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Summary

• How common are trauma-related problems  following RTA?

• Other types of trauma – e.g. sexual abuse

• Types of problem 

• Why worry?

• Some case examples

• Assessment

• Treatments available

• Practice points



How common is RTA?

• RT injuries - a leading cause of morbidity, disability and 
mortality 

• Predicted to rank 3rd of all major causes of morbidity and 
mortality globally by 2020 
(World Report on Road Traffic Injury Prevention WHO 2004)

• Children are particularly vulnerable group in traffic
• In UK 2007, >56,000 people under the age of 19 were 

killed  or injured in RTA (down from 70,000 in 2001) 
(Transport Statistics of GB 2008)

• RTA is biggest single killer of 11-16 y/o in UK
• Sexual and other types of abuse in childhood



Effects of RTA

1. Immediate effects
• Nature of accident
• Who affected
• Degree of trauma/stress/injury







Effects of traumatic experience

Depends on:

• Pre-existing vulnerabilities
• Age/development of child
• Resilience factors
• Availability of “support”



Support system?



Effects of Traumatic Experiences 

2. Longer term effects
• Knock on effects/losses/disabilities
• Availability of “support”
• Perpetuating factors



Psychological Effects

• Normal stress response and recovery
• Posttraumatic Stress Disorders

– Acute Stress Disorder (up to 4 weeks)
– Posttraumatic Stress Disorder (PTSD)    

Also
• Depression
• Anxiety



Psychological Effects

• Attachment disorders

• Relationship problems

• Problems with emotional self regulation

• Personality problems



Psychological Effects: Case Study

• Adam: Community Police Officer

• Cubs

• Scouts

• University – “Nervous Breakdown”

• Hospitalised – psychotic breakdown



Post traumatic stress disorder (PTSD)

Diagnostic criteria
A. Exposure:  Traumatic event
B. Recurring intrusive recollection of the traumatic event
C. Persistent avoidance of stimuli associated with the trauma or numbing of general 

responsiveness
D. Persistent symptoms of increased arousal – physiological hyper-reactivity

– Acute or chronic
– Delayed

Prevalence
Varies from 29% at 4 weeks to 14% at 9 months post-accident 
(Stallard, Salter & Velleman, (2004); Olofsson, E., Bunketorp, O., Andersson, A. L. (2009).



Alternative Criteria for PTSD in Young Children 
(Scheeringa et al; 1995) - 1

• A. (1) The child experienced, witnessed, or was confronted with an event which involves actual or threatened death or serious injury or a 
threat to the physical integrity of self or others.

•

• B. Re-experiencing. One item needed:

• (1) Posttraumatic play; compulsively repetitive, represents part of the trauma.

• Fails to relieve anxiety and is less elaborate and imaginative than usual play.

• (2) Play re-enactment represents part of the trauma but lacks the monotonous repetition and other characteristics of posttraumatic play.

• (3) Recurrent recollections of the traumatic event other than what is revealed in play, and which is not necessarily distressing.

• (4) Nightmares: may have obvious links to the trauma or be of increased frequency with unknown content.

• (5) Episode with objective features of a flashback or dissociation.

•

• C. Numbing of responsiveness. One item needed:

• (1) Constriction of play. Child may have constriction of play and still have posttraumatic play or play re-enactment.

• (2) Socially more withdrawn.

• (3) Restricted range of affect.

• (4) Loss of acquired developmental skills, especially language regression and loss of toilet training,

•
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• D. Increased arousal. One item needed:

• (1) Night terrors.

• (2) Difficulty in going to sleep which is not related to being afraid of having nightmares 
or fear of the dark.

• (3) Night-waking not related to nightmares or night terrors.

• (4) Decreased concentration; marked decrease in concentration or attention span 
compared to before the trauma.

• (5) Hypervigilance.

• (6) Exaggerated startle response.

•
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• E. New fears and aggression. One item needed:

• (1) New aggression.

• (2) New separation anxiety.

• (3) Fear of toileting alone.

• (4) Fear of the dark.

• (5) Any other new fears of things or situations not obviously related to the trauma.

•

• F, Duration of disturbance greater than one month.

•

• Sheeringa, M. S., Zeanah, C. H., Drell, M. J., & Carrieu, J. A, (1995) Two approaches 
to the diagnosis of post-traumatic stress disorder in infancy and early childhood. 
Journal of the American Academy of Child and Adolescent Psychiatry, 34, 191-200.

•



Infants and Very Young Children

• POST TRAUMATIC STRESS DISORDER 
SEMI-STRUCTURED INTERVIEW AND 
OBSERVATIONAL RECORD FOR 
INFANTS AND YOUNG CHILDREN

• (M.S. Scheeringa & C.H. Zeanah, 1994, 
version 1.2)



Developmental Trauma Disorder – proposed 
criteria

Van der Kolk 2005

Multiple or chronic exposure to one or more forms of 
developmentally adverse interpersonal trauma (e.g. 
abandonment, betrayal, physical assaults, sexual 
assaults, threats to bodily integrity, coercive practices, 
emotional abuse, witnessing violence and death).

Subjective experience (e.g., rage, betrayal, fear, 
Resignation, defeat, shame). 



Assessing Special Cases

• ADHT

• Autism

• Aspergers

• Learning Difficulties



Systemic effects

Consider the effects on

• Parents 

• Siblings

• Nuclear Family unit

• Extended Family Unit

• “Community”



Ellen, aged 11

• RTA aged 6 going to sweet shop with MGM
• MGM killed
• Elderly driver denied responsibility and 

contested case – ongoing legal proceedings
• Mother grief-stricken
• Ellen suffering flashbacks, hypervigilance, 

anxiety, guilt, depression
• Referred for Tx 5 years later



Key Points

• Even young children experience 
psychological trauma and PTSDs

• Consequences can be long term and 
disabling

• Delay in referral for treatment is common –
Why??



Reasons for delay in referral for Tx

• Lack of awareness

• Lack of recognition

• “Protectiveness”

• Avoidance



Treatment for Ellen

• Seen with mother 

• Mother receiving psychological help

• Ellen offered Trauma-focused treatment

• Symptoms resolved after 3 sessions of 
EMDR



Key Points

• Trauma-focused psychological therapy is 
effective for children as well as adults 
(NICE 2005)

• TF-CBT and EMDR can be rapidly 
effective, even when symptoms have been 
longstanding



Alan, aged 4

• Living abroad with father since 2 y/o since 
mother drug addict and neglectful

• RTA on rainy night - driver father killed

• Referred by Aunt/carer because “at wits’ end”: 
sleep problems, excessive clinginess and 
destruction of toys

• Aunt unable to work and suffering grief and PTS 
from own past RTA



Key Points

• Even young children can suffer PTSDs

• Importance of play as a form of re-living

• Parental ability to meet child’s needs is 
crucial – and may be impaired by stress

• Parental stresses may include 
bereavement, financial, employment, 
emotional and mental health issues



Treatment for Alan

• Advice and support for Aunt
– Own bereavement/grief
– Understanding and responding more effectively to 

Alan’s needs  - establishing basic security + effects of 
trauma

– Support in stabilising the general situation, incl.  
contact with mother, guardianship, etc

• 5 sessions of age-adapted trauma-focused 
treatment with Alan, assisted by Aunt



Key Points

• Ability of carers to understand and meet 
child’s needs is crucial to child’s recovery

• Treatment must address needs of 
parent/carer as well as child

• Wider “systemic” issues have important 
impact on recovery rate for child



Kadir, aged 11

• RTA aged 9 – car driven by mother

• No injuries

• PTSD re RTA: nightmares, fears, bedwetting.  
Fear that mother may die

• Predisposing factors :
– Multiple malformations and surgery
– Hearing and speech impairment
– Domestic violence in infancy
– Parental refugee experience
– Birth of baby brother



Treatment for Kadir

• Establish communication and rapport
• Trauma-focused treatment x 3
• Resilience/resource-building in relation to new 

surgery and fear of death
• Referral to local service for Tx bedwetting



Key Points

• Apparently trivial event can cause PTSDs

• Child’s appraisal of threat often different 
from adult’s

• Vulnerability factors affect predisposition 



Jamal, aged 11

• Death of baby sister aged 9. Mother fled country of origin

• Father deserted, divorced, and remarried

• Unreliable contact arrangements

• Financial difficulties

• Mother has PTSD

• Jamal has PTSD, educational difficulties and behaviour 
problems



Treatment for Jamal

• TF-Tx for Jamal
• Liaison with School re educational and 

behavioural problems
• Advice and Support for mother re managing 

Jamal

And also
• TF-Tx x 5 for mother



Treatment for parent

• Mother suffering PTSD

• Distressing re-living of baby’s death

• Grief over loss of baby and loss of country 

• Difficulty expressing warmth, affection, interest to Jamal 
and his sister (numbing)

• Guilt preventing limit-setting and boundaries

• Anger with father over desertion



Treatment for parent (2)

• Resilience factors:
– Strong friendship group
– Strong religious faith
– Intelligent, resourceful and competent

• TF-Tx – 5 sessions
• Reported resolution of all PTSD symptoms and 

associated parenting difficulties
• Able to set limits, give hugs, and enjoy birthday 

party



Key Points

• When a child is referred for treatment or 
psychological trauma, it is always 
important to enquire about parental mental 
health.

• Treating parental mental health problems 
may be pre-requisite for meeting child’s 
needs



Natural history of PTSD

• Without treatment, the long term effects of life-
threatening, traumatic events in childhood can be 
severe.

• Sinking of cruise ship Jupiter:   5-7 yrs later, 50% of 
adolescent survivors had PTSD (Yule, 2000)  

• Aberfan landslide disaster:  33 yrs later, 29% of child 
survivors had PTSD (Morgan,  et al, 2003).  



Without treatment

Children who survive trauma and have PTSD often 
also suffer from other disorders, especially :

• Depression 
• Anxiety
• ADHD
• Conduct disorder
• Substance misuse



What helps children recover ?

Why do some people develop disorders, others not?   

Resilience
Better outcomes are associated with 

• feeling safe and secure, 
• older age, 
• ability to make sense of experience, 
• availability of comfort and understanding 
• routine, familiarity and consistency

(Williams, 1999).



What helps children recover ?

Identification

• Recognise the psychological vulnerability of 
children

• Talk to children about what they have 
experienced

• Refer for assessment if problems persist beyond 
4 weeks



What helps children recover ?

Prevention 

Trauma experience not sufficient for PTS disorder 
There is a lot that can be done to prevent PTSDs and promote 

recovery:

• Minimizing risk factors
• Enhancing protective factors
And 
• Building resilience



What helps children recover ?

Risk factors for PTSS/PTSD
– Perceived threat and high levels of distress
– Being female
– Anxiety and depression symptoms
– PTSS in parents
– poor maternal mental health
– a previous history of traumatic experience
– previous emotional and behaviour problems
– younger age



What helps children recover ?

Protective factors

– Safety, security and support 
– Sensitive response to needs (adjust for age, understanding and 

individual circumstances 
• Information and practical support 
• Familiarity, routine and consistent management
• Contact with parents or a familiar adult, a favourite toy  
• Opportunity to express feelings and share experience.
• Help and support for carers – e.g. school

– Resilience



Promoting rapid recovery

• Be aware of the potential psychological impact of 
traumatic events on children and other members of the 
family

• Support parents and carers in understanding and meeting 
the child’s needs

• Help child to express and make sense of the experience 

• Build resilience

• Identify children at risk of mental health problems asap

• Refer early for specialist psychological treatment 
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Moving Minds

Thank you
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