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The mention of the word trauma can bring about thoughts 
of war, rape, kidnapping, abuse, or natural disaster. How-
ever, trauma can also come from common events, such as 
sudden injury or an automobile accident (Costello, Erkanli, 
Fairbank, & Angold, 2002). In the United States, it is 
estimated that 5 million children are exposed to traumatic 
events yearly (Ruzek et al., 2007). Seventy to ninety percent 
of people will be exposed to a traumatic event at some time 
in their lives. One study found that by the age of 11, 11% of 
youth have experienced a traumatic event. By the age of 18, 
43% of youth have experienced such an event (“Identifying 
and addressing trauma in adolescents,” 2007). This means 
that during adolescence, there is a dramatic increase in the 
exposure to trauma.

What is trauma?
Regardless of the source, emotional or psychological 
trauma develops from being exposed to an incident in 
which there is a threat to survival and adaptation (Silove, 
Steel, & Psychol, 2006). Researchers usually separate 
traumas into two different types: event trauma and process 
trauma. An event trauma is a sudden, unexpected, stressful 
event that is limited in its duration and location. A hur-
ricane or a fire, for instance, is an event trauma. Process 
trauma is defined as continued exposure to a long-lasting 
stressor, such as war or physical abuse (Shaw, 2000).

The National Institute of Mental Health describes trauma 
as a normal reaction to an extreme event (Substance Abuse 
and Mental Health Services Administration, 2007). It is 

important to remember that it is not necessarily the event 
itself that causes trauma, but a person’s thoughts, feelings, 
beliefs, and experience surrounding that event (Boscarino, 
1996).

What happens when someone is 
exposed to a traumatic event?
It is often easy to know when another person is having a 
bad day or battling minor emotional distress. During these 
times, it may be easy to lend a helping hand or a listening 
ear to try to comfort this individual. When a disaster or 
traumatizing event takes place, there is nothing normal or 
routine about it. This type of event may affect many people, 
normal interactions may be strained, and daily routines are 
often disrupted (Boscarino, 1996).

Typical reactions to traumatic experiences include fear and 
anxiety, sleep disturbances, physical complaints (such as 
headaches or stomach pain), antisocial behavior, depression 
and sadness, and fear of separation from loved ones (Bosca-
rino, 1996). In families with children and teens, the impact 
of the event will depend on the extent to which it disrupts 
family functioning (Boscarino, 1996). Research has shown 
that response to traumatic stress is not purely emotional; 
there are also physiological and neurological components 
(Saltzman, Holden, & Holahan, 2005). One study on 
children’s reactions to violence in their home showed that 
children who are exposed to violence had significantly 
higher heart rates than those who lived in nonviolent 
homes (Crane & Clements, 2005).
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The impact of a traumatic event differs depending on the 
type of disaster or trauma, its suddenness, and its extent, 
as well as the person’s social surroundings, his or her past 
experiences, and his or her culture (Silove et al., 2006). 
Children and teens may experience trauma in different 
ways depending on their stage of development. There is no 
way to predict how someone will react to a traumatic event 
because we are all so different.

Adolescents and Trauma
This article focuses on trauma during adolescence. We 
single out this stage of development because there are many 
active changes happening during this stage of life. Adoles-
cents are especially vulnerable to the effects of trauma, and 
trauma can have a significant impact on their development.

First, adolescents are at high risk for experiencing traumatic 
events (Crane & Clements, 2005). In addition to the 
traumatic stressors encountered by adults, adolescents 
are also at risk of trauma related to bullying and embar-
rassment in school, violence in the home and community, 
experimentation with drugs, and other risky situations 
(Shaw, 2000). Adolescents are trying to define who they are. 
In the course of discovering their identities, some adoles-
cents engage in risky behavior and power struggles with 
parents and experience wide-ranging emotions (Hales & 
Yudofsky, 2003). However, because of the behavioral issues 
that can occur during adolescence, people may overlook 
the emotional needs of this population (Crane & Clements, 
2005). It is very important for parents, teachers, community 
leaders, and first responders to be aware of the needs of 
adolescents in times of crisis, stress, and trauma.

Second, trauma experienced by adolescents is particularly 
important because significant physical and emotional 
growth is occurring at this age (Hales & Yudofsky, 2003). 
The stressors that an adolescent encounters will help to 
shape his or her growth and perspective, and can have 
long-lasting impacts (Crane & Clements, 2005). For 
example, adolescence is a time of increased brain develop-
ment (Hales & Yudofsky, 2003). There is evidence that the 
stress associated with traumatic events can change major 
structural components of the central nervous system and 
the neuroendocrine system (Shaw, 2000). Severe traumatic 
stress affects the chemicals in the brain and can change 
brain structures, leaving a lasting effect (Spear, 2000).

Furthermore, adolescence is also a time of social and 
emotional development. Struggling with the effects of a 
traumatic event during adolescence can lead to social isola-
tion, declining school performance, behavioral problems, 

and other issues that can impact both current quality of life 
and future functioning.

It has also been found that those adolescents who have 
experienced trauma as a child are more likely to develop 
anxiety-related disorders and fears and are more likely to 
show a pattern of risky sexual behaviors (“Identifying and 
addressing trauma in adolescents,” 2007). An increase in 
risk-taking behaviors is sometimes seen in adolescents 
following trauma (Norwood, Ursano, & Fullerton, 2000).

The Special Case of Post-Traumatic 
Stress Disorder
Although not everyone who experiences a traumatic event 
develops Post-Traumatic Stress Disorder (PTSD), it is 
important to understand that there is a risk for develop-
ing this disorder after exposure to trauma. In order to 
get a diagnosis of PTSD, a person must be exposed to a 
traumatic event that involved a threat of serious injury or 
death and that caused the person to experience great fear 
and helplessness (American Psychiatric Association, n.d.). 
In addition to exposure to a traumatic event, the following 
symptoms must be experienced for more than 30 days and 
cause significant distress or impairment:

• Intrusive symptoms related to the traumatic events (e.g. 
repeated distressing thoughts, flashbacks, or recurring 
dreams about the event)

• Avoidance of related events or scenarios.

• Negative moods or thoughts related to the event

• Increased physiological arousal (e.g., easily startled, 
irritable, problems sleeping or concentrating); American 
Psychiatric Association, 2013).

It is thought that the two strongest predictors of PTSD are 
exposure to violence and the sudden or unexpected death 
of a loved one (American Psychiatric Association, 2013). Of 
these two, unexpected loss of a loved one is most associated 
with PTSD (American Psychiatric Association, 2013). It 
has also been found that human-caused traumas (such as 
terrorism or other violence) are more damaging to mental 
health than naturally occurring traumas (such as weather-
related events or accidents) (Wiesaeth, 1995),

Exposure to trauma and the presence of PTSD affects 
memory and learning (Yasik, Saigh, Oberfield, & Hala-
mandaris, 2007; Moradi, Doost, Taghavi, Yule, & Dalgleish, 
1999). Because the brain continues to grow throughout 
adolescence and adulthood, it is important to consider the 
effects of PTSD on this developmental process. Adolescents 
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who have experienced trauma or have PTSD are more 
likely to have problems in school and with processing 
information.

It has been found that many health care providers overlook 
PTSD in adolescents (Crane & Clements, 2005). This 
may be due to the fact that some behavior that commonly 
occurs in adolescence (e.g., rebelliousness, withdrawal) can 
look very similar to symptoms of PTSD. Also, it may be 
hard to figure out whether a teen is suffering from PTSD 
or depression. PTSD is different from depression in that it 
is marked more by fear and agitation than moodiness and 
withdrawal (“Identifying and addressing trauma in ado-
lescents,” 2007). Even though there are subtle differences 
between depression and PTSD, an adolescent could suffer 
from both of these conditions at the same time. If you are 
unsure about whether a child is experiencing a significant 
problem related to trauma, make sure to get assistance from 
a licensed mental health professional.

How to Help Adolescents Cope 
with Trauma
The way an adolescent adapts to stressors has a lot to do 
with how well his or her family is functioning (Stern & 
Zevon, 1990). It has been found that when adolescents lack 
parental support, they are more likely to have behavioral 
problems and emotional distress (Garber & Little, 2001).

Boys and girls also experience and respond to trauma 
differently. Although males are more likely to be exposed to 
traumatic stressors, females are more likely to experience 
PTSD (Shaw, 2000; Crane, & Clements, 2005; Stuber, 
Resnick, & Galea, 2006).

To help adolescents overcome a traumatic event, action 
should be taken as soon as possible. In the wake of a 
disaster, teachers, parents, and/or mental health profession-
als should:

• Explore ways to protect the adolescent from further harm 
and further exposure. Create a safe place away from 
onlookers and media.

• Kindly but firmly direct children away from the site of 
violence or destruction, the severely injured, and any 
continuing danger.

• Provide support to adolescents who are showing signs 
of panic and intense grief, such as trembling, agitation, 
refusing to speak, loud crying, or rage. Stay with them 
until they are stabilized.

• Help the adolescent feel safe with supportive and compas-
sionate verbal and nonverbal communication. These 
reassurances are very important.

• Provide information about the traumatic event in lan-
guage that the adolescent can understand. This will help 
the adolescent to understand what happened and feel 
more in control (American Psychological Association, 
n.d.).

It was once thought that providing debriefing right after 
a traumatic event could be helpful in recovery. One of 
the most popular types of debriefing, Critical Incident 
Stress Debriefing (CISD), was widely used after the attacks 
of September 11th (Villalba & Lewis, 2007). However, 
recent research suggests that this type of intervention 
may not only be ineffective, but can cause harm to certain 
individuals by disturbing the natural coping process (Roth 
& Fonagy, 2006). Therefore, it is suggested that this method 
of treatment be avoided.

If you know of an adolescent who has been exposed to a 
traumatic event, the first step is to identify whether there 
is a need for intervention. It is important to remember that 
everyone is different. Some people may be able to deal fairly 
well with the situation at hand, while others may take years 
to overcome the emotional pain. Sometimes individuals try 
to hide or mask the fact that they are hurting emotionally. 
Reassure adolescents that needing help does not mean that 
a person is weak, incompetent, or sick (American Psycho-
logical Association, n.d.). A feeling that it is safe to express 
emotions can help prevent negative reactions, such as 
becoming frozen or overwhelmed (American Psychological 
Association, n.d.). At the same time, some people cope best 
by using distraction and avoidance; forcing these people to 
talk could negatively impact their ability to heal naturally 
(Roth & Fonagy, 2006).

Those adolescents who respond to trauma by showing 
significant anxiety, depression, aggression, school difficul-
ties, or extreme withdrawal should receive an evaluation 
from a licensed mental health professional. Many people 
who experience trauma and/or PTSD show improvement 
in their symptoms after receiving individual counseling 
(Villalba & Lewis, 2007). Cognitive behavioral therapy 
entails discussion of thoughts and emotions, as well as 
re-experiencing some of the traumatic event. This form of 
therapy has been found to be particularly effective in treat-
ing adolescents with PTSD or exposure to trauma (Villalba 
& Lewis, 2007). There is some evidence that Eye Movement 
Desensitization and Reprocessing (EMDR) also helps in 
recovery from trauma (Roth & Fonagy, 2006). Some people 
may also benefit from the use of medications, such as 
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antidepressant or anti-anxiety medication. Currently there 
is research being conducted on the use of propranolol in 
cases of trauma. Preliminary evidence suggests that this 
medication may be useful in trauma recovery (Vaiva at al., 
2003).
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