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osttraumatic Stress
Disorder in Child

Victims of Crime:

Making the Case for Psychological Injury

Introduction

ersonal injury lawsuits after crime
Pvictimization typically focus on pal-

pable physical and financial dam-
ages that arise from brain, spinal cord, or
orthopedic injuries.” This is no doubt
because attorneys, and the clinicians who
advise them, often have more experience
with these physical injuries than with the
psychological traumatic disability that
can result from criminal assault.? This
article will describe the major classes of
psychological reactions to crime victim
trauma, with a special focus on children.
The victimization dealt with here will
not include chronic abuse and neglect by
caretakers, which has special clinical and
forensic issues of its own,”? bur will deal
with situations where a child is affected
by the unexpected assault and possible
injury of one person by another.

Child Victims of Criminal Assault
There are five basic ways that children
can be psychologically traumatized by
criminal violence: (1) children can be the
direct victims of criminal assault by
adults or other children; (2) children can
witness interpersonal violence perpe-
trated by one person on another, such as
parents, other adults, or school peers; (3)
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children can be the bereaved survivors of
violent crime, whether they witnessed it
or not; (4) the criminal assault on a child
can traumatize the child’s whole family,
which in turn impairs the recovery of

“that child from the trauma; and (5) the

criminal assault can leave the child with
orthopedic or neurocognitive injuries
that impair future academic, vocational,
and psychosocial functioning, and fur-
ther contribute to chronic retraumatiza-
tion, damaged self-image, and reduced
lifelong achievement.*

Studies have shown that between 10
and 20 percent of all homicides are wit-
nessed by minors,” and up to half of child
and adolescent residents of some neighbor-
hoods are regularly exposed to direct or
secondary criminal victimization and
other kinds of traumatization.”® Finally,
crime victim traumatization of children
tends to affect a wider circle of professional
helpers, such as law enforcement, emer-
gency services, medical, and mental health
practitioners who may suffer vicarious
traumatization and eventual burnout.?

Posttraumatic Stress Disorder:
The Clinical Syndrome
Although other kinds of psychological

syndromes may follow criminal assault

trauma, including phobias, anxiety, panic
attacks, and depression,? the quintessen-
tial psychological syndrome following
crime victim traumatization Is posttrau-
matic stress disorder, or PTSD.”
Diagnostically, PTSD is a syndrome of
emotional and behavioral disturbance
following exposure to a traumatic stressor
that is typically outside the range of
normal, everyday experience for that
person. As a result, there develops a char-
acteristic set of symptoms, which may
include any of the following manifesta-
tions, which are faitly similar in both
adult and childhood PTSD.

Anxiety: The child describes a contin-
ual state of freefloating anxiety, and
maintains an intensive hypervigilance,
scanning the environment for impending
threats of danger. Panic attacks may be
occasional or frequent.

Physiological Arousal: The child’s
nervous system is on constant alert, pro-
ducing increased bodily tension in the
form of muscle tightness, tremors, rest-
lessness, heightened startle response,
fatigue, heart palpitations, breathing dif-
ficulties, dizziness, headaches, or other
symptoms.

Irritability: There is a pervasive edgi-
ness, impatience, loss of humor, and
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quick anger over seemingly trivial mat-
ters. Friends get annoyed, schoolmates
may shun the patient, and family mem-
bers may feel abused and alienated.

Avoidance/Denial: The child tries to
blot out the event from his’her mind.
He/she avoids thinking about or talking
about the traumatic event, as well as
games, school subjects, or TV shows that
remind him/her of the incident. Part of
this is a deliberate, conscious effort to
avoid trauma-reminders, while part
involves an involuntary psychic numbing
that blunts most incoming threatening
stimuli.

Intrusion: Despite the child’s best
efforts to keep the traumatic event out of
mind, the distutbing incident pushes its
way into his/her consciousness, typically
in the form of intrusive images or flash-
backs by day and/or frightening dreams
at night.

Repetitive Nightmares: Sometimes
the child’s nightmares replay the actual
traumatic event; more commonly, the
dreams echo the general theme of the
trauma, but miss the mark in terms of
specific content. The emotional intensicy
of the original traumatic experience is
retained, but the dream may partially dis-
guise the actual event. The child may be
afraid to go to sleep, may repeatedly
check for monsters or bogeymen under
the bed or in the closet, or insist on sleep-
ing with parents. Rescue dreams are also
common in children, in which they are
either the rescuer, the one being rescued,
or both.

Impaired Concentration and
Memory: Schoolmates may tease the
child for becoming a “space cadet,” while
teachers report deteriorating schoolwork.
Social and recreational functioning may
be impaired as the child has difficuley
remembering names, misplaces toys,
loses the train of conversations, or can’t
keep his/her mind focused on reading
matetial or games.

Withdrawal/Isolation: The child
shuns friends, schoolmates, and family
members, having no patience for the
petty, trivial concerns of everyday child-
hood life. The hurt feelings this engen-
ders in those rebuffed may spur resent-
ment and counteravoidance, leading to a
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vicious cycle of mutual rejection and
eventual social ostracism of the child.

Acting-Out: More rately, traumatized
children may walk off school grounds,
wander out of their familiar neighbor-
hood, take unaccustomed risks by talking
to strangers, riding bikes too fast, getting
into fights with bigger kids, or experi-
menting with drugs.

Certain child-specific manifestations
of PTSD may differ from the adult syn-
drome,* and may be misdiagnosed by
inexperienced clinicians.

Repetitive Play: Children may reenact
the traumatic event over and over again
in play with dolls, toy soldiers, toy guns,
and so on. This appears to be a behav-
ioral equivalent of the more cognitive
intrusive thoughts and imagery of adults.

Self-Blame: Children, more so than
adults, may fixate on what they might
have done to bring the assault upon
themselves. Children are used to being
chastised and “blamed” by adules in
authority, and insensitive clinical, law
enforcement, and forensic investigations
may unwittingly reinforce this feeling by
questions such as “What did you do ... ?”

Foreshortened Future: Children may
express the belief that they will “never
grow up,” and that there is little point to
preparing for the future by continuing to
go to school, listening to adult advice,
making new friends, and so on.

Regression: Children may stop grow-
ing or regress cognitively, psychosocially,
and emotionally. Developmental mile-
stones that have been passed years ago
may reappear. Older kids may wet the
bed, play “baby games,” reacquire tastes
for previously abandoned foods, or
prefer to play with younger children.
Cognitive regression may occur in the
form of loss of acquired academic skills,
more primitive handwriting, reversion to
“baby talk,” or even complete mutism.

Atypical Cognitive Disturbance: In
addition to impaired schoolwork from
concentration and memory problems,
global psychogenic amnesia for whole
blocks of time may occur, including all
memories for events contemporaneous
with the traumatic incident, or even loss
of memory for all prior childhood expe-
riences. This psychologically self-protec-

tive mechanism may be misdiagnosed as
malingering.

Somatization: Even children who
report little or no emotional distress
may communicate with their bodies.
Virtually every organ system may be
affected, with headaches, heart palpita-
tions, dizziness, stomach aches, and
asthma-like breathing problems being
especially common. Aside from repre-
senting increased physiological arousal,
somarization in children may take on a
“symbolic” form of communication,
such as unexplained visual impairment
in a child who saw a homicide, or repet-
itive vomiting in a child who wants to
“clean out” his/her memory of a trau-
matic event.

Neuropsychology of PTSD

Questions of whether PTSD or other
types of mental stress claims constitute a
“real” disorder often arise in the litigation
arena. Recent research in neuropsychol-
ogy has helped legitimize PTSD and the
role of traumatic stress effects in produc-
ing compensable disability. This literature
has been covered extensively elsewhere?
and will be briefly summarized here.

Although many psychologically trau-
matizing experiences occur in the con-
text of physical and neurological
injuries, severe emotional trauma, even
in the absence of documentable brain
of nervous system injury, is often asso-
ciated with impaired cognitive func-
tioning on neuropsychological tests.”?
Neurophysiological models of PTSD
emphasize cumulative newrosensitiza-
tion, i.e. the build-up of abnormally
intense and perseverative electrochemi-
cal danger signals in brain systems
responsible for emotion, motivation,
and memory. In addition, chemical
neurotransmitters and stress hormones
produced during acute and chronic
traumatic stress may lead to actual
destruction of neurons in sensitive
brain areas.” Like the proverbial
“broken record,” the PTSD program
continues to play again and again,
affecting wider and wider areas of the
patient’s experience and behavior and
producing progressive psychological
disabilicy.



Specifically with regard to children,
one recent study®” analyzed startle
reflexes in school-age children suffering
from PTSD after witnessing a shooting,
and found that their physiological startle
patterns actually regressed, the responses
of 10-year-old children now resembling
those of S5-year-olds. As a result, these
children continued to overreact to envi-
ronmental cues, their physiological
danger-detection systems placed on “red
alert” by the traumatic scene. In other
research,® preliminary experimental data
suggest that childhood traumatization
may impair normal neuron-to-neuron
synaptic development in the cerebral
cortex of the brain’s frontal lobe, leading
to deficits in attention, planning, reason-

ing, and behavioral control, which may
produce a form of “acquired” attention
deficit hyperactivity disorder (ADHD) in

traumatized children.

Torts and Psychological Injury:
"Mental Stress Claims” in
Psychology and Law

Clinicians who negotiate the legal
system need to have some understanding
of the forensic issues involved in diagnos-
ing and treating traumatically disabled
children and adults in litigation. At the
same time, attorneys may appreciate
some insight into the sometimes untidy
real-life psychological worlds their clients
commonly inhabit while pursuing their
claims.”” This section will summarize

these overlapping issues.

In a civil torr action, recovery for psy-
chic pain or emotional distress has tradi-
tionally been recognized only as an addi-
tional or “parasitic” element of physical
damages. In the mid-19507%, the courts in
various states began to allow an action for
the intentional infliction of emotional dis-
wess itself, as in the case of a malicious
jokester who falsely tells a child that his/her
parent has been killed. Later changes in law
removed the physical impact or injury lim-
itation in negligence actions, opening the
way for so-called “mental-mental” claims,
where a mental event (witnessing a shock-
ing scene) causes a damaging mental out-
come (developing PTSD), as well as allow-
ing an action for mental distress even for
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bystanders witnessing negligent injury, as
in the case of a child who sees a sibling or
close friend assaulted.

Even though a psychiatric diagnosis is
not essential to a cause of action, plain-
tiffs’ attorneys often wish to invoke
PTSD in tort litigation for “mental
stress,” because it supposedly gives the
claim more legitimacy by relating the
stress syndrome to a specific tortious
incident. This allows plaintiffs to argue
that all of their psychological distress
arose from the index traumatic event, in
contrast to a more mundane diagnosis,
such as anxiety disorder or depression,
which could have many complex causes.
However, many authorities assert that,
especially in the forensic context, PTSD
should be diagnosed only if the facts fig;
otherwise the diagnosis risks becoming
overused, diluted, and trivialized. In this
view, the important point is for the clin-

ician to communicate to insurance carri-
ers, attorneys, ot forensic factfinders that
the claimant is experiencing significant
psychological stress that stems from the
actions of the defendant; the precise
diagnosis is less important than a thor-
ough description of the symptoms and
disability. Where a diagnosis other than,
or in addition to, PTSD exists, such as
depression, specific phobia, or post-con-
cussion syndrome, this diagnosis should
of course be specified.

In conclusion, the successfully pursued
tort case for psychological injury in a
child victim of criminal assault will make
the connection between a direct or negli-
gent action, a resultant injurious event,
and the psychological effect on the plain-
tiff in terms of a diagnosable psycholo-
logical disorder, such as PTSD, that pro-
duces compensable impairment in
health, academic, work, social, and/or

family functioning. To the extent that
these connections can be effectively chal-
lenged, defense counsel will prevail. M
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