
retrained in toileting habits, making
use of the gastrocolic reflex after
meals.

Younger children often respond to
rewards (e.g. star charts) for appropri-
ate behaviours like sitting on the toilet
or having a bowel movement in the
toilet.2

The role of diet and fibre in FFR is
controversial. Fibre does not reliably
soften stools during childhood and
may occasionally worsen symptoms.
Dietary restrictions are not really nec-
essary.  However, the clinician should
provide continuing availability and fol-
low-up visits.  The factors leading to
stool withholding and the benign
nature of the disorder should be
explained to the family.  Prognosis is
good as long as there is compliance
with the treatment plan.  

Functional non-retentive
faecal soiling

Faecal soiling without retention may
be secondary to diarrhoeal disease
(fatigue of pelvic floor muscles) or
defective neuromuscular control, e.g.
spinal defects.  Encopresis is an
uncommon subtype of functional non-
retentive faecal soiling.  It is a psychi-
atric term that refers to the repeated,
voluntary or involuntary passage of
quantitatively normal faeces into inap-
propriate places.  It occurs after the
age of 4 years.  There is no organic
cause.  Refer these children to a men-
tal health professional as their soiling
is a symptom of emotional upset.3

References available on request.
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‘Closer than the moon, even closer
than the depths of the seas, the minds
of children seem to most people not
only mysterious, but impenetrable.’1

Few syndromes of psychopathology
evoke as many powerful and diverse
reactions in clinicians as trauma-
induced syndromes, such as acute
stress disorder (ASD) and post-traumat-
ic stress disorder (PTSD), especially
when they occur in children and in the
youth.

The need for timely diagnosis and
intervention is pressing. Treatment defi-
nitely prevents further morbidity and is
also more effective when administered
soon after the traumatic event.
Unfortunately, the recognition of trau-
ma-related pathology is not easy in an
age group in which development
determines the form that the psy-
chopathology will adopt. Children of
all ages are susceptible to the effects
of trauma.  Many are particularly vul-
nerable to certain types of trauma
because of their dependency on adults
for care and safety, their limited ability
to influence the events and surround-
ings in which they live, and their limit-
ed cognitive and emotional level of
development. 

The most prevalent and researched
trauma is that which occurs directly to
children, e.g. sexual and physical
abuse, violent crime, motor vehicle
accidents, and threatening illness, with
invasive medical procedures.  These
children are at great risk of develop-
ing psychological symptoms. As
recently as the 1980s it was widely
believed that children only have tran-
sient reactions to single traumatic

events and soon put the experience
‘behind’ them.  This misunderstanding
largely resulted from a failure of
researchers to interview children about
their experiences and subsequent
responses.  Instead, they relied on
reports from parents, teachers, etc. 
In fact, when questioned, children
report a wide range of reactions and
feelings after traumatic events. These
tend to cluster around signs of re-expe-
riencing the event, attempts to avoid
dealing with emotions and a wide
range of signs of increased physiologi-
cal arousal.  There may also be con-
siderable co-morbidity, with depres-
sion, anxiety and pathological grief
reactions.

After a traumatic experience repetitive,
intrusive thoughts about the event trou-
ble most children. Sleep disturbances,
fear of the dark and nightmares are
very common. Tiredness and difficulty
with concentration as well as problems
with memory are often seen.  Sepa-
ration difficulties are also prevalent in
teenagers and it is not unusual for
children not to let their parents out of
their sight.  Heightened alertness to
danger is observed commonly. These
children feel that life is ‘fragile’.
Children may have a loss of confi-
dence in their future or a sense of a
foreshortened future.  Unsurprisingly,
many develop fears associated with
specific aspects of their experience
and avoid situations which they asso-
ciate with the event.  Survivor guilt
may also manifest.  High rates of
depression and anxiety as well as
panic attacks may co-exist. Although
not described in the Diagnostic and
Statistical Manual of Mental Disorders,
4th ed. (DSM –IV) criteria, psychotic
symptoms may definitely be a compo-
nent of PTSD. Unfortunately, many chil-
dren and adolescents who survive
traumatic experiences find it difficult to
talk about their feelings with family
and peers. Therefore other therapeutic
approaches are of the utmost impor-
tance.

In children younger than 6 years the
reaction to trauma is reflected in
developmental aspects of their behav-
iour. These children can often convey

POST-TRAUMATIC STRESS

DISORDER IN CHILDREN

Treatment definitely pre-
vents further morbidity and
is also more effective when
administered soon after the
traumatic event.

In children younger than 6
years the reaction to trau-
ma is reflected in  develop-
mental aspects of their
behaviour.
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graphic accounts of their experiences
if asked and often allude to the event
in repetitive drawings and play.
Antisocial and aggressive behaviour
also occurs commonly.

PREVALENCE AND INCIDENCE

Considerable variability in prevalence
has been reported in the literature,
depending on the children’s age, time
lapsed since the traumatic event and
assessment methods. An individual
from the general population has
approximately a 69% chance of expe-
riencing a traumatic event during his
or her lifetime.  About 20% of children
become traumatised by a traumatic
event.  Although studies vary, about
38% of children exposed to violence
will develop a PTSD, 44% after sexual
abuse and 20% after physical abuse.

After one episode children appear
‘primed’ to be more readily and easily
traumatised in the future.  A child’s
interpersonal and intrapersonal rela-
tionships have protective capabilities
and a potential role in recovery.
Children with adequate social support
and strong, healthy familial interac-
tions are more likely to recover com-
pletely from symptoms of trauma. In
general, improvement may occur over
relatively short periods of time when
dealing with simple or single event-
focused PTSD, especially with no
underlying psychopathology and with
normal, strong support.

CO-MORBIDITY

Children with unreported traumatic
experiences may be misdiagnosed or
partially diagnosed. Children may
also be misdiagnosed or dual-diag-
nosed as suffering from attention
deficit disorder or a learning disorder.
Depression and diverse anxiety disor-
ders often co-exist and adolescents
may present with substance abuse.
Behavioural problems are often the
sole reason for referral of a child.

TREATMENT

Many traumatised children retreat into
secrecy to ’deal’ with the frightening
event. The clinician must create a safe
sanctuary where secrecy can be

shared with an adult who can be trust-
ed totally.

PSYCHOTHERAPY

Individual treatment is the mainstay of
intervention. 
• Cognitive-behavioural therapies

help and support the child to mas-
ter feelings of anxiety and helpless-
ness.  

• Desensitisation (with relaxation
therapy) can be done but with
extreme caution,2 because children
may suffer severe anxiety, owing to
the vividness of their memories.

• Play therapy (structured or unstruc-
tured for the older child), as well as
more psychoanalytical forms of
therapy (like sandtray and art ther-
apy) are promoted as diagnostic as
well as therapeutic tools.  These
forms of therapy are much less
threatening to the child than more
direct forms. 

• Sandtray therapy is an active psy-
chological technique, incorporating
elements of play therapy and ana-
lytical work. Children come to ther-
apy in deep ‘pain’.  Often words
fail to express their feelings.
Facilitating symbolic expression of
the conflict allows them to free
blocked energy and discover a
new pathway of resolution within
the ultimate safety and trust of the
therapeutic relationship. 

• Psycho-education can be extremely
beneficial for parents of trauma-
tised children.  The parents are 

often scared, confused and uncer-
tain about the origins of the child’s
behaviour.  They often need to
learn new strategies and parenting
skills to deal with problematical
behaviour and anger outbursts.  In
addition, children and adolescents
gain security in knowing that their
symptoms are valid and within the
range of experiences for children
affected by trauma. 

• Dealing with bereavement in trau-
ma victims who lost family or
friends.  A wide variety of tech-
niques, including the use of play,
drawings and storytelling, are
used.  Depending on the child’s
age, an appropriate psychothera-
peutic model is utilised. 

There is currently much interest in the
technique of rapid eye movement
desensitisation and reprocessing
(EMDR).  In this technique patients are
asked to recall the traumatic event in
images, while systematically moving
their eyes rapidly.

GROUP THERAPY

The aim of group therapy is to share
experiences and feelings, to boost chil-
dren’s sense of mastery and control
and to share ways of solving common
problems. Group therapy can also be 
handy and helpful as a means of con-
tinued support. There are different
forms of group therapy, e.g. sandtray
groups. There is a broad consensus
that group treatment approaches will
only be effective for some.

Fig. 1. Sandtray of a highly traumatised child.

MORE ABOUT

458  CME August  2004  Vol.22  No.8



FAMILY THERAPY

When one member of a family experi-
ences trauma, everyone in the family is
affected. Feelings of insecurity, fear,
guilt and shame can all be present in
family members as a result of trauma.
When the perpetrator of abuse is within
the family, family therapy is essential for
assessing the family structure and rela-
tionships, as well as new roles within
the family. School teachers and other
trustworthy role players may be involved
to strengthen the child’s support system.

PHARMACOTHERAPY

Until recently drug treatment for PTSD
has focused on treating only the co-
morbidities, especially depression. 

Literature on the use of medication in
children with PTSD is sparse.
Downward extrapolation from adult lit-
erature, combined with a clear under-
standing of the neurobiology of PTSD
and its co-morbid conditions, may

serve as the basis for rational pharma-
cotherapy of PTSD. The pathophysiolo-
gy of PTSD suggests an overactive
noradrenergic system, serotonergic
dysfunction, reduction in the volume of
the hippocampus and involvement of
brain-derived neurotrophic factor
(BDNF). Currently there are too few
studies in paediatric PTSD literature to
confirm treatment regimens.  Seedat et
al.3 conclude that although the selec-
tive serotonin reuptake inhibitors
(SSRIs) have an established efficacy
and safety in the treatment of adult
PTSD, literature on their use in child
and adolescent PTSD is rare. Although
much more controlled data are desper-
ately needed, SSRIs are currently
among the most commonly prescribed
psychotropic medication in children.  

The following drugs may be used with
care after the diagnosis of PTSD has
been confirmed (and all other physical
and mental dual diagnoses have been
excluded): 
• SSRIs — citalopram (Cipramil), flu-

oxetine (Prozac), fluvoxamine
(Luvox), etc. may be considered for
treatment as they seem to be effec-
tive for symptoms of  re-experience
andvoidance, as well as for depres-
sion and anxiety. 

• Imipramine (Tofranil) is FDA
approved for children for other
indications and may be used for
anxiety and insomnia. 

• Hydroxyzine HCl (Aterax) has been

registered for anxiety disorders and
sleep disturbances.

• Anticonvulsants are sometimes used
as third-line treatment for their ‘kin-
dling’ effects.

• Atypical antipsychotics —  risperi-
done (Risperdal) and olanzapine
(Zyprexa) — are used for symptoms
of psychosis. Neither of these two
has been registered for PTSD. 

CONCLUSION

• All children with symptoms of PTSD
should ideally be referred to a spe-
cialist for evaluation, initiation of
medication (if required) and psy-
chotherapy.

• Psychotherapeutic interventions
should be the first line of treatment,
especially in younger children.
Children and adolescents with
severe symptoms and/or underlying
psychopathology, insufficient sup-
port systems and a family history of
psychiatric disease may duly bene-
fit from medication.  

• Because of the high degree of con-
comitant alcohol and drug abuse,
benzodiazepines are usually best
avoided in adolescents.

• Early detection and treatment are
key elements in alleviating current
symptoms and preventing further
morbidity in the future.

‘First of all…do no harm…’ — 
Hippocrates

Currently there are too few
studies in paediatric PTSD
literature to confirm treat-
ment regimens.

Psychotherapeutic interven-
tions should be the first
line of treatment, especial-
ly in younger children.

HIPPO'S SUN PROTECTION SECRETS

A team in Japan have found that the slime on hippo skins protects them against not only bacterial infections, but the sun
as well. When researchers collected fresh slime from a hippo's skin with a cloth, they found that the slime contains 2
pigments: a red one, which they called hipposudoric acid and an orange one, named norhipposudoric acid. The red

pigment absorbs visible and ultraviolet light at wavelengths that show that it protects against the sun. Slime also
stopped 2 colonies of pathogenic bacteria from growing.

Nature 2004; 429: 363.
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