Developmental Considerations for Diagnosing
PTSD and Acute Stress Disorder in Preschool
and School-Age Children

Can preschool children develop posttraumatic stress disorder (PTSD)? If so, are the
DSM-1V criteria developmentally sensitive enough to diagnose the disorder in this
group? Nine studies have addressed these questions, finding consistently that the an-
swer to the former question is yes, and to the latter, no (1). However, an empirically
derived alternative set of criteria for preschool children appears valid for reliably diag-
nosing PTSD. The proposed alternative criteria
include modifications in wording for four symp- P ] ] -
toms to make them developmentally sensitive to Long itudinal studies

young children without changing the essence of have indicated that
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the requirement for criterion C (numbing and  Simply ‘grow out’ of stress
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toms that are highly internalized and difficult to a more unremitiing
detect if they are present in young children with course than adults.”
emerging verbal capacities (e.g., avoidance of in-
ternal thoughts or feelings) or symptoms that are
developmentally implausible at this age (e.g., sense of a foreshortened future). Note
that lowering the threshold for criterion C has been suggested even for adults, because
highly symptomatic and impaired adults could not be given the diagnosis if they had
only two criterion C symptoms (3).

In this issue, Meiser-Stedman et al. (4) assessed 60 children 26 years old and 49 chil-
dren 7-10 years old 2-4 weeks after traumatic motor vehicle accidents and again 6
months later on both the DSM-1V criteria and the alternative criteria. At least six contri-
butions of this study are worth highlighting.

First, this is one of the larger studies to date on this issue. The rate of PTSD diagnosis
by the alternative criteria was 10.0%, compared with 1.7% by the DSM-IV criteria. The
mean number of DSM-IV symptoms in children diagnosed with the alternative criteria
was 10.0, indicating that these children were severely symptomatic even though fewer
criteria were necessary to make a diagnosis using the alternative criteria. A mean of 10.0
symptoms is higher than in most adults diagnosed with PTSD (5), and as prior studies
have concluded, it seems implausible that children who have so many PTSD symptoms
and impairment are unable to receive a DSM-IV diagnosis.

Second, in a prospective design, Meiser-Stedman et al. showed that 69% of the children
diagnosed with the alternative criteria 2-4 weeks after the trauma retained the diagnosis
6 months later. These predictive validity data are another important reason for making
developmental modifications in DSM criteria. This finding adds to preliminary longitudi-
nal research suggesting that PTSD in children may be more unremitting than PTSD in
adults. In contrast to adult studies, which typically show approximately 50% of patients
improving naturally to some degree (6), the first prospective longitudinal study of PTSD in
preschool children showed that the mean severity did not decrease over a 2-year period
(7). Similarly, a prospective study of 808 Australian schoolchildren (mean age=8.2 years)
showed no decrease in stress symptoms 26 months after a destructive bushfire (8). In an-
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TABLE 1. Proposed Modifications of Selected DSM-IV Criteria for PTSD in Preschool Children

DSM-IV Criteria Modification for Preschool Children
Criterion B
Item 1. Recurrent and intrusive distressing recollec-  Intrusive recollections do not always appear distressing
tions of the event

Criterion C
Item 4. Markedly diminished interest in significant ~ Mainly observed as constriction of play
activities
Item 5. Feeling of detachment or estrangement from Mainly an observable symptom as social withdrawal
others

Algorithm: 3 out of 7 criterion C avoidance or numb- 1 out of 7 criterion C avoidance or numbing symptoms
ing symptoms
Criterion D
Item 2. Irritability or outbursts of anger Include excessive temper tantrums

other study, 70% of 30 children 6-11 years old were still in the moderate to severe category
of posttraumatic stress symptoms 21 months after surviving Hurricane Andrew (9). Unre-
mitting PTSD takes on new salience in early childhood, a time of uniquely rapid brain de-
velopment. Given speculation about potentially permanent alterations in the developing
brain from early traumas, these preliminary data deserve attention.

A third contribution is Meiser-Stedman and colleagues’ inquiry into the developmen-
tal appropriateness of DSM-IV criteria for children 7- to 10-year-olds; theirs is only the
second study to compare alternative and DSM-IV criteria for PTSD in the 7-to-10 age
group. They found a rate of diagnosis of 18.8% by the alternative criteria, compared with
2.1% by DSM-1V criteria. Those diagnosed with the alternative criteria had a mean of
11.6 DSM-1IV symptoms (by combined parent and child reports). Again, it seems im-
plausible that children who have so many PTSD symptoms and impairment should be
unable to receive a DSM-IV diagnosis.

Fourth, this is the first published study of acute stress disorder in preschool children;
the authors found a rate of 1.6% in this age group, which is substantially lower than rates
found in older populations. For comparison, the rates in the 7-to-10 age group were
3.9% by parent report, 22.9% by child report, and 29.2% by combined report. Since
acute stress disorder requires the detection of dissociative symptoms, it is not clear
whether the lower rate is due to underdetection or whether these symptoms do not de-
velop as easily in preschool children.

Fifth, this was also the first study of preschool children to examine the predictive va-
lidity of acute stress disorder for later development of PTSD. With PTSD diagnosed by
the alternative criteria at 6 months as the outcome measure, acute stress disorder was
less predictive than simply making the diagnosis of PTSD with the alternative criteria 2—
4 weeks after the trauma. Only one preschool child received a diagnosis of acute stress
disorder, but six received a diagnosis of PTSD by the alternative criteria at 6 months,
meaning that the diagnosis of acute stress disorder performed abysmally as a predictor
of PTSD by the alternative criteria. For the 7-to-10 age group, however, a diagnosis of
acute stress disorder based on combined parent and child reports was a slightly better
predictor than the early diagnosis of PTSD by the alternative criteria, but still missed
cases. Overall, acute stress disorder performed poorly as a predictor for PTSD, which is
consistent with a review of studies on this subject (10).

Sixth, Meiser-Stedman et al. examined the often neglected issue of the accuracy of
child reports versus parent reports versus combined reports. It should not be surpris-
ing, based on many studies with children, that parent-child agreement was poor (with
values for Cohen’s kappa around zero for the diagnosis). There appears to be little that
can be done about it practically, but this helps to quantify just how much information
clinicians are missing by having access only to parent reports.
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Clinical Relevance

Twenty-five years ago the question of whether children and adolescents could even
develop PTSD was controversial (11). While that is no longer debatable, the question of
younger children has become the latest focus of research. The data from this study fit
with the consistent findings from prior studies that PTSD can be reliably detected in
preschool children and that cases diagnosed by the alternative criteria are of high sever-
ity with functional impairment, and it suggests again that the alternative criteria are
more developmentally sensitive and valid than the DSM-IV criteria. Longitudinal stud-
ies have indicated that diagnosed children do not simply “grow out” of stress symptoms
and may have a more unremitting course than adults.

These findings are essential for justifying age-related modifications in criteria or even
age-related subtypes of psychiatric disorders. Previous iterations of DSM criteria for
PTSD have been published over the course of three editions, with few data available
from children under age 18 and almost no data on children under age 12. DSM-V, which
is currently in the planning stage, presents the first real opportunity to revise the criteria
on the basis of studies with children and adolescents. The rigor and preciseness with
which the diagnostic criteria have been examined in studies with preschool children,
exemplified by the Meiser-Stedman et al. study, may even surpass what has been done
for PTSD in adults. Only by ensuring that mental health professionals understand the
developmental issues of PTSD in young children will we be able to detect the disorder
in children and provide treatment. The needed changes seem clear.

References

1. Scheeringa MS: Posttraumatic stress disorder, in Handbook of Infant Mental Health, 3rd ed. Edited by
Zeanah CH. New York, Guilford (in press)

2. Task Force on Research Diagnostic Criteria—Infancy and Preschool: Research diagnostic criteria for infants
and preschool children: the process and empirical support. ] Am Acad Child Adolesc Psychiatry 2003; 42:
1504-1512

3. Kilpatrick K, Resnick H: Posttraumatic stress disorder associated with exposure to criminal victimization in
clinical and community populations, in Posttraumatic Stress Disorder: DSM-IV and Beyond. Edited by David-
son J, Foa E. Washington, DC, American Psychiatric Press, 1993, pp 113-143

4. Meiser-Stedman R, Smith P, Glucksman E, Yule W, Dalgleish T: The posttraumatic stress disorder diagnosis in
preschool- and elementary school-age children exposed to motor vehicle accidents. Am ] Psychiatry 2008;
165:1326-1337

5. Kulka R, Schlenger W, Fairbank J, Hough R, Jordan B, Marmar C, Weiss D: Trauma and the Vietham War Gen-
eration: Report of Findings from the National Vietnam Veterans Readjustment Study. Philadelphia, Brunner/
Mazel, 1990

6. Davidson J, Fairbank J: The epidemiology of posttraumatic stress disorder, in Posttraumatic Stress Disorder:
DSM-1V and Beyond. Edited by Davidson J, Foa E. Washington, DC, American Psychiatric Press, 1993, pp 147—
169

7. Scheeringa M, Zeanah C, Myers L, Putnam F: Predictive validity in a prospective follow-up of PTSD in pre-
school children. ] Am Acad Child Adolesc Psychiatry 2005; 44:899-906

8. McFarlane A: Posttraumatic phenomena in a longitudinal study of children following a natural disaster. ] Am
Acad Child Adolesc Psychiatry 1987; 26:764-769

9. Shaw J, Applegate B, Schorr C: Twenty-one-month follow-up study of school-age children exposed to Hurri-
cane Andrew. ] Am Acad Child Adolesc Psychiatry 1996; 35:359-364

10. Bryant RA: Acute stress disorder: is it a useful diagnosis? Clin Psychol 2003; 7:67-79

11. Benedek EP: Children and psychic trauma: a brief review of contemporary thinking, in Post-Traumatic Stress
Disorder in Children. Edited by Eth S, Pynoos RS. Washington, DC, American Psychiatric Publishing, 1985, pp
1-16

MICHAEL S. SCHEERINGA, M.D., M.P.H.

Address correspondence and reprint requests to Dr. Scheeringa, Department of Psychiatry and Neurology, Tu-
lane University, 1440 Canal St., TB52, New Orleans, LA 70112; mscheer@tulane.edu (e-mail). Editorial ac-
cepted for publication July 2008 (doi: 10.1176/appi.ajp.2008.08070974,).

The author reports no competing interests.

Am J Psychiatry 165:10, October 2008 ajp.psychiatryonline.org 1239



