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Abstract 
Childhood is an important period for personality formation, cognition and 
social development. Childhood physical and mental trauma is the key reason 
for the development of many serious diseases. Severe traumatic events can 
cause Post-Traumatic Stress Disorder (PTSD). Children’s psychological ad-
justment and tolerance are generally lower than adults, and it is difficult for 
children to seek reasonable help after suffering traumatic events. Children who 
experience a traumatic event have an even higher rate of PTSD than adults, con-
sidering problems with their symptom presentation. Post-Traumatic Stress Dis-
order can hinder children’s development of healthy psychology such as indepen-
dence and autonomy in the future, and can lead to a series of psychological dis-
orders in adulthood. This article introduces the epidemiology, symptoms, physi-
ological changes and influencing factors of PTSD in children, and puts forward 
the direction of treatment in the future. 
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1. Introduction 

Post-Traumatic Stress Disorder (PTSD) is a typical psychological stress disease. 
Post-Traumatic Stress Disorder (PTSD) is a post-traumatic psychological disorder 
that is a delayed and/or prolonged anxious response to an unusually threatening 
or catastrophic event. PTSD refers to the severe anxiety disorder that occurs af-
ter the trauma such as earthquake, fire and domestic violence. Its high incidence 
and long course seriously affect the prognosis of the trauma, thus triggering a se-
ries of physical, psychological and behavioral stress responses. Acute and intense 
trauma can lead to physical and mental sequelae, severe physical deformity and 
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even obvious mental trauma in affected individuals, especially in children. The 
disease has been an independent disease unit for only 30 years. Like many other 
diseases, research on childhood PTSD lags far behind that of adults, so understand-
ing of it is even more limited. Data [1] show that the treatment of post-traumatic 
PTSD in children becomes more difficult once the symptoms are not timely diag-
nosed and treated. Therefore, early detection of PTSD in children is particularly 
important for the physical and psychological maturity of children and adolescents. 
This article reviews the epidemiology, symptoms, physiological changes and the 
treatment of PTSD in children. 

2. Epidemiology 

The lifetime prevalence of PTSD in the general population is about 1% - 14% [2]. 
Giaconia et al. [3] reported that in a community survey, more than 2/5 young 
people under the age of 18 had experienced at least one traumatic event in ac-
cordance with the PTSD criteria of DSM-iii-R, and more than 6% met the diag-
nosis of PTSD. Cuffe et al. [4] reported that among young people aged 16 - 22 in 
one community, 1% of males and 3% of females met the CRITERIA of DSM-IV 
PTSD. 

3. The Causes of PTSD in Children 

Ball et al. [5] believed that re-exposure to the scene, people and objects similar to 
the time of injury may be an important factor causing children’s PTSD. In addi-
tion, parents’ reaction to traumatic events and children’s post-traumatic illness 
is also an important indicator of the occurrence and severity of children’s PTSD 
[6] [7]. Studies have shown that the more intensely a child’s guardian reacts to a 
traumatic event and the more anxious he or she is about the child’s post-traumatic 
condition, the higher the incidence of PTSD in children is. In addition, individ-
ual differences of children also have a great impact on the development of PTSD. 
Children with anxiety personality traits are more likely to develop PTSD, and 
children with higher IQ are more tolerant to trauma than children with normal 
and low IQ as measured by psychological scale [8]. Dana et al. [9] in the study also 
found that children PTSD is not only appear after a major disaster or all kinds of 
accidents, also can appear in all kinds of invasive operations, such as suffering 
from congenital heart disease children’s heart surgery, also can lead to PTSD symp-
toms appear, and that the incidence of PTSD symptoms and children within the 
TCU for time has a positive correlation. Young et al. [10] reported that 5% of child-
ren with leukemia who underwent bone marrow transplantation developed PTSD 
symptoms of varying degrees within 12 months after surgery. In addition, organ 
transplantation, domestic violence and even chronic diseases may be the causes 
of children’s PTSD [11] [12] [13]. 

4. Physiological and Biochemical Changes 

Psychological trauma can cause neurophysiological and neurobiological changes. 
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Henschel et al. [14] emphasized that the “fight or flight” response pattern of 
adults is rarely suitable for young children. Young children initially respond to 
trauma with increased alertness. This is a signal to the caregiver to ask for atten-
tion and help. But without help, as the trauma or threat continues, the child’s 
next response is to fix or “solidify,” and then separate or “surrender.” Physiolog-
ical responses such as heart rate can be normalized when children begin to de-
velop separation symptoms. It has been reported that the normal inhibitory reg-
ulation of the shock response has disappeared in children. Glod et al. [15] found 
differences in circadian rhythms and activity levels between abused children with 
and without PTSD, and the former was similar to attention deficit hyperactivity 
disorder. It is also believed that a marked increase in neurotransmitter activity 
associated with severe and persistent stress can affect brain development in child-
ren and is therefore considered a risk factor for developmental disorders. A stu- 
dy of adolescents five years after an earthquake found a link between intru-
sive symptoms and basal cortisol levels and cortisol suppression by dexame-
thasone. 

5. Symptoms of PTSD in Children 

Generally speaking, the core symptoms of PTSD fall into three groups: re-expe- 
rience or intrusion symptoms (flashbacks, intrusive memories, nightmares, etc.); 
Avoidance or numbness symptoms (avoidance of trash-related stimuli, sensations 
and activities, etc.) and hyperarousal symptoms (anxiety, sleep disturbance, an-
ger, irritability and excessive startled response), among which the avoidance or 
numbness symptoms lasted the longest [16] [17]. It should be noted that the clini-
cal manifestations of PTSD in children are not exactly the same as those in adults. 
The main manifestations are fear of separation from parents, forgetting certain 
skills acquired in the past, frequent sleep disturbances and recurrent nightmares, 
depression and obsessive-compulsive symptoms, etc. What’s interesting is that 
PTSD varies across age groups. Most children show avoidance symptoms af-
ter traumatic events, reexperience and hyperarousal are more common in ado-
lescents. Winston [18] research points out that children may by repeating certain 
behavior or action to avoid breaking into sexual symptoms appear, children should 
be alert to the occurrence of PTSD, clinicians need to closely observe clinical ma-
nifestations of children and timely intervention, otherwise once appear PTSD, 
will be on the mental health development of children with serious negative im-
pact. Although previous studies suggested that burns played little role in the occur-
rence of PTSD in children [19] [20], Meyer et al. [21] found in a clinical study of 
children with extensive burns (mean TBSA = 48%) with an average age of 3.3 
years. The physical and psychological status of most of the children has changed 
significantly after burn, and these children have different degrees of social func-
tion regression, depression, anxiety and other psychological states. Through fur-
ther studies, Johnson et al. [22] found that various functions of children with 
burns were reduced to a certain extent, especially their language expression abil-
ity was significantly inferior to that of normal children of the same age. Subsequent 

https://doi.org/10.4236/jbbs.2022.121001


L. F. Lin et al. 
 

 

DOI: 10.4236/jbbs.2022.121001 4 Journal of Behavioral and Brain Science 
 

investigations also found that burn area, pain degree and parents’ acute stress state 
after traumatic events were closely related to the incidence of PTSD and severity 
of symptoms [23]. These results strongly suggest that burn plays an important 
role in the development of PTSD in children, and that early physical and psy-
chological intervention is an effective means to prevent PTSD and improve the 
prognosis of burn children. 

6. Clinical Manifestations and Course of Disease 

The basic features of PTSD are three characteristic clusters of symptoms follow-
ing traumatic events: 1) persistent re-experience of stressors; 2) Persistent avoid-
ance of traumatic memories and numbness of general responses; 3) Persistent vi-
gilance symptoms. Children may present with repeated play about traumatic events, 
generalized nightmares, psychosomatic symptoms and their precursors, causing 
distress or dysfunction that lasts for more than a month. Symptoms usually begin 
within three months of the trauma, but can be delayed for months or even years. 
There may be some behavioral block or enhancement after trauma, especially in 
the early stages of trauma. Symptoms change with time, most of which gradu-
ally decrease [24] [25], while a few persist or even get worse. Children’s symptoms 
are often incomplete and may not fully meet diagnostic criteria. In some cases, the 
full cluster of symptoms appears late, and children’s PTSD is often chronic, which 
can impair development. Therefore, it is important to inquire about all three symp-
tom groups and to consider treatment when the symptoms do not fully meet the 
diagnostic criteria. 

7. Influencing Factors and Particularity of Children 

Research shows that children PTSD bad personality traits associated with larger, 
and the evolution of this kind of personality traits are closely associated with 
unsafe attachment mode [26] [27], the healthy growth of the adults, especially par-
ents of children’s personality have inescapable responsibility, good family and peer 
relations are also the important condition of children’s personality development, 
in the absence of a good relationship, Trauma and PTSD related symptoms suf-
fered by children will have an irreversible negative impact on their personality 
formation, and there are gender and age differences in the incidence of PTSD, 
and the conclusion that the neuroendocrine response caused by trauma leads to 
higher susceptibility of women than men in children has also been confirmed [28]. 
The incidence of PTSD was positively correlated with age, and children of differ-
ent ages had different perception, understanding, response and memory of trau-
ma. Typical AVOIDANCE symptoms of PTSD were more common in young 
children, while increased alertness and repeated experience were more common 
in older children. 

8. Treatment 

Treatment for PTSD includes individual, family, group, behavioral, and psycho-
pharmacological interventions. Brief psychotherapy can produce definite cura-

https://doi.org/10.4236/jbbs.2022.121001


L. F. Lin et al. 
 

 

DOI: 10.4236/jbbs.2022.121001 5 Journal of Behavioral and Brain Science 
 

tive effects [29]. 

8.1. Individual Therapy 

Approaches to individual therapy include play therapy, psychodynamic psycho-
therapy, anxiety management techniques, and interpretation of common post- 
traumatic symptoms and general course of illness. Older children and adoles-
cents are suitable for direct therapy, while younger children are suitable for role- 
playing and projective experiences (such as games, art, storytelling, etc.). Other 
literature has reported that desensitization [30], relaxation training, cognitive be-
havioral therapy [31] and other behavioral techniques are also beneficial to the treat- 
ment of children with PTSD. The key to treatment is to change the child’s self- 
concept from “victim” to “survivor”. Reexperience symptoms and increased alert-
ness can be induced in the treatment process, so it is necessary to fully under-
stand the trauma experience of children, grasp the treatment schedule, so that 
children can integrate the trauma. It also needs to be pointed out that while treat-
ing the child victims, the individual treatment of the child perpetrators should 
not be neglected [32]. 

8.2. Medication 

Medication can be used as an adjunct when the symptoms of PTSD are not easi-
ly relieved in children. Whether, what, and for how long depends on the specific 
symptoms and stage of the disease. Positive symptoms, such as repeated repeti-
tion and alertness, respond better to drugs than negative symptoms, such as avoid-
ance. Comorbidities should also be considered when selecting drugs. Clonidine 
has been reported to be effective in the treatment of persistent alertness, especially 
the enhancement of the startle response and sleep disturbances. Propranolol has 
also been shown to help children with PTSD. 

8.3. Group Therapy 

When more children experience trauma, group therapy is often used. It enables 
the victim to recognize the symptoms and explain the course of the disease ap-
propriately and with age. Sharing the experience with peers who have gone through 
the same or similar experience provides reassurance and an opportunity for sa-
tisfaction from helping others. Children who need intensive individual help can 
also be identified. Group therapy also has disadvantages. Not all children feel at 
ease in groups, and group therapy can potentially re-traumatize children through 
re-experiencing their own experiences or those of others. Children may adopt 
immature coping styles before fully examining their own reactions. The expres-
sion of anger and aggression can also cause anxiety among peers, so it must be 
restricted in time. If this occurs, individual treatment is required. 

8.4. Family Therapy 

The family plays an important role in children’s adjustment to trauma. Avoid-
ance and denial are often manifested in family therapy, in which parents can 
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deny their children’s pain to protect them. The parents’ own trauma may be so 
intense that the child is neglected, perhaps because of the child’s lack of language. 
The goal of family therapy is to help children regain a sense of security, normal-
ize emotional responses and reduce secondary stress. 

8.5. Staged Intervention 

With the development of traumatized children, new problems related to trauma 
often appear, which will have a potential impact on future development. There-
fore, staged intervention strategies should be timely planned after acute trauma 
intervention. 

8.6. School Intervention 

School is an appropriate environment for the rehabilitation of traumatized child-
ren, minimization of symptoms and adaptation to the child’s developmental lev-
el, as well as a place where PTSD and its symptoms, such as intrusive associations 
and inattention, can easily affect academic performance and social adjustment. 
School interventions include: 1) classroom interventions for traumatic events and 
stress responses; 2) Opportunities to talk and discuss; 3) Group activities; 4) Pro-
jection technology; 5) Assess psychological responses formally and informally, cor-
rect false perceptions and fears, and promote recovery [33]. 

9. Summary 

Although research on PTSD has been going on for many years, there is still little 
information about this particular group of children. The clinical manifestations of 
PTSD are also varied in children and adults due to their physical and mental im-
maturity, poor verbal expression, and poor tolerance to traumatic events. The di-
agnostic techniques and methods of PTSD in children are still immature, and the 
early psychological intervention is easy to be ignored. Clinical diagnosis techniques 
and methods for children with PTSD are still immature and early psychological 
intervention is easy to be neglected. Therefore, medical workers should focus on 
the early diagnosis, treatment, psychological intervention and individualized treat-
ment of PTSD in children in the future research work. Only according to the 
characteristics of children with PTSD to find the best treatment, can we funda-
mentally eliminate the children’s symptoms, so that they can reintegrate into the 
society. 
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