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Practice Parameter on Disaster Preparedness
Betty Pfefferbaum, M.D., J.D., Jon A. Shaw, M.D., and the American Academy of
Child and Adolescent Psychiatry (AACAP) Committee on Quality Issues (CQI)
This Practice Parameter identiﬁes best approaches to the assessment and management of
children and adolescents across all phases of a disaster. Delivered within a disaster system of
care, many interventions are appropriate for implementation in the weeks and months after a
disaster. These include psychological ﬁrst aid, family outreach, psychoeducation, social support, screening, and anxiety reduction techniques. The clinician should assess and monitor risk
and protective factors across all phases of a disaster. Schools are a natural site for conducting
assessments and delivering services to children. Multimodal approaches using social support,
psychoeducation, and cognitive behavioral techniques have the strongest evidence base. Psychopharmacologic interventions are not generally used but may be necessary as an adjunct to
other interventions for children with severe reactions or coexisting psychiatric conditions. J.
Am. Acad. Child Adolesc. Psychiatry, 2013;52(11):1224–1238. Key Words: child and
adolescent, disaster, disaster system of care, psychological ﬁrst aid, resilience

A

disaster is “a severe disruption, ecological
and psychosocial, which greatly exceeds
the coping capacity of the affected community.”1 This Practice Parameter describes prevention, assessment, and intervention strategies
to meet the emotional needs of children and
families affected by disasters. Disasters are
circumscribed in time and place, with a subsequent cascade of secondary stressors and adversities occurring in the aftermath. Psychological
sequelae occur across a timeline generally
conceptualized as pre-impact, impact, and postimpact phases.2 The pre-impact phase provides
opportunities to prepare, organize, and train
mental health personnel; to work with community leaders to identify the needs of children and
their families; and to evolve strategies for rapid
and effective intervention. The impact phase
occurs when the force of the disaster creates
the maximum likelihood of bodily injury and
death. The post-impact phase spans the period
from the immediate aftermath, when rescue and
recovery efforts predominate and when early interventions such as psychological ﬁrst aid are
administered, through an intermediate phase and
the subsequent long-term recovery period, when

This article can be used to obtain continuing medical
education (CME) at www.jaacap.org.

more intensive psychosocial interventions are
delivered.
Because providing disaster mental health services requires special expertise and unique approaches, this Practice Parameter is designed to
guide mental health clinicians working in the
context of disasters. The Practice Parameter
covers various disaster mental health practices,
including “psychological ﬁrst aid” and other
early interventions; interventions used in the intermediate aftermath; assessment of psychological morbidities and risk and protective factors;
subsequent treatments using multimodal, individual, family, and group approaches; and the
use of psychoactive medications. It assumes familiarity with normal child development and the
principles of child psychiatric diagnosis and
treatment. Unless otherwise noted, the term child
refers to children and adolescents and parent
refers to the child’s primary caregiver, regardless
of whether that is a biological or adoptive parent
or legal guardian.

METHODOLOGY
The literature search was conducted in November 2009 using PubMed, MEDLINE, PsycINFO, EBM Reviews (evidence-based medicine),
EMBASE (biomedical and pharmacologic), ERIC
(education), and Social Work Abstracts. The
search in MEDLINE and PsycINFO combined the
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following search terms: “child” OR “adolescen*”
OR “teen” OR “youth” AND “disaster,” yielding
1,926 results, which totaled 1,766 when duplicates were removed and 1,631 when the search
was limited to the English language. These results
were then limited to “humans,” “all child (0–18
years),” “review articles,” “treatment,” and “prevention,” yielding 320 results. When limited to
“core clinical journals,” 220 results were produced. This search was repeated in the EBM
Reviews (evidence-based medicine database)
and EMBASE (biomedical and pharmacologic
database), resulting in 118 articles, and in ERIC
(education), yielding 122 results. In Social Work
Abstracts, the subject term “disaster” was
limited to child and adolescent populations,
yielding 31 results.
The PubMed database was searched independently to make full use of the MeSH term database. In PubMed, MeSH terms were used to
narrow the search results. The MeSH term
“disaster” was used, and those results were
limited to “children 0–18 years,” “human,” and
“English,” yielding 6,101 results. When these
were limited to “randomized controlled trials”
or “meta-analyses,” 131 results were found.
Continuing in PubMed, a search using the MeSH
term “terrorism” yielded 653 results when limited
to “all children (0–18).” When these results were
limited to “English,” “meta-analyses,” “randomized controlled trials,” and “reviews and practice
guidelines,” 89 results were identiﬁed.
The PsycINFO database also was searched
independently to take advantage of the unique
subject headings used in this database. In PsycINFO, the “disaster” subject heading was combined with the subject heading of “treatment,”
which yielded 77 results. When these were limited
to children and adolescents, 18 results were
returned. “Disaster” was combined with “mental
health” and limited to children and adolescents,
yielding 20 results. The subject headings “posttraumatic stress disorder” (PTSD) and “treatment” were combined and yielded 78 results using
the same limits. A search of the subject headings
“grief” and “treatment outcomes” yielded 53
results, and 7 results when limited to children and
adolescents. The subject headings “posttraumatic
stress disorder” and “drug therapy” yielded 58
results when limited to the child and adolescent
population. Similar processes were used to review
entries in the other databases. The MeSH term
database in PubMed and the Subject Heading
search in PsycINFO were searched to generate

any new subject headings that had not been
used previously.
In January 2013, an updated search using
the same databases was conducted to identify
materials published since November 2009. This
search yielded an additional 63 publications.
Abstracts identiﬁed in the searches were
reviewed to select material for potential inclusion
in the parameter. Throughout the search process,
the reference sections of review articles3-7 were
examined to ﬁnd any additional articles that were
not generated in the search. In addition, studies of
child disaster interventions described in refereed
peer-reviewed journals were examined.
Reports and studies were included if they
described interventions and contained sufﬁcient
information to ascertain their appropriateness for
use with child disaster populations. Some interventions developed for nondisaster situations
were included based on their current and potential application in the disaster context.

BACKGROUND
Children may experience a spectrum of psychological effects across the disaster timeline. Their
reactions vary from normal stress reactions to
manifest psychiatric disorders. In a national survey conducted 3 to 5 days after the September 11,
2001, terrorist attacks, 35% of parents nationwide
reported that their children had at least 1 posttraumatic stress symptom.8 A survey of a random
sample of more than 8,000 New York City children in grades 4 through 12 6 months after the
September 11 attacks showed that 28.6% of the
children had at least 1 anxiety/depressive disorder.9 The degree of exposure, measured by direct
and/or indirect experiences, correlated directly
with the prevalence for probable anxiety/
depressive disorders.9 Twenty-seven months
after the September 11 attacks, the most common
emotional reactions in children accessing federally funded services were sadness, tearfulness,
anger, irritability, sleep disturbance, and intrusive thoughts and images.10 Younger children
(6–11 years) were more likely to present with
anxiety, problems concentrating, social isolation,
and withdrawal, whereas older children (12–17
years) were more likely to exhibit numbing,
avoidance reactions, and substance abuse.10
Eighteen to 27 months after Hurricane Katrina,
14.9% of children and adolescents representing
families in the disaster area deﬁned by the Federal Emergency Management Agency (FEMA) or
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families applying for assistance from the American
Red Cross (ARC) had a serious emotional disturbance, with 9.3% estimated to have serious
emotional disturbance directly attributable to the
hurricane.11 This compares to prevalence estimates
of serious emotional disturbance at 4% to 7% in
studies of communities across the country.12 The
greatest risk for long-term psychiatric impairment
in the Hurricane Katrina study was in youth who
were exposed to hurricane stressors (experiences
that involved serious risk of death, death of a family
member or close friend, victimization resulting
from lawlessness after the storm, victimization of a
loved one, physical illness or injury caused or
exacerbated by the storm, physical adversity,
psychological adversity, major property loss, income loss, and ongoing difﬁculties associated with
housing), those with a family history of psychopathology, and those with lower family income.11 See
the American Academy of Child and Adolescent
Psychiatry (AACAP) Practice Parameter for the
Psychiatric Assessment and Management of Physically Ill Children and Adolescents13 for additional
insight into potential emotional reactions to the
stressors of physical illness.
An understanding of children’s disaster reactions requires an appreciation of the complex
systems within which the child dwells, including the family, school, and community, and a
host of mediating factors. These include trauma
exposure (e.g., intensity, duration, physical
proximity, injury, relationship to victims and
survivors, exposure to media coverage); individual protective factors (e.g., adaptive coping
and problem-solving skills, resilience, positive
emotions, neurobiological integrity); family protective factors (e.g., positive parent–child relationships, parental harmony, positive family
environment); and community factors (e.g., secondary stressors, traumatic reminders, social
support, extended family, valued school and
religious afﬁliations).2
Disaster System of Care
The disaster system of care is built on existing
systems. It includes a public health component,
which emphasizes resilience and focuses on identiﬁcation of those in need of services, and a clinical
component, which is designed to treat posttraumatic stress or maladaptive emotional and
behavioral responses that result from the disaster
and secondary adversities.14,15 Mental and behavioral health considerations should be integrated
into public health, medical, and pediatric disaster

management.16-18 Ideally, initial disaster services
are provided within a hierarchical incident command structure established by local, state, and
federal governments. During the impact and immediate post-impact phases of a disaster, interventions may be provided in emergency shelters,
family assistance centers, medical and pediatric
health care settings, schools, and communitybased programs. In the intermediate and longerterm phases of response and recovery, systems of
care may extend to primary health care settings,
schools and preschools, daycare settings, youth
centers, faith-based institutions, and volunteer
organizations.
The Federal Response: Crisis Counseling Assistance
and Training Program
State and local governments have primary responsibility for disaster management, but the
FEMA has authorized the Substance Abuse
and Mental Health Services Administration
(SAMHSA) to provide mental health funding to
states experiencing a major disaster that overwhelms state and local resources. These monies
fund SAMHSA’s Crisis Counseling Assistance
and Training Program (CCP) which supports
adult and child needs assessment, individual and
group crisis counseling, public education, and
referral. The CCP does not supplant existing
services. Services are strengths based, outreach
oriented, and delivered in nontraditional settings.
The CCP also funds training and education
for mental health professionals and paraprofessionals and community partners.19
Volunteers, the American Red Cross, and Volunteer
Organizations
Volunteers make vital contributions to disaster
services especially during the immediate postimpact period when they participate in both spontaneous and organized activities.20 The ARC, an
independent, privately-funded, humanitarian organization, is congressionally-mandated to provide
disaster services. The ARC recruits, trains, and
mobilizes volunteers, including mental health
professionals.21 The Medical Reserve Corps,
sponsored by the Ofﬁce of the United States
Surgeon General, is a national network of locally
organized and directed units that coordinate
volunteer health professionals (e.g., physicians,
nurses, pharmacists, psychologists, epidemiologists) and others (e.g., chaplains, interpreters,
legal advisors, ofﬁce workers) who donate time
and expertise to prepare for and respond to

JOURNAL
1226

www.jaacap.org

OF THE

AMERICAN ACADEMY OF C HILD & ADOLESCENT PSYCHIATRY
VOLUME 52 NUMBER 11 NOVEMBER 2013

AACAP OFFICIAL ACTION

emergencies by supplementing existing local
emergency and public health resources.22

maintaining and restoring supportive services
and care environments.

The Media
The media is vitally important in risk communication to prepare and inform the community
of issues that can affect response and recovery
(e.g., evacuation routes, location of shelters,
ongoing recovery efforts, water pollution, medical
services, support services). Those who provide
media risk communication must know their
audience, establish a sense of trust, and build
credibility. This requires accepting the public as
an equal partner, being sensitive to public concerns, providing accurate information, using
credible sources, and being open to new information. It is helpful to remain calm and neutral; to
accept limitations in knowledge; to address issues
rather than engage in debate; to be focused, brief,
and succinct; and to avoid unnecessary abstractions, jargon, and negative commentary. It is
better to emphasize goals than to make promises
that lead to disappointments and accusations.23

The Role of Mental Health Clinicians
Mental health clinicians invariably will be
involved in the aftermath of disasters and thus it
is imperative that they participate in training
offered by organizations such as the ARC and
Medical Reserve Corps and, wherever possible,
participate in local medical, psychiatric, and civil
emergency preparedness and planning efforts.
This should be followed by just-in-time training
as clinicians deploy for a speciﬁc assignment.24
Depending on their expertise and experience,
child and adolescent specialists can serve as child
advocates, child development experts, clinicians,
community consultants, educators, and systems
specialists. They have the skills to triage survivors, deliver psychotherapeutic and psychosocial
interventions, and engage parents and families to
facilitate healthy recovery. Child and adolescent
psychiatrists may prescribe psychoactive agents
if needed. Some child professionals may have
the skills to assist in coordinating services
among local, state, and federal programs and to
assist community leaders in decision making
regarding services needed for children at various
ages. When consulted, child specialists can help
the media shape effective messages for parents
and children.
It is the responsibility of all mental health
professionals who provide care during disasters
to recognize their own capabilities, personal and
professional limitations, and resources. Those
who provide care are vulnerable to psychological
stress and may, out of a sense of dedication,
exhaust themselves in an effort to assist those
in critical need. Disaster providers must learn
self-monitoring behaviors and anxiety reducing
techniques; plan for appropriate sleep, rest, and
recuperation intervals; and maintain interpersonal, family, and social supports. Professionals
new to the ﬁeld should seek consultation with
experienced disaster providers.24

Serving Children With Special Needs
The nature of disaster interventions requires
recognition of children with special needs who
are at risk for adverse outcomes.2 Special-needs
children include those exposed to maltreatment
or poverty; children from minority backgrounds;
refugee and immigrant children; children from
families with limited language proﬁciency; children residing in foster care homes, halfway
houses, shelters for domestic violence, and youth
hostels; homeless and runaway children; children
conﬁned to juvenile detention centers; and children with medical illnesses, developmental disabilities, mobility challenges, and psychiatric
disorders. Disasters can undermine the systems
of safety that are in place to protect children,
leaving them vulnerable to secondary stressors
associated with violence, abuse, and opportunistic crimes.
Some children with identiﬁed special needs
may be receiving ongoing psychosocial services
before a disaster. As part of preparedness activities, community and mental health leaders
should promote contingency planning for continuity of care and resource provision in anticipation of a disaster. This requires an accurate
assessment of the child’s and the family’s needs,
coping capacity and resilience, cultural and language competency, and available support services. Subsequent to a disaster, the focus is on

PRINCIPLES
Principle 1. Clinicians should use the principles
of psychological ﬁrst aid, the primary intervention used during the impact, and the
immediate post-impact phase of a disaster.
Psychological ﬁrst aid is a component of the
public health, mental health, medical, and emergency response systems, which recognizes that
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the foremost concerns during the impact phase
and in the immediate aftermath of a disaster are
safety, security, and triage.25 Psychological ﬁrst
aid can be administered by nonclinicians to
address emotional stress until professional intervention is available.26 Psychological ﬁrst aid
should be ethnically, culturally, and developmentally appropriate to individual needs, striving to foster resilience and the natural impetus for
recovery.
Psychological ﬁrst aid focuses on basic physical and psychological needs by decreasing
physiological arousal; offering and mobilizing
support and psychosocial assistance; providing
accurate and timely information about disaster
reactions and available resources; and conducting
ongoing assessments of functional status, triage,
and referral.27 Intrinsic to psychological ﬁrst
aid are elements of crisis intervention that foster
the titrated expression of the child’s experience
verbally or symbolically, restore the child’s psychological equilibrium, normalize activities, and
encourage the child’s attempts to obtain help
from others when needed.28 Children should not
be encouraged to talk about or relive the event
unless they are comfortable doing so.
A major component of early intervention and
psychological ﬁrst aid is triage. Some individuals
will need behavioral assessment at the initial
disaster triage site or victim reception area. The
task is to screen, assess, and move survivors
along a behavioral treatment timeline expeditiously, identifying those needing services, such
as crisis intervention, psychopharmacological
support, and/or referral for further assessment,
and more intensive behavioral management. A
computerized rapid triage model, PsySTART,
uses risk data to link children to a continuum of
interventions through various emergency medical services; public health, mental health, and
specialized disaster programs; and disaster relief
agencies.16,29
Available Psychological First Aid
Intervention/Materials
The National Child Traumatic Stress Network
(NCTSN) and National Center for PTSD developed a modular approach to psychological ﬁrst
aid for use by mental health responders in diverse
settings under diverse conditions.30,31 The ARC,32
the International Federation of Red Cross and
Red Crescent Societies,33 and other groups34,35
have published materials on psychological ﬁrst
aid. One model, “Listen, Protect, and Connect,”

provides guidance to parents, teachers, and others
in implementing psychological ﬁrst aid.34,35
Although psychological ﬁrst aid is informed
by evidence, empirical studies are needed to
establish the efﬁcacy and effectiveness of these
interventions. Preliminary evaluation of the
NCTSN and National Center for PTSD Psychological First Aid showed that it was considered an
appropriate intervention and was not seen as
harmful, and that training about the intervention
increased provider conﬁdence in working with
children and adults.36
Principle 2. Clinicians should use psychological
debrieﬁng only with caution.
Although the term psychological debrieﬁng is
used inconsistently, in general, the intervention is
intended to facilitate prevention and recovery by
normalizing reactions, creating a coherent narrative of the event, integrating the experience,
sharing and validating emotions, and mitigating stress.37 The intervention as traditionally
conceived is delivered in the early aftermath of an
event in a single group session in which survivors
share their experiences and reactions, reconstruct
the event, and discuss coping strategies.38 This
approach to debrieﬁng is currently the subject of
intense debate because of concern that it may
increase arousal and feelings of helplessness
and lead to maladaptive behaviors. Studies
have shown that adults receiving psychological
debrieﬁng may not beneﬁt psychologically
compared with controls and in some instances
may do worse. The lesson from adult debrieﬁng
studies is that in some cases, natural recovery
with no intervention may be superior to any
intervention or to the wrong intervention.38
Debrieﬁng has received less attention in children.37 The few available child debrieﬁng studies
have not all evaluated the traditional approach to
debrieﬁng delivered in a single group session in
the early aftermath of a disaster, and the reports
on these studies have provided minimal detail
about the structure and content of debrieﬁng
sessions.39-41 Methodologic limitations in these
studies also have prevented the investigators
from drawing deﬁnitive conclusions about the
beneﬁt of the interventions used. For example,
Stallard et al.39 found improvement in children
receiving an individual “debrieﬁng” session 4
weeks after involvement in an accident, but
children who participated in an individual session not focused on their accident experience also
showed improvement. It is unclear if the children
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would have shown similar improvement without
treatment. However, there was no evidence that
the debrieﬁng intervention was harmful.
Although there are few empirical data to
support psychological debrieﬁng with children,
anecdotal evidence suggests that, if used,
debrieﬁng should not occur in the immediate
aftermath of disaster,37 when numbness and
arousal may be prominent. The child’s age and
the type and degree of exposure should be among
the factors considered when conducting group
debrieﬁng. Participation should be voluntary
and with the consent of the parents or caretakers.
Care must be taken to avoid exposing children
to information and emotions that they cannot
process or integrate to avoid re-traumatizing
them through re-exposure to their own experiences or exposure to the experiences of others.42
Parallel attention to parental concerns and education can be beneﬁcial.37,42
Principle 3. Speciﬁc therapeutic approaches in
the intermediate post-impact phase of a disaster
include family outreach, psychoeducation, social support, screening, and anxiety reduction
techniques.
Subsequent to the impact and immediate postimpact phases of a disaster, children often will
beneﬁt from interventions aimed at strengthening
resilience and the natural impetus to recovery.
These therapeutic approaches provide opportunities to identify the spectrum of emotional
reactions, facilitate appropriate grieving and
coping, restore normative age-appropriate behaviors, and prevent the onset of maladaptive
behaviors and mental disorders. Services may be
delivered in various places, including family
notiﬁcation and support centers, shelters, schools,
and health and mental health care settings.43
Family Outreach
The disaster literature suggests that decisions
about services for children are inﬂuenced by
parental response,44 yet studies indicate that
parents often underestimate the suffering of their
children.45,46 Thus, family outreach that includes
psychoeducation and information about services
is a major component of disaster mental health
efforts.43 Paraprofessionals typically engage children and families in places where they naturally
congregate, such as at schools, faith-based gatherings, and primary care settings; through neighborhood canvassing; and through the media.47

Psychoeducation
Psychoeducation is used after disasters to
normalize disaster reactions, correct distortions and
misperceptions, enhance the child’s sense of control, encourage the use of family and social supports, promote positive adaptive coping, and assess
risk and protective factors.43,47,48 Topics may focus
on common psychological reactions, mediators
affecting the course of recovery, grief reactions, and
stress management techniques. Families should be
given information about reactions and symptoms
that signify the need for further evaluation.24
Although no cause-and-effect relation should
be assumed, studies have found an association
between viewing disaster-related television
coverage and posttraumatic stress in children.8,49,50 Research has yet to explore children’s
reactions to various digital network technologies,
such as search engines, social networks, and texting. Thus, as part of psychoeducation, clinicians
should inform parents about children’s reactions
to traumatic events and encourage parents to assist
their children in processing emotions related to the
disaster and media coverage, to reassure their
children about safety, to limit and monitor their
children’s exposure to media coverage, and to
suggest and practice coping strategies.51
Psychoeducation can be delivered informally
or in formal structured presentations47 and may
include written materials adapted for the event,
age and developmental status, language, and
culture. The media can disseminate information.19
Acknowledging that websites change over
time, some organizations currently publish fact
sheets and other useful information describing
speciﬁc hazardous events and children’s reactions
to these events, information on recovery, and
resources with contact information. These include
the AACAP (http://www.aacap.org/cs/Disaster
Trauma.ResourceCenter), the American Academy
of Pediatrics (http://www.aap.org/healthtopics/
disasters.cfm), the ARC (http://www.redcross.
org/), FEMA (http://www.fema.gov/), the National Association of School Psychologists (www.
nasponline.org/resources), and the NCTSN
(http://www.nctsnet.org/nccts).
Psychoeducation also entails providing information to parents, teachers, responders, and
public ofﬁcials to encourage empathy, enhance
social support, promote help seeking, and
decrease the stigma associated with mental
health services.26 Sahin et al.52 examined the use
of psychoeducation for children and parents after
an earthquake in Turkey. Although participants
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had access to information through other channels,
the 2 groups perceived the intervention to be
beneﬁcial. Noting that children perceived greater
beneﬁt if they engaged in expressive play-like
activities, and that those who were exposed to a
larger number of activities had higher perceived
beneﬁt scores, the investigators emphasized the
importance of audience participation in the
retention of material. Moreover, they cautioned
that the presentation of information should not
suggest that recipients are supposed to experience certain reactions.
Social Support
Social support, deﬁned as the “social interactions
that provide individuals with actual assistance
and embed them into a web of social relationships perceived to be loving, caring and readily
available in times of need,”53 is essential throughout
all phases of a disaster.47 Providers should help
families to access social supports and use community resources.47 Coping assistance, which is
similar to social support, can be initiated by parents, teachers, and other child caretakers to
enhance social interactions that promote a speciﬁc
coping activity.54 Thus, children should be
encouraged to talk to parents, teachers, and other
caretakers. No single coping strategy is effective in
all situations for all children, and multiple strategies may be used at once.55
Screening
Psychological screening of survivors facilitates
intervention by identifying those with the greatest need. Studies have provided preliminary
evidence to support screening in child disaster
survivors,56-58 but the appropriate timing of
screening remains in debate, especially given
the ubiquitous distress that accompanies disasters.57,58 The process of screening can stimulate dialogue about children’s reactions and
needs and can increase awareness about interventions.59 Screening is commonly conducted
in school settings using tools to assess trauma
exposure and internalizing and externalizing
reactions with the goal of identifying children
needing more comprehensive evaluation.
Screening tools should be brief and uncomplicated, appropriate in content to the disaster phase
and context, acceptable to those being screened,
and easy to administer and score.60,61Appropriate
screening instruments are discussed in the
AACAP Practice Parameter for the Assessment
and Treatment of Children and Adolescents With

Posttraumatic Stress Disorder (PTSD).62 Problems
associated with screening include its focus on
illness rather than resilience, the potential inappropriate labeling of children,59 and the potential
failure to identify some children in need of
attention because their symptoms ﬂuctuate.58
Anxiety Reduction Techniques
The management of anxiety, which dominates the
clinical presentation in the aftermath of a disaster,
is an essential aspect of the therapeutic response.
Maintaining routines to the extent possible may
help allay anxiety. Speciﬁc behavioral anxiety
reduction techniques commonly involve distraction and relaxation and cognitive coping
strategies. For example, providers and parents
can redirect children from troubling thoughts
and emotions to more productive activities. Relaxation techniques typically use 2 approaches—
breathing and muscle relaxation—and some also
use guided imagery. Coping techniques used as
part of a cognitive therapy approach involve
teaching children the connections between their
thoughts, feelings, and behaviors and guiding
them in developing adaptive thinking patterns.
Principle 4. The clinician should assess and
monitor risk and protective factors to determine
the child’s vulnerability for psychological
morbidity.
The evaluation of risk and monitoring of psychological responses occur across the disaster
timeline. Informal assessment occurs on an
ongoing basis as ﬁrst-line responders, school
personnel, pediatric and primary care providers,
public health professionals, mental health
providers, and volunteers interact with children
and families. Formal assessment also may be
indicated.
Clinical Assessment
The family’s response to a disaster affects the
child’s response, and the child’s response reciprocally inﬂuences the family’s adaptation.46,63
Thus, the child should be evaluated in the
context of the family. Clinical assessment entails a
personal interview with the child and parent(s)
and can be aided by information from other
sources (e.g., teachers). The parent interview
should clarify the nature, severity, and duration
of the child’s and family’s disaster exposure
and experience; identify the inventory of
stressors; examine the spectrum of possible
behavioral, mood, and anxiety symptoms and
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other psychological morbidities and somatic ills,
including multiple unexplained physical symptoms; document the child’s developmental and
medical history; and enumerate important
contextual mediators, such as social, religious,
ethnic, and cultural factors.
Children should be asked directly about their
experiences, reactions, and functional impairment.62 In most instances, children can recount
their experience in words or use nonverbal means
(e.g., play, storytelling, drawing) to relate what
occurred. Pynoos and Eth64 proposed a framework for interviewing traumatized children,
emphasizing the importance of focusing on the
traumatic experience; providing the opportunity
for children to describe their experiences in
whatever medium they choose; and supporting
the child; and explicating emotional reactions,
cognitive distortions, and maladaptive behaviors.
See the AACAP PTSD Practice Parameter for a
discussion of issues arising in the assessment of
childhood PTSD and for instruments that might
facilitate the assessment process.62 To focus
exclusively on posttraumatic stress symptoms,
however, ignores the complex range of internalizing, externalizing, and somatic reactions that
children may manifest in response to disasters
and to associated losses and the cascade of
secondary adversities that typically follow disasters. Thus, methods should assess the full
spectrum of post-disaster psychological morbidities, including fear, anxiety, depression, and
behavioral problems.65
The child’s cognitive and emotional development inﬂuences the expression of post-disaster
reactions and thus the focus of the clinical
assessment. With preschool and younger schoolage children, the clinician often must make
inferences regarding trauma reactions from
manifest behaviors.66 For the preschool child,
such behaviors may include clinging and dependent behaviors, phobic reactions, sleep and
appetite disturbances, nightmares, loss of bladder
and bowel control, agitation, temper tantrums,
and hyperactivity. The younger school-age child
may not verbalize psychological distress but may
manifest it through play and behavioral symptoms, such as sleep and appetite disturbances,
somatic complaints, concentration problems,
irritability, hyperactivity, decrements in school
performance, and sibling rivalry. Older children
and adolescents have the capacity to express
unpleasant internal emotional states and to
describe their experiences verbally. The older

child may present with hyperarousal, anxiety,
panic, dysphoria and depressed mood, and maladaptive behaviors, such as belligerence and
interpersonal conﬂict. The adolescent may present with depressed mood, social withdrawal,
suicidal ideation and/or behavior, a sense of
a foreshortened future, a ﬂight into pseudoindependence, impulsive behavior, substance
use or abuse, and/or hedonistic behavior.
Assessment of Reactions to Media Coverage
Professionals should conduct a media history to
ascertain the amount and type of exposure to all
forms of media coverage, including the Internet,
social media, and computer-based media; to
evaluate the content of, and reactions to, media
coverage; and to determine the context of media
exposure (e.g., children accessing coverage alone
or in the presence of adults or peers).51
Assessment of Resilience
Resilience is the capacity to rebound and to
restore pre-disaster psychological equilibrium.67,68 Masten69 suggested that fundamental
to the “correlates of resilience” is the child’s
adaptive system as it evolves developmentally
within the context of family and community. The
assessment of resilience is complicated by the
necessity to deﬁne vulnerability and protective
factors and to measure the different variables that
mediate adaptation to adverse events.70,71
Individual, family, and community factors
contribute to resilience. Individual factors include
one’s neurobiology, the integrity of one’s stress
response system, and other individual dimensions, such as intelligence, cognitive ability,
communication skills, social skills, locus of control, self-esteem, humor, hope, and optimism.
Family factors associated with resilience include
family cohesion, affectional ties within the family,
and warm and caring parents.72 Community
factors include caring social, community, school,
and religious institutions.72
Assessment Instruments
Assessment has been strengthened by instruments that measure disaster-speciﬁc stressors
and reactions focusing on dimensions of exposure, stressors, emotional and behavioral reactions, family and psychosocial support, and
attributions of causation. Instruments for
screening and for evaluating posttraumatic stress
symptoms are described in the AACAP PTSD
Practice Parameter.62 Instruments are available to
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assess other outcomes (e.g., Balaban,65 www.
nctsn.org, www.ncptsd.va.gov).
Principle 5. Schools are a natural site for partnerships to conduct assessments of and deliver
services to children exposed to disasters and for
preparedness activities.
Schools provide access to children and they are
a logical setting where trained personnel can
assess psychological reactions to disasters and,
when needed, provide mental health services,
from prevention to individual and group counseling. Establishing disaster services in schools
requires coordination with community-based
providers. Ideally, work with schools begins
before a disaster occurs through, for example,
school crisis response teams that can foster
collaboration between schools and community
providers, prepare and empower school
personnel through training and resources, and
promote preparedness and response.73 Appropriate services should be determined in conjunction with the involved school or school district
based on factors, such as the extent of disaster
destruction, the exposure of children and staff,
and the availability of school and community
resources. Addressing the needs of principals and
teachers should be part of any school-based effort
because these individuals must contend with
their own disaster experiences while simultaneously helping children in the schools.74,75 Barriers to school-based services include concern
among school personnel that mental health efforts might re-traumatize children by exposing
them to traumatic reminders and that disaster
efforts may divert time from learning activities.
The school setting can be the site of a disaster as
when damaged by natural events or is the focus of
human-generated violence, such as the target of a
bombing. Preparedness, response, and recovery
strategies should consider this potentiality through
contingency planning and speciﬁc interventions.
Disaster preparedness programs in schools increase awareness of disasters and provide preparatory prevention activities.76 Ronan and
Johnston76,77 found that a school-based, disaster
education program increased knowledge of protective activities, family emergency planning, and
disaster adjustments at home. Preliminary evidence also exists for the effectiveness of resiliencefocused school-based interventions.78,79 The Rand
Corporation has published a tool kit for addressing trauma in schools, which includes interventions for children traumatized by disasters.80,81

Post-event school interventions normalize psychological reactions, encourage children to express
and process their psychological responses, foster
cognitive understanding, clarify misconceptions,
facilitate peer interactions, and provide opportunities to identify and refer children at risk for
adverse outcome.43,82,83
Principle 6. Clinicians should preferentially
consider multimodal disaster interventions that
have the strongest evidence base.
Over time, most survivors will restore
pre-disaster psychological equilibrium. In some
children, psychological syndromes may slowly
crystallize and impair the child’s capacity to meet
the demands of everyday life in the home, school,
or social domains. These children and their
families may require enhanced and sustained
therapeutic interventions.
The choice of disaster intervention modalities
for children is determined by the child’s disaster
exposure, psychological reactions, and preexisting conditions and by the presence of psychological comorbidities. Disaster interventions
generally focus on posttraumatic stress reactions,
anxiety and fear responses, depressive symptoms, grief reactions, behavior problems, school
functioning, and overall coping and adaptive
strategies. Many child disaster interventions that
have been studied use multimodal, modular, and
manual-guided approaches with components
using social support, psychoeducation, construction of a trauma narrative, cognitive-behavioral
techniques, coping skills enhancement, and
problem-solving skills. These interventions have
been delivered to individual children,84-92 to
children in small groups,78,79,83,93-104 or in some
combination of individual and group sessions.105,106 Two studies in which children were
randomized to individual or group administration of the same intervention showed no difference in outcomes,86,107 although in 1 study,
children assigned to the group approach were
more likely to complete the intervention.86 Some
interventions have included a parent component.78,79,84,87,91,94,105 Interventions have been
administered in clinical and school settings.
The AACAP PTSD Practice Parameter identiﬁed trauma-focused cognitive-behavioral therapy and Cognitive Behavioral Intervention for
Trauma in Schools (CBITS) as the best supported
currently available trauma-focused therapies.62
Jaycox et al.108 compared the use of these 2 interventions in children 15 months after Hurricane
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Katrina. Cognitive-behavioral intervention for
trauma in schools was delivered in a group format
at school, whereas trauma-focused cognitivebehavioral therapy was delivered individually
at a mental health clinic. The 2 treatments resulted
in a signiﬁcant decrease of PTSD symptoms,
although many children continued to experience
elevated symptoms after treatment. Most families
did not access treatment at the clinic setting but
did access the school-based intervention. Other
exemplary multimodal approaches include the
Multi-Modality Trauma Treatment106,109 and the
University of California–Los Angeles trauma/
grief-focused group psychotherapy.97,98,110,111
Some disaster reactions, such as depression,
may occur secondary to intractable posttraumatic
stress or in response to secondary adversities or
other hardships in the aftermath of disaster and
over time. Studies have suggested that depression,105,112,113 anxiety,112 and traumatic grief114,115
may respond to treatment of trauma symptoms.
In other instances, the presence of severe and
enduring posttraumatic stress and/or other
symptoms may require more traditional psychiatric interventions to decrease clinically maladaptive emotions and behaviors. These may
include cognitive-behavioral and projective techniques, play and psychodynamic approaches,
family and group interventions, and medication
if indicated (see Principle 7). Dugan et al.116
described the successful use of play therapy in 2
young children exposed to Hurricane Katrina.
These children experienced fears, anxiety, and
avoidance with themes of fear, control, safety,
power, and aggression in their play, which
resolved with treatment.
When disasters result in the death of loved
ones, the child and family must confront the reality and meaning of loss in their own life experiences. Grief is a normal reaction to loss for
which bereavement support rather than formal
treatment may be indicated. Curtis and Newman117 found moderate empirical evidence of
positive effects with community-based interventions for bereaved children, but a metaanalysis by Currier et al.118 found no signiﬁcant
effect of grief therapy on adjustment and suggested that better outcomes occurred if the children were at “high risk” or showed signs of
maladjustment and if the intervention was provided close to the time of loss.
Indicators for formal psychiatric treatment
after traumatic loss include previous emotional
or behavioral problems; current depressive,

anxiety, and behavioral symptoms that interfere
with the child’s development119; and/or trauma
symptoms that interfere with the child’s ability to
mourn the loss.120 Approaches range from acute
crisis intervention and brief supportive therapies
to more intensive therapies involving cognitivebehavioral, psychodynamic, play, and psychopharmacologic approaches.
Cohen et al.114,115 developed and evaluated a
manual-guided intervention, Cognitive-Behavioral
Therapy for Childhood Traumatic Grief, which
includes sequential trauma- and grief-focused
modular components for the treatment of traumatic bereavement in children. Children who
received the intervention evidenced improvement in PTSD, traumatic grief, depression, anxiety, and behavior. Salloum and Overstreet107
also reported beneﬁt in posttraumatic stress,
depression, and traumatic grief reactions with
their school-based grief and trauma intervention
in children in New Orleans 3 years after Hurricane Katrina.
Guided activity workbooks with projective
and other cognitive behavioral techniques have
been used with children after disasters. These
include, for example, Helping Children Cope
with Disasters,121 Healing After Trauma Skills
(H.A.T.S.),122 and My Hurricane Katrina and Rita
Story: A Guided Activity Workbook for Children and
Teenagers.123
Individual Treatment of Children
Individual treatment of children in clinical practice, as opposed to, for example, school-based
interventions, should rely on a careful ongoing
assessment of the child and family with attention
to comorbid conditions (see Principle 4). In many
disaster situations, individual treatment is not
practical but may be necessary for children with
pre-existing and/or enduring conditions for
whom the intense and sustained relationship
with the therapist is essential. In practice, psychodynamic approaches are commonly interwoven into interventions with the goal of
understanding the meaning that the child imposes on the disaster experience and how the
experience resonates with the child’s other experiences, prior trauma, defense mechanisms, and
coping strategies.
It is prudent to be conservative and to support
the natural impetus to recovery. Therapists should
avoid interventions that may be excessively
arousing and those that attribute pathology to
normal stress reactions. It is wise to acknowledge
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and build on the child’s adaptive psychological
defenses and coping skills and on natural support
structures and to avoid confronting the child
prematurely with arousing stimuli. Sometimes,
families initiate but fail to continue in treatment.
Thus, clinicians are advised to assess barriers to
families’ commitment to treatment, explore potential treatment avoidance and noncompliance,
and consider delivering each session with the
possibility that the child and family may not return for additional work.
Family Intervention
When possible, children exposed to disasters
should be evaluated and treated in conjunction
with their families. It may be helpful for families
to create a family trauma narrative, a process that
requires family members to work together, thus
facilitating communication and enhancing family
coping.124 Some investigators have described
family intervention strategies after trauma exposure, but these accounts generally recommend
therapeutic approaches and present anecdotal
case reports without empirically documented efﬁcacy.125-128
Group Interventions
Group work is ideal for educating children and
their parents about disaster reactions and recovery, especially when large numbers of children
must be reached. Sharing with other children
who have similar experiences can reassure children who are hesitant to disclose their concerns
or who believe their experiences are unique.129
Groups vary with respect to structure and the
use of projective techniques.130 The group format
provides opportunities to reminisce and explore
loss, view various stages of recovery, observe
coping strategies used by others, and gain the
satisfaction of helping others. Certain topics, such
as common reactions to trauma, traumatic reminders, anniversaries, and coping mechanisms,
should be addressed even if not directly raised by
participants. Group work serves as a forum for
case identiﬁcation.130,131 Group therapy may be
particularly good for addressing intrusion
symptoms, perhaps because children ventilate
feelings that can be validated.57 The therapist
must set limits on the expression of anger and
aggression to avoid increasing anxiety for some
children.130 Some children are uncomfortable
with the group format and some need individual
treatment. Group discussions may distress children when reminded of their own experiences

and when learning about the experiences of
others. Children also may adopt the coping
techniques of other children before fully examining their own reactions or potential coping
strategies.130
Principle 7. Clinicians may consider psychopharmacologic interventions as adjuncts to
other interventions for children with severe reactions or coexisting psychiatric conditions.
Psychopharmacologic
interventions
are
reserved for severe indications and for coexisting
psychiatric conditions that warrant intervention.
See the AACAP PTSD Practice Parameter for a
discussion of appropriate considerations in
determining the need for, and appropriate use of,
psychoactive medications for traumatized children.62 Most stress reactions are a normal
response to disaster and it is generally judicious
to allow a reasonable period for recovery before
considering psychopharmacologic intervention.
When used, medications should be considered an
adjunct to psychotherapeutic interventions and
should focus on target symptoms, such as acute
onset of sleep disturbances, anxiety, depression,
agitation, or aggressive behavior, that impair the
child’s capacity to meet the demands of everyday
life. A careful assessment is necessary to identify
target symptoms, and a risk-beneﬁt analysis
should be conducted before using medication.132
Selective serotonin reuptake inhibitors have a
favorable risk–beneﬁt proﬁle and may be effective in treating comorbid anxiety and depression.132 There may be some risk in using selective
serotonin reuptake inhibitors because these drugs
are sometimes associated with an activation
syndrome manifested by irritability, restlessness,
decreased sleep, daytime drowsiness, inattention,
and somatic symptoms such as headache, stomachache, or nausea.62,132 Although benzodiazepines are not usually recommended for use in
children, they may decrease anxiety and improve
sleep, but there is no evidence that they alter the
progression of psychological reactions over
time.133 In addition, children treated with benzodiazepines may experience sedation, irritability, and disinhibition, and they are at risk for
withdrawal symptoms.134
There has been some interest in exploring psychopharmacologic interventions for
trauma that might mitigate the risk for PTSD
symptoms. For example, antiadrenergic drugs
(e.g., propranolol), which can block the memoryenhancing effects of stress hormones, and
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cortisol, which can diminish memory retrieval,
have been shown to decrease risk for PTSD
symptoms in adults.135 A randomized control
study, however, found no superiority of a
b-blocker (propranolol) or an anxiolytic anticonvulsant (gabapentin) over placebo in preventing
risk for PTSD symptoms in adults with severe
physical injuries requiring specialized emergent
treatment.136 Saxe et al.137 found that injured
children who were treated with morphine for
severe pain were less likely to have PTSD
symptoms at 3-month follow-up, although the
mechanism of action is not entirely clear.

PARAMETER LIMITATIONS
AACAP Practice Parameters are developed to
assist clinicians in psychiatric decision making.
These Parameters are not intended to deﬁne the
sole standard of care. As such, the Parameters
should not be deemed inclusive of all proper
methods of care or exclusive of other methods of
care directed at obtaining the desired results. The
ultimate judgment regarding the care of a
particular patient must be made by the clinician
in light of all the circumstances presented by the
patient and his or her family, the diagnostic and
treatment options available, and other available
resources. &
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