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InTrODUCTIOn

In addition to their disastrous effects on the life and infrastructure of communi-

ties, these events produce a massive collective stress exceeding the ability of the

affected population to cope with the physical, emotional, and financial burdens.

Disaster episodes affect millions of people and exert a collective social suffering

that requires a monumental effort by individuals, communities, societies, and the

world community to overcome.

Classically, relief efforts focus on the physical consequences of disasters by

providing immediate medical attention and addressing health and environmental

services (water supply, sewage disposal, and shelter). Only in recent years have

the short and long-term emotional and mental health consequences among

exposed individuals been taken into consideration. By definition, coping with a

disaster challenges the individual's adaptive capacity.

Children and adolescents are emotionally vulnerable to their experiences

during a disaster. However, a child's reaction to a disaster varies widely depending

on circumstances such as: (1) the extent of exposure to the event, (2) the amount

of support during the disaster and its aftermath, and (3) the amount of personal

loss and social disruption. In addition, the child's response and adaptation are influ-

enced by the child's developmental stage, degree of dependency on adults, unique

individual characteristics, and the child's previous experiences. In most cases the

child's emotional response after a disaster represents an "expected" adaptive
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behavior. However, this "expected" adaptive behavior can become a significant

mental health problem that will chronically impair a child's social and emotional

development when it is too intense or persistent. Therefore, the early identifica-

tion of intense and problematic responses requires adequate support and treat-

ment, according to the emotional needs and developmental stage of each child. It

is essential to educate adults who provide care (parents, teachers, pediatricians)

about stress symptoms, and normal and abnormal adaptive reactions. Knowing

when to intervene promptly is important, because traumatic experiences during

childhood are associated with a higher risk of later emotional and behavioral

disorders, including antisocial behaviors. It is also important to prevent these

more serious disorders and behaviors with anticipatory guidance and early inter-

vention since the availability of pediatric mental health professionals is quite

limited, especially in developing countries and rural frontier parts of our state.

Training pediatricians and school based staff has the potential to greatly enhance

the effective management, early intervention, and support for children and

families affected by a disaster, so that the majority of impacted children will adjust

and recover functioning.

This module provides information on the emotional consequences of

exposure to massive incidents among children and adolescents, describes the

criteria for the identification of more serious mental health disorders, and

proposes strategies for the referral and management of children at different

developmental stages.



EMOTIOnAL VULnErAbILITY In
CHILDrEn AnD ADOLESCEnTS
In DISASTEr SITUATIOnS

ObjECTIVES

� Describe the types of childhood

experiences that impact the vulnerability

of children and adolescents.

� Identify the major factors that influence

the emotional impact of disasters on

children and adolescents.

SECTIOn I / EMOTIONAL 

VULNERABILITY

The human impact of a disaster is affect-

ed by the vulnerability of the children and

adolescents involved in the event.

Although disasters impact almost every-

one in the area, certain populations have

characteristics that predispose to having a

higher risk of negative consequences.

The psychological well-being of individ-

ual children is influenced by the following:

1) the type and intensity of exposure to

the event, 2) the availability of family 

support during the event and during

recovery, 3) the degree of day-to-day life

disruption, and 4) the amount of social

disorganization and chaos. In addition, vul-

nerability depends on individual charac-

teristics of the child, the social and eco-

nomic circumstances of the family and

community, and the available resources in

the surrounding environment and com-

munity.

Individual Characteristics
that Influence Vulnerability
Emotional reactions in children vary accord-

ing to the personal characteristics of the

child or adolescent:

� Age or developmental stage

(physical, psychological, and

social)

� Degree of dependency on

adults in the family or care-

givers

� Gender

� Previous physical and mental

health

� resilience

Age or Developmental Stage of 

the Child

A child's age and developmental stage

will modulate the emotional response to

a disaster (See Appendix on page 42). If

not physically impaired by the trauma, a

child's intrinsic adaptive capacity will

allow the resumption of normal play,

educational, and other developmentally

appropriate activities.

Degree of Dependency on Adults

in the Family or Caregivers

Infants, toddlers, and preschoolers are

nearly completely dependent on adults

for their care. School-age children are

Vulnerability also
depends on
individual
characteristics of
the child, the social
and economic
circumstances of
the family,
community, and
the available
resources in the
surrounding
environment.
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also very dependent on adults.

Adolescents, while less dependent, may lack

experience and cognitive ability to under-

stand and anticipate the immediate or

longer-term consequences of the disaster.

On the other hand, adolescents may be

more self-sufficient and react in a manner

somewhat independent from their care-

givers. The adaptive capacity of nearly all chil-

dren is influenced by the physical and emo-

tional availability of their caregivers, but this

is especially true for younger children. They

may experience intense feelings of abandon-

ment when separated from adults in the

family who have been injured, dislocated,

killed, or who are doing community work.

Gender

Cultural and biological differences between

girls and boys make it more likely for boys

to have more disruptive or externalizing

behavioral symptoms and longer recovery

periods than girls. Boys tend to react with

aggressive behavior, violence, and antisocial

attitudes, which can expose them to addi-

tional trauma. Girls, on the other hand, are

more at risk for internalizing disorders

such as depression and anxiety. Girls are

also at risk for interpersonal violence

(rape) during and following a disaster. In

some cultures, girls may be more willing

and able to verbalize their experiences.

Previous Physical and Mental

Health

Having a chronic physical disease is a risk

factor for poor adaptation following a dis-

aster. In addition, a previous history of

trauma, loss, family distress, or emotion-

al/behavioral problems increases the like-

lihood of a more intense and persistent

emotional disturbance after disasters.

resilience

Resilience is an adaptive capacity that

allows an individual to cope more effective-

ly with adverse circumstances. In spite of

their vulnerability, many girls and boys have

inner resources that enable them to be

resilient in disaster situations. Resilience

may be related to inherited temperament,

but it is more likely influenced by having had

a nurturing caregiver who helped them

develop self-confidence and adaptive skills

to cope with traumatic circumstances.

More resilient children are able to focus

their energy on developmentally appropri-

ate activities such as play, friendships, and

learning. To the extent possible it is best to

minimize the degree to which children are

made to assume parental roles that are

inconsistent with their own developmental

and emotional needs.

Factors that Influence the

Emotional Impact on

Children in Disaster

Situations

Events that cause a great deal of damage

or long-lasting disruptions, or occur with

little warning, tend to cause a greater

degree of distress. Factors that influence

the type and intensity of the emotional

impact experienced by affected children

are shown in box 1.

Type, Extent, and Duration 

of Disaster

Acute situations of short duration that gen-

erate few changes in everyday life cause less

6

In spite of their
vulnerability, many
girls and boys have
inner resources that
enable them to be
more resilient than
many adults in
disaster situations.



SECTIOn 1 / EMOTIONAL VULNERABILITY

with their parents –or are separated

from their parents– immediately after the

event.

Physical Injury 

Physical injury and related pain is associ-

ated with chronic PTSD symptoms.

Effects on Parents or Caregivers

Children are sensitive to how a disaster

has affected families and community.

Adults, who normally provide support,

protection, and stability, may be unable to

provide shelter, food, or safety. They may

fail to respond appropriately to their

child's emotional distress because they

are incapacitated by their own emotional

response. Children are affected by their

caregiver's response to an event. An over-

whelmed caregiver frequently leads to a

distressed child. Emotional or behavioral

disorders manifested by caregivers

increase a child's feelings of insecurity

and fear; making long-term emotional and

behavioral disorders more likely.

Family Inner resources:

relationships and Communication

among Family Members

Families characterized by tense and con-

flicting relationships prior to the disaster

are more likely to react in nonadaptive

and disorganized manners. This reinforces

feelings of helplessness and insecurity in

children.

Exposure of Children to Mass

Media

Repetitive exposure of children to terri-

fying images on television has an emo-

psychological damage than those that are

prolonged and cause extensive damage to

the social environment.

Direct Exposure to Disaster

When children are direct witnesses to

the impact of a disaster, the emotional

consequences are more severe.

Perception of Life-threat to Self

or Significant Other

A perceived threat to an individual's life is

as important to assess as any objective

risk, since the perception of a life-threat is

a strong risk factor for developing an

emotional disorder. In children, their belief

that their parent might die is also a signif-

icant risk factor for developing PTSD.

Separation From Caregivers 

Children who suffer trauma are more

likely to develop PTSD if they are not

7

The emotional
consequences of
man-made events
are more severe
than those that arise
from natural
disasters.

bOX 1. Factors that influence the

emotional impact on children in

disaster situations

� Characteristics, extent and duration of the

disaster
� Direct exposure to disaster
� Perception of life-threat to self or

significant other
� Separation from caregivers
� Physical injury
� Effects on parents or caregivers
� Inner resources of the family, and relation

and communication patterns among the

family members
� Exposure of children to mass media
� Cultural differences
� Degree of disorganization and loss of

social control in the community
� Community response
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tional impact on them. Children may mis-

understand these images and believe that

the event is ongoing. Graphic images can

overwhelm and frighten younger chil-

dren, and impact older children and ado-

lescents as well. Indirect exposure to dis-

aster through TV images is associated

with anxiety and other emotional distur-

bances in children not directly exposed

to the disaster. Adults should monitor

and restrict images that their children are

exposed to through all media, but espe-

cially through television.

Cultural Differences

Children and families who have previously

endured traumatic experiences, including

violence, abuse, and separation from care-

givers have a greater risk of experiencing

serious adverse emotional reactions to

disaster. A strong and extensive social net-

work may serve as a protective buffer.

Likewise, some religious beliefs may serve

as protective factors for children and their

families.

Degree of Disruption and Loss of

Social Control in the Community

Disasters may generate situations of chaos

and disruption that undermine the normal

rule of law and lead to desperate and crim-

inal behavior such as looting, robbery, and

vandalism. The frequency of interpersonal

violence including rape of women and sex-

ual abuse of children increases in these cir-

cumstances.

Community response to the

needs of Children Affected 

by Disaster

The more social cohesiveness the commu-

nity retains, the quicker that society will

gain a sense of stability, normalcy, or, at

least, hope. Communities recover quicker if

prior to the disaster they have prepared a

plan for responding and rebuilding. Having a

community response and recovery plan

that is implemented in a prompt, effective,

and coherent manner will create a more

supportive environment that lessens the

risk for long-term emotional disorders. 

8

Disasters may
generate situations of
chaos and disruption
that undermine the
normal rule of law
and lead to desperate
and criminal 
behavior.



CHILDrEn'S EMOTIOnAL

rESPOnSE TO DISASTEr

ObjECTIVES

� Know the stages of the emotional

response to a disaster.

� Know the most common emotional

disorders in children exposed to disaster

situations.

� Recognize the cases that require referral

for mental health professional assistance.

SECTIOn II / EMOTIONAL RESPONSE

normal Emotional response
When a child is exposed to a disaster,

the emotional responses can range from

minimal distress to inattention, fear, lack

of enjoyment (anhedonia), anxiety,

depression, and grief to symptoms of re-

experiencing, avoidance, hypervigilance,

and disruptive behavior.

In many instances these symptomatic

reactions are considered normal respon-

ses to a traumatic experience and are

time-limited. Children, however, may also

have significant impairment and chronic

symptomatology.

Stages of normal
Emotional response of
Children to Disaster
The emotional response to traumatic

stress can be viewed in stages. There are

a range of emotional responses or reac-

tions that can be seen, some of which

are more likely to occur during or

immediately after the disaster and some

which are more likely to be seen at a

later time.

The first stage, occurring immediately

after the traumatic experience, may

include reactions of fear, denial, confu-

sion, and sorrow as well as feelings of

relief if loved ones are unharmed. It may

also include dissociative symptoms: feel-

ings of emotional numbing, being in a

daze, a sense of what has occurred is not

real or that one doesn't feel like oneself,

or lack of memory for some aspects of

the experience (amnesia).

The second stage occurs days or

weeks after the disaster. In many children

it is characterized by regressive behavior

and signs of emotional stress such as

anguish, fear, sadness, and depressive

symptoms; hostility and aggressiveness

against others; apathy, withdrawal, sleep

disturbance, somatization, pessimistic

thoughts about the future, and repetitive

play enactment of the trauma. As long as

these symptoms do not impair normal

childhood activities, they are considered

part of the normal recovery process and

they can be expected to lessen or disap-

pear after some weeks.

Emotional responses that are persistent

and impair a return to normal functioning

should be considered pathologic. These



The most frequent
childhood disorders
following a disaster
are in the areas of
anxiety, mood, and
behavior

responses may be related to bereavement

and grief or to a new or pre-existing emo-

tional disorder.

Although grief is not a mental disorder,

it may require or benefit from profession-

al attention, especially if it is complicated

by an emotional disorder such as depres-

sion or PTSD. Traumatic deaths are of

particular concern for precipitating

severe grief reactions in disasters.

Five factors that increase the risk of

"traumatic grief" are:

� Sudden, unanticipated deaths.

� Deaths involving violence, mutilation,

and destruction.

� Deaths that are perceived as random or

preventable, or both.

� Multiple deaths.

� Deaths witnessed by the survivor that

are associated with a significant threat to

personal survival or a massive or con-

frontation with death and mutilation.

The most frequent childhood disorders

following a disaster are in the areas of anx-

iety, mood, and behavior (box 2). These

disorders are reviewed below.

Severe Stress reaction and
Adaptive Disorders (F43), 
Acute Stress reaction, and
Post-traumatic Stress
Disorder (F43.1)
Post-traumatic stress disorder (PTSD) is a

clinical entity that commonly occurs after

exposure to a traumatic event. A traumatic

event threatens the physical or psychologi-

cal integrity of the affected person, and is

associated with feelings of confusion, inse-

curity, terror, and bewilderment.

Data on the prevalence of PTSD in

childhood vary widely, reflecting the indi-

vidual experience of the children and fam-

ilies as well as the amount of personal and

communal loss.

The International Classification of

Diseases (ICD-10) defines PTSD as a dis-

order that "arises as a delayed or pro-

tracted response to a stressful event or

situation (of either brief or long duration)

of an exceptionally threatening or cata-

strophic nature, which is likely to cause

pervasive distress in almost anyone." The

Diagnostic and Statistical Manual of

Mental Disorders, 4th ed., Text Revision

(DSM IV-TR), requires a number of crite-

ria to be met by the individual to establish

a diagnosis of PTSD (box 3).

re-experiencing the Traumatic

Event

Children may experience recurrent,

intrusive, and pervasive thoughts regar-

ding the traumatic event. This occurs as

bOX 2. Most common emotional

disorders in the childhood

population exposed to disaster

(ICD-10)

� Severe stress reaction and adaptive

disorders (F43)

� Acute stress reaction and post-traumatic

stress disorder (F43.1)

� Depressive episode (F32) and recurrent

depressive disorder (F33)

� Separation anxiety disorder of childhood

(F 93.0), 

� Phobic anxiety disorder of childhood

(F93.1), 

� Social anxiety disorders of childhood

(F93.2)

� Conduct disorder confined to the family

context (F91)

SECTIOn 1I / EMOTIONAL RESPONSE10
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flashbacks or repetitive dreams, or

nightmares. These dreams may not

necessarily contain images drawn from

the traumatic event; in fact, the frighte-

ning dreams may have no recognizable

content. Younger children may act out

what they have witnessed —in all of its

intensity— or they may engage in joyless

repetitive play in which themes or

aspects of the traumatic experience are

re-enacted. Other symptoms include

emotional and physiological reactivity to

certain reminders (cues) of the event

such as smells, images, sounds, or similar

emotional triggers.

Avoidance and numbing 

Affected individuals frequently avoid

passing through places, conversations, or

situations that trigger any painful recol-

lection of the traumatic event. Avoidance

in children may take the form of closing

or covering their eyes when in proximi-

ty to the traumatic scene or other

reminder. They may also have tantrums

prior to returning to a site of traumati-

zation. Numbing behavior is recognized

when children often lose interest in

activities they used to enjoy. A child, who

once had a full range of emotional

expression, may look withdrawn,

restricted, and indifferent. Affected chil-

dren may also seem emotionally

detached from significant others. Some

older children and adolescents may

report a sense of not caring or doom

about the future.

Symptoms of Increased Arousal

Hyperarousal is manifested through

sleep disturbance that can include night-

mares, fear of sleeping alone, or difficul-

ty initiating or staying asleep. Difficulties

in concentration make learning difficult.

Hypervigilance and an exaggerated star-

bOX 3. DSM IV-TR diagnostic

criteria for PTSD

� Exposure to a traumatic event

� Persistent re-experiencing of the event, as

evidenced by:

—Distressing recollections

—Dreams

—Flashback

—Distress at cues

—Physiological reactivity to cues

� Avoidance of stimuli associated with

trauma and symptoms of numbing of

general responsiveness, as evidenced by:

—Avoidance of thoughts and feelings

—Avoidance of activities, places, people

—An inability to recall aspects of the event

—Decreased interest/participation in social

activities

—Emotional detachment

—Restricted affect

—Foreshortened sense of future

� Symptoms of increased arousal, as

evidenced by:

—Insomnia 

—Irritability 

—Difficulty concentrating

—Hypervigilance

—An exaggerated startle

To establish the diagnosis, symptoms must

be present for al least one month and

should be associated with considerable

impairment of child’s normal activity
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tle response may lead to excessive irri-

tability or angry outbursts and may

make interpersonal relations quite diffi-

cult, especially within the family.

Other Symptoms

Other associated symptoms that fre-

quently co-occur include regressive beha-

viors, such as thumb-sucking, enuresis, and

encopresis, as well as other phobias and

anxieties, multiple somatic symptoms

(stomachaches and headaches), and dis-

ruptive behavior.

PTSD manifestations vary according to

the development stage of the affected

child, making it possible to describe them

in three groups: preschool-age children,

school-age children, and adolescents.

PTSD in Preschool-age
Children
Toddlers and preschool-age children can

experience PTSD symptoms but they

often cannot verbally communicate their

distress. Instead, they frequently look

withdrawn, silent, indifferent, quiet, fear-

ful, demonstrate regressive behaviors

and fears especially increased separation

anxiety. They may re-enact intrusive

memories through repetitive play of the

trauma.

PTSD in School-age
Children
Older children can manifest all of the

symptoms of post-traumatic stress dis-

order, including irritability as well as

emotional constriction. They often suffer

from difficulties in attention that impair

their concentration at school. In addi-

tion, somatic symptoms, such as

headaches and stomachaches, are typical.

Their worries about the disaster might

become pervasive. They may attempt to

prevent future dangers by asking ques-

tions about aspects of the event, includ-

ing minor details that may seem obses-

sional. They may also re-enact troubling

recollections through play or drawing.

PTSD in Adolescents
Adolescents can experience all of the

symptoms of PTSD that adults can. They

may have recurrent thoughts or dreams

about the incident that may lead to feelings

of anxiety, depression, helplessness, and

guilt, and suicidal ideation. Occasionally, in

an attempt to relieve their distress, they

may increase their use of illicit substances.

In addition, they may demonstrate rebe-

llious and antisocial behavior.

Depressive Disorders
Signs of depression such as sadness, hope-

lessness, and sleep disturbance are common

manifestations after a catastrophic event.

This is especially true when the return to

normal routines and settings is delayed or

impossible. Symptoms of depression can be

temporary or chronic and may require

intervention of medical and mental health

professionals. Pediatricians and general

practitioners who care for children

exposed to disaster should identify the

appearance and persistence of the following

symptoms of depression: 

� Sleep disturbance: insomnia, hypersom-

nia, nightmares 

� Eating pattern disturbances: rejection

of food or excessive feeding/eating 

� Feelings of hopelessness and helplessness

12

Younger children
may “act out” the
traumatic
experience in all its
intensity or enact
the trauma through
repetitive play.

Symptoms of
anxiety may appear
at all ages and affect
uniformly the adult
and childhood
population.
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� Feelings of frustration, irritability, rest-

lessness, emotional outbursts.

� Reduced or no interest in usual every-

day activities, feelings of discourage-

ment (despondency)

� Reduced or no capacity for enjoyment

of activities that were usually pleasant 

� Loss of interest in playing

� Loss of interest in relating with peers

� Loss of friends

� Regressive behaviors (going back to

earlier developmental stages)

� Tendency towards withdrawal and

annoyance

� School performance problems

� Somatic symptoms since they are

sometimes equivalent to depressive

symptoms (e.g. headaches, stom-

achaches among the most frequent)

� Suicidal thoughts or suicidal ideation in

adolescents and older children, requir-

ing immediate attention by mental

health professionals

Anxiety Disorders
Symptoms of anxiety may appear at all

ages. Among the most frequent include:

� Fears (often of the dark)

� Irritability

� Restlessness

� Avoidance behavior

� Recurrent stressful thoughts or feeling

of being in danger

� Recurrent images

� Attention, concentration, and memory

disturbances 

� Shaking

� Dizziness, instability 1 Tachycardia,

dyspnea, chest pain

� Muscle contractures

� Gastrointestinal disorders (diarrhea,

constipation)

� Sweating

Conduct Disorders of Defiant
and Aggressive behavior
Aggressive behavior is also a frequent

outcome among children and adoles-

cents, especially males. Whereas younger

children may hit or bite others, older

children may get quite violent, especially

with their peers, and pushing and fighting

becomes common. Rebellious, antisocial,

and even criminal behavior can also

occur.

When greatly distressed, children and

adolescents may enact their distress

through emotional outbursts, and other

disruptive behavior. Parents may be

tempted to over-react to somatic symp-

toms or pardon disruptive behavior due

to feelings of guilt related to an inability

to protect their children. Parents should

attempt to sensitively provide consistent

limits and to provide opportunities to

discuss their child's fears, anger, sadness

and other emotions without relying

upon the child for their own comfort.

Other Manifestations
Children and adolescents frequently

express emotional distress through soma-

tic symptoms. The most common include

headaches, stomachaches, chest pain, and

nausea. These symptoms typically improve

when kids are given the chance to

express their feelings in an appropriate

modality –play, drawing, talking. It is

Signs of depression
such as sadness,
hopelessness, and
sleep disturbance
are common
manifestations after
a disaster.

It is necessary that
children understand
that they are not
responsible for what
happened in order
to prevent
inappropriate
feelings of guilt.
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important to be alert to these symptoms

and make the corresponding consultation

if they persist.

Special mention is needed for sleep dis-

turbances. Insomnia, refusal to go to sleep,

frequent waking, nightmares, night terrors,

and fears of sleeping alone are very com-

mon. Adults should be sensitive that this is

related to a child's sense of security and

respond appropriately and flexible.

Bedtime rituals should resume; in addition,

spending more time with children near

bedtime, providing a soothing transitional

object (doll, stuffed animal), leaving a light

on, and staying with them until they are

asleep are possibilities.

Younger children have cognitive

processes that are egocentric, and may

believe that they are to blamed for not

behaving or for negative thoughts and fan-

tasies. Excessive feelings of guilt and inap-

propriate self-blame may also arise in

older children and adolescents for having

survived or for being unable to prevent

their loved ones from being injured or

killed. It is necessary that children under-

stand that they are not responsible for

what happened in order to prevent inap-

propriate feelings of guilt.

Regressive behavior is very common,

especially among younger children whose

developmental achievements are not as

well consolidated. They become more

dependent on adults, perhaps even cling-

ing to them, and symptoms of separation

anxiety or school refusal may appear. They

may often regress to thumb-sucking, fear-

ing the dark, wetting the bed, and even

have encopretic episodes.



SPECIFIC InTErVEnTIOnS FOr
DEVELOPMEnTAL STAGES

ObjECTIVES

� Describe the different types of
interventions for emotional responses
seen in children at differing
developmental stages.

� Be aware of recommendations to
restore routines and child and family
functioning.

� Be acquainted with the possible
interventions aimed at lessening the
emotional impact of disasters
childhood.

SECTIOn III / SPECIFIC INTERVENTIONS  

FOR DEVELOPMENTAL STAGES

Interventions for emotional
disorders in children 
exposed to a situation of
disaster

Children with adverse reactions to

stress and behavioral symptoms for more

than 1 month are at higher risk of develop-

ing PTSD or violent or criminal behaviors

in the future. They should, therefore,

receive psychological support within the

first month after the episode.

Most children present first to primary

care clinicians or to non-mental health

professionals. Primary care clinicians play

an important role in educating families

about prevention and support strategies,

providing early intervention, screening for

emotional disturbance, providing less

intensive interventions, and referring for

mental health and community-based treat-

ment (box 4). Pediatricians have the

capacity to provide appropriate anticipato-

ry guidance and manage emotional condi-

tions early on when these conditions may

be ameliorated. Prompt measures to mini-

CASE 1.

An important part of the population in
your city has been affected by a flood,
prompting an evacuation plan that
involves displacement of most people to
shelters. You have been summoned as
part of the multidisciplinary rescue teams.

� As a pediatrician, what do

you consider to be your role

in helping families during the

first days?

CASE 2.

After an earthquake the population of
your town is progressively returning to
normal. Children are gradually returning
to school.

� What do you think should be

your role in this phase

regarding school and school

teachers?

bOX 4. Pediatrician’s role

� Anticipatory guidance

� Manage early disturbance

� Screen for disorders

� Provide less intensive intervention

� Refer for mental health and community-

based treatment
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notifying the family of a death, whether a

child or parent has died. It is best to do

this in person and not in a telephone call

whenever possible, regardless of the time

of day. It will also be preferable to deliver

this news in a private place, away from the

distractions of ongoing care to patients.

The manual entitled Pediatric Terrorism

and Disaster Preparedness: A Resource

for Pediatricians describes the notification

process as follows:

"After notifying the survivor(s) of the

death, pause to allow both the informa-

tion to be processed and emotions to

be expressed. Do not try to fill the

silence, even though it may seem awk-
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Adolescents may
react with
withdrawal, apathy,
behavioral changes,
substance abuse and
risk-taking behaviors,
but also feelings of
guilt, hopelessness,
helplessness and
sadness.

bOX 5. How can we help 

children?

recommendations for promoting

adjustment to stressful and

traumatic events 

A. Understand emotional reactions
� Pay attention to behaviors at home and

at school or daycare
� Acknowledge and accept behavior as

normal adaptations to stress

b. reduce the emotional impact
� Provide support, comfort, and time for

play and discussion 
� Model healthy coping behavior
� Have parents seek help if needed

C. Facilitate recovery
� Normalize routines as soon as possible
� Listen to children and validate their feelings 
� Encourage activities that help them express

their feelings: different type of games, art-

related activities, etc.

mize fear and anxiety in children exposed

to a traumatic event are essential. These

measures should give children the certain-

ty that adults are in control and respond-

ing appropriately, and that previous family

and community routines are returning.

Following a disaster, the primary mental

health goals in the initial 1 to 2 months are

to restore stability, improve social net-

works, decrease hyperarousal, and help

natural recovery seeking. Anticipatory

guidance for post-trauma emotional symp-

toms includes describing the types of dis-

tress, explaining that many symptoms are a

normal response, and describing measures

to help the child and family adapt to the

stressor and return to previous function-

ing. This guidance can be given to individual

families, to educators, and to the media. In

general, these universal recommendations

include the following:
� Return to normal routines
� Be patient and supportive and give chil-

dren time to adapt to his/her distress
� Continue to set normal and appropriate

limits on the child's behavior
� Allow children to talk about his/her

worries and feelings if desired
� Encourage the child to spend time with

friends
� Encourage children to return to his/her

previous developmental tasks
� Parents are encouraged to deal with

their own feelings and get support and
treatment if indicated

More in-depth individual counseling and

anticipatory guidance should be develop-

mentally based (box 5).

notification of Death

One of the most difficult experiences that

a pediatrician will have during a disaster is
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ward. Listen more than you speak.

Silence is often better than anything you

can say. Stay with the family members as

they are reacting to the news, even if

they are not talking. 

� Use clear and simple language. Avoid

euphemisms such as terminated,

expired, or passed away. State that the

individual died or is dead.
� Don't provide unnecessary graphic

details. Begin by providing basic infor-

mation and allow the individual to ask

questions for more details. 

� Don't lie or speculate. If you do not

know the answer to a question, say so.

Try to get the answer if possible. 
� Be conscious of nonverbal communi-

cation and cues, both those of the

family as well as your own. 
� Be aware of and sensitive to cultural

differences. If you do not know how a

particular culture deals with a death, it

is fine to ask the family. 

� Consider the use of limited physical

contact (e.g., placing a hand on the

family member's shoulder or provid-

ing a shoulder to cry on). Monitor the

individual's body language and if at all

in doubt whether such contact would

be well received, ask first. 

� Realize that the individual may initially

appear to be in shock or denial. Expect

additional reactions, such as sadness,

anger, guilt, or blame. Acknowledge emo-

tions and allow them to be expressed

without judgment. 
� Do not ignore or dismiss suicidal or

homicidal statements or threats.

Investigate any such statements (often

this will be facilitated by the involvement

of mental health professionals) and if con-

cerns persist, take appropriate action. 

� Just before and during the notification

process, try to assess if the survivors
have any physical (e.g., severe heart
disease) or psychological (e.g., major
depression) risk factors, and assess
their status after notification has been
completed.

� If possible, write down your name and
contact information in case the family
wants further information at a later
time. If the situation is not appropri-
ate for providing your name and con-
tact information, then consider how
the family may be able to obtain addi-
tional information in the future (even
months later).

� Do not try to "cheer-up" survivors by
making statements such as "I know it
hurts very much right now, but I know
you will feel better within a short
period of time." Instead, allow them
their grief. Do not encourage them to
be strong or to cover up their emo-
tions by saying "You need to be strong
for your children; you don't want
them to see you crying, do you?" Feel
free to express your own feelings and
to demonstrate empathy, but do not
state you know exactly how family
members feel. Comments such as "I
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The best way to
reduce the
emotional impact of
disaster is to try to
keep the family
together and the
parents functioning
well.
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realize this must be extremely difficult

for you" or "I can only begin to imag-

ine how painful this must be to hear"

can demonstrate empathy. Avoid

statements such as "I know exactly

what you are going through" (you

can't know this) or "You must be

angry" (let the individual express his

or her own feelings; don't tell the per-

son how to feel) or "Both my parents

died when I was your age" (don't

compete with the survivor for sympa-

thy). Provide whatever reassuring

information you may be able to, such

as "It appears your husband died

immediately after the explosion. It is

unlikely he was even aware of what

happened and did not suffer before he

died." However, do not use such infor-

mation as an attempt to cheer up fam-

ily members (e.g.,"You should be

happy, many people suffered painful

burns or were trapped under rubble

for an hour before they died. At least

your husband didn't experience

that.") 
� Feel free to demonstrate that you are

upset as well—it is fine to cry or

become tearful. If you feel, though,

that you are likely to become over-

whelmed (e.g., sobbing or hysterical),

then try to identify someone else to

do the notification. 
� After you have provided the informa-

tion to the family and allowed ade-

quate time for them to process the

information, you may wish to ask

questions to verify comprehension.

� Offer the family the opportunity to

view the body of the deceased and to

spend some time with their loved one.

Before allowing the family to view the

body, the health care team should pre-

pare it for viewing by others. A member

of the healthcare team should escort
the family to the viewing and remain
present, at least initially. 

� Help families figure out what to do
next. Offer to help them notify addi-
tional family members or close
friends. Tell them what needs to be
done regarding the disposition of the
body. Check to see if they have a
means to get home safely (if they have
driven to the notification, they may
not feel able to drive back safely), and
inquire if they have someone they can
be with when they return home.

� Help survivors identify potential
sources of support within the com-
munity (e.g., member of the clergy,
their pediatrician, family members, or
close friends). 

� Take care of yourself. Death notifica-
tion can be very stressful to health
care providers.

Counseling Interventions 

according to Age

The general recommendations provided

by the Pan American Health Organization

for children and adolescent psychosocial

care in a disaster situation can be found in

the Appendix page 43. The chart describes

the recommendations for parents and

teachers for sleep disorders, excessive

clinging, incontinence, regressive behav-

iors, school problems, anxiety, aggressive-

ness, rebellious, hostile and reckless

behavior, pain and somatic complaints, and

bereavement.

An understanding of how children may

view death and adjust to loss is critical to

providing psychosocial counseling and

care. As described in Pediatric Terrorism and
Disaster Preparedness: A Resource for
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Pediatricians, children's understanding of

death may be very different from that of

adults. Children have had far less person-

al experience of loss and have accumulat-

ed less information about death. They can

also have difficulty understanding what

they have seen and what they are told

unless the basic concepts related to death

are explained to them. Adults will need to

provide especially young children with

both the basic facts about what happens

to people after they die, as well as the

concepts that help them to explain those

facts. For example, young children may be

told that after people have died, their

body is buried in a cemetery or turned to

ashes that can then be buried or scat-

tered. Children can be very distressed by

these facts unless they are helped to

understand the concept that at the time

of death, all life functions end completely

and permanently—the body can no

longer move, and the person is no longer

able to feel pain. That is why it is okay to

bury or cremate the body.

Children need to understand four con-

cepts about death to comprehend what

death means and to adjust to a personal

loss: irreversibility, finality, inevitability, and

causality (Table 1). Most children will

develop an understanding of these con-

cepts between ages 5 and 7, but this varies

widely among children of the same age or

developmental level, based in part on their

experience and what others have taught

them. When faced with a personal loss,

some children 2 years old or younger may

demonstrate at least some comprehension

of these concepts. Adults should not

underestimate the ability of young children

to understand what death means if it is

explained to them properly. Therefore, it is

best to ask children what they understand

about death, instead of assuming a level of

comprehension based on their age. As chil-

dren explain what they already understand,

it will be possible to identify their misun-

derstandings and misinformation and to

correct them accordingly.

When providing explanations to chil-

dren, use simple and direct terms. Be sure

to use the words "dead" or "died" instead

of euphemisms that children may find con-

fusing. If young children are told that the

person who died is in "eternal sleep," they

may expect the deceased to later awaken

and be afraid to go to sleep themselves.

This description does little to help children

understand death and may cause more

confusion and distress.

Religious explanations can be shared with

children of any age, but adults should appre-

ciate that religious explanations are general-

ly very abstract and therefore difficult for

young children to comprehend. It is best to

present both the facts about what happens

to the physical body after death, as well as

the religious beliefs that are held by the fam-

ily. Even when children are given appropriate

explanations, they still may misinterpret

what they have been told. For example,

some children who have been told that the

body is placed in a casket worry about

where the head has been placed. After

explanations have been given to children, it

is helpful to ask them to review what they

now understand about the death.

It is also helpful for children to find their

own unique way of saying goodbye to

someone they have lost; this can be
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Adolescents need a
space to talk about
the events, with
freedom to ask all
the questions they
have.
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achieved through painting, planting and car-

ing for a tree, praying, lighting a candle, or

any other suitable expression. The perma-

nence of the situation can be supported

over time.

Children Younger than 12 Months 

Focus the care of infants on the fulfillment

of their basic needs, such as feeding, sleep-

ing, and general care, and sheltering them

during the caregiver's difficult adaptation to
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TABLE 1. Concepts of death and implications of incomplete understanding for
adjustment to loss

Concept Example of incomplete
understanding

Implication

Irreversibility

Death is seen as a permanent
phenomenon from which
there is no recovery or
return.

Finality (Nonfunctionality)

Death is seen as a state in
which all life functions cease
completely.

Inevitability (Universality)

Death is seen as a natural
phenomenon that no living
being can escape indefinitely.

Causality

A realistic understanding of
the causes of death is
developed.

Child expects the deceased to
return, as if from a trip.

Child worries about a buried
relative being in pain or trying
to dig himself or herself out
of the grave; child wishes to
bury food with the deceased.

Child views significant
individuals (i.e., self, parents)
as immortal.

Child who relies on magical
thinking is apt to assume
responsibility for death of a
loved one by assuming bad
thoughts or unrelated actions
were causative.

Failure to comprehend this
concept prevents child from
taking the first step in the
mourning process, that of
appreciating the permanence
of the loss and the need to
adjust ties to the deceased.

Can lead to preoccupation
with physical suffering of the
deceased and may impair
readjustment; serves as the
basis for many horror stories
and films directed at children
and youth (e.g., zombies,
vampires, and other “living
dead”).

If child does not view death as
inevitable, he or she is likely
to view death as a punishment
(either for actions or thoughts
of the child or the deceased),
leading to excessive guilt and
shame.

Tends to lead to excessive
guilt that is difficult for child
to resolve.

Adapted from Schonfeld D. Crisis intervention for bereavement support: a model of intervention in the children’s school. Clin
Pediatr 1989;28(1):27-33. Reprinted with permission of Sage Publications, Inc.
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the event. Appropriate nurturing care and

developmental stimulation (e.g., singing,

cuddling, playing) is desirable. Resume daily

routines to the extent possible.

Preschool-age Children

The best way to reduce the emotional

impact of disaster is to try to keep the

family together and the parents function-

ing well. In this way, children can get the

support and care they need.

The most important thing for the emo-

tional health of children who experience

disaster situations is to feel loved, cared

for, and protected by their parents or

caregivers.

The intervention for preschool-age

children depends on their symptoms:
� If they become passive and listless, pro-

vide them with a routine safe place,
where they can feel emotionally con-
nected and have suitable materials for
drawing, playing, or other activities.
Encourage them to draw people they
would like to be with, put names to
those people, create a story about the
drawing, and make a poster where new
elements can be added.

� If they feel scared, provide supportive
opportunities for them to express their
fears and emotions.

� If the child is having sleep disturbance
(nightmares and or fear of being alone
at night), try routine calming activities
before bedtime, such as reading a com-
forting book or telling a hopeful story.

These disturbances are usually tempo-

rary and fluctuate in severity. It is impor-

tant for parents to provide gentle struc-

ture, reassurance, and some flexibility in

routines.

� Regressive behaviors (e.g., thumb-sucking,
bed-wetting, and baby-talk) are common
responses to stress. They provide some
sort of comfort to the child, are not inten-
tional, and usually are transitory. The best
manner for parents to respond is to
accept this as a measure of how distressed
the child is by the situation and to gently
encourage her/him to return to their
developmental achievements. Parents
should avoid criticism, mockery, or annoy-
ance, and should reward developmentally
appropriate behavior through praise.

� Give them all the information they
need, without unnecessarily alarming
them. Answer questions in a truthful
but plain and simple way. Do not share
descriptions of specifics of loss and
trauma with them at this age as it may
lead to further traumatization. If they
do not understand what is going on and
cannot discern their own feelings, help
them understand what they feel
through playing or drawing, especially if
it is shared with parents or caregivers.
Caregivers should also share some of
their similar feelings and explain how
they feel safer now. This helps the child
to understand that their feelings are
common responses and that they are
not alone in having them.

� Children may attribute magical quali-
ties to certain objects or situations
(magical thinking) through their ego-
centric cognitive capacity. They may
believe that seeing an object related to
the emergency may cause the event to
be repeated. Avoid exposing the chil-
dren to the news media, especially TV.
Images can be retraumatizing, and the
children may not understand that the
images shown are from a past discrete
event rather than new disasters.

� Children separated from close rela-
tives, even for a short period of time,
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may feel distressed, anxious, and irrita-
ble. It is important for parents to
understand that this is also likely to be
transient, and that they should try to
spend more time together as a family,
providing the children a safe space to
express themselves.

School-age Children

The emotional impact of disaster on chil-

dren of school age is also strongly related

to the adaptation of their caregivers. They

comprehend the notion of good and bad,

and as they develop, they can verbally

express their feelings and emotions.

However, disasters typically surpass the

ability of many people to cope and it is

common for children to feel confused and

worried about their own reactions.

An appropriate response for school-

age children is to provide them a safe

space where they can share their experi-

ence and fears. A dialogue with caregivers

can be very helpful, especially if the care-

giver is adapting well.

School-age children frequently worry

about their behavior during the disaster.

They may feel responsible for not having

done enough and may blame themselves.

It is important to create conditions where

they can express their feelings and emo-

tions, and to reassure them that what

happened was nobody's fault (particularly

in natural disasters), and especially not

their fault. Children of all ages (and even

adults) may worry that something they

did or failed to do, or even just thought or

wished about, may have caused or con-

tributed to the disaster or the death of

loved ones, even if there is no logical rea-

son for such feelings. Children are natu-

rally reluctant to disclose such feelings of

guilt, which may significantly impair their

adjustment to the disaster.

When traumatic reminders trigger spe-

cific fears, it is important to help them

identify and verbalize the setting and/or

emotion that elicited those feelings.

Although they may be able to understand

what occurred, repeated graphic images

of the disaster can trigger and exacerbate

feelings of fear and anxiety. One way to

minimize the impact of media exposure is

to watch TV together and mutually share

their emotions about the images and the

event. Some children will repeatedly re-

enact a traumatic situation with obsessive

detail, cognitive distortions, and occasion-

ally with an absence of specific informa-

tion. Frequently the intensity of the emo-

tions is so extreme that children may

become overwhelmed. It is important to

allow them to cry and express anger and

sadness. If this occurs in the presence of

supportive parents or caregivers, it can be

quite therapeutic. If they are unable to

verbally express themselves, art and play

material can assist them.

Encourage continued socialization of

children, but without making it burden-

some. Plan structured activities for the

differing developmental stages and inter-

ests. These activities are beneficial for chil-

dren and for the community. For example,

children can help with cleaning the school

if it was affected or gathering food for

those who had been displaced to shelters.

Provide additional supports, both at

home and at school, to assist children in

learning and meeting other academic

demands.
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Adolescents

Provide adolescents with a space to dis-

cuss the event and their initial and ongo-

ing response to it. It can also be helpful

for a reliable adult to share valid informa-

tion with them.

Adolescents are frequently self-con-

scious about their emotions, especially

fears generated by the traumatic event.

Fears can sometimes create a sense of

vulnerability and shame. It may be benefi-

cial for them to share these feelings with-

in a group of peers.

Adolescents may "act-out" what they

cannot verbally express. Substance abuse,

criminal behaviors, and sexual promiscuity

are some possible behaviors. These pose a

challenge for the parents and should be

addressed by the family, school, and the

community.

In addition, abrupt shifts in interperson-

al relationships can occur during times of

crisis. Changes in familial, peer, and other

(teacher) relationships may occur. Provide

a safe place for parents and adolescents

to talk about these changes and how they

affect them. Reflecting on abrupt losses or

changes in relationships and how to adapt

to these changes may result in a plan on

how to redesign the family structure.

Typically adolescents place a high value

on the sense of justice. This may lead cer-

tain individuals to a strong desire for

revenge. Man-made disasters are the ideal

situation for feelings of revenge to arise. It

is important for adults to acknowledge

these emotions discourage this kind of

retaliatory behavior. Discuss the real con-

sequences of following these emotions to

discourage impulsive revenge.

Adolescents may also need a space to

talk about the events, with freedom to ask

all the questions they have. Adolescents

should be invited to talk about their feel-

ings, but should not be forced by parents

to engage in discussions when they are

not yet ready. They can also participate in

family decisions and help in reconstruc-

tion tasks; being provided opportunities

where they can help others may assist

adolescents in coping with their own dis-

tress. 

School-based Interventions

Pediatricians should work with schools

(and sites that provide daycare) in disaster

planning as well as during the post disaster

response, because schools are often the

best (and sometimes only) setting to deliv-

er mental health services to children after

a disaster. Getting children back to school

as soon as possible encourages a more

normal routine and provides access to

emotional support from both teachers and

peers. Abnormal grief reactions and mental

health disorders such as PTSD are likely to

emerge in the school setting. For example,

intrusive thoughts and difficulty concen-

trating may interfere with academic per-

formance and social adaptation. Therefore,

school programs that deal with the conse-

quences of trauma and the recovery

process may be helpful. These programs

should integrate efforts to identify and

refer children in need of more intensive

individual evaluation and treatment.
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Early Intervention and Crisis

response for Children and

Families (from the Pediatric Terrorism
and Disaster Preparedness: A Resource for
Pediatricians, Foltin et al., 2006) 

Unfortunately, there is no clear empirical

evidence for the effectiveness of any crisis

response intervention. In fact, the fre-

quently used and previously heralded

Critical Incident Stress Debriefing or

Management (CISD or CISM) strategies

have not demonstrated effectiveness, and

in some studies they have proved detri-

mental. Indeed, it has been recommended

that compulsory debriefing of victims of

trauma should cease. However, it is possi-

ble that an alternative method of early

crisis intervention may be helpful for

assisting people who may be recently

traumatized. The following recommenda-

tions and guidelines for early intervention

strategies are based on evidence from

research on the risk factors for PTSD as

well as some intervention research. Thus,

they provide an empirical foundation for

appropriate and useful approaches to

assist potentially traumatized individuals.

Currently, there is no evidence that glob-

al intervention for all trauma survivors

serves a function in preventing subse-

quent psychopathology. However, there is

consensus that providing comfort, infor-

mation, and support, and meeting the

immediate practical and emotional needs

of affected individuals can help people

cope with a highly stressful event. This

intervention should be conceptualized as

supportive and non interventional but

definitely not as a therapy or treatment.

This suggestion recognizes that most

people do not develop PTSD and other

posttraumatic symptoms immediately.

Instead, they usually will experience tran-

sient stress reactions that will abate with

time. The goal of early intervention is to

create a supportive (but not intrusive)

relationship that will result in the exposed

individual being open to follow up, further

assessment, and referral to treatment

when necessary. Inherent in this early

intervention is the recognition that inter-

pretation or directive interventions are

not to be provided. After assuring that

basic necessities are available and are not

a pressing concern, the basic principles of

intervention should be followed. These

principles should ensure that no harm is

being done in the intervention process

and hopefully prevent or reduce sympto-

matology and impairment. 
� Interventions should be grounded in

the basic principles of child develop-
ment, and providers should be experi-
enced in working with children of dif-
ferent ages and levels of development.

� Mental health providers should have
collaborative relationships with com-
munity providers to ensure access and
community support for children and
families. 

� Children and families should be
assessed for risk factors and symptoms,
and interventions should be crafted to
address the findings. An essential objec-
tive is to improve parental attention
and family cohesion through assess-
ment, psychoeducation, and treatment,
when necessary, to parents and primary
caregivers. 

� Providers should make concerted
efforts to prevent social disruption and
displacement.
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� Providers should identify, assess, and
attempt to ameliorate or remove chil-
dren and families from the continued
threat of danger.

� Providers should have continued con-
tact and monitor children for symp-
toms or impairment.

Handouts or flyers that describe trau-

ma, what to expect, and where to get help

should be made available. Individuals

should be given an array of intervention

options that may best meet their needs.

The goal is not to maximize emotional

processing of horrific events, as in expo-

sure therapy, but rather to respond to the

acute need that arises in many to share

their experience, while at the same time

respecting those who do not wish to dis-

cuss what happened.
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PrEVEnTIOn AnD
DETECTIOn OF MEnTAL
HEALTH PrObLEMS

ObjECTIVES

� Understand how pediatricians can

provide a perspective on children and

adolescents in relation to their families,

schools, and communities. 

� Be acquainted with the activities that

may be effective before, during, and after

a disaster, in the direct care of children

and their families.

SECTIOn IV / PREVENTION AND 

DETECTION

How can Pediatricians Detect
Conditions, Intervene and
Help reduce the Emotional
Impact of Disaster on
Children and Adolescents?
Pediatricians have a fundamental role in

the assessment of the emotional impact

of disasters on children and adolescents.

By detecting conditions that can increase

the emotional impact and by identifying

the most vulnerable, pediatricians can

advise families, teachers, and the commu-

nity on ways to minimize the emotional

consequences of the disaster.

The pediatrician is a very significant fig-

ure for parents because they have

entrusted the care of their child to this

physician. The pediatrician is also an

important link in the child-family-school-

community chain. Part of the pediatri-

cian's role is to encourage communica-

tion between families, schools, and leaders

in the community, and to develop a joint

plan that aims to reduce or avoid long-

term emotional consequences, and return

children to a sense of routine and securi-

ty. The first aspect pediatricians should

address is a plan for their own security

and the security of their family. Lack of

planning and intense worry about one's

own and family's security will undermine

the ability to assist others.

Pre-disaster Intervention

Ensure that the emotional needs of chil-

dren are adequately considered and

addressed as part of the anticipatory plan-

ning of disasters.

Because the pediatrician understands

the physical and emotional needs of chil-

dren throughout their different develop-

mental stages, the active engagement of

pediatricians in all phases of planning is

needed to create a plan that addresses

the psychosocial aspects of children and

families.

With this knowledge, one can advise

parents, teachers, police officers, fire-

fighters, and others on some of the basic

elements needed to prevent or reduce

the expected emotional impact on chil-

dren, and to identify children at high risk

Pediatricians have a
fundamental role in
the assessment of
the emotional
impact of disasters
on children and
adolescents. 



for an intense and immediate emotional

disturbance and chronic mental health

problems.

Pediatricians can give advice on the

emotional needs of children at each

developmental stage, and can assist in

community collaboration. One way to

prepare the community is by giving talks,

distributing leaflets or other informa-

tional material, and educating the local

media.

A pediatrician can also assist in the

planning for the placement of available

resources and structure of the rescue

teams in pediatric hospitals, shelters, and

emergency rooms.

Pediatricians should also work togeth-

er with school personnel in the prepara-

tion of programs aimed at early and

ongoing detection of emotional distur-

bances among the students. It is impor-

tant to train teachers and personnel in

charge about the specific emotional

needs and typical reactions to a disaster.

The pediatrician should talk with par-

ents about the reactions they might

expect from their children according to

their developmental stage (see Section

III). Implementation of this kind of antic-

ipatory planning is especially crucial in

those communities considered to be at

high risk for being exposed to earth-

quakes, hurricanes, floods, and other nat-

ural disasters.

During the Disaster

Pediatricians should help community lea-

ders identify the existing resources to

deal with the disaster and make sure that

those resources are distributed equitably.

It is important to participate in disaster-

related call centers and educate the mass

media in order to educate broader seg-

ments of the population. It is also crucial

to become integrated into an organized

relief and recovery program. It should be

kept in mind that children spend many

hours at school, and disasters often occur

while they are there. Hence, if teachers

and school personnel are trained to iden-

tify the most frequent emotional manifes-

tations of students and know how to deal

with them, the school can provide an ade-

quate place for children and adolescents

to feel safe and confident enough to

express their concerns and carry on acti-

vities appropriate for their age. This will

likely reduce the emotional impact and its

consequences.

After the Disaster 

It is important for pediatricians to be

available for consultation to families,

schools, and the community in recogni-

zing the different long-term emotional

reactions that appear among the child-

hood/adolescent population.

Once the event is over and the threat

has abated, they should give emotional

support and guidance to families, especial-

ly the parents. Consider referring parents

for support when needed, since the par-

ents are the main vehicle by which chil-

dren recover. They should listen and

advise parents on how to respond to

their child's emotional distress. Clarifying

normal reactions and those reactions that

are more concerning can be very helpful

to parents. If intact, the pediatrician's

office should remain a safe place for chil-

dren and families to feel comfortable, and

free to ask for guidance and support. It is

ideal to have an adequate place where

meetings with the whole family can be

If teachers and school
personnel are trained
to identify the most
frequent emotional
manifestations of
students and how to
deal with them, the
school can provide an
adequate place for
children and
adolescents to feel 
safe and confident.
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Once the event is

over and the threat

has abated,

pediatricians should

give emotional

support and guidance

to families, especially

the parents.

held. Encourage dialogue between parents

and their children that can be modeled by

the pediatrician.

The pediatrician should continue to

provide emotional support and facilitate

communication among family members.

He/she should help rebuild a normal rou-

tine so children can regain a sense of

security. He/she should be alert to those

children with special needs, e.g. those

who have been direct witnesses of the

disaster, children with previous diseases,

or orphans. It is imperative to follow up

on children in order to establish the need

for specialist referral.

The role of the pediatrician also

includes being an advisor to school per-

sonnel, helping to screen children for

impairing symptoms, and being available

for further assessment with treatment or

referral of children who have more severe

or chronic symptoms.

In addition to providing information

that the observed emotional disturbance

is transitory, the pediatrician should also

counsel families, educators, and the

media, that a certain percentage of chil-

dren will develop long-term symptoma-

tology and impairment benefiting from

treatment.

The pediatrician should also be aware of

the criteria for a child or adolescent referral

to a mental health professional, a specialist,

or community-based treatment. Many pedia-

tricians believe it is their responsibility to

screen for emotional distress and make

referrals after trauma and disaster. Formal

screening of all individual can be very

helpful and is more suitable than informal

screening or routine surveillance

(http:/massgeneral.org/schoolpsychi-

atry/checklists_ table.asp).

The identification of mental health dis-

turbance can be complicated by an indi-

vidual's reluctance to discuss symptoms,

and ongoing fears for safety, and by

shame and guilt associated with the trau-

ma. It may be difficult for medical

providers to inquire about symptoms

since they may be affected by the disas-

ter and are uncomfortable with the sub-

ject. Those who believe it is not their

responsibility or lack suitable training or

confidence can still provide suitable

anticipatory guidance and counseling, and

can identify those vulnerable individuals

most at risk for persistent or severe

emotional impact. In this regard, special

attention should be paid to children who

have been direct witnesses of terrorist

attacks or slaughter or who have suf-

fered significant losses.

When should Professional
Help be Sought?

In most cases, expressions of emotional

impact are transient and children go

progressively back to normal activities.

However there are cases that require

referral to a mental health professional.

Mental health professional intervention

has the following goals: 

� To offer the child a safe setting where

he/she can talk about his/her feelings

and emotions with respect to the situa-

tion he/she is undergoing.

� To prevent the symptoms from beco-

ming chronic and interfering with

everyday performance.
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� To implement the needed measures

to lessen the potential impact on the

developing personality of the child.

Refer if the child presents:
� Suicidal thoughts or suicidal ideation.
� Symptoms that persist for more than 

1 to 3 months and interfere with every-
day life.

� Aggressive behavior, threatening his/her
own or other people's life.

� Behavioral school problems that inter-
fere with acceptable functioning.

� Persistent (longer than 1 month) 
with drawal behavior that interferes
with social life.

� Frequent nightmares that persist over
time. 

� Frequent outbursts of anger, annoyan-
ce, explosive behavior.

� Persistent (longer than 1 month) soma-
tic complaints.

� Avoiding behavior or anxiety symptoms
that interfere with everyday life.

� Alcohol or substance abuse.
� Preexisting problems and risk factors

which should be taken into special con-
sideration, since traumatic situations
can reactivate previous conflicts with
over-whelming effects (box 6).

Some communities lack a formal mental

health system or are overwhelmed by the

needs of the populace. In these instances,

innovative community-based treatments

can be effective. After a major flood and

landslide in Venezuela, specialized treat-

ments for parents and children were

developed to address the significant preva-

lence of post-traumatic stress disorder

symptoms. This included summer camps

for children to address their ongoing fears

and other symptoms, and it also allowed

caregivers to receive treatment concur-

rently.

The pediatrician can also help mental

health professionals by describing local

idioms for emotional symptoms, and cul-

tural patterns of distress as well as local

stigma associated with mental disorder

treatment. The pediatrician should inform

parents that many individuals have chronic

emotional disturbance after disaster, but

that treatment is helpful. The pediatrician

can also be helpful to mental health pro-

fessionals by identifying suitable volun-

teers in the community. Mature individuals

who are motivated, adapting well, and

trusted within the community can be

trained by mental health professionals to

help implement community-based pro-

grams.

bOX 6. Children with high risk

for poor emotional outcome

� Wounded children

� Children separated from parents for an

extended period of time

� Children with previous illnesses, physical

or mental

� Children with poor family emotional

support

� Children whose parents have recently

divorced

� Children who have been direct witnesses

of terrorist attacks or slaughter or thought

they would not survive

� Children with a history of child abuse

It is reccommended
to implement the
needed measures to
lessen the potential
impact of the
experienced disaster
situations on the
developing
personality of 
the child.



Given these calls for a new pediatric role as

the gatekeeper for socioemotional health

from national academies and this document,

the expanding role of the primary care pedi-

atric provider encompasses the following

broad categories: prevention, identification,

assessment, initiation, management, coordi-

nation, and collaboration (Table 2).

PArTnErInG WITH THE
COLOrADO MEnTAL HEALTH
SYSTEM

SECTIOn V / PARTNERING WITH THE

COLORADO MENTAL HEALTH SYSTEM

TAbLE 2. The pediatric primary care provider’s role in mental health.

role Specific Activities

Prevention Screen and address social risk factors on intake

Screen and refer for early socio-emotional risk

Identification Shared family concern

Surveillance

Screening

Assessment Interview

Assessment tools

Co-morbid conditions

Initiation Psycho-education about condition and treatment options

• Wait and watch

• Refer to mental health for further evaluation

• Refer for therapy

• Start medication

Management Monitor condition for improvement

Monitor for side effects

Coordination With social work, therapist, psychologist, or psychiatrist

Collaboration With mental health service providers

With child protection

With local schools
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In times of disaster, collaboration with the

mental health service sector is essential.

Local community mental health centers

should be considered as partners in prepa-

ration and delivery of services. The barriers

for receiving care in local mental health cen-

ters, however, are many. Most local mental

health centers in Colorado are under-

funded and under-resourced to meet the

needs of a community. In addition, many

rural and frontier parts of the state do not

have access to child-trained professionals or,

specifically, early childhood trained individu-

als. In addition, the centers suffer from the

additional barriers of not having an ongoing

relationship with the family, stigma, trans-

portation, and confidentiality concerns.

Given the many barriers to receiving

mental health care, especially in community

mental health centers, new approaches to

identifying concerns and providing mental

health professional services have been re-

cently explored. Below are new models of

providing psychosocial care in pediatric

practice.

Usual or typical pediatric care of

emotional and behavioral problems is re-

lated to the comfort level of the individual

pediatric provider and available resources.

The efficacy of surveillance in the form of

developmentally appropriate anticipatory

guidance and counseling is variable; the av-

erage time spent is 2.5 minutes. However,

as stated earlier, the majority of emotional

and behavioral problems are not identified

in this model of care. In addition, when they

are identified, the logistics of referral can

be problematic. Although pediatricians

often refer to mental health providers, only

50% of families will actually attend an ap-

pointment and the average number of ap-

pointments attended is only slightly greater

than one. Based on level of comfort and

training, the primary clinician in this model

is more likely to be responsible for psychi-

atric medications if prescribed.

Among the technological interventions

that can enhance identification of problems

and target specific symptoms for assessment

is the Child Health and Interactive

Developmental System (CHADIS)

(http://www.childhealthcare.org). In this sys-

tem, parents use a computer kiosk to note

their level of concern about various behav-

iors, which triggers algorithmic interviews

for each concern based on psychiatric diag-

nostic criteria. The CHADIS system pro-

vides an electronic worksheet of analyzed

results, school communication tools, as well

as other resources. Specific screens for de-

pression and PTSD are included in the

CHADIS system.

Enhanced care is a model of care in

which a pediatric developmental or behav-

ioral care is embedded in the primary care

clinic, thus making for improved referral

and communication and management. This

“co-location” creates easier access for pa-

tients and improved communication with

mental health professionals and should be

considered after a disaster in partnership

with the local mental health center.

Telephonic consultation or

telepsychiatry with mental health con-

sultation teams in a stepped care approach

allows enhanced access to mental health

providers, especially for children in rural

communities. The provision of consultation

to pediatric care providers also allows pedi-

atric providers ongoing education with the

eventual goal of pediatric providers learning

to manage these concerns on their own. This

intervention could be created with Academic

partners such as The Children’s Hospital, The

University of Colorado Depression Center,

and The Kempe Center.
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Collaborative care provides high-

quality, multidisciplinary and collaborative

care through the co-location of educators,

consultants, or direct service mental health

providers in the clinic. Successful collabora-

tive care results in greater specialist involve-

ment by negating identification and referral

and other system-of-care barriers. Success-

ful components include a leadership team,

primary clinicians, mental health and devel-

opmental specialists, administrators, clinical

informatics specialists, and care managers.

Collaborative care implies that nearly all vis-

its are done jointly and that mental health

professionals are always available for con-

sultation, in contrast to the approach in the

enhanced care model, which requires the

scheduling of an appointment with a mental

health specialist in the practice. These inter-

ventions can be accomplished through col-

laboration among mental health and

primary care providers, mental health sys-

tems and primary care practices, and in ac-

ademic settings with inter-departmental

collaboration. Typically, philanthropic or

other foundation grants are necessary to

start a collaborative program so that reim-

bursement and sustainability concerns can

be identified and remedied. However, after

a disaster has occurred in a community,

mental health professionals and centers can

be encouraged to “co-locate” their profes-

sionals in the primary care office.

Pediatricians who feel comfortable im-

plementing the recommendations of a

mental health professional with whom they

have a collaborative relationship should

consider remaining involved in the manage-

ment and coordination of treatment of

mental illness in their patients.

Each pediatric community leader is en-

couraged to approach the local mental

health center and other available experts to

develop a collaborative approach during the

pre-disaster preparation to determine what

can be mutually accomplished. The Col-

orado mental health system can be ex-

tremely confusing and frustrating for

pediatric providers and for families. The five

main service sectors include the following:

community mental health center system, fee

for service system, insurance based-system,

the health maintenance system, and the mil-

itary insurance system. Many mental health

providers in Colorado do not take insur-

ance (fee for service) and place the burden

on the family to attempt reimbursement

from their insurance company. Other

providers are “in-network” for specific in-

surance panels and are listed on the insur-

ance companies website or accessible

through the Authorization Number pro-

vided on their insurance card. Individual who

have health maintenance insurance coverage

are usually required to seek care within

their HMO’s mental health network. Those

with military insurance can receive treat-

ment through a network of contracted

providers and on military bases and, occa-

sionally, through the VA System. The commu-

nity mental health system is charged with

seeing those individuals with Medicaid and

other public insurances and can occasion-

ally, especially in less populated communities,

provide mental health care for those with

private insurance.

The state branches of the American

Academy of Child and Adolescent Psychia-

try and the American Psychological Asso-

ciation should be able to provide a list of

mental health professionals who are

trained in the evaluation and treatment of

children and adolescents. In addition, Col-

orado has some excellent resources in as-

sisting with grief, trauma, PTSD, depression,

and disasters.
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For Teenagers and Children

□ Discuss with the Child’s Primary Care Provider

□ Call benefits coordinator on insurance card

□ The Children’s Hospital: Psychiatry and Behavioral Sciences 
720-777-6200

Request an intake.  

*Accepts most private insurance except for Kaiser.

□ Kaiser Behavioral Health Insurance. 
Request an intake.

Highline Center Hidden Lake Executive Center

303-367-2990 303-650-3939 303-467-5767

□ Judi’s House (Grief Support) 720-941-0331
www.judishouse.org

□ Colorado Psychiatric Society 303-692-8783

□ The Kempe Center’s Child Trauma Program
Contact: Kim Shipman 303.864.5369    

shipman.kimberly @tchden.org http://www.kempe.org/traumaprogram 

□ Prevention, Empowerment, and Resiliency Collaborative (PERC)
Center, Colorado State University (970) 484-2580

Contact: Marilyn Thayer mthayer@cahs.colostate.edu

□ Mental Health Corporation of Denver's Family Trauma Treatment Program
Contact: Lynn Garst (303) 504-6560

lgarst@mhcd.com http://www.mhcd.org

□ Aurora Mental Health Center 
Contact: Kathie Snell (303) 617-2733

KathieSnell@aumhc.org http://www.aumhc.org

□ Local Mental Health Center (see below)
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Other facts about Colorado’s

Mental Health System:

In Colorado, mental health is carved out

and capitated; this means that most mental

health treatment for individuals with Med-

icaid must occur through a contractor with

the local behavioral health organization,

usually, the local mental health center.

Below is a list of all of the local mental

health centers and a regional map.

www.cbhc.org/about-us/mhcs/

Colorado Community Mental

Health Centers List

Arapahoe/Douglas Mental Health
Network
Serving Douglas and Arapahoe Counties

(except the city of Aurora)

155 Inverness Drive West, Suite 200

Englewood, CO 80112

303.779.9676
www.admhn.org

AspenPointe, Inc.  
Serving El Paso, Teller, and Park Counties

525 North Cascade, Suite 100

Colorado Springs, CO 80935-5348

719.572.6100
www.aspenpointe.org

Aurora Mental Health Center
Serving Adams and Arapahoe Counties

Viewpoint Plaza

11059 East Bethany Dr.

Aurora, CO 80014

303.617.2300
www.aumhc.org

Axis Health System, Inc. 
Serving Dolores, San Juan, Montezuma, La

Plata, and Archuleta Counties.

281 Sawyer Dr.

Durango, CO81303

970.259.2162
www.axisheatlhsystem.org 

Centennial Mental Health Center
Serving Logan, Sedgwick, Phillips, Yuma,

Washington, Morgan, Elbert, Lincoln, Kit

Carson, and Cheyenne Counties

211 W. Main Street

Sterling, CO80751

970.522.4549
www.centennialmhc.org

Colorado West Regional Mental Health
Center
Serving Moffat, Rio Blanco, Garfield, Mesa,

Pitkin, Eagle, Grand, Jackson, Routt, and

Summit Counties 

6916 Highway 82

PO Box 40

Glenwood Springs, CO 81602

970.945.2241
www.cwrmhc.org

Community Reach Center
Serving Adams County

8931 N. Huron Street

Thornton, CO80260

303.853.3500
www.communityreachcenter.org

Jefferson Center for Mental Health
Serving Jefferson, Gilpin, and Clear Creek

Counties 

4851 Independence Street, Suite 200

Wheat Ridge, CO 80033-6715

303.425.0300
www.jcmh.org
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Larimer Center for Mental Health
Serving Larimer County

1250 North Wilson Avenue

Loveland, CO 80537-4461

970.494.4200
www.larimercenter.org

Mental Health Center of Denver
Serving the City and County of Denver

4141 E. Dickenson Place

Denver, CO 80222

303.504.6500
www.mhcd.org

Mental Health Center Serving Boulder
and Broomfield Counties
Serving Boulder County and Broomfield

County

1333 Iris Avenue

Boulder, CO 80304

303.443.8500
www.mhcbbc.org

Midwestern Colorado Mental Health
Center
Serving Gunnison, Delta, Montrose, San

Miguel, Ouray, and Hinsdale Counties

PO Box 1208

Montrose, CO 81402

970.252.3200
www.midwestmhc.org

North Range Behavioral Health 
Serving Weld County

1300 North 17 Avenue

Greeley, CO 80631

970.347.2120
www.northrange.org 

San Luis Valley Comprehensive
Community Mental Health Center
Serving Alamosa, Saguache, Mineral, Rio

Grande, Conejos, and Costilla Counties 

8745 County Rd., 9 South,

P.O. Box 810

Alamosa, CO81101

719.589.3673
www.slvmhc.org

Southeast Mental Health Services
Serving Crowley, Kiowa, Otero, Bent, Prowers,

and Baca Counties

711 Barnes

La Junta, CO 81050

719.384.5446
www.semhs.org

Spanish Peaks Mental Health Center 
Serving Pueblo, Huerfano, and Los Animas

Counties

1026 Abriendo Avenue 

Pueblo, CO 81004

719.545.2746
www.spmhc.org

West Central Mental Health Center 
Serving Fremont, Custer, Chaffee, and Lake

Counties

3225 Independence Road

Canon City, CO81212

719.275.2351
www.wcmhc.org
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SUMMArY
Disasters place affected populations in great danger. Only in recent years have we

recognized the importance of emotional impact and its short, median, and long-

term consequences.

Children and adolescents are an especially vulnerable group, since the reaction to

disaster in these age groups depends on their psychosocial developmental stage,

individual characteristics, degree of emotional and affective dependency on adults,

and previous experiences.

In the aftermath of a disaster, an emotional response is expected in the pediatric

population that can be considered a "normal reaction to an abnormal situation."

However, if the response becomes very intense or persistent, or the child has an

increased vulnerability, more immediate specific support is necessary.

The role of the pediatrician as part of the child-family-school-community chain is

crucial, for he/she knows the physical and emotional needs of children in each deve-

lopmental stage and represents an important source of information, support and

help for the community, school, families, and children.

Acknowledging and addressing emotional disturbances in the childhood population

at an early stage is, to a great extent, the most effective way to prevent persistent

and long-term disorders.
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CASE rESOLUTIOn

Case resolution

Case 1. 
It is important to convey the message that emotional manifestations following situations of

disaster are the expected adaptive reactions to a chaotic unexpected situation.

The emotional impact on children is related to a great extent to parent's or caregiver's

reactions, so it is essential to first listen to them and give them support to minimize the

adults' distress.

It is important for parents to know the potential emotional reactions of their children,

according to their developmental stage. In the same way, it is important to identify the dif-

ference between an expected reaction and one that requires attention.

Case 2. 

Children spend a great part of the day at school in contact with their teachers. Therefore,

it is essential for teachers to be familiar with the different emotional needs of their

students according to their specific developmental stage. Also, teachers need to know the

different reactions and symptoms that may develop among their students.

It is important that the pediatrician work together with the school to implement pro-

grams aimed at early detection of emotional disturbances.

The role of the pediatrician as an advisor for school personnel is crucial, and he or she

should be available whenever required for the assessment of certain students.
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MODULE rEVIEW

SECTIOn I - EMOTIOnAL VULnErAbILITY In CHILDrEn AnD

ADOLESCEnTS In DISASTEr SITUATIOnS

1.What individual conditions influence vulnerability in children?

2.What factors influence the emotional impact of disasters on children?

3.What are the coping resources families can count on to deal with a 

situation of disaster?

SECTIOn II - CHILDrEn’S EMOTIOnAL 

rESPOnSE TO DISASTEr

1.What are the most frequent emotional disturbances in the childhood population

exposed to disaster?

2.What are the characteristics of post-traumatic stress disorder?

3.What are the major symptoms in depressive disorders?

SECTIOn III - SPECIFIC InTErVEnTIOnS FOr

DEVELOPMEnTAL STAGES

1.What are the most common reactions in pre-school children?

2.What are the most frequent reactions in school children? 

3.How can adverse reactions in adolescents be dealt with?

SECTIOn IV - PrEVEnTIOn AnD DETECTIOn 

OF MEnTAL HEALTH PrObLEMS

1.What is the role of the pediatrician in helping reduce the emotional impact in

the childhood population?

2.How should the pediatrician intervene before a disaster takes place?

3.What is the role of the pediatrician during the disaster?

4.What contributions can the pediatrician make after the disaster?

MODULE rEVIEW
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Age
group

Reactions within 
the first 72 hours

Reactions within 
the first month

Reactions during the
second and third months

0 - 2 years

3 - 5 years

6 - 11 years

• Agitated state
• Frequent shouting and crying
• Excessive clinging to parents (cannot
bear separation)

• They cannot fall asleep or they often
wake up

• They overreact to any kind of stimuli
and it is difficult to reassure them

• Behavioral changes, passivity,
irritability, restlessness

• Excessive fear of any stimuli,
especially of those reminiscent 
of the event 

• Spatial disorientation (cannot tell
where they are)

• Sleep disturbances: insomnia, waking
up in a state of anxiety, etc.

• Behavioral changes: passivity
• Aggressiveness, irritability
• Confusion (they look puzzled) and
disorientation (they cannot tell date,
place, etc.)

• Frequent crying
• Regressive behavior
• Language impairments

• Sleep disorders 
• Loss of appetite 
• Excessive clinging to parents
• Apathy
• Regressive behavior

• Regressive behavior: bed-wetting,
baby talk, thumb-sucking

• They cannot bear being alone 
• Appetite loss or increase
• Sleep disorders 
• Loss of powers of speech or
stammering

• Specific fears: of real people or
situations (animals or darkness) or
of imaginary ones (witches, etc).

• Unjustified fear
• Difficulty keeping still
• Difficulty focusing attention
• Headaches and other somatic
complaints

• Repetitive play enactment of the
traumatic event

• Sleep disturbance
• Greater tolerance to physical
separation

• Unjustified crying

• School or day care center refusal
• Headaches and bodily pain
• Food refusal or excessive eating
• Repetitive play enactment of the
traumatic event 

• Difficulty concentrating at school
• School refusal
• They feel guilty or assume the
disaster is a consequence of
something they have done or
thought

• They look withdrawn or shy
• Repetitive play enactment of the
traumatic event

Summary of the main psychological reactions of children and 
adolescents in disaster and emergency situations 
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Age
group

Reactions within 
the first 72 hours

Reactions within 
the first month

Reactions during the
second and third months

12 - 18 years • Confusion and disorientation

• Withdrawal, refusal to speak

• They look distracted or as if their
mind were elsewhere

• Loss of appetite

• Loss of sleep

• Headaches and bodily pain

• Loss of interest in usual activities

• Rebellious behavior against their
family or any kind of authority

• Behavioral problems

• Escaping from home

• School refusal

Observed
disturbance

Recommendations for parents Recommendations for teachers

Sleep disorders

Excessive clinging

Incontinence

Other regressive
behaviors

• Reassure them
• Be firm about sleeping time
• Stay with them for a while
• Leave a night-light on
• If they wake up fully and are scared (nightmare),
reassure them; should they recall the event the following
day, talk about the cause of their fears. If they are not
fully awaken (night terror), do not wake them, since
they will not recall the event the following day

• Reassure them
• Encourage physical contact and cuddle them
• In case of separation, tell them where you are going, and
when you are coming back. Have somebody stay with them

• Avoid punishments and mockery
• Change their clothes and reassure them
• Limit liquids at night
• Take them to the bathroom before they go to bed
and during the night

• Show them how pleased you are when they do not
wet the bed (tell them so; register the days they have
not wet the bed in a calendar, etc.)

• Leave a night-light on

• Do not punish them (ignore these behaviors)
• Make them focus on something else

• Identify the problem (for instance, if you notice the
child is exhausted)

• Allow parents to be in the classroom for some time,
reducing it gradually

• Do not allow mockery or rejection from classmates 
• Resume school activities as soon as possible

• Make them focus on something else
• Ignore these behaviors

General recommendations for children and adolescent psychosocial 
care in a disaster situation

From: PAHO, Practical guide of mental health in disaster situations. Washington D.C., 2006
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Observed
disturbance

Recommendations for parents Recommendations for teachers

School problems

Anxiety

Aggressiveness 

Rebellious, hostile
and reckless
behavior

• Seek rapid school reintegration
• Do not punish them for their faults; instead, reward
any progress

• Seek a return to normal routines at home
• Be firm about a reasonable study schedule

• Reassure them
• Do not transmit them adults’ anxiety
• Give clear and honest explanations about the past and
current situation (avoid making assumptions about an
uncertain future)

• Explore management strategies with them (breathing
techniques, physical activity, etc.)

• Help them face fears gradually; be with them
• Set an example as regards self-control
• Do not use either corporal or verbal punishment; the
best punishment is indifference or a neutral attitude
(still lovingly)

• Make it clear that aggression to others shall not be
allowed

• Declare a truce: ignore the aggression while demanding
isolation in a supervised place for a short time
–“until you are able to control yourself”

• Let them know what the desirable and expected
behavior is

• Encourage channeling of excessive energy, anxiety and
anger through non-harmful strategies

• Reward self-control achievements (hugs, picture cards,
stickers, etc.)

• Be patient
• Be firm and object to unacceptable behaviors
• Set clear rules in the family environment 
• Encourage communication

• Rapid school reintegration 
• Partial parental presence (in the case of the
youngest children)

• Special support in case of poor performance: sit the
child in the first row; provide individualized attention
at the end of school-day, etc.

• Encourage participation
• Reward achievements
• Prevent discrimination

• Bear in mind that anxiety interferes with attention
and concentration and causes restlessness

• Reward positive behaviors: staying seated, following
instructions, etc

• Make periodic evaluations of achievements with them
(acknowledgment and reinforcement of positive
behaviors) and ignore negative behaviors

• Do not allow aggressive behaviors.
• Declare a truce
• Explain what the desirable and expected behavior is
• Reward achievements
• Punish through indifference

• Behavior model
• Consider possible external assistance for the family
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Observed
disturbance

Recommendations for parents Recommendations for teachers

Pain and somatic
complaints

Bereavement

• Rule out any medical condition; if necessary, resort to
health services

• Establish the relationship between what happens and
the symptoms

• Do not allow manipulation through symptoms

• Let them perceive their own sadness
• Let them express their feelings and memories freely
(sadness, anger, guilt) and talk about it in the family
group

• Provide company and manifest affection
• Do not conceal reality
• Do not encourage denial; talk about losses and their
permanent nature, despite which it is necessary to
“carry on”, and try to return to normal life as soon
as possible, including individual and collective social
activities

• Allow their participation in funeral rites (burial,
religious services in case of death, etc.)

• Counteract possible feelings of anger and guilt
explaining the real circumstances of the loss (or
death)

• Allow adolescents to deal with mourning before they
assume new responsibilities

• Warn parents and facilitate medical aid

• Inform classmates before the child starts attending
classes. Briefly explain what normal reactions the
child will have

• Provide emotional support
• Facilitate spaces to talk with the child individually,
but do not focus all your attention on him/her

• Encourage participation in regular educational and
recreational activities

• Check the child’s evolution and identify red flags
(growing sadness, death or suicidal thoughts, etc.)

• Contact parents and coordinate actions

From: PAHO, Practical guide of mental health in disaster situations. Washington D.C., 2006




