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DeNigris: Trauma in Youth


Trauma in Youth:  Reactions and Interventions

Peter N. DeNigris, Psy.D.


Trauma can encompass any event that is emotionally or physically distressing and/or produces enduring psychological or physical effects.  Traumatic events typically occur unexpectedly with little to no warning and with minimal, if any, preparation time.  The traumatic event also often disrupts a person’s routine.  A renewed interest in and attention to trauma occurred following the terrorism of September 11, 2001.  Although the extraordinary events of that day qualify as traumatic, individuals experience additional forms of trauma on a daily basis.  Car accidents, life-threatening injuries, sudden loss or death of a loved one, disrupted home environments, and various forms of abuse can also be traumatic events for people.  Adolescents are not immune to the occurrences and effects of trauma.  Given the prevalence of trauma in our society and the many young people affected by it, it is important to examine the literature regarding adolescents’ characteristic reactions to trauma and the interventions that are available to assist them.   
Developmental Considerations:
Adolescence is a period of development characterized by a variety of biological, cognitive, and psychosocial changes (Berger, 1998).  As a result, mental health providers can best assist an adolescent by remaining mindful of the adolescent’s developmental level (Speier, 2002).  Balk and Corr (2001) have divided adolescence into three distinct subphases commonly noted in Western cultures:  an early adolescent period that occurs between the ages of 10 and 14, a middle adolescent period between the ages of 15 and 17, and a later adolescent period existing between the approximate ages of 18 and 22.  Depending upon the young person’s age and level of development, he or she is likely to experience unique challenges when faced with a traumatic event, particularly an event that ultimately leads to a period of bereavement.  More specifically, as described in Balk and Corr (2001), Fleming and Adolph (1996) cite five key concepts that adolescents tend to struggle with depending upon their level of development.  First, due to the nature of the event, adolescents typically experience difficulty trusting in the predictability of life.  As a result, they often lack a sense of control or mastery over life’s events and report a lowered sense of self-efficacy.  Third, adolescents tend to struggle with establishing relationships that are characterized by a sense of belonging and interpersonal closeness.  Fourth, they grapple with the conviction that the world is a righteous and sound place.  Lastly, adolescents often have problems developing a healthy and poised self-image.  Many may feel that they are “different” from their peers, which may lead to an increase in withdrawal and isolative episodes that affect their ability to establish healthy interpersonal relationships.  Some adolescents believe that they are inferior to their peers, but as a result of their experience with the traumatic event, they believe that they are simultaneously more mature than their counterparts (Balk & Corr, 2001).  Thus, with these types of conflicting beliefs and ambiguities, it is not uncommon for adolescents affected by trauma to report lowered self-esteem (Worden, 1996).  These issues illustrate the importance of considering the adolescent’s developmental level when assessing and examining his or her response to a traumatic event.  


A study conducted by researchers associated with the federal Centers for Disease Control and Prevention illustrated the alarming effects that a traumatic event, in this case the terrorist attacks at the World Trade Center on September 11, 2001, can have on children and adolescents.  The students who participated in this research as a result of random sampling techniques attend public schools in New York City and through surveys disclosed many symptoms that they have been experiencing since September 11, 2001.  For example, the researchers estimate that 75,000 New York City children and adolescents between fourth and twelfth grades have been experiencing symptoms consistent with Post-Traumatic Stress Disorder (Goodnough, 2002).  Others, estimated to number 107,395 children and adolescents, have reported feelings of agoraphobia, fear of riding public transportation, obsessive and intrusive thoughts about the attacks, attempts to avoid thinking about the terrorism, difficulty sleeping or the presence of chronic nightmares, and difficulty concentrating (Goodnough, 2002).  These results indicate the devastating psychological impact that a traumatic event, such as the terrorism on September 11, 2001, can have on children and adolescents.  Thus, although adolescents sometimes differ in their responses to trauma due to developmental differences, at times—perhaps especially in cases of severe trauma—their reactions are quite similar to those of adults.  

Understanding of Death:
Unfortunately, many traumatic events or large-scale disasters often result in the deaths of many.  It is important to be mindful of the young person’s cognitive understanding of death.  Understanding the grief reactions of children and adolescents who have encountered the death of a loved one is also essential.  Based upon her clinical observations, Rando (1993) has proposed the six “R” processes of mourning that often occur during periods of grief.  These processes are especially noticed when the end result of a traumatic event is death.  First, an individual begins the avoidance phase whereby he or she recognizes the loss.  During this phase, the person recognizes that the death has occurred and begins to gather details pertaining to the loss.  Second, the individual enters the confrontation phase as they begin to react to the separation that has resulted from the death.  Typically, individuals become quite expressive during this time as they display their emotional reactions regarding the loss.  During the confrontation phase, people also recollect and re-experience the person whom they lost and their relationship with him or her.  These processes often involve remembering life events that occurred with the person and the accompanying feelings that were experienced.  Once individuals undergo these processes, they then relinquish their old attachments to the deceased and to their previous world in which the deceased had a role.  This process allows individuals the opportunity to understand the changes brought into existence by the reality of the death.  The next process, as Rando (1993) notes, is for people to “readjust to move adaptively into the new world without forgetting the old” (p. 52).  This enables victims of grief or mourning to accommodate their newly revised lifestyle without the deceased to their previous connections to their old world of which the deceased was a part.  Essentially, this process entails moving forward without forgetting the deceased or the person’s connection to him or her.  The final process is for the bereaved to reinvest in life.  This is often accomplished by seeking and finding other gratifying experiences or relationships that can give a person a sense of emotional fulfillment and personal satisfaction.  

Other Considerations:
Additional factors affecting the adolescent’s reaction to the traumatic event have been posited by Speier (2002).  First, the adolescent’s pre-trauma level of mental health functioning is an important variable that can affect his or her response.  More specifically, if an adolescent was experiencing symptoms of a mental illness or had been diagnosed with a particular disorder prior to the occurrence of the trauma, he or she is more likely to encounter additional difficulties in managing the effects of the traumatic event.  Second, adolescents typically monitor the reactions of important figures in their lives (e.g., their parents) to the trauma and then subsequently model those responses.  As noted in Pynoos, Steinberg, and Goenjian (1996), “…positive correlations are to be expected between parent and child distress in response to shared traumatic experiences” (p. 334).  Adolescents are thought to benefit more if they receive support from the significant adults in their lives and from the larger community as well.  Clearly, this requires appropriate communication between the adolescent and his or her important adult figures that focuses on the nature of the traumatic event and the exploration and normalization of feelings.  

The Population Exposure Model:
The degree to which the adolescent was directly affected by the traumatic event and the extent of violence and damage that was produced by the event can affect his or her reaction to the trauma.  A model of concentric circles, known as the “population exposure model,” has been developed to illustrate the impact of the disaster based upon one’s level of exposure to the traumatic event (DeWolfe, 2002).  The population exposure model allows disaster responders to determine which groups of individuals are most in need of recovery services.  For example, more intensive mental health services would be warranted for those individuals closest to the “epicenter” of the event (e.g., injured victims, bereaved family members, & highly-exposed victims), and more psychoeducation might be appropriate for those groups of people who fall into one of the outer circles (e.g., displaced workers, religious, government, & business leaders, and the larger community) (DeWolfe, 2002).  However, the population exposure model takes into account individual differences in people’s unique responses to traumatic events and maintains flexibility in guiding responders to those who are most in need of services (e.g., a person in one of the outer circles may experience a severely distressing reaction to the trauma).  

The population exposure model can be helpful in assessing adolescents’ responses to traumatic events.  Certain features of traumatic events have been associated with more severe reactions in adolescents (Pynoos, Steinberg, & Goenjian, 1996).  For example, exposure to a direct threat against one’s life, actual injury from the event, or witnessing the harm or death of a loved one can lead to a more intense post-traumatic reaction.  Any of these factors would place the adolescent in one of the concentric circles closest to the “epicenter” of the event.  Additional factors associated with the development of a severe response include:  one’s immediacy to the event, the degree of surprise, the number and duration of the events, and the level of horrific violence that was perpetrated (Pynoos, Steinberg, & Goenjian, 1996).  Furthermore, youth who experience trauma are at a greater risk of distress when the event (1) involves a loss and occurs below age five or during early adolescence; (2) entails a female losing her mother and/or a male losing his father before age 11; (3) occurred during a period of conflict with the deceased; (4) prompts the remaining caretaker to be dependent on the youth or leads to a lack of support for the youth; (5) leads to an unstable or inconsistent environment; (6) serves as a reminder of any prior experience with trauma and/or death; and (7) involves parental suicide or homicide (Krupnick, 1984).

Post-Traumatic Stress Disorder:  


Enduring a traumatic event and experiencing a more severe reaction to it can predispose some individuals, including adolescents, to exhibit a variety of symptoms consistent with a diagnosis of Post-Traumatic Stress Disorder (PTSD) (American Psychiatric Association, 1994).  Examples of traumatic events may include, but are not limited to, terrorist attacks, abuse, real or perceived life-threatening events or the witnessing of same, violence, and natural or manmade disasters.  Inherent criteria of Post-Traumatic Stress Disorder include exposure to the traumatic event followed by feelings of helplessness, intrusive and avoidant experiences, and physiological arousal (Kronenberger & Meyer, 1996).  As McFarlane and de Girolamo (1996) note, “Trauma attacks the individual’s sense of self and predictability of the world” (p. 136).  Other indications, which suggest the individual’s preoccupation with the trauma, may include:  a) an involuntary re-experiencing of the traumatic event through intrusive thoughts or images, recurring dreams & nightmares, or intense psychological distress or physiological reactivity; b) an enduring avoidance of any stimuli associated with the trauma; c) chronic symptoms of hyperarousal; and d) impaired overall functioning (American Psychiatric Association, 1994).  


Post-Traumatic Stress Disorder can be assessed using a variety of methods.  For instance, structured diagnostic interviews, such as the Structured Clinical Interview (SCID), the Diagnostic Interview Schedule (DIS), the Clinician Administered PTSD Scale (CAPS), and the Anxiety Disorders Interview Schedule—Revised (ADIS-R) are commonly utilized (Calhoun & Resick, 1993).  In addition, many psychometric instruments are used as well (Calhoun & Resick, 1993).  Examples of such instruments include the Impact of Events Scale (IES), Derogatis Symptom Checklist 90-R (SCL-90-R), the SCL-90-R Crime-Related PTSD Scale, and the PTSD Symptom Scale.  Moreover, to supplement these instruments, some type of suicide assessment should also be conducted in order to rule out this risk (Sanderson, 2002).  These instruments can assist in assessing the presence of Post-Traumatic Stress Disorder in individuals and measuring the severity of related symptoms.  

A diagnosis of Post-Traumatic Stress Disorder can be given at any age, including childhood, adolescence, and adulthood.  Symptoms of the disorder are highly similar for children, adolescents, and adults, but the younger populations generally exhibit more behavioral problems and less cognitive symptoms (Kronenberger & Meyer, 1996).  Although symptoms typically occur within three months of the traumatic event, it is not unusual for them to appear much later and to last more than a month (American Psychiatric Association, 1994).  A full diagnosis of Post-Traumatic Stress Disorder depends, in part, on the gravity, extent, and proximity of the person’s exposure to the trauma.  However, the development of the disorder in any given person may be tempered depending on his or her level of social support, family background, prior experiences, personality traits, pre-existing or comorbid conditions, and number of traumatic events that he or she has experienced.  Results of six studies of individuals affected by terrorist attacks (e.g., the bombing of Pan American Flight 103 in Lockerbie, Scotland) suggest that the rate of Post-Traumatic Stress Disorder ranged from 20% to more than 40% (McFarlane & de Girolamo, 1996).  The prevalence of Post-Traumatic Stress Disorder among adolescents exposed to a traumatic event has been found to be approximately 20% or 1.07 million American adolescents (van der Kolk & McFarlane, 1996).  

Moving Toward a New Diagnosis:
Some in the mental health field have recently argued that no current diagnostic category adequately captures a young person’s reactions to trauma, which can increase the risk of youth being misdiagnosed and subsequently mistreated (DeAngelis, 2007).  As a result, a new diagnosis is being proposed that focuses specifically on a young person’s reactions to trauma.  The new diagnosis is known as Developmental Trauma Disorder and includes criteria such as exposure to a traumatic event, dysregulation, negative attributions and expectations, and functional impairments (DeAngelis, 2007).  Although this disorder has been proposed, it is not currently listed as a formal diagnosis in the Diagnostic and Statistical Manual of Mental Disorders.  

Adolescent Responses to Trauma:

Individuals vary greatly in their responses to traumatic events.  However, many reactions are commonly noted among individuals, adolescent or otherwise, who have been exposed to a traumatic event.  For example, typical reactions include impaired cognitive functioning, such as difficulty concentrating or remembering, inability to make decisions, preoccupations with the event, recurring dreams, or questioning of one’s religious convictions (Speier, 2002).  In adolescents, these reactions can impair their academic performance.  As a result, adolescents may simply refuse to attend school.  Individuals also manifest a variety of affective reactions including feelings of depression, anxiety, irritability, despair, and apathy (Speier, 2002).  Many commonly report a sense of being overwhelmed by guilt or new obligations that they were not responsible for prior to the trauma (Worden, 1996).  Not surprisingly, individuals experiencing these reactions tend to cry easily and quite often.  In severe cases, adolescents may experience suicidal ideation as well.  Depending on the suddenness and unpredictability of the traumatic event, especially if parental death occurs, many adolescents experience an increase in feelings of insecurity (Holland, 2001).  These feelings may manifest as an adolescent’s tendencies to become overly attached or “clingy” or to be reluctant to leave home.  

In addition, certain behavioral reactions are often noted among individuals affected by trauma.  More specifically, such individuals tend to isolate, withdraw, or remain hypervigilant (Speier, 2002).  Other common behavioral manifestations include sleep difficulties, a change in one’s normal appetite, and increased conflicts among family and friends (Speier, 2002).  Some may even experience a change in their peer group.  For many children and adolescents, especially those who experience increased feelings of anger and agitation, ‘acting out’ behaviors are customary (Worden, 1996).  Such ‘acting out’ or antisocial behaviors may entail aggression or juvenile delinquency.  Substance abuse and sexual promiscuity are also common concerns.  Lastly, certain physical reactions can typically be observed in individuals exposed to a traumatic event.  For instance, many tend to experience increased fatigue, exhaustion, hypertension, or generalized somatic discomfort (Speier, 2002).  Such psychosomatic symptoms may include rashes, bowel problems, or asthma (New York State Office of Mental Health, 2001).  Others may note an increase in headaches, gastrointestinal problems, or a general exacerbation of pre-existing medical or psychiatric disorders (Speier, 2002).  

In situations where abuse has occurred against a minor, he or she is susceptible to additional reactions.  Finkelhor and Browne (1985) identified four reactions often seen in young people who have been victimized by sexual abuse:  a sense of betrayal, feelings of powerlessness, stigmatization, and traumatic sexualization.  First, children who have been abused typically feel that an adult who they trusted and on whom they depended has manipulated and harmed them.  This sentiment also can be felt toward an adult who failed to protect the child from the perpetrator.  Second, youth who are abused, either physically or sexually, commonly feel unable to stop or prevent the abuse from occurring, which can lead to diminished self-esteem.  Their personal boundaries have been disregarded and disrespected, and anxiety can develop regarding when this will occur again.  Third, children and adolescents who are abused typically feel stigmatized.  They develop a sense of feeling “different” from their same-aged peers, which can further diminish their self-esteem.  This can be exacerbated if they are blamed for the occurrence of the abuse.  Such stigmatization can lead to problematic behaviors, such as substance use, sexual acting-out, and self-destructive or self-injurious actions.  Fourth, a young person who has been abused, specifically sexually, can display sexually preoccupied behaviors or possess a developmentally inappropriate knowledge about sex.  The child or adolescent has learned that his or her needs can be met by manipulating others through the use of sexual behaviors in the same manner in which his or her perpetrator acted.  

Traditional Models for Therapy with Adolescents:

Children and adolescents exposed to trauma or suffering from symptoms of Post-Traumatic Stress Disorder typically appear resistant when asked to describe their experiences, or they may simply relay the details of their trauma in a very matter-of-fact manner (Kronenberger & Meyer, 1996).  As Calhoun and Resick (1993) note, “Clients with PTSD can be notoriously difficult due to their ambivalence about therapy.  They want help but fear confronting their memories” (p. 61).  This resistance may vanish when the child or adolescent encounters particularly vivid memories of the trauma and feels as if he or she is in a safe, protected place that can facilitate their discussion of the event.  Nonetheless, it is common for adolescents to be particularly guarded when confronted with treatment interventions geared toward discussion of the traumatic event (van der Kolk, McFarlane, & van der Hart, 1996).  In any event, in order to successfully work through the traumatic event, adolescents need to address their cognitive, affective, behavioral, and physiological reactions (Balk & Corr, 2001).  


Traditionally, treatment models for adolescents affected by trauma have been centered on psychotherapy as a first line treatment or a combined approach of psychotherapy and medication (Foa, Davidson, & Frances, 1999).  The main determining factors of treatment choice are the nature of the response (e.g., acute versus chronic Post-Traumatic Stress Disorder), the severity of the reaction, and the age of the individual.  For instance, for a milder case of acute or chronic Post-Traumatic Stress Disorder in children and younger adolescents, psychotherapy is the preferred first line treatment (Foa, Davidson, & Frances, 1999).  However, in older adolescents, psychotherapy is preferred for a milder case of acute Post-Traumatic Stress Disorder, while experts disagree on the first line treatment (e.g., psychotherapy versus psychotherapy with medication) for more severe and chronic Post-Traumatic Stress Disorder (Foa, Davidson, & Frances, 1999).  First-line medication treatments include selective serotonin reuptake inhibitors (SSRIs) (e.g., Zoloft, Paxil, Prozac, or Celexa), Nafazadone (Serzone), or Venlafaxine (Effexor) (Sanderson, 2002).  Recommended second-line medications include tricyclic antidepressants and benzodiazepines (Sanderson, 2002).  

Traditional Psychotherapy Techniques:

Depending on the individual’s age and most prominent symptoms, psychotherapy techniques can vary.  For example, recommended techniques for younger adolescents include psychoeducation, play therapy, anxiety management, and cognitive therapy (Foa, Davidson, & Frances, 1999).  First, psychoeducation entails providing education to the adolescent and his or her family regarding the symptoms and treatment of the disorder.  It is crucial to include the rationale for the treatment as well, especially when working with resistant adolescents who may not be compliant with treatment guidelines.  The process of normalizing the adolescent’s reactions following the traumatic event is also a component of psychoeducation.  It is especially important to reassure adolescents and their families that development of a post-traumatic stress reaction is not a sign of weakness, but is a natural response following exposure to a traumatic event (Sanderson, 2002).  The “Guide for Patients and Families” by Foa, Davidson, and Frances (1999) is a helpful resource for clinicians to distribute.  

Second, play therapy allows the clinician the opportunity to utilize games as a way of encouraging the young adolescent to share his or her feelings pertaining to the trauma through the exposure and re-processing of traumatic memories.  Anxiety management, on the other hand, enables the individual to learn various coping strategies that will assist them in managing the stress that resulted from the trauma.  Examples of anxiety management strategies include relaxation training, assertiveness training, thought stopping, and positive thinking and self-talk.  

Lastly, cognitive therapy, particularly cognitive restructuring, helps individuals to examine, evaluate, and modify their automatic thoughts, which will enable them to restore more rational thinking, experience more positive emotions, and exhibit more adaptive behaviors.  While cognitive therapy can include relaxation training and the acquisition and utilization of coping skills as mentioned above, it also focuses on having the individual confront his or her memories of the trauma by retelling his or her experiences related to it (Leahy & Holland, 2000).  Over time, the memories can become less distressful, and the individual ultimately learns to change his or her negative thinking.   

Exposure Therapy:
Although the preferred treatment techniques for older adolescents are comparable to the ones recommended for younger adolescents, one important difference exists.  Experts suggest that, in addition to implementing the aforementioned strategies, clinicians consider exposure therapy as well for the older group (Foa, Davidson, & Frances, 1999).  Exposure therapy consists of imaginal and in-vivo exposure.  First, imaginal exposure is conducted in order to disrupt the person’s established associations between thoughts of the traumatic event and feelings of anxiety and distress.  Imaginal exposure consumes approximately six sessions at thirty minutes in length and involves the reliving of the traumatic event in the person’s imagination followed by a verbal account of the trauma (Sanderson, 2002).  As the sessions progress, more details of the traumatic event are discussed as well as the person’s thoughts, feelings, and behaviors that occurred during the actual trauma.  The clinician should ensure that the individual’s anxiety has decreased prior to terminating the session and should engage him or her in a discussion about his or her reactions to the exposure.  Second, systematic in vivo exposure allows the individual to confront his or her feared situation, which he or she had been avoiding, in order to disconfirm the fears and reappraise the threat (Sanderson, 2002).  The clinician assists the individual with completing a fear and avoidance hierarchy of situations from the least anxiety provoking to the most anxiety provoking.  Then, the individual is exposed to the least anxiety provoking situations and gradually moves upward on the fear and avoidance hierarchy until he or she has been exposed to each scenario.  Previously learned relaxation strategies, cognitive restructuring, and anxiety management techniques are also employed during systematic in vivo exposure therapy.  

Therapeutic Style:

If an individual does not meet the full criteria for Post-Traumatic Stress Disorder, but is still exhibiting symptoms of distress, a variety of other therapeutic interventions may be warranted.  Of most importance during the implementation of other interventions is the clinician’s therapeutic style, which, as Sanderson (2002) notes, has certain essential components.  First, the individual should be encouraged to debrief or share his or her account of the traumatic event without interruption for the clinician.  Once the individual has completed his or her account of the event, the clinician should validate the person’s experience with such supportive phrases as, “That must have been such a frightening experience for you.  I know I’d be scared as well.”  Third, the clinician can empower the individual by providing him or her with sufficient control of the pace of the treatment.  This type of support serves to decrease the person’s sense of vulnerability and assures them that the treatment will proceed at a rate with which he or she is comfortable.  Lastly, and perhaps most importantly, the clinician should strive to establish and maintain a therapeutic relationship based upon support, comfort, and reassurance.  This type of relationship will instill a sense of hope in the person and foster a belief that, with the clinician’s assistance, he or she will be able to cope with the stressful effects of the traumatic event.  

Crisis Intervention:

Once a supportive therapeutic relationship has been established, other types of treatment modalities can be implemented.  For example, crisis intervention is a key treatment strategy for individuals who do not meet full criteria for Post-Traumatic Stress Disorder or who are suffering from acute Post-Traumatic Stress Disorder.  Kalafat (1984) has outlined several essential components of crisis intervention.  First, clinicians need to establish and maintain an accepting, supportive relationship with the individual.  Clinicians should reinforce the individual’s decision to seek treatment and establish a collaborative working relationship with the person that will facilitate the structure of the treatment.  Second, the clinician can assist the person with defining the problem through open-ended questioning and exploration of expectations.  At this point, both can work collaboratively to develop a contract that outlines the goals of treatment.  Third, it is important for the clinician to explore the person’s feelings and to help him or her acknowledge, accept, and cope with them.  Clinicians should be especially sensitive to feelings of guilt, denial, blame, or anxiety and should attempt to foster a sense of hope within the person.  Fourth, mental health professionals can examine past coping attempts that the individual utilized in an effort to manage the effects of the traumatic event.  During this time, it is extremely helpful to draw upon the person’s strengths and the available community resources that exist to assist him or her with coping.  Lastly, the clinician can work with the person to identify and generate alternative coping strategies.  Sessions could be devoted to rehearsing those strategies with which the person feels most comfortable.  Once a commitment is obtained from the person, the strategy can be implemented.  


In addition to the above mentioned components, traditional crisis intervention models outline four specific guidelines for clinicians to follow when working with an individual who was affected by trauma and is at risk for developing Post-Traumatic Stress Disorder (Sanderson, 2002).  First, as previously mentioned, psychoeducation is an essential factor of helping those who experienced a traumatic event as it enables people to understand what reactions to expect and why certain treatments are warranted.  Second, it is important for the clinician to elicit details about the event and what thoughts and feelings the person experienced at the time of the trauma.  Next, the clinician should engage the person in a discussion about the worst aspect of the event.  Validation of feelings is crucial at this time.  Lastly, the clinician can inquire about the person’s cognitive, affective, and behavioral reactions since the event, while exerting extra effort to normalize his or her responses.  Time should be spent on developing a plan that will enable the person to, once again, establish and adhere to a normal, daily routine.  

The FEMA Model:

Many models of trauma intervention draw upon the aforementioned principles.  For example, the Federal Emergency Management Agency (FEMA), which was utilized by Project Phoenix to provide support services to New Jersey residents affected by the terrorist attacks on September 11, 2001, has developed a model of crisis counseling as a response to natural disasters, terrorism, and other types of traumatic events.  The FEMA model focuses on educating the individuals affected by the trauma in order to help them understand the impact of the event and the nature of their reactions (Crimando, 2002).  A large component of this effort is based on normalizing individuals’ responses and validating their reactions.  Clinicians who implement the FEMA model of crisis counseling also explore with the individual other stressful life events that he or she has experienced and the type of coping strategies that he or she employed at the time (Crimando, 2002).  It is important to inquire about specific methods of coping that were utilized during a previously stressful event as these techniques, if adaptive, may be useful in ameliorating the person’s current life circumstance.  

In addition, the FEMA model attempts to offer practical assistance to individuals affected by trauma (Crimando, 2002).  Therefore, clinicians are encouraged to avoid complex, psychological theories of personality that emphasize psychopathology or need for long-term psychotherapy.  In other words, the goal is not for inherent personality or characterological change.  Instead, clinicians are advised to refer individuals for traditional, longer-term mental health services if they suspect the presence of a mental disorder or more chronic problem developing (Crimando, 2002).  As a result, although the FEMA model of crisis counseling is not a form of traditional therapy, its effects are intended to be therapeutic.  In fact, it has been equated with “psychological first aid” (Crimando, 2002).  This exemplifies one of the main tenets of the FEMA model:  longer-term mental health problems can be prevented if clinicians can assist individuals affected by trauma to return to their pre-trauma level of functioning quickly and safely (Crimando, 2002).  This can be facilitated by creating a safe atmosphere for the person during counseling sessions, highlighting and utilizing his or her strengths, and validating his or her reaction to the trauma.  In doing so, the clinician assists the individual with understanding his or her most pressing needs and developing adaptive coping strategies designed to target those needs.  These techniques will collectively enable the clinician to accomplish the main goal of the FEMA crisis counseling model:  empowering individuals affected by trauma in order to counter their feelings of helplessness, fear, and despair that could otherwise lead to dependency (Crimando, 2002).  

Differences between Traditional and Non-Traditional Services:
Models of crisis counseling, such as the one utilized by the Federal Emergency Management Agency, differ greatly from traditional mental health services in a variety of ways.  First, traditional services are typically provided in an office, while crisis counseling programs tend to be home- and/or community-based (Crimando, 2002).  Clinicians who provide crisis counseling often visit survivors of a traumatic event in their natural settings, such as their homes, schools, place of employment, place of worship, or community or senior center.  Occasionally, sessions may occur in a disaster recovery center or an emergency response facility.  Second, traditional mental health services focus on diagnosis and treatment strategies as opposed to the adaptation of coping skills, which become the basis of crisis counseling sessions (Crimando, 2002).  Providers of traditional mental health services often attempt to classify a person’s presenting symptoms into one or more disorders based upon his or her categorical or continuum conceptualization of mental illness.  Traditional providers typically believe that the person’s symptoms impact his or her personality, and they attempt to examine how the individual’s level of functioning is affected.  These types of diagnostic procedures are often conducted in conjunction with the Diagnostic and Statistical Manual of Mental Disorders—4th Edition (DSM-IV) and/or standardized batteries of psychological testing and assessment instruments (U.S. Department of Health & Human Services, 2000).  On the other hand, crisis counseling programs do not maintain any notion of mental illness, but instead employ interventions with the intent of restoring a person’s functioning and preventing longer-term mental health problems.  

In addition, providers of traditional mental health services tend to explore the content of what the individual is reporting, while crisis counselors more often accept the content at face value (Crimando, 2002).  Many times, clinicians who employ traditional services explore the person’s self-report in an effort to ascertain the underlying meaning of his or her symptoms or to uncover what the person is not saying.  In contrast, crisis counselors encourage the person to share his or her experience related to the traumatic event and essentially accept his or her account without further probing of unfeigned agendas.  After actively listening, the crisis counselor then validates and normalizes the individual’s reactions to the recent or present traumatic event and does not attempt to foster insight into how the person’s past may be influencing his or her present situation as the provider of traditional services might do (U.S. Department of Health & Human Services, 2000).  As previously stated, the main focus of crisis counseling programs is psychoeducation in order to foster empowerment, whereas traditional mental health services center on psychotherapy with the intent of bringing about personality change (Crimando, 2002).  Individuals affected by trauma have typically experienced a significant amount of change and are generally more in need of returning to their pre-trauma, baseline level of functioning.  As stated on the website of the U.S. Department of Health & Human Services (2000), “A key tenet of the program is the assumption that the vast majority of disaster survivors, given support and adequate information, are capable of appropriately representing themselves and resolving their own difficulties” (p. 4).  This strengths-based, competence-driven perspective of individuals affected by trauma is in sharp contrast to the focus on mental illness that often dictates the professional work of traditional mental health providers.  The type of services offered by crisis counseling programs and other disaster mental health interventions is often more practical and innovative as it attempts to assist individuals with bolstering the coping skills needed to manage the trauma (New York State Office of Mental Health, 2001).  

Multisystemic Interventions & Community Outreach Considerations:


As noted above, individuals affected by trauma often reject the idea that they are in need of mental health services.  They may be overwhelmed by the numerous and time-consuming responsibilities and demands that they now have to face or may be afraid of being stigmatized if they use traditional mental health services.  These factors may motivate an individual to reject assistance or may prevent him or her from seeking mental health services.  As a result, it is imperative that clinicians adopt an active outreach and case-finding approach in order to identify individuals affected by trauma who may need additional mental health support (New York State Office of Mental Health, 2001).  In addition, many individuals affected by a traumatic event will not actively seek traditional mental health services because of the labels that are often used.  Therefore, it is helpful to avoid the use of such terms as “therapy,” “counseling,” “dysfunction,” “neurotic,” “psychotic,” “psychological,” or “psychiatric,” which connote the presence of mental health disorders (New York State Office of Mental Health, 2001).  Instead, it is preferable to underscore offers of “support,” “assistance,” or “opportunity to talk” (New York State Office of Mental Health, 2001).  Similarly, clinicians may be better able to address the individuals’ reluctance if they do not refer to themselves as “mental health professionals,” “psychologists,” or “psychiatrists,” which tend to highlight an individual’s pathology (New York State Office of Mental Health, 2001).  More general terms such as “crisis counselor,” “clinician,” or “human service worker” are preferable (New York State Office of Mental Health, 2001).  Overall, the importance of clinicians adopting an active outreach and case-finding approach in communities affected by trauma cannot be overestimated.  

Traumatic events undoubtedly affect multiple levels of a community.  These far-reaching effects can best be understood by using Bronfenbrenner’s (1979) model highlighting ecological levels of analysis.  Urie Bronfenbrenner, a leading developmental researcher, formulated an ecological approach to help psychologists understand how individuals and their environments affect each other in reciprocal manners (Berger, 1998).  The ecological approach, diagrammatically illustrated by concentric circles, is comprised of various levels that provide information about how individuals and their social contexts are interdependent.  For example, the innermost level consists of individuals, which is enveloped by the microsystem level.  The microsystem includes those interpersonal environments that immediately surround and shape the individual, such as the family, peer group, and school groups (Dalton, Elias, & Wandersman, 2001).  The focus is on the individual’s relationship to his or her environment.  During the planning and implementation of interventions, it should be noted that the family has been identified as the most important source of support and resiliency for an individual and, whenever possible, should be included in intervention efforts (New York State Office of Mental Health, 2001).  The microsystem is enclosed by the organizational level, which is composed of sets of microsystems, such as schools, workplaces, and neighborhood organizations (Dalton, Elias, & Wandersman, 2001).  The next encapsulating unit is the locality level, which consists of geographical areas including neighborhoods, cities, towns, and counties (Dalton, Elias, & Wandersman, 2001).  Lastly, surrounding all of these levels is the macrosystem, which includes the primary cultural values, political philosophies, societal customs, and population conditions of the overarching environment (Dalton, Elias, & Wandersman, 2001).  The overall climate of societies, nations, government and economic institutions, populations, and the media is represented at this level.  This type of widespread, multi-level analysis of how a particular phenomenon, such as a traumatic event, affects a specific community can assist providers with identifying precise needs of the community and designing practical interventions that can be implemented to address the presenting issues.  

Other researchers (e.g., Boyd-Franklin, 1989; Boyd-Franklin & Bry, 2000; Henggeler, 1994) have drawn upon Bronfenbrenner’s work during their studies on multisystemic therapy.  First, multisystemic therapy was developed in the late 1970s with the main goal of empowering parents to develop and utilize the skills necessary to address the many complex problems that their children and adolescents were experiencing (Multisystemic Therapy Services, 1998).  In other words, positive change occurs from influencing the young person’s natural environment.  As Henggeler (1994) notes, “A fundamental belief underlying the model is that the most ethical and ultimately effective way to ‘save’ youth is by ‘saving’ families…” (p. 16).  Children and adolescents often require a continued sense of stability and security within their family after a traumatic event, particularly the death of a parent (Raphael, Minkov, & Dobson, 2001).  As a result, interventions that involve the young person’s family system are essential in order to improve his or her well-being following a traumatic event.   

Originally, multisystemic therapy was geared toward violent juvenile offenders who were chronically abusing substances and engaging in serious antisocial behaviors.  However, the main tenet of multisystemic therapy, which views individuals from a social-ecological perspective that emphasizes the reciprocal, interdependent relationships between people and their environments (e.g., family, peer, school, and community factors), has been useful in allowing clinicians to formulate assessment and intervention strategies to improve overall family functioning (Multisystemic Therapy Services, 1998).  Assessments typically examine how the particular difficulties of the family are multi-determined and how the main problem conceptually “fits” with the multiple systems of the person’s environment (Henggeler, 1994).  No formal or traditional psychological testing is employed.  

Intervention strategies are developmentally appropriate and include pragmatic principles from family systems theories and cognitive behavioral models.  Interventions target the multiple, ecological levels that comprise a young person’s life in an effort to establish a collaborative relationship with all systems involved (Multisystemic Therapy Services, 1998).  As noted by DeWolfe (2002), “Each element of the child’s world—family, school, close friends, pets, and social clubs, are important in the recovery process” (p. 35).  For example, family interventions may include increasing parental monitoring and encouraging the expression of feelings, while peer interventions may attempt to minimize one’s association with deviant peers or to resume developmentally appropriate activities.  Clinicians can also attempt to foster increased communication between the family and school officials and to enlist the support of the school especially if a decline in academic performance occurs.  Schools can assume either a reactive or proactive position:  they can assist the student with his or her initial reactions to the trauma, or they can incorporate psychoeducation about trauma, grief, and appropriate coping strategies into their curricula in order to increase the student’s understanding of the events that transpired (Holland, 2001).  Schools form a vital component of an adolescent’s daily network, and they have an obligation to nurture the emotional well-being of their students.  As such, they should be utilized during multisystemic interventions as an additional source of support for adolescents affected by trauma.  

Furthermore, involvement may be encouraged with community organizations, religious establishments, or support groups, such as disaster recovery or bereavement groups, as a way of preventing isolation and building new relationships (New York State Office of Mental Health, 2001).  A sense of cohesion tends to develop during such groups as participants often feel a unique type of connection with those who have experienced a similar type of circumstance.  Both emotional support and more practical information are typically shared during such groups.  As noted above, clinicians can intervene at multiple ecological levels or just one or two that are most pertinent to the present situation; in other words, interventions may not be necessary at all levels (Boyd-Franklin, 1989).  

Interventions are typically circular in nature and can be conceptualized as existing on two axes that may be repeated throughout the course of treatment (Boyd-Franklin, 1989).  For example, the first axis consists of the traditional approaches to initiating therapeutic contact, including joining, engaging, gathering information, assessing, and family restructuring, while the second axis represents interventions on a more multisystemic level (e.g., family subsystems, peers, schools, and community establishments) (Boyd-Franklin, 1989).  A clinician may return to each of these processes at various times throughout the course of treatment.  In addition, interventions attempt to draw upon the strengths of the adolescent and his or her family and identify them as the main facilitators of change (Multisystemic Therapy Services, 1998).  All services follow a home- or community-based model of delivery following an extensive period of outreach, and barriers to accessing such services are identified and removed.  This is based primarily on findings that suggest traditional, office-based models of therapy for adolescents are minimally effective and that adolescents and their families often require outreach as a way of becoming engaged in services (Henggeler, 1994).  Lastly, cultural characteristics of the individual, family, and natural environment are also considered.  As Boyd-Franklin and Bry (2000) note, “Each intervention must be tailored to and sensitive to the cultural realities of the family” (p. 7).  For example, inquiring about the types of cultural or religious rituals that a particular family practices (e.g., participating in a memorial service or funeral) can be enormously helpful as such information can guide a clinician to identifying additional sources of support and comfort for certain family members (Worden, 1996).  By collaborating with all diverse members of multiple systems (i.e., adolescents, parents, peers, and school & community leaders), a culturally sensitive environment will ensue that will reflect the perspectives of all those involved.  

Similar to the model of intervention and crisis counseling used by the Federal Emergency Management Agency (FEMA), multisystemic interventions vary distinctly from traditional therapy.  First, the location of treatment is quite different.  Traditional mental health services typically occur in the provider’s office, while multisytemic interventions and crisis counseling are often employed in homes, schools, or community centers (Henggeler, 1994; U.S. Department of Health & Human Services, 2000).  Second, traditional services focus on pathology and utilize the Diagnostic & Statistical Manual of Mental Disorders (DSM) to guide assessments and treatments.  However, crisis counselors and those who employ multisystemic interventions strive to identify the strengths of the individual and what resources he or she has to adapt his or her existing coping skills (U.S. Department of Health & Human Services, 2000).  Such clinicians attempt to normalize a person’s reactions to his or her experiences and to validate their appropriateness.  Third, the treatment modality differs greatly between traditional mental health services and multisystemic interventions and crisis counseling (Henggeler, 1994; U.S. Department of Health & Human Services, 2000).  Traditional services often include individual, group, or family psychotherapy with the possibility of adjunctive medication.  This type of traditional psychotherapy attempts to alter personality functioning through the fostering of insight or examination of the association among one’s thoughts, feelings, or behaviors.  On the other hand, more non-traditional techniques (e.g., multisystemic interventions or crisis counseling) encompass a combination of individual, group, and family meetings depending on the nature of the presenting difficulty (Henggeler, 1994).  As mentioned above, these meetings typically occur in the home, school, or community.  Such modalities tend to incorporate more psychoeducation and some case management in an effort to restore the individual to his or her pre-trauma level of functioning (U.S. Department of Health & Human Services, 2000).  As such, multisystemic interventions and crisis counseling tend to be more short-term than traditional mental health services (Henggeler, 1994).  

Lastly, providers of traditional services vary greatly from those who offer multisystemic interventions or crisis counseling.  More specifically, traditional providers tend to specialize in a particular area and often work independently unless they are based in an inpatient setting with providers from other disciplines (e.g., psychiatrists, nurses, and other medical personnel).  On the other hand, non-traditional providers, such as those who draw upon the FEMA model or work from a multisystemic perspective, are usually generalists in that they actively seek opinions from other professionals and incorporate the outcome of their consultations into a comprehensive course of treatment (Henggeler, 1994).  In addition, the U.S. Department of Health & Human Services (2000) has identified several characteristics that professionals who treat individuals affected by trauma need to possess.  For example, such professionals need to adopt a different means of conceptualizing the services that they provide and the individuals with whom they work (U.S. Department of Health & Human Services, 2000).  As mentioned above, emphasis cannot be given to traditional diagnoses, treatment settings, or terminology that implies rigid roles and boundaries.   Instead, the clinician needs to incorporate the non-traditional interventions into his or her traditional training paradigm that most often includes tenets from psychoanalysis, cognitive-behavioral theories, and family systems models (U.S. Department of Health & Human Services, 2000).  Furthermore, clinicians who employ these types of interventions need to feel comfortable enlisting the support of and collaborating with other treatment providers involved with the individual’s care (U.S. Department of Health & Human Services, 2000).  

These types of multisystemic interventions will ensure that the individual receives comprehensive support from trained professionals associated with a variety of disciplines.  Ideally, clinicians, especially those who work with adolescents, will aim to empower both the adolescent and his or her parents to adopt a multisystemic perspective and to advocate for themselves that they receive the most comprehensive set of services available.  As Boyd-Franklin and Bry (2000) note, “…the most effective parenting interventions for parents of adolescents (those that have been documented to reduce school and behavior problems) seem to be multisystemic—aimed at influencing more than one aspect of adolescents’ social setting” (p. 197). 

Effectiveness of Treatments:


Much empirical support has been found for the use of various treatments with adults who have been affected by trauma.  In contrast, to date, limited empirical findings exist about the effectiveness of treatments with adolescents.  Nonetheless, certain outcomes have emerged.  More specifically, cognitive behavioral therapy has been shown to be particularly effective in treating adolescents exposed to a traumatic event (Fletcher, 2007; Compton, March, Brent, Albano, Weersing, & Curry, 2004; and March, Amaya-Jackson, Murray, & Schulte, 1998).  Although cognitive-behavioral therapy has been shown to be effective, the exact components of the treatment that are essential have not yet been clarified.  In some situations, group treatments are preferable, especially if the trauma was a community-wide event and if a goal is to decrease the sense of isolation among the adolescents, but only minimal evidence exists regarding the effectiveness of group treatments (Fletcher, 2007 and Kruczek, Salsman, & Vitanza, 2005).  

Alternative Models for Therapy with Hard-To-Reach Adolescents

Various types of models abound that illustrate additional methods for positively influencing an adolescent’s life.  Such models are commonly utilized for adolescents affected by trauma, including those who have been abused, neglected, impoverished, or faced with grief following the death of a loved one.  One such model has been created by Big Brothers Big Sisters of America.  This organization, which developed as a community-based program in 1904, strives to establish mentoring relationships between their volunteers and the children and adolescents whom they serve.  The program targets youth between the ages of 5 and 18 who reside predominantly in a single-parent home or unsafe environment and who agree to meet with their mentor approximately two or four times per month for at least a one-year duration.  Both the youth and the potential volunteers undergo a rigorous screening process.  If accepted, volunteers then receive training and continued supervision to ensure that they are best meeting the needs of the youth to whom they have been matched.  Proponents of Big Brothers Big Sisters programs believe that children and adolescents will not have the opportunity to appropriately develop and positively influence the society in which they live without the support and guidance of a mentor.  More specifically, this model has been effective with improving academic performance and increasing school attendance, promoting positive familial and peer relationships, encouraging a young person’s positive self-concept, and diminishing the risk of juvenile delinquency or antisocial behavior, including substance use (Tierney, Grossman, & Resch, 1995).  The mentors do not provide any type of therapy or clinical interventions, but rather focus more on social interventions.  Generally, mentors develop a high-quality, caring relationship with the at-risk youth as a way of protecting him or her from deviant influences and preventing problematic behaviors.  Overall, the Big Brothers Big Sisters model empowers young individuals affected by discouraging experiences to develop prosocial skills by drawing upon and enhancing their pre-existing strengths.  
Concluding Comments:


Children and adolescents are no less susceptible to the damaging effects of trauma than are adults.  These effects can manifest in a multitude of cognitive, affective, behavioral, or physical reactions.  Fortunately, a variety of interventions are available to assist youth with coping with trauma.  Whether formal traditional or nontraditional interventions are implemented, informal strategies can be applied.  These interventions can foster resilience in children and adolescents by allowing them to integrate the trauma into their lives.  Examples include (1) providing an opportunity for young people to express their thoughts and feelings regarding the trauma; (2) encouraging the formation of a new routine; (3) promoting social activities; (4) encouraging healthy habits while discouraging unhealthy ones; (5) recommending involvement in voluntarism or prosocial activities; (6) promoting family time and connections between youth and adults; and (7) educating youth about common reactions to trauma and how to appropriately manage them (American Psychological Association, 2007).  Primary caretakers of youth exposed to trauma should also be encouraged to maintain their emotional and physical well-being (American Psychological Association, 2007).  


As with any clinical work undertaken with children and adolescents, the vast majority of time should consist of establishing rapport and building a sound therapeutic and, perhaps, mentoring relationship.  The importance of ensuring the formation of this type of relationship cannot be underscored, especially with a population that is typically so resistant to therapeutic interventions.  A clinician’s interpersonal style and manner of engaging and maintaining the youth in treatment is paramount.  It is also markedly beneficial to enlist the support of key figures from the youth’s primary multisystemic levels.  However, even with this extra level of support, working with young people affected by trauma can be quite demanding and physically and emotionally draining.  Therefore, it is essential that clinicians consult regularly with their colleagues and/or supervisors to ensure their own well-being and to avoid vicarious traumatization, compassion fatigue, or burnout.  

The forensic evaluator should bear in mind that adolescents’ reactions to trauma may differ from adults in some ways.  Certainly both adolescents and adults can have classic symptoms of PTSD.  But adolescents, because of their incomplete maturation, may show symptoms not typically associated with classic PTSD.  For example, adolescents are acutely sensitive to peers’ perceptions.  After trauma, an adolescent’s sense of interpersonal security may be damaged, leading the adolescent to feel rejected by and hypersensitive to his or her peers.  The adolescent may well feel stigmatized and different from peers.  Loneliness is a common secondary reaction among adolescents to trauma.  Some adolescents may feel a sense of powerlessness and betrayal after trauma, seeing the world as no longer a setting in which they can feel secure.  The forensic evaluator should be alert to the idiosyncratic reactions that adolescents may experience subsequent to trauma.
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