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POST-TRAUMATIC STRESS DISORDER IN CHILDREN  
AND ADOLESCENTS - CLINICAL PRESENTATION, DIAGNOSIS 

AND THERAPY 
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In children and adolescents psychological phenomena resulting in trauma may 
vary or not be fully manifested because of the way the children manifest symptoms of re-
experiencing or emotions related to a traumatic event(s). The reason is underdevelopment 
of abstract thinking and relatively small capacities of the verbal expressiveness. That is 
why PTSD in children may be undiagnosed or are misdiagnosed as depression, generalized 
anxiety disorder, or mixed conduct and emotional disorder. Studies have shown that 
diagnostic criteria must be behaviorally based and developmentally sensitive, especially 
when it comes to preschool children, which is why the DSM-5 diagnostic classification 
provides an overview of diagnostic criteria for children 6 years old and younger, which 
represents a significant innovation in the field of diagnosis of this disorder. PTSD therapy 
includes various interventions directed towards the child, parents or guardians with the 
support of an expert team from school. The lack of controlled pharmacological studies 
examining drug introduction at the beginning of treatment, or during chronic mani-
festations of the disorder opens a wide research field for the future. Acta Medica Medianae 
2017;56(3):62-69.  
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Introduction 

Post-traumatic stress disorder (PTSD) has 
been more frequently diagnosed in recent times. 
Applicable International Classification of Diseases 
(ICD-10), makes no difference in the diagnostic 
criteria for PTSD between adults and children (1). 
The American Psychiatric Association in its fourth 
edition of the Classification (2) offered the criteria 
for the diagnosis of PTSD in children, but the cri-
teria had been defined before any serious follow-
up studies. In order to compensate for the dif-
ferences in the verification of expressed symptoms 
in children and adolescents, DSM-IV-TR has of-
fered some modifications (3). The criteria focus 

was on re-experiencing, avoidance behaviors and 
elevated cortical arousal. However, even with such 
extended criteria, PTSD manifestations in younger 
children could not be adequately diagnosed. (4). 

Following the publication of DSM-IV, more 
careful examination of the symptoms manifested 
in children began, as the ones exposed to acute, 
as well the ones exposed to chronic trauma. It was 
clear that the criteria for the diagnosis of PTSD in 
children and adolescents can not be identical to 
the criteria for adults (5). Different symptoms that 
had already been identified as markers of trauma 
in children, especially children younger than 6 
years, were systematically brought into con-
nection. The following were identified as the main 
markers: "traumatic play", then the fears that 
were not directly associated with the event(s) (eg. 
fear of monsters, burglars, vampires), separation 
fears, "regressive" behaviors such as nocturnal 
enuresis, encopresis, thumb sucking, uncontrolled 
behaviors in the form of impulsiveness and atten-
tion deficit, with decline in school achievement or 
social withdrawal and isolation (6). It has been 
confirmed that the symptoms of PTSD can vary 
significantly in children and adolescents depending 
on the traumatic event(s) itself, as well as on the 
severity and duration of the trauma, and the child 
age at the time of trauma (7). It became clear 
that a new classification is necessary to define 
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precisely the symptoms of PTSD in preschool 
children compared to adolescents and adults. 
Delineation was made for the first time in the 
DSM-V classification which appeared in 2013, 
bringing an absolute novelty in the diagnosis of 
PTSD - Post-Traumatic Stress Disorder for 
Children of 6 Years and Younger (8). In this way 
the criteria for the diagnosis became develop-
mentally sensitive, and their use has led to an 
increase in diagnosis of PTSD in children three to 
eight times (9). DSM-V classification brings a 
great change in understanding the experience of a 
traumatic event(s), describing their reaction and 
manifestation of post-traumatic reactions. It was 
pointed out that children do not have to manifest 
extreme aversion reaction (distress) as a man-
datory criterion for the diagnosis of PTSD. The 
logic of these changes lies in the fact that small 
children can not verbalize their avoiding reactions 
or it is too complicated for them to describe in a 
relevant way their complex cognitive experience of 
the traumatic event(s), so if there is no adult to 
testify, there is no way of acquiring information 
about the reactions (10). Therefore, it was difficult 
to fit preschool children in the DSM-IV criteria, and 
almost impossible in the ICD-10 classification 
adjusted to the adults.  

The essential significance of these revolu-
tionary changes in the classification should be 
reflected in more a precise diagnosis of the 
disorder and implementation of early intervention 
and prevention of psychosocial consequences. 

 
Diagnostic criteria for PTSD 
 
The DSM-5 classification criteria for clinical 

diagnosis of Post Traumatic Stress Disorder in pre-
school children are developmentally sensitive and 
contextually more specific in comparison to the 
criteria for school children and adults (8). 

The first criterion brings before a diag-
nostician the task of determining whether an 
individual has been exposed to a traumatic event. 
DSM-V gives more potentially traumatic stressors 
compared to the previous classification and those 
are: death, death threat, real or threatening se-
rious injury or actual or threatening sexual vio-
lence. Exposure to these risks can occur in one of 
four ways: (I) directly; (II) directly witnessing the 
incident; (III) learning that a close relative or a 
friend was exposed to real or threatening trauma 
whether it was intentional (eg. violence) or uni-
ntentional (eg. a traffic accident). In children older 
than six years, adolescents and adults, trauma can 
be a result of repeated or extreme indirect expo-
sure to traumatic event(s) usually during the 
performance of professional duties (IV), (eg. 
emergency response (first responders), the duties 
of collecting human remains, professions exposed 
to the details concerning children abuse). The last 
criterion does not include indirect non-occupa-
tional exposure via electronic media, television or 
movies (including the Internet), to which many 
members of the public (including children) are 

exposed. The nature of traumatic experience was 
not specially studied before the publication of 
DSM-V.  

The second criterion (B) describes one or 
more intrusion symptoms associated with the 
traumatic event, which did not exist before the 
traumatic event: (I) recurrent, involuntary, in-
trusive, distressing memories of the traumatic 
event(s), (II) recurrent nightmares with the 
content and/or affect of the dream related to the 
traumatic event(s), (III) recurrent dissociative 
reactions ("flashbacks") in which a person feels or 
reacts as if the traumatic event(s) is recurring in 
continuum until the extreme reaction of complete 
loss of awareness of the present environment; 
(IV) intense or prolonged psychological aversive 
experience (distress) at the exposure to internal 
or external cues that symbolize or resemble 
certain aspects of the traumatic event(s), and (V) 
marked physiological reactions to internal or 
external cues that symbolize or resemble certain 
aspects of the traumatic event(s). In children, 
certain aspects of the traumatic event may be 
exhibited through „traumatic play“. In children 
younger than 6 years spontaneous and intrusive 
memories of the trauma do not even necessarily 
have to be disturbing for the child. Nightmares can 
also appear in children and they do not necessarily 
have to have any recognizable content, and in 
younger than 6 years the content of terrifying 
dreams may not be possible to associate reliably 
with the traumatic event(s).  

The "C" criterion refers to one or more sym-
ptoms that reflect persistent avoidance of the 
stimuli associated with the traumatic event (or 
events) beginning after the traumatic event or 
growing worse after a traumatic event, such as: 
(I) avoidance of, or efforts to avoid distressing 
memories, thoughts and feelings of the traumatic 
event or of events closely associated with the 
traumatic ones, and (II) avoidance of, or efforts to 
avoid external reminders of the traumatic event 
(people, places, conversations, activities, objects, 
situations) that arouse distressing memories, 
thoughts or feelings about, closely associated with 
the traumatic event. Reactions refer to children of 
all ages.  

The "D" criterion examines the negative 
alterations in cognition and mood, highlighting the 
changes whose onset or worsening occurred after 
the traumatic event, and is being recorded with 2 
or more symptoms: (I) inability to remember an 
important aspects of the trauma (typically due to 
dissociative amnesia, and not other factors such 
as head injury, alcohol or drugs), (II) persistent 
profusely negative beliefs or expectations of 
oneself, others or the world (eg. "I am bad", "No 
one can be trusted," "I lost my soul forever" "My 
whole nervous system is permanently ruined," 
"The world is dangerous"; (III) persistent distorted 
cognition about the cause or consequences of 
traumatic event(s) that lead to blaming them-
selves or others; (IV) Persistent negative emo-
tional state (eg. fear, horror, anger, guilt or 
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shame); (V) markedly diminished interest and 
participation in significant activities; (VI) feelings 
of detachment or estrangement from others; (vii) 
persistent inability to experience positive emotions 
(eg, inability to experience love, appeals to the 
experience of psychic numbness, stiffness). In 
children younger than 6 years the criterion "nega-
tive changes of cognition and mood" is attached to 
the criterion "C" in a way that it is sufficient to 
have only one symptom of the criteria "C" and/or 
"negative changes of cognition and mood" of 
which listed: (I) substantially increased frequency 
of negative emotional states (fear, guilt, sadness, 
shame, confusion); (II) markedly diminished inte-
rest or participation in significant activities inclu-
ding constriction of play; (III) social withdrawal, 
and (IV) persistent reduction of expression of 
positive emotions. Typically, traumatized persons, 
including children, tend to avoid the emotional 
experience of a traumatic experience when it 
comes to motor or cognitive reactions. A series of 
signs of increased psychological arousal such as 
restlessness, problems with concentration and 
impulsivity are the symptoms that are grouped 
around the trigger of re-experiencing the event(s) 
(11). Increased cortical arousal compromise the 
ability of a child to control rage or aggressive 
reactions (6). "E" criterion (for children younger 
than six years this is "D“ criterion) - "Alteration in 
arousal and reactivity," which is associated with 
the traumatic event(s) or worsens after a trau-
matic event(s), is evidenced with 2 or more of 
these symptoms: (I) irritable behavior and angry 
outbursts (with little or no provocation), typically 
manifested as verbal or physical aggression 
towards people or objects. In children younger 
than six years extreme temper tantrums are 
included; (II) Reckless or self-destructive 
behavior; (III) Hypervigilance; (IV) Exaggerated 
startle res-ponse (excessive motor response 
("jumping") to ringtone, phone, other people's 
movements); (V) Problems with concentration; 
(VI) Sleep distur-bance (eg. difficulty falling or 
staying asleep, or restless sleep).  

The duration of symptoms of the above 
described clusters is at least one month after the 
traumatic event(s). We need to stress that if the 
diagnostic criteria are not met in full until at least 
six months after the traumatic event(s), then it is 
considered as a PTSD with a delayed expression. 
Symptoms must occur day after day, they need to 
cause a clinically significant impact (distress or 
impairment) on the person functioning, but not 
just as an unpleasant disturbance or confounding 
inconvenience. In children, the important thing is 
their disturbed relationship with their parents, 
siblings, guardians or other caregivers or school 
behavior disorders. The diagnosis of PTSD is 
excluded if the condition is caused by a direct 
physiological effects of substance abuse (drugs or 
alcohol) or a general medical condition (eg. 
traumatic brain damage, coma) (8).  

In addition to the criteria for the diagnosis, 
the following psychopathological problems as-

sociated with the traumatic event(s) can coexist: 
a) depersonalization: described as the subjective 
experience of "being detached from yourself" or 
"be as an external observer of the event(s)", "as it 
is not happening to me "or" like in a dream"; b) 
derealization: the subjective experience of chan-
ged reality (eg. "like things are not real, as if they 
are different, changed, as they do not exist"). The 
use of these subtypes implies that symptoms have 
not appeared as a side effect of substance abuse 
or other medical conditions (eg. complex partial 
crisis).  

ICD 11 suggestions, in addition to the 
criteria for PTSD, introduce a new category - 
Complex PTSD (CPTSD). Complex PTSD primarily 
refers to the presentation of PTSD with pre-
dominant symptoms which are grouped into 
several broad domains: (I) difficulties in regulating 
emotions, (II) impairment of the ability to build 
relationships, (III) changes in the domain of atten-
tion and awareness (eg. dissociative phenomena) 
(IV) negative impact of the belief system, and (V) 
somatic complaints or disorganization (12). ICD-
11 viewes PTSD as the result of exposure of an 
individual to trauma that is repeated or prolonged, 
and in some cases takes a form of interpersonal 
trauma, often occurring in circumstances where an 
escape is not possible due to physical, psycho-
logical, developmental, familial/environmental or 
social constraints. ICD-11 will include a description 
of the development-specific presentation of sym-
ptoms, which is primarily referred to children and 
adolescents, although there are already disagre-
ements about the descriptions not beeing ap-
propriate and separate from the ones refering to 
adults (13). Raising the diagnostic threshold for 
PTSD in the ICD-11 leads to a drop in the 
percentage of diagnosed children and adolescents 
by as much as 27% compared to the ICD-10, 
which carries a concern given that the use of 
different diagnostic algorithms in practice involve 
different treatment plans (14).  

Some experts argue that people who suffer 
from complex PTSD should be considered as 
having a personality disorder (usually borderline 
personality disorder or personality change after a 
catastrophic experience) or substance-related and 
addictive disorders, because it represents a sig-
nificantly greater therapeutic challenge (15). 

 
Diagnosis of PTSD 
 
There is still no "gold standard" in the diag-

nosis of PTSD in children and adolescents, which 
carries the risk for children with PTSD to remain 
undiagnosed or “overdiagnosed” (16). Children 
older than seven years usually can read and fill 
out self-assessment questionnaires by themselves, 
which creates a possibility for constructing useful, 
cheaper and less demanding tools to be used for 
screening, examination and diagnosis, especially 
with larger group of children and parents. The 
following recommendations could be extracted as 
a reliable guide for the diagnosis (17): (I) a 
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comprehensive physical examination (with a 
special screening for physical injury or sexual 
abuse, if suspected); (II) taking a detailed medical 
history; (III) taking data from multiple sources 
associated with the traumatic event(s), with 
special emphasis on family and family relations; 
(IV) a psychiatric examination and clinical diag-
nosis according to the criteria of classification 
systems ICD-10 (ICD-11) and DSM-V; (V) psycho-
logical testing; (VI) use of additional assessment 
instruments: Clinician-Administered PTSD Scale 
for Children and Adolescents (CAPS-CA) (18), 
Child and Adolescent Trauma Survey (19), and 
Trauma Symptom Checklist for Children (TSCC) 
(20). Psychiatric comorbidities and family functio-
ning is taken into account using semi-structured 
and structured assessment tools: The Schedule for 
Affective Disorders and Schizophrenia for School 
Age Children (K-SADS) (21), Childhood Family 
Functioning Scale (DRRI-2 Section: B) Parent 
Report of Child's Reaction to Stress. 

It is necessary to provide the conditions for 
conducting interviews with children. The child 
should feel safe and secure in a new environment, 
the space should be adequate, and the staff trai-
ned. 

 
Comorbidity 
 
Preschool and younger school children de-

pend on the help from the outside world. When 
exposed to a trauma, they have an intense feeling 
of lack of control of the the event(s) that 
inevitably leads to a depressed cognitive style that 
it is impossible to avoid any "dangerous" situation. 
As a result, there is reduced resilience and 
increased vulnerability to future traumatic 
event(s) and PTSD may remain undiagnosed or 
misdiagnosed as a "pure" depression, generalized 
anxiety disorder, or mixed disorder of conduct and 
emotions (22). This would disable the provision of 
adequate therapeutic interventions.  

School children may develop a fear of going 
to school (school phobia), to be concerned for the 
safety of their family and friends (developing 
separation anxiety), they can develop simple pho-
bias, or the tendency to panic attacks. (6) 

In the period of adolescence substance 
abuse, and alcohol and marijuana are very com-
mon in an effort to achieve self-healing and allevi-
ation of the symptoms of PTSD (23). Repeated 
traumatic experience of abused children signifi-
cantly increase the risk of developing borderline 
personality disorder (24), conduct disorder and 
depression in adulthood. Sexual abuse leaves 
some lasting effects on the child and affect its fully 
functioning, from the disturbances in establishing 
emotional relationships, all the way to dissocia-
tive-conversion disorders (25, 26).  

Comorbidity at the time of diagnosis is 
common. The most important comorbid disorders 
that younger children with PTSD develop are: 
Reactive Attachment Disorder Syndrome and 
Attention Deficit Hyperactivity Disorder (ADHD) 
(27). It is recommended that traumatized children 

showing an initial clinical presentation of one of 
these two disorders should be included in the 
differential diagnostic assessment in relation to 
PTSD. 

In adolescents and school children, the most 
commonly diagnosed comorbid conditions, with 
significant overlapping of symptoms, are depres-
sive disorders (22). 

Females are twice as likely to develop PTSD 
compared to males, but males frequently exhibit 
conduct disorder, personality disorder, antisocial 
behavior, criminal behavior as comorbid condi-
tions, especially after a significant physical trauma 
(28). 

Studies that have compared the groups of 
male subjects with and without PTSD have shown 
that men who suffer from this disorder are seven 
times more likely to develop depression, six times 
more often they develop generalized anxiety 
disorder, and are three times more likely to abuse 
drugs and the risk of alcohol abuse is doubled 
(29).  

 
Treatment 
 
PTSD therapy includes a package of various 

interventions directed towards the child, parents 
or guardians with the support of a school expert 
team (30). Before engaging in any form of 
therapy, the termination of all forms of trauma is 
necessary. This often requires the involvement of 
social services, police and courts (31). 

As a first-line treatment of PTSD in children 
and adolescents, psychoeducation and psychothe-
rapy for children and parents are recommended. 
Psychopharmacotherapy belongs to the multimo-
dal approach, especially in complex and comorbid 
conditions (32). 

The introduction of early psychological inter-
ventions in pre-school and school children, con-
trary to the original statements, did not show any 
significant effectiveness in a group of children 
under six years of age (33). Because of the limi-
tations of research and a scarce data base, there 
is still no evidence-based data that would give us 
any clear guidelines and recommendations about 
the future treatment of children of this age. It is 
suggested that premature disclosure of the 
event(s) in traumatized children (especially if 
sexually abused), can cause complications, and 
that there is a risk of the child sensitization if re-
minded of the traumatic event(s) (traumatizing), 
without allowing sufficient time to influence the 
creation of experience (32, 34) . However, a brief 
consultation with the parents in terms of psycho-
education and training in the field of dealing with 
stress should still be available from clinicians, and 
in a population of school children intervention can 
be used gradually with children who are at risk of 
developing long-term inability to integrate into the 
environment (33).  

 
Psychotherapy 
 
Psychotherapeutic intervention with a child 

typically includes the following components: 
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psychoeducation, direct exploration of the trauma, 
techniques of controlling and managing the sym-
ptoms, examination and modification of the wrong 
cognitive attitude in connection with the trauma. 

Numerous studies point to new evidence to 
support the efficacy of cognitive behavior therapy 
(CBT) focused on trauma (Trauma Focused Cog-
nitive Behavior Therapy - TFCBT) in terms of 
symptom relief, mitigation of depression, behavior 
disorders and general functioning in children with 
PTSD (35). 

Desensitization therapy with quick move-
ments of the eyeballs - Eye Movement Desensiti-
zation and Reprocessing (EMDR), is a treatment 
that has found wide use in many European 
countries, and therefore there is very popular 
belief that it is more effective in the treatment of 
PTSD than the others. In a comparison of its 
effectiveness in children aged 8-19 years, there 
was not any significant difference in efficacy 
between different treatments. However, the child-
ren included into TF-CBT have shown significant 
improvement of comorbid conditions, including 
depression and symptoms of hyperactivity, 
compared to the children in the EMDR program 
(36).  

There are also significant research results 
regarding the success in risk reduction through the 
forms of family therapy (Risk Reduction through 
Family Therapy - RRFT), compared to a modified 
TF-CBT for adolescents who have problems with 
substance abuse. In this population, RRTF has 
shown more significant efficacy in the treatment of 
PTSD and comorbid conditions, depression, 
substance abuse and internalized symptoms 
compared to the control group (37). 

A general impression is that parents should 
be involved in psychotherapeutic intervention 
designed for the children with PTSD (38, 34). It is 
suggested that the treatment should start with the 
psychoeducation of parents, including the "norma-
lization" and explanation of posttraumatic reac-
tions, as well as adequate information about the 
way parents can help the child in the home en-
vironment. If there is evidence that the parents 
also show a significant emotional stress (as a 
result of traumatic experiences), the intervention 
should be directed towards exploration and reso-
lution of the (parental) experience. This kind of 
approach offers the possibility that parents could 
later respond better to the emotional needs of 
their child. The school system, teachers, should be 
trained so that they can understand and ade-
quately respond to the emotional needs of the 
child (33). 

An increasing number of web-based treat-
ments offer a wide range of useful interventions. 
An Internet-based application that offers an 
adjusted TF-CBT, "Triangle of Life", is also ava-
ilable as a version for children (39). 

 
Pharmacotherapy 
 
There is still little information about the 

functioning of psychopharmacological drugs in 
children with PTSD, because of the lack of a suf-

ficient number of empirical studies (31). Certain 
drugs may show rather good results in the 
treatment of primary symptoms of PTSD in chil-
dren. Effective pharmacological agents would be 
the ones that: a) are directed to cut-off the sym-
ptoms; b) improve the quality of life of the 
child/adolescent, allowing normal growth and de-
velopment in the long term; c) allow the psy-
chotherapeutic intervention to facilitate the pro-
cessing of emotionally disturbing material by the 
traumatized children themselves, with a pro-
fessional guidance in the process. 

Selective serotonin reuptake inhibitors 
(SSRIs) have a wide range of application in the 
treatment of PTSD in adults, with very few side 
effects. Therefore, they are seen as the first line of 
psychopharmacological drugs to combat the 
symptoms of PTSD, which still has not been con-
firmed when it comes to children. In the treatment 
of children, they have been approved for the 
treatment of depression and obsessive-compulsive 
disorder (sertraline, fluoxetine). There still have 
not been sufficient controlled trials of SSRIs in the 
treatment of PTSD in children, but there are open-
label data related to citalopram and its effective-
ness in all clusters of symptoms in adolescents 
(40). A caution when giving SSRI is related to the 
possibility of excessive activation and onset of 
irritability, insomnia, attention deficit, and there is 
a warning of an increased risk of suicidality. It is 
therefore advisable to consider an alternative me-
dication or mandatory inclusion of psychotherapy 
along with the use of SSRIs in the treatment of 
children with PTSD (41). Other serotonergic 
agents, such as trazadone (serotonin antagonist), 
and cyproheptadine (serotonin and histamine 
antagonist) were studied in a group of children, 
with limited effectiveness in sleep regulation and 
the reduction of the nightmares, but the available 
data is of low validity (42).  

Adrenergics drugs reduce sympathetic aro-
usal and have proven to be effective in the treat-
ment of irritability, symptoms of re-experiencing, 
impulsive reactions, sleep disturbances and 
nightmares that are found in PTSD (31). Clonidine 
(α2-adrenoceptor antagonist) administered orally 
(0.05 to 0.2 mg/day) lowers the level of anxiety, 
excitement, insomnia, impulsivity and aggressive 
behavior (43). In one study, data were obtained 
that guanfacine is effectively similar to clonidine, 
especially in reducing nightmares, but it was most 
useful if administered soon after the onset of 
symptoms of PTSD (44). Clonidine and guanfacine 
are considered especially effective in the treat-
ment of PTSD in children with ADHD (31). It is 
believed that propranolol (beta-adrenergic blo-
cker) significantly reduces neural activity in the 
amygdala, cognitive arousal and symptoms of  
imposing thoughts (intrusive, obsessive thoughts), 
and therefore a post-traumatic stress reaction 
itself (45). However, the efficacy of propranolol 
has not been consistently confirmed in the studies 
(46). 
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Although randomized clinical trials have 
demonstrated the effectiveness of tricyclic anti-
depressants (TCAs) and monoamine oxidase in-
hibitors (MAOIs) in the adult population with 
PTSD, there are still no adequate controlled 
studies that would evaluate them in children and 
adolescents, primarily due to cardiac and anticho-
linergic side effects. One randomized study indi-
cates the effectiveness of low-dose imipramine 
(1mg/day) in the treatment of an acute outbreak 
of stress symptoms and their complete remission 
(42).  

In several studies, level "E" and level "F" 
atypical antipsychotics risperidone, olanzapine, 
and quetiapine have been described as effective in 
controlling a wide range of symptoms of PTSD in 
children: dissociation, anxiety, depression, anger, 
and are sometimes recommended for patients 
with refractory PTSD symptoms and mixed clinical 
presentation of PTSD and comorbid psychopatho-
logical manifestations (paranoid, pseudohallucina-
tions, intense flashbacks, parasuicidal behavior, 
explosive and overwhelming rage and psychosis) 
(31). 

Antiepileptics and psychostabilizers regulate 
excitatory neurotransmitter glutamate and inhi-
bitory neurotransmitter GABA. Carbamazepine has 
been proven to be effective in reducing re-exp-
eriencing symptoms in small, open trials with 
children and adolescents (300-1200 mg/day, level 

in the serum of 10 to 11.5 mg) (47). The admini-
stration of carbamazepine requires laboratory mo-
nitoring, while the use of lamotrigine and topira-
mate requires slow titration due to serious side 
effects in case of a rapid introduction. 

The usefulness of benzodiazepines for PTSD 
in children and adolescents has still been under 
examination. The combination of a large number 
of side effects, and the lack of evidence of its 
efficacy in traumatized adults, make them a poor 
choice for young patients (42). 

 
Conclusion 
 
Changes in the diagnostic consideration of 

PTSD, especially in children of an early age, 
brought a revolutionary change in the perception 
of an accurate diagnosis and adequate therapy. 
The essential significance of the changes lies in 
the prevention of serious psychosocial consequen-
ces. As a first-line treatment of PTSD in children 
and adolescents, psychoeducation and psycho-
therapy for children and parents are the 
recommended approaches. Psychopharmaco-
therapy still represents a part of the multimodal 
approach, especially in complex and comorbid 
conditions, and is not yet a well-explored field, but 
instead requires further research in well-controlled 
studies. 
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Psihološki fenomeni kod dece i adolescenata nastali traumatizacijom mogu varirati 
ili biti nepotpuno ispoljeni zbog načina na koji deca ispoljavaju simptome ponovnog 
proživljavanja ili emocije prema traumatskom događaju. Razlog tome je nerazvijenost 
apstraktnog mišljenja i relativno mali kapaciteti verbalne ekspresivnosti. Zbog toga, 
postraumatski stresni poremećaj (PTSD) kod dece može biti nedijagnostikovan ili 
pogrešno dijagnostikovan kao depresija, generalizovana anksioznost ili mešoviti 
poremećaj ponašanja i emocija. Istraživanja su pokazala da dijagnostički kriterijumi 
moraju biti bihejvioralno utemeljeni i razvojno senzitivni, pogotovo kada su u pitanju 
predškolska deca, zbog čega je u DSM-5 klasifikaciji dat pregled dijagnostičkih 
kriterijuma za decu mlađu od šest godina, što predstavlja značajnu novost na polju 
dijagnostike ovog poremećaja. Terapija PTSD podrazumeva paket raznorodnih 
intervencija usmerenih prema detetu, roditeljima ili starateljima, uz podršku stručnog 
tima škole. Nedostatak kontrolisanih farmakoloških studija, koje se bave proučavanjem 
uvođenja lekova na početku tretmana, ali i tokom hroničnog ispoljavanja poremećaja, 
otvaraju široko istraživačko polje u budućnosti. Acta Medica Medianae 2017;56(3):62-69. 

Ključne reči: posttraumatski stresni poremećaj, deca, adolescenti 
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