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The U.S. Department of Health and Human Services’ (HHS)
National Institute of Mental Health (NIMH) and other federal
agencies are working to address the issue of assisting children
and adolescents who have been victims of or witnesses to
violent and/or catastrophic events. The purpose of this fact
sheet is to tell what is known about the impact of violence and
disasters on children and adolescents and suggest steps to
minimize long-term emotional harm.

In the aftermath of the September 11 terrorist attacks on New
York City and Washington, DC, both adults and children
struggled with the emotional impact of such large-scale
damage and losses of life. Other major acts of violence that
have been felt across the country include the 1995 bombing
of the Alfred P. Murrah Federal Building in Oklahoma City and
the 1999 shootings at Columbine High School in Littleton,
Colorado. While these disastrous events have caught the
nation’s attention, they are only a fraction of the many tragic
episodes that affect children’s lives. Each year, many children
and adolescents sustain injuries from violence, lose friends or
family members, or are adversely affected by witnessing a
violent or catastrophic event. Each situation is unique,
whether it centers upon a plane crash where many people are
killed, automobile accidents involving friends or family
members, or natural disasters, such as the Northridge,
California earthquake (1994) or Hurricane Floyd (1999),
where deaths occur and homes are lost—but these events
have similarities as well and cause similar reactions in
children. Even in the course of everyday life, exposure 
to violence in the home or on the streets can lead to 
emotional harm.

Research has shown that both adults and children who
experience catastrophic events show a wide range of reactions
(Smith & North 1993; Yehuda et al. 1998). Some suffer only
worries and bad memories that fade with emotional support
and the passage of time. Others are more deeply affected and
experience long-term problems. Research on posttraumatic
stress disorder (PTSD) shows that some soldiers; survivors of
criminal victimization, torture and other violence; and
survivors of natural and man-made catastrophes suffer long-
term effects from their experiences. Children who have
witnessed violence in their families, schools, or communities are
also vulnerable to serious long-term problems. Their emotional

reactions, including fear, depression, withdrawal, or anger, can
occur immediately or sometime after the tragic event.
Youngsters who have experienced a catastrophic event often
need support from parents and teachers to avoid long-term
emotional harm. Most will recover in a short time, but the few
who develop PTSD or other persistent problems need
treatment.

TRAUMA—WHAT IS IT?
“Trauma” has both a medical and a psychiatric definition.
Medically, “trauma” refers to a serious or critical bodily injury,
wound, or shock. This definition is often associated with
trauma medicine practiced in emergency rooms and represents
a popular view of the term. Psychiatrically, “trauma” has
assumed a different meaning and refers to an experience that
is emotionally painful, distressful, or shocking, which often
results in lasting mental and physical effects.

Psychiatric trauma, or emotional harm, is essentially a normal
response to an extreme event. It involves the creation of
emotional memories about the distressful event that are stored
in structures deep within the brain. In general, it is believed
that the more direct the exposure to the traumatic event, the
higher the risk for emotional harm (March et al. 1997). Thus,
in a school shooting, for example, the student who is injured
probably will be most severely affected emotionally; and the
student who sees a classmate shot, even killed, is likely to be
more emotionally affected than the student who was in
another part of the school when the violence occurred. But
even second-hand exposure to violence can be traumatic. For
this reason, all children and adolescents exposed to violence
or a disaster, even if only through graphic media reports,
should be watched for signs of emotional distress.

HOW CHILDREN AND ADOLESCENTS REACT TO
TRAUMA
Reactions to trauma may appear immediately after the
traumatic event or days and even weeks later. Loss of trust in
adults and fear of the event occurring again are responses seen
in many children and adolescents who have been exposed to
traumatic events. Other reactions vary according to age
(Marans & Adelman 1997; Osofsky 1995; Pynoos et al.
1996; Vogel & Vernberg 1993):



For children 5 years of age and younger, typical reactions can
include a fear of being separated from the parent, crying,
whimpering, screaming, immobility and/or aimless motion,
trembling, frightened facial expressions, and excessive
clinging. Parents may also notice children returning to
behaviors exhibited at earlier ages (these are called regressive
behaviors), such as thumb-sucking, bedwetting, and fear of
darkness. Children in this age bracket tend to be strongly
affected by the parents’ reactions to the traumatic event.

Children 6–11 years old may show extreme withdrawal,
disruptive behavior, and/or inability to pay attention.
Regressive behaviors, nightmares, sleep problems, irrational
fears, irritability, refusal to attend school, outbursts of anger,
and fighting are also common in traumatized children of this
age. Also, the child may complain of stomachaches or other
bodily symptoms that have no medical basis. Schoolwork
often suffers. Depression, anxiety, feelings of guilt, and
emotional numbing or “flatness” are often present as well.

Adolescents 12–17 years old may exhibit responses similar to
those of adults, including flashbacks, nightmares, emotional
numbing, avoidance of any reminders of the traumatic event,
depression, substance abuse, problems with peers, and
antisocial behavior. Also common are withdrawal and
isolation, physical complaints, suicidal thoughts, school
avoidance, academic decline, sleep disturbances, and
confusion. The adolescent may feel extreme guilt over his or
her failure to prevent injury or loss of life and may harbor
revenge fantasies that interfere with recovery from the trauma.

Some youngsters are more vulnerable to trauma than others,
for reasons scientists do not fully understand. It has been shown
that the impact of a traumatic event is likely to be greatest in
the child or adolescent who previously has been the victim of
child abuse or some other form of trauma or who already had
a mental health problem (Boney-McCoy & Finkelhor 1995;
Duncan et al. 1996; Garbarino et al. 1991; Roth et al. 1997).
And the youngster who lacks family support is more at risk for
a poor recovery (Morrison 2000).

HELPING THE CHILD OR ADOLESCENT TRAUMA
SURVIVOR
Early intervention to help children and adolescents who have
suffered trauma from violence or a disaster is critical. Parents,
teachers, and mental health professionals can do a great deal
to help these youngsters recover.

After violence or a disaster occurs, the family is the first-line
resource for helping. Among the things that parents and other
caring adults can do are:

> Explain the episode of violence or disaster as well as you are
able.

> Encourage the children to express their feelings and listen
without passing judgment. Help younger children learn to
use words that express their feelings. However, do not force
discussion of the traumatic event.

> Let children and adolescents know that it is normal to feel
upset after something bad happens.

> Allow time for the youngsters to experience and talk about
their feelings. At home, however, a gradual return to routine
can be reassuring to the child.

> If your children are fearful, reassure them that you love them
and will take care of them. Stay together as a family as much
as possible.

> If behavior at bedtime is a problem, give the child extra time
and reassurance. Let him or her sleep with a light on or in
your room for a limited time if necessary.

> Reassure children and adolescents that the traumatic event
was not their fault.

> Do not criticize regressive behavior or shame the child with
words like “babyish.”

> Allow children to cry or be sad. Do not expect them to be
brave or tough.

> Encourage children and adolescents to feel in control. Let
them make some decisions about meals, what to wear, etc.

> Take care of yourself so you can take care of the children.

Most children and adolescents, if given support such as that
described above, will recover almost completely from the fear
and anxiety caused by a traumatic experience within a few
weeks. However, some children and adolescents will need
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more help perhaps over a longer period of time to heal. Grief
over the loss of a loved one, teacher, friend, or pet may take
months to resolve and may be reawakened by reminders such
as media reports or the anniversary of the death.

In the immediate aftermath of a traumatic event and the weeks
following, it is important to identify the youngsters who are in
need of more intensive support and therapy because of
profound grief or some other extreme emotion. Children and
adolescents who may require the help of a mental health
professional include those who show avoidance behavior, such
as resisting or refusing to go places that remind them of the
place where the traumatic event occurred, and emotional
numbing, a diminished emotional response or lack of feeling
toward the event. Youngsters who have more common
reactions, including re-experiencing the trauma, or reliving it
in the form of nightmares and disturbing recollections during
the day, and hyperarousal, including sleep disturbances and a
tendency to be easily startled, may respond well to supportive
reassurance from parents and teachers.

WHAT ARE SCIENTISTS LEARNING ABOUT TRAUMA IN
CHILDREN AND ADOLESCENTS?
NIMH, a part of the National Institutes of Health, supports
research on the brain and a wide range of mental disorders,
including PTSD and related conditions. The Department of
Veterans Affairs also conducts research in this area with adults
and their family members.

Recent research findings include:

> Some studies show that counseling children very soon after
a catastrophic event may reduce some of the symptoms of
PTSD. A study of trauma/grief-focused psychotherapy among
early adolescents exposed to an earthquake found that brief
psychotherapy was effective in alleviating PTSD symptoms
and preventing the worsening of co-occurring depression
(Goenjian et al. 1997).

> Parents’ responses to a violent event or disaster strongly
influence their children’s ability to recover. This is particularly
true for mothers of young children. If the mother is depressed
or highly anxious, she may need to get emotional support or
counseling to be able to help her child (Bromet et al. 2000;
Deblinger et al. 1999; McFarlane 1987).

> Either being exposed to violence within the home for an
extended period of time or exposure to a one-time event, like
an attack by a dog, can cause PTSD in a child.

> Research has demonstrated that PTSD after exposure to a
variety of traumatic events (family violence, child abuse,
disasters, and community violence) is often accompanied by
depression (Ackerman et al. 1998; Lipschitz et al. 1999;
March et al. 1997; McCloskey & Walker 2000; Pfefferbaum
et al. 1999). Depression must be treated along with PTSD,
and early treatment is best.

NIMH-supported scientists are continuing to conduct research
into the impact of violence and disaster on children and
adolescents. Through research, NIMH hopes to gain
knowledge to lessen the suffering that violence and disasters
impose on children and adolescents and their families.

The General Public can obtain publications about PTSD and
other anxiety disorders by calling NIMH’s toll-free information
service, 1-888-ANXIETY, or calling the Institute’s public
inquiries office at 301-443-4513. Information is also available
online from NIMH’s Web site (http://www.nimh.nih.gov/
healthinformation/anxietymenu.cfm). The accompanying resource
list indicates agencies or organizations that may have
additional information about helping children and adolescents
cope with violence and disasters.

Reporters interested in PTSD and other anxiety disorders may
contact the NIMH press office at 301-443-4536.

Based on the NIMH booklet “Helping Children and Adolescents
Cope With Violence and Disasters”—http://www.nimh.nih.gov/
publicat/violence.cfm.
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