the guideline recommendations themselves. Briefly, the process followed a rigorous systematic review approach, beginning with the development of explicit scoping questions. In developing the ISTSS guidelines, a systematic review identified 361 randomized controlled trials (RCTs) according to the a priori agreed inclusion criteria. There were 208 meta-analyses conducted, resulting in 125 recommendations (24 for children and adolescents and 101 for adults). An agreed-upon definition of clinical importance and strength of recommendation resulted in 8, Strong; 8, Standard; 5, Intervention with Low Effect; 26, Intervention with Emerging Evidence; and 78, Insufficient Evidence to Recommend recommendations. Narrative reviews were undertaken and two position papers (one for children and adolescents, and one for adults) were prepared to address current issues in complex PTSD and to make recommendations for further research. The draft recommendations were posted on the ISTSS website during August and September 2018 for a period of consultation by ISTSS members. Feedback from ISTSS members was reviewed and incorporated into the final recommendations, which were approved by the ISTSS Board in October 2018.

The adoption of a systematic review approach to developing clinical practice guidelines helps to ensure transparency and replicability by establishing key elements of the process prior to commencement: scoping questions, inclusion/exclusion criteria for papers, definition of clinical importance, and a recommendation generation algorithm. This rigorous approach helps to reduce the risk of inconsistency and conscious or implicit bias of committee members influencing the recommendations. It is consistent with an internationally accepted commitment to evidence-based practice and is a fundamental starting point in establishing first-line treatments.

Notwithstanding those benefits, adoption of a systematic review methodology in guideline development also has some limitations. For example, systematic reviews often limit the number of questions that can be addressed, either because they are not asked or because no solid data exist. This may result in some potentially important issues, especially around implementation in clinical practice—for example, in areas such as comorbidity—not being adequately explored. Despite rigorous selection criteria for inclusion, it is possible that methodological differences across studies may influence the interpretation of results and, therefore, the recommendations. Systematic reviews need to decide, a priori, on the primary outcomes of interest—in this case, PTSD symptom reduction. Clearly, in routine clinical practice, other outcomes might be equally (or more) important goals for intervention. Finally, and perhaps most importantly, a focus on RCTs in a systematic review may result in other important evidence being omitted (e.g., large observational cohort studies, nonrandomized controlled studies such as larger uncontrolled program evaluation studies, longer-term follow-ups, and “evidence from practice”). Despite the lack of methodological rigor, those pieces of evidence have the potential to contribute to a more accurate assessment of the effectiveness of a particular intervention in routine clinical practice. By going beyond the systematic review, this book allows the proponents of each approach to draw on that body of data and to recognize the importance of other, real-world factors that may be important to consider in the adoption and utilization of the guideline recommendations. This approach echoes the sentiments of the founders of evidence-based practice when they noted, “Good doctors use both individual clinical expertise and the best available external evidence, and neither alone is enough” (Sackett, Rosenberg, Muir Gray, Haynes, & Richardson, 1996, p. 72).

SUMMARY

This book is designed to be a practical guide for those working with survivors of trauma. The starting point is the systematic review of the research evidence, and the resultant recommendations, contained in the ISTSS (2018) Posttraumatic Stress Disorder Prevention and Treatment Guidelines. That document illustrates just how far the field has come since the diagnosis of PTSD was first formally recognized in the diagnostic nomenclature in DSM-III (American Psychiatric Association, 1980) 40 years ago. Equally, we need to recognize the limitations of the research data for practicing clinicians and interpret the guideline recommendations to address the complexity that we routinely see in clinical practice. This book builds on the guidelines, going beyond the recommendations to make them useful for clinicians, service providers, and health and mental health service systems.
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CHAPTER 2

Trauma and PTSD

Epidemiology, Comorbidity, and Clinical Presentation in Adults

Kristina J. Korte, Tammy Jiang, Karestan C. Koenen, and Jaimie Gradus

Traumatic events, such as natural disasters, automobile and other accidents, sexual assault, and child abuse are common throughout the world and can take a tremendous psychological toll on individuals and communities. In this chapter, we present information about the global public health burden posed by trauma exposure. To accomplish this goal, we review the prevalence and distribution of traumatic events and trauma-related disorders from epidemiological studies, with a focus on posttraumatic stress disorder (PTSD). We also review the prevalence of disorders that commonly co-occur with PTSD and provide an overview of the clinical presentation of PTSD.

Epidemiology is the science of public health and focuses on the distribution and causes of disease in human populations, as well as developing and testing ways to prevent and control disease. Epidemiological studies provide empirical evidence on the high prevalence of trauma and the devastating effects of trauma-related disorders, and show that trauma is not equally distributed across populations. When presenting the results throughout this chapter, we note methodological considerations that make cross-study comparisons difficult. Although the focus in epidemiology is on populations and not individuals, to illustrate epidemiological findings we provide prototypical cases of trauma exposure and common trajectories observed (e.g., normal recovery and diagnosis of PTSD).

THE EPIDEMIOLOGY OF TRAUMA EXPOSURE

Trauma exposure is common globally. A traumatic event is defined as exposure to actual or threatened death, serious injury, or sexual violence according to the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American Psychiatric Association, 2013). Individuals can be exposed to a traumatic event by directly experiencing the traumatic event, witnessing in person the event as it occurred to others, learning that the traumatic event occurred to a close family member or close friend, or experiencing repeated or extreme exposure to aversive details of traumatic events (American Psychiatric Association, 2013). Approximately 70% of respondents in the World Health Organization’s World Mental Health Surveys (WMHS) have experienced one or more traumas (Kessler et al., 2017). Globally, each person experiences an average of 3.2 lifetime traumas (Kessler et al., 2017). The most common traumatic events worldwide include witnessing death or serious injury, experiencing the unexpected death of a loved one, being mugged/assaulted, being in a life-threatening automobile accident, and experiencing a life-threatening illness or injury (Benjet et al., 2016). Combined, these five traumatic events account for over half of all instances of trauma exposure globally (Benjet et al., 2016). In the following material, we discuss factors that affect the prevalence of trauma exposure, including changes in the definition of a traumatic event, and heterogeneity in the people and places assessed.

CHANGES IN THE DEFINITION OF A TRAUMATIC EVENT

The newest iteration of the DSM, the main diagnostic classification system used in the United States, resulted in three major changes in the definition of trauma from DSM-IV to DSM-5 that might impact the incidence and prevalence of trauma and PTSD. DSM-IV included a requirement of particular emotional responses to a traumatic event (Criterion A2). Thus, individuals who did not endorse fear, helplessness, or horror during a traumatic event could not receive a diagnosis of PTSD, even if they met the rest of the diagnostic criteria for PTSD (Pai, Suris, & North, 2017). In DSM-5, the requirement for emotional responses to a traumatic event is removed. A second change to the definition of trauma from DSM-IV to DSM-5 was that DSM-5 removed the term “threat to physical integrity” from the definition of trauma. Nonacute, noncatastrophic, life-threatening illness (e.g., terminal cancer) no longer qualifies as trauma, regardless of how stressful or severe it is (Pai et al., 2017). This change has been found to reduce the number of PTSD cases (Kilpatrick et al., 2013). A third change to the definition of trauma in the newest iteration of DSM was that DSM-IV-TR allowed for indirect exposure to trauma (without being present) at the time of the traumatic event, whereas DSM-5 added a new requirement for the witnessing of trauma to others to be “in person.” Repeated or extreme exposure to aversive details of the traumatic event was added to DSM-5, but does not apply to exposure through electronic media, television, movies, or pictures, unless this exposure is work-related (American Psychiatric Association, 2013). Police officers, firefighters, ambulance personnel, and health care personnel often experience indirect traumatic events, such as witnessing the suffering of others as part of their work (Skogstad et al., 2013). The nature of the trauma witnessing may also be an important factor, such as dealing with child victims of abuse (North et al., 2002; Skogstad et al., 2013). More details about the diagnostic criteria for PTSD and the criteria as outlined in ICD-11 (which is used primarily outside of the United States) can be found in Bisson, Brewin, Cloitre, and Maercker (Chapter 4, this volume).

THE HETEROGENEITY IN THE PREVALENCE OF TRAUMA EXPOSURE ACROSS COUNTRIES

The prevalence of trauma exposure varies across countries. According to the World Health Organization’s WMHS, which are general population studies carried out throughout the world from 2001 until 2012 that used the DSM-IV definition of trauma, the prevalence of exposure to any traumatic event ranged from a high of 83% in the United States and Colombia to a low of 29% in Bulgaria (Benjet et al., 2016). Varying prevalence estimates of trauma exposure across countries may be due to true differences, differences in willingness to disclose traumatic events, and measurement error (Benjet et al., 2016). For example, sexual violence is highly stigmatized in many settings and the fear of being blamed and a perceived lack of support lead to underreporting of sexual violence (Abrahams et al., 2014).

RISK FACTORS FOR TRAUMA EXPOSURE

Predictors of Trauma Exposure

Trauma exposure varies by individual and contextual factors that include sex, age, race/ethnicity, sexual orientation, educational attainment, marital status, genetics, risk-taking behavior, and neighborhood of residence (Benjet et al., 2016; Kessler et al., 2017; Roberts, Austin, Corliss, Vandermorris, & Koenen, 2010). Women are more likely than men to be exposed to intimate partner violence, whereas men are more likely than women to experience physical violence and unintentional injuries (Benjet et al., 2016). Traumas related to interpersonal violence have the earliest median age of occurrence (age 17), followed by intimate partner violence (age 18), war-related traumas (age 20), and unintentional injuries, unexpected deaths of loved ones, and other traumas with later median ages of occurrence (ages 24–31). The pattern of trauma exposure across age may reflect differences in life circumstances and lifestyles (Kessler et al., 2017). There are also racial/ethnic differences in types of traumas experienced. For example, blacks and Hispanics have a higher risk of child maltreatment and witnessing domestic violence than whites. Asians, black men, and Hispanic women are more likely to be exposed to war-related traumatic events than whites (Roberts et al., 2010). Assessments of sexual orientation disparities in exposure to violence and other traumatic events in a representative U.S. sample found that lesbians, gay men, bisexuals, and heterosexuals who reported any same-sex sexual partners during their lifetime had an increased risk of childhood maltreatment, interpersonal violence, trauma to a close friend or relative, and unexposed death of someone close, compared to heterosexuals without same-sex attractions or partners (Roberts et al., 2010). Low educational attainment is associated with elevated risk of some traumas (e.g., violence, unintentional injuries, and natural disasters) but not all traumas (e.g., unexpected death of a loved one). Higher levels of educational attainment are associated with a lower risk of being raped, being beaten up by a spouse or romantic partner, or stalked, but is associated with increased risk of nonpenetrative sexual assault and traumatic event to a loved one (Kessler et al., 2017). Married individuals have a reduced risk of experiencing most trauma types compared to the never married, perhaps due to married individuals spending less time outside the home at later hours, unaccompanied, and in potentially vulnerable situations (Benjet et al., 2016). Genetic factors may affect the risk of exposure to trauma, possibly through individual differences in personality that influence environmental choices (Stein, Jang, Taylor, Vernon, & Livesley, 2002). Individual traits such as impulsivity and risk taking may increase the risk of traumatic events such as injuries (Romer, 2010). Neighborhoods that are highly disorganized (i.e., neighborhoods with high levels of poverty, family disruption, and residential mobility) are associated with higher levels of exposure to violence and crime, which could potentially be traumatic (Butcher, Galanek, Kretschmar, & Flannery, 2015).

Trauma Exposure Increases Risk of Subsequent Exposure to Trauma

Having experienced trauma increases one’s risk of experiencing additional traumas later in life (Benjet et al., 2016; Gradus, Antonsen, et al., 2015). Over 30% of respondents to the WMHS were exposed to four or more traumatic events (Kessler et al., 2017). Exposure to childhood abuse is strongly associated with additional trauma exposure later in adulthood, and exposure to interpersonal violence is strongly associated with subsequent exposure to interpersonal violence (Benjet et al., 2016; Coid et al., 2001). Potential mechanisms underlying this association include perpetrators targeting individuals who have low self-esteem, are socially isolated, feel powerless, or have other psychological sequelae of previous victimization (Benjet et al., 2016; Coid et al., 2001; Grauerholz, 2000). Furthermore, impulsivity and risk taking, which may be both predictors and outcomes of trauma exposure, may also increase the risk of experiencing multiple traumatic events (e.g., injuries; Benjet et al., 2016).

Trauma Exposure and Natural Recovery

It is common to experience some psychological distress and PTSD-related symptoms immediately after enduring a traumatic event, such as fear, somatic symptoms, and sleeping disturbances (Sayed, Iacoviello, & Charney, 2015). However, many individuals experiencing a traumatic event will not develop PTSD (Atwoli, Stein, Williams, McLaughlin, & Koenen, 2015). Of those experiencing some PTSD-related symptoms most, if not all of the symptoms will dissipate within a month for a majority of individuals (Littleton, Axsom, & Grills-Taquechel, 2011), reflecting a course of natural recovery.

CASE EXAMPLE: Anne Marie—Normal Recovery

Anne Marie is a 27-year-old Hispanic female. She works as a pediatric nurse at a local hospital. One night, after finishing a long shift at midnight, Anne Marie said goodbye to her colleagues and left the pediatric ward, heading toward her car in the outside parking lot. She was parked in her usual parking spot in the back corner. As Anne Marie headed out to her car, she noted it was quite dark because the light post above her car appeared to have gone out. Once she got to her car, she unlocked the door and started to climb inside when she felt something pressed to her side and a low voice say, “Give me your car keys and I will not hurt you.” Anne Marie quickly realized that someone was holding a gun to her side and that she was being robbed. As she moved to give the perpetrator her keys, he grabbed her arm, took her car keys, threw her to the ground, and kicked her in her stomach. The man sped away in her car, and after a few minutes Anne Marie was able to stumble to the hospital emergency room for an evaluation and to receive treatment for her injuries. Although she did not have any serious injuries, she experienced psychological distress from her assault and felt fearful and more cautious than usual as she went about her daily activities. In the following days, Anne Marie dreaded driving to work so much that she had her boyfriend drive her to and from work for the first week after the assault. The following week, Anne Marie knew she could not depend on her boyfriend to continue to drive her to work, so she began driving to work again, making sure that she was parking in spaces closest to the entrance of the hospital. When leaving work, she would also scan the parking lot for “suspicious”-looking men. After a few weeks, however, Anne Marie began to feel more secure as she realized that the likelihood of being assaulted in the parking lot again was low, her experience was the only assault reported in the last decade, and her symptoms began to dissipate. By the end of the month, she no longer scanned parking lots for “suspicious” males and began parking in her usual parking space at the hospital again. Anne Marie’s reaction to her assault represents a typical reaction to experiencing a traumatic event.

EPIDEMIOLOGY OF PTSD AND OTHER PSYCHOLOGICAL CONSEQUENCES OF TRAUMA EXPOSURE

As reviewed in the prior section, exposure to traumatic events is a common occurrence throughout the world. Although most people exposed to traumatic events will not go on to experience clinical levels of psychological distress, there is a significant portion of individuals who develop problems. Exposure to traumatic events can have a significant impact on psychological functioning and, in some cases, lead to mental health disorders. Although there is a variety of psychological consequences that can emerge after exposure to a traumatic event, such as acute stress disorder, adjustment disorders, and complicated grief—to name a few—PTSD is one of the most common and tends to receive the most attention as a psychological consequence of trauma exposure.

In general, PTSD is among the most prevalent mental health disorders in the United States, with approximately 2.5% of the general population meeting diagnostic criteria in any given year (Karam et al., 2014). This prevalence is significantly higher in the U.S. veteran population, with up to 15% of veterans meeting diagnostic criteria for PTSD (Seal et al., 2009). Approximately 8% of the population in the United States (Kessler, Petukhova, Sampson, Zaslavsky, & Wittchen, 2012), 4.4% in the United Kingdom (Fear, Bridges, Hatch, Hawkins, & Wessely, 2014), and 4.4% in Australia (McEvoy, Grove, & Slade, 2011) will be diagnosed with PTSD in their lifetime, which is second only to the prevalence of depression in these countries (Kessler et al., 2012; McEvoy et al., 2011). More generally, a pattern of PTSD prevalence across countries reveals that high-income countries report higher prevalence estimates of lifetime PTSD (6.9%) than those in middle- (3.9%) and low-income countries (3%; Koenen et al., 2017). Past 30-day prevalence follows a similar pattern, with high-income countries reporting the highest prevalence (1.9%) and middle- (0.7%) and low-income (0.6%) countries reporting lower prevalence of PTSD. Although these differing prevalence estimates may reflect true differences in the prevalence of PTSD across cultures, they may also be partially due to low reporting related to cultural factors such as mental health stigma, less understanding of mental health issues, and measurement error (Wang et al., 2007). Age of onset of PTSD tends to be younger in high-income countries than in low- and middle-income countries. The age of onset in high-income countries is generally before the age of 30, whereas the age of onset in low- and middle-income countries is generally before the age of 43 (Koenen et al., 2017). Moreover, despite questions of whether the changes in the PTSD diagnostic criteria from DSM-IV to DSM-5 would impact prevalence estimates, recent investigations have shown comparable prevalence estimates of PTSD when using DSM-IV versus DSM-5 criteria (Hoge, Riviere, Wilk, Herrell, & Weathers, 2014; Kilpatrick et al., 2013; Stein et al., 2014). When expanding beyond the DSM classification system, there tends to be an overlap between those meeting criteria for PTSD using DSM-5 and ICD-11; however, a substantial portion of those meeting criteria using one diagnostic system did not meet criteria using the other system (O’Donnell et al., 2014).

CORRELATES AND RISK FACTORS OF PTSD

Research demonstrates that socioeconomic and psychological factors predict PTSD diagnosis. Sociodemographic factors—including lower levels of educational attainment and income, prior exposure to trauma, preexisting psychopathology, white ethnicity (although these findings have been inconsistent), and female sex—are associated with a higher risk of PTSD. For example, women have twice the risk of PTSD as men (Kessler et al., 2005; Perrin et al., 2014). Also, personality variables such as being high in neuroticism and having poor coping responses are also associated with greater risk of PTSD (Perrin et al., 2014).

In addition to individual characteristics associated with PTSD, type of trauma itself has also been shown to be associated with this disorder. The psychological consequences of trauma exposure tend to be more severe and disabling subsequent to some types of trauma such as sexual assault and other forms of interpersonal violence (Breslau, 2009; Pietrzak, Goldstein, Southwick, & Grant, 2011). Events viewed to be “intentional” (e.g., assault) are associated with greater persistence of PTSD symptoms than those exposed to “nonintentional” traumatic events (e.g., natural disorders; Santiago et al., 2013). Number of traumatic events experienced is also associated with elevated risk. Experiencing four or more events significantly increases one’s risk for PTSD compared to experiencing three or fewer traumatic events (Karam et al., 2014). Posttrauma variables also increase risk for PTSD. In particular, low perceived social support and subsequent life stressors (e.g., ongoing financial problems) are associated with greater severity of PTSD symptoms (Ozer, Best, Lipsey, & Weiss, 2003) and PTSD diagnosis (Brewin, Andrews, & Valentine, 2000; Bryant et al., 2018; Ozer et al., 2003).

COURSE AND IMPACT ON FUNCTIONING

PTSD is a disabling mental health disorder (Smith, Schnurr, & Rosenheck, 2005) associated with substantial societal costs and burden (Breslau, Lucia, & Davis, 2004; Kessler, 2000). Greater impairment among persons with PTSD appears to be associated with the number of traumatic events experienced. Findings from 20 population surveys (11 from high-income countries and nine from low- and middle-income countries) from the WMHS found that, of individuals reporting PTSD symptoms, approximately 20% reported that their symptoms were associated with multiple traumatic events (Karam et al., 2014). Moreover, the 12-month PTSD cases that reported experiencing four or more traumatic events also had greater functional impairment, earlier age of onset, more enduring PTSD symptoms, and more comorbidity with other mental disorders, such as mood and anxiety disorders. Thus, it appears that individuals with PTSD who have experienced four or more traumatic events may reach a “risk threshold” that sets these patients on a more severe and impairing PTSD course (Karam et al., 2014), and possibly a more chronic trajectory than those experiencing fewer traumatic events.

TREATMENT SEEKING

Without treatment, PTSD tends to be chronic, although it is typical for individuals to experience a fluctuation in symptoms, including the remitting and reemergence of symptoms over time (Solomon & Mikulincer, 2006). Early research on the lifetime course of PTSD found that approximately two-thirds of those with PTSD will remit from the disorder over time; however, the remaining one-third will not remit from PTSD without treatment (Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995). Research data from WMHS indicate that 20–440% of PTSD cases will remit within 1 year. Of those cases, most will remit within the first 6 months (Kessler et al., 2017). Despite the generally chronic course and disability associated with PTSD, rates of treatment seeking remain low. Respondents to the WMHS report that less than 50% of those individuals with PTSD received some form of treatment (Koenen et al., 2017). Treatment is most common among persons living in high-income countries where the probability of treatment seeking is twice that of lower economic regions (Koenen et al., 2017). Even among patients who receive treatment, there may be a significant delay in treatment initiation. Data collected by the National Epidemiologic Survey on Alcohol and Related Conditions–III (NESARC-III) from 36,309 adults showed that, of those with PTSD, approximately 59% sought treatment, with an average delay of 4.5 years before receiving treatment (Goldstein et al., 2016). NESARC-III respondents reported most commonly talking to a therapist or mental health counselor (54.6%), receiving prescribed psychiatric medications (33.7%), or being involved in support groups (17.2%; Goldstein et al., 2016).

The gap between diagnosis and seeking treatment is largest in low-income counties, where less than 25% of individuals with PTSD receive treatment (Koenen et al., 2017; Wang et al., 2007). The decreased availability of treatment resources in low-income countries has led to a global effort to improve screening for mental health problems, including trauma exposure and PTSD, and to provide treatments using novel approaches, such as telehealth approaches (Nasland et al., 2017) and the use of “task sharing” (i.e., providing treatments in nontraditional settings administered by lay providers, such as nurses in primary care centers; Eaton et al., 2011; Patel, Chowdhary, Rahman, & Verdeli, 2011). Although this line of research is nascent, preliminary findings show that the use of task sharing and other novel treatment approaches is effective (Hanlon et al., 2014; Patel et al., 2011) and may help in the scaling up of effective treatments in low-resource settings worldwide (Eaton et al., 2011).

COMORBIDITY OF PTSD

Comorbidity of PTSD and Other Mental Health Disorders

Approximately 78% of individuals diagnosed with PTSD also meet criteria for at least one additional mental health disorder in their lifetime (Koenen et al., 2017). Co-occurrence of PTSD with mood disorders, and in particular unipolar depression, is especially high, with over half of those with PTSD also meeting criteria for depression (Kessler et al., 2005). The co-occurrence of PTSD and anxiety disorders is also common (Gradus, Antonsen, et al., 2015; Kaufman & Charney, 2000; Kessler et al., 2005). Epidemiological findings from the NESARC-III data showed that individuals with PTSD had greater odds (odds ratio = 4.3, 95% confidence interval = 3.8, 4.8) of being diagnosed with an anxiety disorder than those without PTSD (Pietrzak et al., 2011). Mood and anxiety disorders tend to be preexisting conditions before the onset of PTSD and in some cases may represent a risk factor for PTSD (Bromet, Sonnega, & Kessler, 1998; Perkonigg, Kessler, Storz, & Wittchen, 2000), although the alternative has also been found, in which mood and anxiety disorders tend to have an onset that follows a PTSD diagnosis (Gradus, Antonsen, et al., 2015). It has been argued that the high prevalence of comorbidity among mood and anxiety disorders and PTSD may be attributed to underlying vulnerability factors shared across the disorders (i.e., shared genetic vulnerability: Duncan et al., 2018; neuroticism: Brown & Barlow, 2009), or shared diagnostic symptom clusters across the disorders (e.g., dysphoric symptoms in both depression and PTSD; Simms, Watson, & Doebbeling, 2002), or may actually represent a distinct phenotype (Flory & Yehuda, 2015).

Comorbid substance use disorders (SUDs) are highly prevalent among those with PTSD, with approximately 40% of individuals with PTSD also meeting criteria for a co-occurring SUD (Blanco et al., 2013; Pietrzak et al., 2011). Interestingly, SUDs tend to emerge after a PTSD diagnosis (Kessler et al., 2005), and likely reflect a tendency for those with PTSD to use substances as a self-medicating strategy to mitigate the distressing symptoms of PTSD (Gradus, Antonsen, et al., 2015; Stewart & Conrod, 2003). This suggests that PTSD may serve as a risk factor for the later development of SUDs.

PTSD is also associated with increased risk for suicide. Epidemiological studies report that individuals with PTSD have approximately a sixfold increase in risk for suicidal ideation and suicide attempts (Kessler, Borges, & Walters, 1999; Sareen, Cox, & Asmundson, 2005). For example, in a Danish cohort study, patients with PTSD had 13 times the rate of death by suicide than patients without PTSD (Gradus, Antonsen, et al., 2015). The high prevalence of PTSD and co-occurring mental disorders, such as depression and SUDs, paired with increased rates of suicidality, problematic anger (McHugh, Forbes, Bates, Hopwood, & Creamer, 2012; Olatunji, Ciesielskil, & Tolin, 2010), guilt (Lee, Scragg, & Turner, 2001), and dissociation (Bryant, 2007; Stein et al., 2013) make this clinical profile a particularly important target for efforts aimed at the prevention and treatment of these often comorbid clinical problems.

Comorbidity of PTSD and Physical Health Problems

Although PTSD has long been implicated in the development of various physical health disorders, such as gastrointestinal disorders (Gradus et al., 2017; Kessler, 2000; Schnurr & Jankowski, 1999) and other somatic disorders (Pacella, Hruska, & Delahanty, 2013), findings have been relatively mixed for these disorders (Pacella et al., 2013). There is stronger evidence for an association between PTSD and cardiovascular disease (CVD). Support for the link between PTSD and CVD has been found in veteran samples (Beristianos, Yaffe, Cohen, & Byers, 2016; Vaccarino et al., 2013) and in the general population (Gradus et al., 2015). Individuals with PTSD have greater odds (odds ratio = 3.4, 95% confidence interval = 1.9, 6.0) of heart failure than those without PTSD (Spitzer et al., 2009). It is unclear whether having PTSD increases the risk of CVD or if the two disorders share an underlying vulnerability, but there is some evidence of a dose–response relationship, in which those with a greater number of PTSD symptoms have higher levels of hypertension (Sumner et al., 2016). Similarly, there is a strong association between PTSD and pain disorders (Otis, Keane, & Kerns, 2003), with 30% of the general population suffering from PTSD and a co-occurring pain disorder (Asmundson, Coons, Taylor, & Katz, 2002). Possible explanations for the comorbidity of PTSD and chronic pain include a shared underlying vulnerability, such as elevated levels of anxiety sensitivity (Asmundson et al., 2002), and mutual maintenance models, whereby the presence of PTSD symptoms increases pain-related distress, and vice versa (Asmundson & Katz, 2009; Sharp & Harvey, 2001).

CASE EXAMPLE: Michael—PTSD and Co-Occurring Alcohol Use Disorder

Michael is a 24-year-old combat veteran. As a child, he was exposed to frequent physical fights between his mother and father and was often the victim of physical abuse. After completing high school at 18 years of age, Michael left home and enlisted in the military. He was stationed in Afghanistan and worked in transportation for 4 years. One morning, while transporting materials in a convoy, an improvised explosive device (IED) went off in the road. As Michael was swerving to miss the explosion, he saw that the IED hit the truck ahead of him, and he knew his fellow soldiers were injured. He later found out that one of them died in the explosion. Immediately after the event, Michael began having difficulty sleeping and had nightmares related to the explosion. Within a few weeks, he also began to have daily intrusions, was easily startled, began to withdraw from social activities, and reported feeling very little connection with others. Two months later, Michael was discharged from the military and returned home. Upon his return, he continued to suffer from his symptoms of PTSD. He began drinking, first to help him sleep at night, but over the years, he began drinking during the day. One day, when Michael was in a doctor’s appointment with his primary care physician, his doctor began to inquire about his experiences in the military and his drinking habits. The doctor then referred him to the mental health clinic, where he completed an intake evaluation and was diagnosed with PTSD and co-occurring alcohol dependence. During the intake, Michael denied needing treatment, and it was not until 2 years later, after his employer reported concerns about his mental health, that he finally engaged in treatment.

Michael’s case is a prototypical example of an individual with PTSD and a co-occurring substance use disorder. After encountering a traumatic event, he began experiencing symptoms of PTSD, including having trouble sleeping, nightmares, intrusions, and withdrawing from others. To help cope with his symptoms, Michael began to use alcohol. His symptoms remained undiagnosed for 4 years, until a medical professional recognized a potential psychological issue. Despite receiving an intake evaluation, it took another 2 years before Michael actually enrolled in treatment.

CONCLUSION

The epidemiology of trauma and PTSD is relatively new, with the first national general population-based studies published only in the early 1990s (e.g., Resnick, Kilpatrick, Dansky, Saunders, & Best, 1993). Since that time, epidemiology has made at least four major contributions to our understanding of the population burden of trauma and PTSD. First, trauma exposure is common and not randomly distributed in the population. Factors both within the individual and the social context contribute to exposure. Second, some persons exposed to trauma will go on to have PTSD and this, also, is dependent on individual and contextual risk factors. Third, PTSD is a highly prevalent, chronic, and debilitating disorder that is not only often comorbid with other mental and behavioral disorders such as depression, anxiety, and SUDs, but also increases the risk of adverse physical health outcomes such as CVD (Gradus et al., 2019). Fourth, the majority of individuals with PTSD, whether in high- or low-income countries, goes untreated. This is particularly tragic, given the major strides that have been made in our knowledge of how to treat PTSD—and even prevent PTSD among the trauma-exposed—as is evidenced in this volume. The challenge ahead for epidemiology is to develop tools to improve our ability to identify persons at risk of PTSD to target prevention and treatment efforts (Shalev et al., 2019).
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CHAPTER 3

Epidemiology, Clinical Presentation, and Developmental Considerations in Children and Adolescents

Eva Alisic, Rowena Conroy, and Siri Thoresen

A majority of children worldwide are exposed to at least one traumatic experience while growing up. Although exposure can happen anywhere, for certain trauma types there are strong ties to children’s characteristics and context. In addition, just as the types of traumatic exposure are diverse and multifaceted, children’s responses to trauma exposure are widely varying as well. Although the focus of this book is on posttraumatic stress disorder (PTSD), children may also develop other disorders and difficulties, including depression, anxiety, and externalizing behavior problems, with a wide range of adverse developmental and functional outcomes. In the present chapter, we give a brief overview of current knowledge regarding trauma exposure and its consequences among children and adolescents; consider how developmental, systemic, and other contextual factors can affect children’s exposure and reactions to trauma; and close with considerations regarding the limitations of our current evidence base.

EXPOSURE TO TRAUMATIC EVENTS

According to DSM-5 (American Psychiatric Association, 2013, p. 271), a traumatic event for a child or adolescent is a threat-related event(s). The event may involve death, assault, community or family violence, child abuse, any form of sexual assault, accidental or natural disaster, war, or terrorism. It may be experienced directly, witnessed, or happen to a close loved one. An often-cited study from the United States (Copeland, Keeler, Angold, & Costello, 2007) found that 68% of 16-year-olds in a large population sample had experienced at least one traumatic event. McLaughlin and colleagues (2013) similarly found that 62% of over 6,000 U.S. adolescents had experienced trauma. In both studies, about half of the trauma-exposed youth had experienced two or more events. In other countries, exposure rates are substantial as well. For example, 31% of young people in England and Wales reported trauma exposure by age 18 years (Lewis et al., 2019), and among Swiss adolescents the exposure rate was 56% (Landolt, Schnyder, Maier, Schoenbucher, & Mohler-Kuo, 2013).

Although exposure to trauma is a common experience in childhood, it comes in many substantially different forms. A key distinction made in the literature is between noninterpersonal and interpersonal types of trauma. Noninterpersonal trauma includes experiences such as accidents, disaster, sudden loss of a loved one due to accidental injury, and other unintentional harm. Sudden loss of a loved one, particularly the death of a parent or sibling, is a frequently reported potentially traumatic life event in childhood (Landolt et al., 2013; see also Gunaratnam & Alisic, 2017, for an overview). McLaughlin and colleagues (2013) found that 28% of their sample had experienced the unexpected death of a loved one. Serious accidental injury is also common, often caused by motor vehicle crashes, drowning, burns, or falls (Elklit & Frandsen, 2014; Ghazali, Elklit, Balang, Sultan, & Kana, 2014; World Health Organization, 2014). Disasters are another example of a noninterpersonal trauma, the frequency, scale, and impact of which are all expected to increase in the next few decades (United Nations Office for Disaster Risk Reduction, 2015).

Interpersonal types of trauma include experiences of intentional harm such as physical violence experienced and/or witnessed within family and community contexts, sexual violence and abuse, terrorism, and war. The extent of children’s exposure to violence in peacetime situations is probably substantially underreported, especially with regard to sexual violence (Saunders & Adams, 2014). Nevertheless, the reported exposure rates are high. For example, in the National Survey of Children’s Exposure to Violence in the United States, 24.5% of the children and adolescents had witnessed violence, 37.3% had experienced a physical assault, 15.2% had been exposed to any type of maltreatment by caregivers (including physical abuse, emotional abuse, neglect, and custodial interference), and 1.4% had been sexually assaulted in the past year (Finkelhor, Turner, Shattuck, & Hamby, 2015). By late adolescence, 26.6% of U.S. girls and 5.1% of boys report sexual abuse or assault (Finkelhor, Shattuck, Turner, & Hamby, 2014). A Swiss study showed that 40.2% of female and 17.2% of male adolescents reported at least one incident of (contact or no-contact) child sexual assault (Mohler-Kuo et al., 2014). Adolescents ages 15–19 years in major cities in South Africa, Nigeria, India, and China reported high rates of physical and sexual violence, with the prevalence of past-year intimate partner violence ranging from 10.2% in Shanghai to 36.6% in Johannesburg (among female adolescents who ever had a partner; Decker et al., 2014). When considering rates of exposure to other forms of interpersonal trauma, terrorism, and war, these involve high rates of exposure in specific groups or regions. The number of forcibly displaced people is nearing 71 million worldwide (United Nations High Commissioner for Refugees, 2019), with about 50% of all refugees being children.

Although any child may be exposed to trauma, not every child is at equal risk; exposure is related to a range of factors. On an individual level, several factors stand out. For example, looking at demographics, trauma exposure varies with developmental stage. Overall, older children show higher lifetime, and in many cases higher 12-month, exposure rates than younger children, likely because they are more likely to participate in independent activities and have had more time to have been exposed (Alisic, van der Schoot, van Ginkel, & Kleber, 2008; Copeland et al., 2007; Finkelhor, Ormod & Turner, 2009). A few types of trauma, however, such as accidental burn injuries, are more common among younger children (Stoddard et al., 2006). Girls are more at risk of certain types of trauma exposure, such as sexual violence, compared to boys (Finkelhor et al., 2015; Landolt et al., 2013; Salazar, Keller, Gowen, & Courtney, 2013), who are more at risk of experiencing community physical violence and accidental injury (Landolt et al., 2013; McLaughlin et al., 2013). Children with externalizing behavior problems, disabilities, and other “otherness” (i.e., ways in which children may be different in terms of appearance, behavior, or background) appear to be at higher risk of accidents and violent exposure (McLaughlin et al., 2013; Owens, Fernando, & McGuinn, 2005). At a family level, low socioeconomic status and/or difficulties related to family functioning, such as mental health problems, drug abuse, or marital conflict, may put a child at increased risk of exposure (e.g., due to lack of supervision, Morrongiello & House, 2004; Schwebel & Gaines, 2007). At the community and country level, socioeconomic disadvantage also represents a risk factor: neighborhoods with high crime rates involve, logically, higher risk for children of exposure to violence (Irie, Lang, Kaltner, Le Brocque, & Kenardy, 2012), and children living in low-income countries are at higher risk of disaster and conflict (e.g., see Demyttenaere et al., 2004).

Moreover, exposure appears to come in clusters: initial exposure, in particular to violence, increases the risk of further exposure, both in the near and distant future (Aakvaag, Thoresen, Wentzel-Larsen, & Dyb, 2017; Finkelhor et al., 2015; Updegrove & Muftic, 2019). Childhood physical and sexual abuse commonly co-occur with other types of child maltreatment—namely, emotional abuse and neglect—and with other forms of dysfunction or difficulty within the home (e.g., parental intimate partner violence, caregiver mental health problems or substance abuse, criminal activity; see Dong et al., 2004; Finkelhor, Ormond, & Turner, 2007; Hamby, Finkelhor, Turner, & Ormrod, 2010). Indeed, exposure to multiple types of trauma and adversity is the norm for children who have been maltreated (e.g., Dong et al., 2004). The range of adversities to which maltreated children are exposed do not always fulfill the above-mentioned criteria for a traumatic stressor but are nonetheless associated with adverse psychological and developmental outcomes (e.g., Taillieu, Brownridge, Sareen, & Afifi, 2016) that may compound the effects of exposure to traumatic stressors.

CONSEQUENCES OF TRAUMA EXPOSURE

Although this book focuses on PTSD, it is critical to acknowledge that there is a range of potential consequences of traumatic exposure for children. In this chapter, we discuss the negative mental health consequences that have received most empirical attention, and some of the associated functional difficulties that children and adolescents can experience. In terms of mental health, we discuss PTSD, acute stress disorder (ASD), depression, prolonged grief disorder, anxiety, and externalizing behavior problems. With regard to associated difficulties, we focus on physical health problems and academic difficulties. Importantly, there are high levels of comorbidity: children and adolescents often experience multiple difficulties at the same time (e.g., Copeland et al., 2007).

Mental Health Problems

The range of documented mental health problems in youth after trauma is vast. Over the past few decades, there has been increased recognition of differences between children and adults in terms of the nature and expression of trauma-related mental health difficulties (e.g., Scheeringa, Zeanah, & Cohen, 2011). There is substantial debate about the extent to which current diagnostic classification systems adequately capture the wide range of difficulties that children experience (e.g., Cohen & Scheeringa, 2009; D’Andrea, Ford, Stolbach, Spinazzola, & van der Kolk, 2012; Goldbeck & Jensen, 2017). Here, we focus largely on those mental difficulties currently described by the major classification systems (i.e., the DSM and ICD).

Posttraumatic Stress Disorder

In DSM-5, diagnostic criteria for PTSD in older children (ages 6 years and over) are the same as they are for adults, with PTSD conceptualized and diagnosed as a four-factor model of symptoms: reexperiencing of the trauma, persistent avoidance of trauma-related stimuli, negative alterations in cognition and mood, and hyperarousal and reactivity. There are some developmental specifiers within the text of DSM-5 in recognition of the fact that children’s traumatic stress reactions can manifest differently from those of adults. For example, it is noted that intrusive memories may be shown via repetitive, trauma-themed play, and that nightmares may not have recognizable content (American Psychiatric Association, 2013).

For younger children (under the age of 6 years), there is a separate set of diagnostic criteria, developed in response to research showing marked developmental differences in how posttraumatic stress reactions are manifest in the preschool period (see Scheeringa et al., 2011). This represents the first developmental subtype of a disorder of any kind in the DSM. In this “preschool” subtype, avoidance and negative alterations in cognition/mood combine into a single symptom cluster. In addition, some symptoms that appear in the criteria for older children and adults are excluded (e.g., cognitive symptoms that preschoolers are unlikely to display or describe, such as negative beliefs about the self/world/future, and persistent blame of self/others). Furthermore, within the preschool subtype criteria there is explicit recognition that some symptoms may present differently in this age group than in older children/adults. For example, it is noted that “spontaneous and intrusive memories may not necessarily appear distressing” and that “diminished interest in significant activities” may be reflected in “constriction of play.”

ICD-11 (World Health Organization, 2018) uses a three-factor model for PTSD, such that to meet criteria, an individual (child or adult) must show core symptoms of reexperiencing of the trauma, avoidance of trauma reminders, and arousal/reactivity. In ICD-11, a diagnosis of complex PTSD can also be made when an individual meets the aforementioned criteria for PTSD and also shows prominent features of affect dysregulation, negative self-concept (accompanied by feelings of shame, guilt, or failure related to the trauma), and interpersonal problems.

Current estimates are that, overall, approximately 16% of children and adolescents exposed to trauma develop PTSD (Alisic et al., 2014), with higher rates for interpersonal trauma compared to noninterpersonal trauma. Children typically follow one of three to four trajectories (e.g., Le Brocque, Hendrikz, & Kenardy, 2010; Miller-Graff & Howell, 2015; although see also Nugent et al., 2009). The first trajectory (“resilience”) is one of consistently low levels of distress. The second (“recovery”) group experiences acute stress, which resolves over time. The third (“chronic”) experiences consistent and persistent high levels of distress. The fourth (“delayed” onset) experiences subclinical initial levels of distress but develops clinically significant symptoms over time. This fourth trajectory (Punamäki, Palosaari, Diab, Peltonen, & Qouta, 2015) does not always appear in studies among children, in contrast to studies among adults (e.g., see Smid, Mooren, van der Mast, Gersons, & Kleber, 2009). Over half of children fall into the resilient group, a quarter to a third into the recovery group, and a small percentage into the chronic group. This pattern is very similar to trajectories seen in adults (e.g., see Bonanno, 2005). Importantly, while on average, symptom levels in trauma-exposed children decline over the first 6 months posttrauma, there is little evidence that natural recovery occurs beyond 6 months, suggesting that it is unlikely a child would recover from PTSD without intervention at that point (Hiller et al., 2016).

It is still difficult to predict which children will end up on which trajectory (see also Gunaratnam & Alisic, 2017). In terms of preexisting factors, in contrast to their role in risk for exposure, demographic factors, such as gender, age, race, and socioeconomic status, do not seem to play particularly important roles in predicting a child’s level of distress posttrauma (Alisic, Jongmans, Van Wesel, & Kleber, 2011; Scheeringa et al., 2011; Trickey, Siddaway, Meiser-Stedman, Serpell, & Field, 2012). Prior exposure to trauma does, however, play an important role (Catani, Jacob, Schauer, Kohila, & Neuner, 2008; Cox, Kenardy, & Hendrikz, 2008; McLaughlin et al., 2013). Similarly, prior mental health difficulties and family functioning are predictors of PTSD (e.g., see Cox et al., 2008; McLaughlin et al., 2013). In terms of peritrauma factors, a key predictor of PTSD is the nature of the exposure; interpersonal trauma is much more likely to lead to PTSD than noninterpersonal trauma (pooled PTSD rates of 25% vs. 10% in a meta-analysis; Alisic et al., 2014), and separation from family is a risk factor as well (McFarlane, 1987; McGregor, Melvin, & Newman, 2015). Biological variables during or shortly after exposure, such as increased heart rate and cortisol levels, appear to be predictive (Nugent, Christopher, & Delahanty, 2006; Pervanidou, 2008), although the effect sizes found have been small. Cognitions during or after the exposure, such as the experience of life threat or the feeling of permanent and disturbing change, show much stronger associations with subsequent PTSD (Meiser-Stedman, Dalgleish, Gluckman, Yule, & Smith, 2009; Trickey et al., 2012). In terms of posttrauma factors, those related to parental adjustment—namely, parents’ own posttrauma coping, stress reactions, and mental health—seem to matter a great deal for the child’s ability to heal (Alisic et al., 2011; Cox et al., 2008; Landolt, Ystrom, Sennhauser, Gnehm, & Vollrath, 2012; Marsac, Donlon, Winston, & Kassam-Adams, 2013). Social support seems to be protective against PTSD for children and adolescents (e.g., Langley et al., 2013; Trickey et al., 2012).

Acute Stress Disorder

ASD, according to DSM-5 criteria, is diagnosed if a child/adolescent displays a high level of symptomatology (associated with impairment in functioning) between 3 days and 1 month following a trauma, with symptoms in the following domains: reexperiencing, avoidance, negative alterations in cognition/mood, arousal/reactivity, and/or dissociation. ICD-11 does not include an equivalent classification; acute stress is instead considered a normal reaction to a traumatic event. Research on ASD in children and adolescents has occurred mostly within the accidental injury context. In this setting, concerns have been raised about the sensitivity of DSM criteria for children. For example, Kassam-Adams and colleagues (2012) combined data from 15 hospital-based studies in the United States, the United Kingdom, Australia, and Switzerland; they found that 41% of children and adolescents experienced clinically relevant impairment, yet only 12% met criteria similar to the current ASD criteria. Recent data suggest that ASD does not function as a “catch-all” for identifying those at risk of persistent posttraumatic mental health difficulties (e.g., see Meiser-Stedman et al., 2017). A more broad-based assessment that includes depression may be a more effective approach to identifying young people at risk of later difficulties, though this is yet to be fully tested.

Prolonged Grief Disorder

Increased attention has been given in recent years to understanding the bereavement-related psychological difficulties experienced by youth when their trauma exposure involves the death of someone close to them (e.g., Kaplow, Layne, Pynoos, Cohen, & Lieberman, 2012). Indeed, in response to a traumatic death, approximately 10% of children develop prolonged or “complicated” grief reactions that are distinct from bereavement-related PTSD, anxiety, and depression (e.g., Dillen, Fontaine, & Verhofstadt-Deneve, 2009; Melhem, Moritz, Walker, Shear, & Brent, 2007; Melhem, Porta, Shamseddeen, Walker Payne, & Brent, 2011; Spuij et al., 2012). These responses are associated with significant functional impairment and are typically characterized by intense yearning, difficulty accepting the loss, prominent anger, and a sense that life is meaningless. The DSM does not yet recognize such difficulties by way of a formal diagnostic category, but “persistent complex bereavement disorder” has been listed in the “conditions for further study” section of DSM-5 (American Psychiatric Association, 2013). In ICD-11, a formal diagnostic category has been introduced to describe bereavement-related reactions that warrant clinical attention—namely, prolonged grief disorder (PGD). Core symptoms include longing for and preoccupation with the deceased, together with emotional distress and impaired functioning that persist beyond 6 months after the person’s death and go beyond what is normal in one’s culture.

Depression

Research with children exposed to a range of trauma types has shown that clinically significant levels of depression frequently co-occur with PTSD (see Goenjian et al., 2009; Lai, Auslander, Fitzpatrick, & Podkowirow, 2014; Scheeringa, 2015). Studies reveal wide variability in rates of depression, but with rates often found to be greater than those in the general population. Lai and colleagues (2014), for example, found that studies examining depression in youth following natural disasters reported rates of depression from 2 to 69% compared to typical ranges of 1–9% in general population studies. In an accidental injury sample, Kassam-Adams, Bakker, Marsac, Fein, and Winston (2015) found that 13% of 8- to 17-year-old participants displayed clinically significant levels of depression. Meiser-Stedman and colleagues (2017) found that 23.4% of children exposed to a single-incident trauma resulting in emergency department visits experienced substantial depression symptoms that were largely stable and persistent across time.

Anxiety

Symptoms of anxiety, as indexed via continuous symptomatology measures, have been shown to co-occur with PTSD in trauma-exposed youth across several studies (e.g., La Greca, Danzi, & Chan, 2017; La Greca et al., 2013). Questions remain, though, regarding whether such findings are best conceptualized as capturing symptom overlap with PTSD, or representing the presence of a distinct form of psychopathology (see Cohen & Scheeringa, 2009; Scheeringa, 2015). In a preschool sample, Scheeringa (2015) found that 11% of those exposed to Hurricane Katrina, 18% of those exposed to other single-incident traumas, and 16% of those exposed to repeated trauma (mainly domestic violence) developed an anxiety disorder (either separation anxiety disorder, generalized anxiety disorder, or social phobia). Very few, however, had anxiety disorders in the absence of PTSD, raising important questions about the mechanisms underlying development of anxiety following trauma.

Relatively limited empirical data are available regarding the prevalence of specific anxiety disorders in trauma-exposed youth. Hoven and colleagues (2005) studied the mental health of children living in New York City in the aftermath of September 11, 2001, and found that, 6 months after the terrorist attack, probable agoraphobia (14.8%) and separation anxiety disorder (12.3%) were most prevalent, even more than PTSD (10.6%). Generalized anxiety disorder was also quite frequently reported among this group of children (10.3%). Kim and colleagues (2009) conducted a study 6 months after a fire escape drill that resulted in a fatal accident and found that agoraphobia was the most prevalent DSM-IV anxiety disorder (22.4%), followed by generalized anxiety disorder (GAD; 13.8%), separation anxiety disorder (SAD; 6.9%), PTSD (5.2%), and social phobia (5.2%). Using subclinical cutoff points, however, SAD was the most common (41.4%), followed by agoraphobia (34.5%), obsessive–compulsive disorder (OCD; 22.4%), PTSD (20.7%), and social phobia (20.7%).

Externalizing Behavior

Whereas PTSD, depression, and anxiety are examples of internalizing problems, trauma-exposed children may also exhibit externalizing behavior problems (Whitson & Connell, 2016), such as defiant or oppositional behavior (Li et al., 2016), conduct problems (Reigstad & Kvernmo, 2016), and symptoms of attention-deficit/hyperactivity disorder (Hunt, Slack, & Berger, 2017). In adolescence, interpersonal violence and child maltreatment are associated not exclusively with PTSD and depression, but as well with delinquency, substance abuse, and risky sexual behaviors (Cisler et al., 2012; Jones et al., 2010; Yoon, Kobulsky, Yoon, & Kim, 2017). In line with these behaviors, level of drinking among adolescents has been related to maltreatment and violence during childhood, and externalizing behavior may represent a pathway between the two (Cornelius, De Genna, Goldschmidt, Larkby, & Day, 2016; Proctor et al., 2017).

Regarding the pathway from maltreatment to behavior problems, physical abuse may be more closely linked with behavioral problems and emotional abuse more closely with emotional problems (Li et al., 2016), but this is uncertain, and emotional abuse may also increase the risk of externalizing symptoms, for both girls and boys (Hagborg, Tidefors, & Fahlke, 2017). Several studies of children make use of both child self-report and parental report, and the relationship between maltreatment and adjustment seems to vary with the informant (Sternberg et al., 1993). Fortunately, there are indications that safe relationships with teachers (or other “safe adults”) and other children can protect against the development of behavior problems in abused children (Ban & Oh, 2016). In addition, improvement in behavioral problems over time is likely with proper care (Whitson & Connell, 2016).

Other Difficulties: Functional Outcomes

Revictimization as an Outcome

An alarming finding is that children and adolescents exposed to interpersonal violence are at increased risk of experiencing new violence (revictimization), not only later in their childhood but also as adults (Finkelhor et al., 2007). The risk of sexual revictimization following child sexual abuse has long been known (Arata, 2002), but more recently it has been shown that victimization by any child violence leads to substantial vulnerability for revictimization through other types of trauma (Finkelhor et al., 2007). This risk of revictimization is not a very distant threat, and studies have found that about one-third of young people exposed to childhood violence experienced revictimization in a 12- to 18-month time frame (Strøm, Kristian Hjemdal, Myhre, Wentzel-Larsen, & Thoresen, 2017). This knowledge, combined with the well-documented cumulative health effects of trauma, calls for increased attention to the future safety of violence-exposed children. For adults and clinicians who try to help traumatized children, building safety may be just as important as alleviating current symptoms.

Physical Health Problems

Although there is compelling evidence that childhood maltreatment increases the risk of adult mental and physical health problems, little research has focused on children and adolescents’ somatic complaints following trauma while they are still young. Nevertheless, headaches, migraines, and stomachaches have been associated with community violence (Bailey et al., 2005) and with interpersonal violence in childhood (Stensland, Dyb, Thoresen, Wentzel-Larsen, & Zwart, 2013). Furthermore, trauma and interpersonal violence seems to increase the risk of eating disorders (Trottier & MacDonald, 2017), overweight (Oh et al., 2018; Stensland, Thoresen, Wentzel-Larsen, & Dyb, 2015), chronic pain (McLaughlin et al., 2016), and musculoskeletal problems (Dirkzwager, Kerssens, & Yzermans, 2006; Dorn, Yzermans, Spreeuwenberg, Schilder, & van der Zee, 2008). In a community study of preschool children experiencing poverty, exposure to domestic violence was one of the strongest predictors of somatic health problems (Graham-Bermann & Seng, 2005).

Adverse somatic outcomes following traumatic events have predominantly been considered products of posttraumatic stress (Pacella, Hruska, & Delahanty, 2013). However, it has also been argued that somatic problems in children are underrecognized because they are understood as secondary to psychological symptoms (Hensley & Varela, 2008). We do not yet fully understand the interplay between physical and mental health problems following trauma and violence in childhood. Nevertheless, somatic health problems in the aftermath of violence or trauma can affect the child’s ability to attend school, take part in leisure activities, and engage in social relationships.

Difficulties in School or Academic Performance

Both acute and chronic traumatic events seem to have a negative impact on cognitive functioning, academic results, and social and emotional behavior in school (Perfect, Turley, Carlson, Yohanna, & Saint Gilles, 2016; Veltman & Browne, 2001). In the acute trauma context, for example, primary school children affected by disaster can show decreased academic performance over time, particularly in the domains of mathematics and reading (Gibbs et al., 2019). Childhood abuse has also been linked to problems with cognitive functioning and lower academic performance (Crozier & Barth, 2005; Kendall-Tackett & Eckenrode, 1996; Veltman & Browne, 2001), in terms of grades, test scores, and school absences (Leiter & Johnsen, 1994). Learning difficulties in abused or neglected children can relate to their behavior difficulties, which may also vary with the type of abuse to which they have been exposed. For example, neglected children may show less social interaction with their classmates, whereas physically abused children may display aggressive behavior (Hoffman-Plotkin & Twentyman, 1984). Likely, a child’s potential problems at school will be influenced by the type of home environment they experience, including the type and intensity of maltreatment they have undergone (Pears, Kim, & Fisher, 2008). Long-term studies are few, but violence and abuse reported at age 15 has been found to prospectively predict high school dropout, work marginalization, and long-term welfare benefits 10 years later (Strøm, 2014). Maintaining school attendance and educational support over time seems to be of importance for children exposed to maltreatment and other forms of trauma, and a close cooperation between clinicians, educators, and parents seems warranted (Strøm, Schultz, Wentzel-Larsen, & Dyb, 2016).

CAVEATS ABOUT CURRENT EPIDEMIOLOGICAL AND CLINICAL KNOWLEDGE

Although it is well established that following trauma exposure, children of all ages can develop persistent difficulties, many aspects of child adaptation posttrauma are still underresearched or not well understood. For example, there is still a dearth of research on children in low- and middle-income countries, and on children from minority groups in high-income countries. We also have more knowledge of children in some age groups compared to other age groups: very young children are still underresearched, although research activity is increasing (e.g., De Young, Kenardy, & Cobham, 2011; Haag & Landolt, 2017). Similarly, when looking at family factors, we have substantially more knowledge that relates to children’s mothers than to their fathers.

Although there is a substantial body of knowledge regarding child PTSD, research into other child health and well-being outcomes is sparse. Some prevalence data are available; future studies should generate insights regarding other aspects of posttrauma depression, grief, and other disorders among children, including their predictors and trajectories, and mechanisms underlying the high levels of comorbidity often seen (see also Cohen & Scheeringa, 2009; Scheeringa, 2015). Moreover, traditionally there has been a strong focus on disorders, whereas recently researchers have increasingly started to collect data on children’s functioning in daily life.

Methodologically, a few caveats should be noted. First, a recurring question in child psychotraumatology is who serves as “informant” regarding a child’s well-being: the child and/or the parent, or a third party, such as a teacher? Reports that build solely on parents’ perspectives are known to underreport children’s symptoms (e.g., Daviss et al., 2000), leading to recommendations to make use of combined parent and child reports when possible (Meiser-Stedman, Smith, Glucksman, Yule, & Dalgleish, 2007), and otherwise to use child reports as much as available. Second, much research has relied on self-report of mental health experiences and behaviors. Recent studies endeavor to broaden this type of evidence gathering by including both biological and behavioral data (e.g., Alisic et al., 2017; Bicanic et al., 2013; Marsac & Kassam-Adams, 2016). Finally, many studies are still cross-sectional, which makes it difficult to build an understanding of children’s and families’ trajectories of recovery, and the various factors that play a role in it.

CONCLUSION

Trauma is a common and painful experience for children and adolescents throughout the world. Although some trauma-exposed children remain healthy, such experiences leave lasting emotional footprints for other children, and the negative consequences for health and well-being have a high societal cost. Some trauma-exposed children and adolescents will carry a burden of emotional distress and physical health problems into adulthood and even into old age. Whereas a substantial knowledge base exists regarding exposure to, and consequences of, trauma among children and adolescents, the mechanisms involved in the development of these long-term adverse outcomes need more empirical attention. Most of our knowledge is currently based on a fraction of the children and adolescents around the world; as such, cultural and societal differences in how children react to trauma are still poorly understood. There is still a lot to discover regarding how children’s and families’ biological and behavioral characteristics predict their trajectories with respect to the wide range of posttrauma responses and their interactions. For clinicians, it is clear that staying open to a wide range of potential outcomes is important when working with trauma-exposed youth, so that relevant evidence-based assessments and interventions can be implemented.
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