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The psychosocial aspects of children exposed towar:
practice and policy initiatives

Joshua Barenbaum, Vladislav Ruchkin, and Mary Schwab-Stone
Yale Child Study Center, Yale University School of Medicine, New Haven, CT, USA

The atrocities of war have detrimental effects on the development and mental health of children that
have been documented since World War II. To date, a considerable amount of knowledge about various
aspects of this problem has been accumulated, including the ways in which trauma impacts child
mental health and development, as well as intervention techniques, and prevention methods. Consid-
ering the large populations of civilians that experience the trauma of war, it is timely to review existing
literature, summarize approaches for helping war-affected children, and suggest future directions for
research and policy. Keywords: War, children, psychopathology, assessment, treatment, policy.

�There never was a good war or a bad peace.�
(Benjamin Franklin, Letter to Quincy, 11 September
1783)

Despite increasing discussion in recent years (for
major reviews see Jensen & Shaw, 1993; Klingman,
2002a; Laor & Wolmer, 2002; Richman, 1993; Yule,
2000), the impact of armed conflict on children’s
lives and mental states has too often been minimally
addressed or even unrecognized (Machel, 1996,
2001). Children under war-time duress are largely a
voiceless population whose rights and needs are of-
ten subordinate to those of soldiers, and the neces-
sities of war. Children have been murdered, raped,
maimed, starved, exposed to brutality, and subject
to lack of control and chaos (Machel, 2001). In the
past ten years, approximately two million children
have been killed in war zones, and six million injured
or permanently disabled (Bellamy, 2002; UNICEF,
1996). Between 80 and 90% of those who die or are
injured in conflicts are civilians – mostly children
and their mothers. Of war-exposed survivors, 1 mil-
lion children have been orphaned (Bellamy, 2002;
Plunkett & Southall, 1998) and 20 million displaced
to refugee or internally displaced person’s camps
(Machel, 2001). Some contemporary ethnic struggles
have employed techniques of ethnic cleansing and
genocide specifically targeted towards children
(UNICEF, 1996).

In wartime, children may be exposed to a large
number of traumatic events, including bombing,
shelling, and sniper-fire (Amnesty International,
1996), that often result in the loss of family mem-
bers, friends, community and social support struc-
tures (Machel, 1996). Beyond the risk of physical
injury, and direct threats to life, these traumas are
often multiple, severe, and chronic (Kinzie, 2001). In
addition, children are often exposed to other risks
associated with war-like situations, often more so
than adults. For example, 75% of the injuries in-
curred from landmines in the rural areas of Somalia

were to children between the ages of five and fifteen
years old (ICRC, 1994).

Despite these stark facts, children during and after
wars seldom receive the attention and assistance
required to cope with what they have experienced and
to support healing and further development (Machel,
1996). There is a growing need to increase public
awareness of child exposure to atrocities, to under-
stand the impact of such atrocities on mental health
and development, and most importantly, to develop
programs to curb and heal the effects of war experi-
ences on children and youth. This discussion will
outline the major areas that require specific atten-
tion, including assessment, culturally sensitive
approaches to diagnostic and treatment issues,
consideration of the psychosocial aspects of healing,
the role of mental health professionals in working
with children exposed to war, and will conclude by
making recommendations for future research.

Traumatic events and symptoms

Assessment of events

Understanding the effects of war trauma on children
has been complicated by the use of different ap-
proaches to the assessment of war events themselves,
although the most commonly used measure is the
ChildWar TraumaQuestionnaire (CWTQ), which was
developed by Macksoud and colleagues (Macksoud,
1992; Macksoud, Dyregrov, & Raundalen, 1993;
Macksoud & Aber, 1996) for use in Lebanon after the
war with Israel, and then subsequently used with
some modifications across different settings (e.g.,
Dyregrov, Gjestad, & Raundalen, 2002; Miller,
El-Masri, Allodi, & Qouta, 1999). This measure (as
well as other available measures, see for example
Allwood, Bell-Dolan, & Husain, 2002; Kuterovac-
Jagodic,2003)usesa list ofdifferent events (varying in
their severityandpotential effectsonchildren) and the
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number of times the child encountered them, which
are then summed together to produce a total score for
predicting the impact of war on child mental health.
Suchanapproach isunderstandable, as theatrocities
of war may differ from place to place; also, several
studies have demonstrated the existence of an addit-
ive �dose of exposure� effect, with higher levels of
exposure producing more severe reactions (e.g., All-
wood et al., 2002;Hadi&Llabre, 1998; Laor,Wolmer,
& Cohen, 2001). However, while the number of war
traumas experienced by a child is related to the
number of PTSD symptoms, various types of traumas
relate differentially to PTSD, and other mental health
outcomes. Some events may have only moderate, if
any, effects on child mental health, whereas the ef-
fects of others may be devastating. To date, however,
onlya fewstudieshaveattempted toassess the impact
of any specific event on child symptomatology and
adjustment (e.g., Allwood et al., 2002; Durakovic-
Belko et al., 2003; Macksoud & Aber, 1996; Smith,
Perrin, Yule, Hacam, & Stuvland, 2002).

An additional issue is that the effect of any par-
ticular event may differ in its degree of impact on any
particular individual, and is related both to emotional
and physical proximity (Pfefferbaum, 1997), and to
individual factors, such as premorbid personality
(e.g., Schnur, Friedman, & Rosenberg, 1993), or pre-
existing psychopathology (Masten, Best, & Garmezy,
1990; Perrin, Smith, & Yule, 2000). A methodological
concern here is related to the use of variable as op-
posed to person-oriented analytic approaches. How-
ever, in researchon this topic anunfortunate common
tendency is to consider variables as independent
entities that take on lives of their own.

Yet another methodological problem is that data
describing exposure to war and other potentially
traumatizing events are not always adequately
treated statistically (see Netland, 2001, for a critical
review). In particular the reliability of exposure
measures should not be demonstrated by internal
consistency, test–retest, or inter-rater correlations
based on counts of events, as the occurrence of one
event does not increase the probability of another
(Netland, 2001); thus, the events cannot be consid-
ered as alternative estimates of an underlying con-
struct of exposure (Netland, 2001; Neugebauer,
1984). As Netland (2001) notes, most researchers
using factor analytic approaches attempt to find a
restricted number of events that best represent the
event category, either for scale construction, or for
compiling summary measures to analyze relation-
ships between exposure and psychological outcome
variables. However, such methods as factor analytic
or structural equation causal models are not
applicable here, as the constructs measuring expo-
sure variables merely group single indicators to-
gether, and should not be considered as latent
variables that determine the indicators (Netland,
2001). Rather, categorization of events must be done
on a rational basis, or the impact of any particular

event should be considered separately, such as in
the studies by Macksoud and Aber (1996) and Smith
et al. (2002). However, even with this approach, it is
difficult to account for all factors that determine
individual variability in traumatic response.

Symptoms associated with trauma

The first literature on the effects of war on children
dates largely from World War II, and is sparse and of
variable quality. Not until the 1980s was more sys-
tematic enquiry conducted, but during the past two
decades a number of relief agencies and researchers
alike have noted the marked presence of psycho-
pathology in war-exposed child populations
(Ajdukovic & Ajdukovic, 1993; Baker, 1990; Cairns &
Dawes, 1996; Garbarino & Kostelny, 1996; Geltman
& Stover, 1997; Gibson, 1996; Kocijan-Hercigonia
et al., 1996; Punamaki, Qouta, & El-Sarraj, 2001;
Tomkiewicz, 1997). In addition to other, non-trauma-
specific types of psychopathology, posttraumatic
stress disorder (PTSD) has increasingly emerged as a
common psychiatric diagnosis for individuals who
have experienced war-like circumstances (Summer-
field, 1996). It is generally accepted now that children
represent a highly vulnerable population, for whom
levels of symptoms may often be higher than for
adults (e.g., Chimienti, Nasr, & Khalifeh, 1989). Re-
cent literature also suggests that childhood trauma
can have a lasting impact on child cognitive, moral,
and personality development, interpersonal relation-
ships, and coping abilities (e.g., Arroyo & Eth, 1985;
Terr, 1983; Pynoos &Nader, 1988; Sack et al., 1993).
Excellent descriptions of clinical symptoms in chil-
dren exposed to trauma in general (Pfefferbaum
1997; AACAP official action, 1998), and to war
trauma in particular (Jensen & Shaw, 1993; Laor &
Wolmer, 2002; Yule, 2000, 2002) have been provided
in detail elsewhere and will not be reviewed in this
article. For the purposes of this paper, we will assume
that the reader is generally familiar with the reactions
of children and adolescents to traumatic experiences,
and will attempt to concentrate on other, more con-
troversial and less well-established issues.

Assessment of symptoms

The vast majority of wars take place in developing
countries and most refugees originate, as well as
seek refuge in, developing countries. However, only a
small fraction of research is carried out in these
countries, and often studies are conducted when the
refugees have settled in a safer environment in
developed countries, which differ from their home-
lands culturally and economically. Thus, clinical
symptoms presented by refugees in such contexts
may be influenced by discontinuation of exposure,
but also by differences in environment, and in many
cases by vague ideas about the future. From a public
health perspective, assessing symptoms and provid-
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ing support to large populations of children exposed
to war trauma soon after the conflict but in their
home countries, rather than later in a country of
exile, is a more important but also more difficult
task.

An overarching consideration is the context for
data collection, given the extreme circumstances of
traumatized children and families, where imple-
mentation of research is often met with resistance
(Laor & Wolmer, 2002). Research assessments may
be perceived as unempathic, foreign, exploitive and
abusive, and victims and refugees may believe that a
research study satisfies a foreign agenda that lacks
relevance (Laor & Wolmer, 2002). Pure research in a
situation of despair can easily lead to mistrust, and
may potentially compromise the effectiveness of
other relief operations. The assessment of trauma-
tized children in war-time situations is also compli-
cated by the magnitude of trauma and deprivation,
limited economic and treatment resources, as well as
by the presence of other problems that seem to be or
are of greater priority. Thus, in planning trauma and
war relief efforts, assessment and research proced-
ures should be introduced as an integrated com-
ponent of recovery efforts that will necessarily and
understandably fall subordinate to the promotion of
social cohesion and functioning.

Preferred clinical screening tools are those that
involve direct interactions with the child, and meas-
ures that are simple and quick to administer, reli-
able, valid, sensitive, and specific (Laor & Wolmer,
2002; Smith, Perrin, Dyregrov, & Yule, 2003; Stal-
lard, Velleman, & Baldwin, 1999). Child self-reports
have been increasingly utilized to document symp-
toms, as parents and teachers are prone to under-
estimate the extent of children’s suffering (Handford,
Mayes, & Mattison, 1986; Malmquist, 1986;
Rigamer, 1986; Yule & Williams, 1990). The majority
of measures used to assess symptom states in war-
exposed children have included PTSD and general
anxiety measures, grief screens, and inventories of
depressive symptoms. Since the effectiveness and
description of many of these measures have been
amply provided elsewhere (e.g., Pfefferbaum, 1997;
Stichick, 2001), they will not be discussed here. It
should be noted, however, that most self-reports
provide only crude affirmations of prevalence rates,
and although various instruments are available for
assessing PTSD-related symptoms, none is ideal
(AACAP Official Action, 1998; Garmezy, 1986; Krat-
ochwill, 1996), as a great number of false positive
and false negatives are often produced (see e.g.,
Sack, Seeley, Him, & Clarke, 1998; Yule & Udwin,
1991), and cutoff scores may vary depending on the
studied population. Certainly, no instrumentation
can replace the careful clinical interview in the dia-
gnostic formulation (AACAP Official Action, 1998).

An initial screening for traumatic symptoms and
psychosocial impairment is essential when planning
for therapeutic interventions. It is crucially im-

portant to carefully separate those in urgent need of
interventions from those whose needs are less
pressing, as there is some evidence that children
who do not experience posttraumatic symptoms may
be negatively affected by involvement in therapeutic
interventions along with more traumatized children
(Laor, 2002; Wolmer, Laor, & Yazgan, 2003).

Prevalence of symptoms

Considering the wide range of potential psycho-
pathological manifestations associated with severe
distress, a better understanding of the dynamics of
trauma-related symptoms in war-exposed children is
crucial. While it is clear that not all children develop
psychopathological symptoms, conclusions regard-
ing the magnitude of traumatization reported in re-
cent studies tend to vary, with estimates of the
prevalence of symptoms ranging from 22% in Israeli
children after scud missile attacks (Laor et al., 1997)
and 27% in Lebanese children exposed to shelling
(Saigh, 1991), to 48% among Cambodian (Kinzie,
Sack, Angell, Manson, & Rath, 1986) and 52% among
Central American refugee children (Cervantes, Sal-
gado-de-Snyder, & Padilla, 1989), to 70% among
Kuwaiti children after 5 months of military occupa-
tion (Nader, Pynoos, Fairbanks, al-Ajeel, & al-Asfour,
1993) and 93.8% in children displaced during the
Bosnian war (Goldstein, Wampler, & Wise, 1997). It
has also been suggested that once the conflict is over,
there is a natural decrease in symptoms of post-
traumatic stress (Laor et al., 1997; Punamaki et al.,
2001); thus, the number of children needing profes-
sional help may diminish markedly with successful
promotion of psychosocial healing at family, com-
munity and institutional levels (see below).

Duration of symptoms

The issue of duration of symptoms is also quite
controversial. Some authors contend that the effects
of war experiences are enduring (Elbedour, ten
Bensel, & Bastien, 1993; Stein, Comer, Gardner, &
Kelleher, 1999). In fact, significant levels of psycho-
logical dysfunction and posttraumatic stress have
been documented even years after the traumatic
events were incurred (e.g., Kinzie et al., 1986; Sack
et al., 1993; Terr, 1983). In a study of Iraqi children
conducted after the Gulf War, the prevalence of
posttraumatic stress symptoms remained fairly
stable at 80% over a two-year period (Dyregrov et al.,
2002). In another study, 48% of Khmer youths dis-
played symptoms related to trauma 8 to 12 years
later (Kinzie, Sack, Angell, Clarke, & Ben, 1989). Not
all studies support this perspective, however. In
various studies from different geographic areas the
majority of children exposed to war and/or political
violence exhibited no signs of clinical disorder
(Cairns & Dawes, 1996; Perrin et al., 2000), or their
symptoms were fleeting or short lived (Weine et al.,
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1995). Surprisingly low rates of posttraumatic stress
have been documented in adolescents who have
experienced massive psychic trauma due to ethnic
cleansing campaigns, and follow-up studies have
suggested that the symptoms may be transient and
not indicative of enduring psychopathology (Becker,
Weine, Vojvoda, & McGlashan, 1999; Sack, Him, &
Dickson, 1999; Schwarzwald, Weisenberg, Solomon,
& Waysman, 1994; Weine et al., 1995). Laor et al.
(2001) reported a significant decrease in severity in
most symptom domains five years after exposure to
scud missile attack, but severe posttraumatic
symptoms were still reported in 8% of children.
Ajdukovic and Ajdukovic (1998) found that in Cro-
atian children traumatized by war, PTSD symptoms
declined significantly over a 6-months period. Ku-
terovac-Jagodic (2003) reported that of those Cro-
atian children who had the most severe symptoms
during the war, 78.4% reported moderate or higher
symptom severity levels 2 1/2 years later, but of
children with the less severe symptoms 97.5%
reported mild or medium symptom levels.

Differences in the reports of long-term symptom
severity may be tentatively explained by a number of
factors that differed between the studies, including
initial, short-term symptom severity, psychosocial
milieu after trauma, and continuity of disruption
(e.g., continued displacement at the time of follow
up, conflicts in the family, etc.) (e.g., Jones &
Kafetsios, 2002; Kuterovac-Jagodic, 2003). Child
personality characteristics, such as emotional and
aggressive coping and external locus of control,
and age of the child have also been found highly
predictive of long-term psychological outcomes
(Kuterovac-Jagodic, 2003). Ingeneral, youngchildren
are assumed to be more vulnerable than adolescents
due to their less developed cognitive capacities for
remembering, processing, and coping with trauma
(Fivush, 1998; Schneider, 2000). On the other hand,
there is also a strong belief that the youngest chil-
dren experience some protection from the severity of
trauma because they do not understand the full
measure of its negative consequences (Punamaki,
2002). Many studies tend to agree about the greater
vulnerability of children between 5 and 9 years (e.g.,
Garbarino & Kostelny, 1996; Kuterovac-Jagodic,
2003), whose ability to be aware of and to process
real events is expanding, but who still lack consol-
idated identities and higher order defense mech-
anisms. Finally, the degree of available social support
appears to diminish the psychological impact of war
over time (Kuterovac-Jagodic, 2003).

Since World War I it has been reported that for
adults and children habituation and acclimatization
may play an important role in individual reactions to
war stress (Zimmern, 1941; Vernon, 1941; Ziv & Is-
raeli, 1973), leading to some degree of resilience to
chronic violence exposure (Cairns, 1996; Punamaki,
1996). In the context of continuous war activities
stressful events and circumstances may be per-

ceived as normal, everyday reality to which the child
may become adjusted, particularly when that is the
only context that has been experienced (Jensen &
Shaw, 1993). It has been suggested that moderate
degrees of exposure to war stress can result in �self-
protective, adaptive cognitive styles� that ensure
more effective functioning, especially if such expo-
sure does not involve threats to the child or to the
immediate family (Jensen & Shaw, 1993); this,
however, does not imply a complete absence of psy-
chological distress (Miller, 1996).

To a large extent, the degree of distress experi-
enced by children and youth may be related to their
understanding of the psychological meaning that
violence carries for them and their families, which in
turn influences their ability to cope (Cairns & Dawes,
1996, p.131; Punamaki, 1996). However, consider-
ing that most research on the duration of symptoms
has been conducted with children after relocation to
safer countries, or discontinuation of war activities,
future work is needed to address the issue of chronic
exposure to war trauma. However, even in circum-
stances in which most children do not experience
long-term effects, and despite a continuous decrease
in symptom severity, the proportion of children who
do develop psychopathology and impairment is more
than significant, and should always be considered in
planning relief work and research with traumatized
populations.

Psychosocial impairment caused by symptoms

It has been suggested that population-based sur-
veys, frequently used to efficiently obtain informa-
tion about the symptom levels of a large number of
children, may overestimate the prevalence of PTSD
(Summerfield, 1996). Symptoms of distress repre-
sent natural reactions to trauma; thus, studies of
war-affected children face the challenging task of
differentiating pathological from normal reactions,
with respect to emotional responses, and changes in
behavior and activities that represent either realistic
adaptations or disorder-related impairment. Some
critics even consider PTSD as an inappropriate
medicalization of human suffering caused by polit-
ical circumstances (e.g., Bracken, Giller, & Sum-
merfield, 1995).

Most self-report measures, as well as most studies
conducted on child populations exposed to war, have
not considered the degree of psychosocial impair-
ment associated with symptoms, an essential diag-
nostic feature of PTSD that also has considerable
meaning for planning intervention efforts (Green,
1982). Of the studies that have measured levels of
impairment, results so far have been controversial, if
not surprising. Summerfield and Toser (1991), in a
study of war-displaced Nicaraguans, noted that for
many, despite evident symptomatology, impairment
in familial, occupational, and social functioning was
often not significant. Sack et al. (1993), in a study of
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Khmer youths, noted that the persistence and
severity of PTSD in most cases seemed not to impact
the ability to carry out responsibilities in school or on
the job. Kinzie et al. (1986) found that for young
Cambodian refugee children, in spite of the high
prevalence of psychiatric symptoms, the overall lack
of social impairment was �remarkable�. Jones and
Kafetsios (2002), in the study of adolescents after the
Bosnian conflict, similarly note that although levels
of symptoms correlated reasonably well with the
measures of child well-being, in almost a quarter of
the participants self-reported levels of symptoms
provided misleading information about the well-
being of the child. However, many studies suggest
otherwise. Studies of child survivors of the Holo-
caust, for example (for a review see Cohen, Brom, &
Dasberg, 2001a), indicated higher levels of post-
traumatic and psychosocial symptoms among child
survivors as compared to controls, with concomitant
impairment of psychosocial functioning. Hence,
those studies would suggest that some long-term
problems can be contained for years (at a cost), but
may emerge as people retire and fall ill (Cohen et al.,
2001a). Finally, an increasing amount of research
suggests that whether or not psychological symp-
toms will be perceived as distressing is greatly
influenced by the individual interpretations of the
traumatic experience and the context in which it
occurs (Jones & Kafetsios, 2002).

Additional diagnostic considerations

The nature of psychopathological symptoms result-
ing from childhood trauma exposure has been a
topic of heated debate, with some proposing the
creation of broader, contextualized diagnostic nom-
inations. Laor et al. (2002), for example, have
maintained that the assessment of psychopathology
in children following a disaster, including war-
related experiences, requires a complementary
evaluation of symptoms – not only of posttraumatic
stress – but also of dissociation and traumatic grief,
because different components of grief and dissoci-
ation (perceptual distortions, body-self distortions,
irritability, and guilt and anhedonia) are associated
with different risk factors. The fact that commonly
used scales for psychopathology often fail to distin-
guish between grief and posttraumatic stress
(Mcnally, 1996), and grief and depression (Jones &
Kafetsios, 2002), makes a separate assessment of
grief reactions even more important. Broadening
diagnostic considerations to account for cultural
variability in handling trauma has also been pro-
posed. For example, the term cultural bereavement
has been suggested to refine and complement psy-
chiatric diagnosis associated with trauma (Eisen-
bruch, 1991). In essence, cultural bereavement goes
farther than diagnosis by incorporating experiences
of guilt, painful memories, and morbid thoughts that
cloud daily life as the result of the loss of social

structure, cultural values, and self-identity (Ei-
senbruch, 1991). The concept of cultural bereave-
ment also takes into account specific individualized
or indigenous methods for coping with trauma, and
when less incapacitating, can be normal and even a
constructive sign of rehabilitation from devastating
traumatic experiences. Thus, in assessing interna-
tional child populations exposed to traumatic
events, recognition of the cultural manifestations of
war-related distress and of the culturally specific
strategies for coping is critical.

Cultural sensitivity in assessment and treatment

Two major ideologies have emerged concerning the
role of culture in assessing and treating war-affected
individuals. Considering the lack of good studies on
cultural aspects of psychopathology in children and
adolescents, some of the references that follow come
from studies on adults. Some studies maintain that
signs of emotional distress are expressed similarly
by children of different cultures and that PTSD
resulting from war trauma surmounts the barriers of
culture and language (Sack, Seeley, & Clarke, 1997).
Such proponents have demonstrated the cross-
cultural applicability of Western therapeutic pro-
grams in non-Western cultures (Goenjian et al.,
1997) and maintain that Western therapy regimes
can offer valid modes of treatment in supporting
psychosocial programs and services for diverse po-
pulations of children affected by war (Lowry, 2000).

The alternate view maintains that there is a
broader range of posttraumatic responses to war
situations, and notes the limitations of present
models and the need for expansion or revision
(Bracken et al., 1995; Dawes, 2000; Krener & Sabin,
1985; Rousseau, Drapeau, & Platt, 1999). Kleinman
and Kleinman (1991) note that cultural factors in-
fluence the expression of PTSD symptoms, and
question whether any particular symptoms are pre-
dictive of the full syndrome cross-culturally. Dawes
(2000) notes that distress cannot be homogenized to
adequately address local forms of response and that
Western mental health workers risk imposing cul-
turally alien diagnostic assumptions, some of which
break down when applied cross-culturally (Krener &
Sabin, 1985). Furthermore, Rosner (2003) argued
that �even if posttraumatic stress can be diagnosed
in many cultures over the world, that does not mean
that it is the most appropriate of all imaginable cat-
egories in each of those cultures� (p. 3). Kirmayer and
Young (1999) have noted that dysfunctional re-
sponses can be distinguished from normal ones and
defined in terms of the social or inherently cultural
context. Indeed, as emphasized by Bracken et al.
(1995), the way individuals deal with suffering is
determined by the social, cultural and political as-
pects of their unique situations, and mental health
professionals with different cultural backgrounds
must help local caregivers work from within their
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idioms of distress and trauma (Laor & Wolmer,
2002).

In order to provide culturally sensitive assessment
and treatment, it is essential to understand cultural
practices and to have local knowledge of the com-
munity (Schwab-Stone, Ruchkin, Vermeiren, &
Leckman, 2001). Delivery of mental health inter-
ventions in non-Western settings needs to in-
corporate prevailing cultural norms, including
spiritual or religious involvement, basic ontological
beliefs, and related issues (e.g., personhood and so-
cial connectedness, community, and illness) (Kling-
man, 2002a). In cross-cultural consultation,
important aspects of communication include the use
of interpreters who are proficient in explaining lin-
guistic nuances during the consultation (Schwab-
Stone et al., 2001) and also are acceptable to the
child and family (Yule, 2002). Local needs and re-
sources, and the possibility of culture-specific ways
of understanding, expressing and healing trauma
should be recognized (Dawes, 2000). For example,
Kinzie et al. (1986) reported that for Khmer youths,
traditional values shaped a coping style character-
ized by avoidance and the tendency to suppress
feelings. In some cultures adults may require chil-
dren to be well behaved and emotionally constrained
(Laor & Wolmer, 2002), which potentially may com-
plicate the process of identifying symptomatic youth.
In some settings, individuals may preferentially ac-
cess help from local healers (e.g., Neugebauer,
2002), whose help may be especially valuable and
valued because they know local realities, hold shared
beliefs and can utilize those much more effectively
than newcomers (Schwab-Stone et al., 2001).

Thus, it may be that optimal approaches to un-
derstanding and treating war-exposed children draw
both on principles of cultural specificity, and cross-
cultural universality. Recognition of cultural differ-
ences in social support systems is important, as they
carry direct implications for intervention strategies
(Schwab-Stone et al., 2001), but biology and culture
are co-constitutive rather than separate and additive
(Dawes, 2000).

Additional considerations in planning
the interventions

Ideology and hatred

Children of all ages attempt to understand the con-
fusing events and experiences of war, but the strat-
egies used differ by developmental level. A child’s
perception of war at an early age tends to be based
largely on the perceptions of the attitudes of adults
in the social environment, as well as on messages
received through the radio, movies, and other mass
media (Bender & Frosch, 1942; Jensen & Shaw,
1993). A study of Soviet children in wartime (c.f.
Bender & Frosch, 1942) similarly suggested that
�children take their cues from those around them�,

and that �children absorb and reflect the attitudes of
those who are closest to them�. It has been em-
phasized that even if parents try, it is impossible to
deceive children and keep information from them, as
they inevitably will be exposed to war-related news
and programs. Parents �are not able to protect their
children from life but they can help them face it�, as
uncertainty can often stimulate more fears and fan-
tasies than the facts themselves (Beverly, 1942).

Communication about war-related matters by
family members, community and mass media, can
provide a sense of security and support, or cause
additional distress. Excessive politicizing can have
major impact on a child’s political identity, which is
often premature. Punamaki (2002) noted that �young
people are interested in ideological issues and are
constructing their worldviews. A secure life history
and a safe environment provide them with an
opportunity to try different roles, learn repertoires of
emotional expression and train sophisticated prob-
lem solving skills. On the contrary, emergency needs
in wartime create an atmosphere where complex
moral dilemmas are simplified and people are split
as good or bad�, which leads children to identify more
closely with their important others. Ziv, Kruglanski
and Shulman (1974), for example, reported that
children exposed to shelling were more strongly
identified with the community, and had increased
feelings of patriotism compared to non-exposed
children.

War can produce conflict in the minds of youth by
forcing positions or attitudes on them that contradict
previously taught attitudes and principles (Beverly,
1942). If children have been taught that war is
wrong, they are then expected to reject this teaching,
accept war and glorify the war heroes. However, one
resolution for this confusion is to depict the enemy
as unfair, dishonest, barbaric, merciless, and dif-
ferent from �us� (see Sternberg, 2003). It is often
claimed that the enemy started the war (or that �we�
did not have any choice but to start the war to re-
instate justice) and that the home country is strug-
gling for the right cause. The ideology involved in any
military conflict is often used as a tool for reaching a
purpose, and for reassuring fellow citizens, including
children, of the fairness of struggle and the �right�
meaning of it. During WWII, for example, Russian
sources strongly emphasized that in addition to
morale-building efforts, there were also �direct ap-
peals to the children to get busy, to realize that it is
their war and that their efforts to bring it to a vic-
torious and speedy end are just as necessary as
those of their elders� (c.f. Bender & Frosch, 1942).

Another example of a �reasonable� explanation of
war to children was described by Bender and Frosch
(1942), who referred to the work of Ziemer (1941)
which described educational approaches used with
young children in Nazi Germany. Dying in battle for
Hitler was glorified, while the desire for peace was
portrayed as a �decadent� wish. Recent examples of
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such �educational� approaches come from the heavily
politicized teachings of some Palestinian and Sri-
Lankan liberation movements that engage children
as potential suicide bombers, emphasizing glory of
death and the joyful afterlife that awaits those who
sacrifice their lives for the �right cause� (e.g.,
Somasundaram, 2002).

Punamaki and colleagues, based on their studies
of Palestinian children (Punamaki, 2002; Punamaki
& Puhakka, 1997; Punamaki et al., 2001; Qouta,
Punamaki, & El Sarraj, 1995), have suggested that
the active involvement of children in political con-
frontation in times of political violence of low in-
tensity may have a protective effect for child mental
health. What their findings actually suggest is that
although the subjective preferences for active fight-
ing in times of conflict may be associated with lower
levels of psychopathology after the intensity of con-
flict reduces (Punamaki et al., 2001), actual political
violence may have a �sobering� effect on children’s
attitudes. Indeed during the Intifada, children gen-
erally reported lower preferences for active fighting
than before it, and older children who experienced
several stressful events tended to report lower pref-
erences for active fighting than those who did not
(Punamaki & Puhakka, 1997). Although younger
children (�10–11 years old) reported higher prefer-
ences for active fighting in relation to the number of
events experienced (Punamaki & Puhakka, 1997),
this may merely reflect fantasies in response to
trauma, rather than active involvement, especially
considering their age. These findings should be
considered with an additional caveat, since only at-

titudes to active fighting, not the actual behaviors of
the children were assessed. It is not known whether
these children were actually involved in active fight-
ing, as opposed to simply reporting on preferences

for more active behaviors; thus, definitive conclu-
sions about the protective role of active political
involvement are premature.

Child combatants

The Optional Protocol to the Convention on the
Rights of the Child (adopted by UN General Assem-
bly, 2000) on the involvement of children in armed
conflict defines 18 years as the minimum age for
direct participation in hostilities, for compulsory
recruitment and for any recruitment by non-gov-
ernmental armed groups. Furthermore, the 1998
Statute of the International Criminal Court has de-
fined as a war crime the conscription or enlistment of
children under 15 years of age into the armed forces
or their use in combat (Pearn, 2003). In spite of that,
�the increasingly widespread exploitation of children
as soldiers is one of the most vicious characteristics
of recent armed conflicts� (Machel, 2001, p. 7). It has
been estimated (Brett & McCallin, 1998, p. 9) that
300,000 children, sometimes as young as six years
old, actively participate in ongoing military conflicts

at any one time. Children join the armed groups after
being forced by a wide range of economic, cultural,
social, and political pressures (Machel, 2001;
McConnan & Uppard, 2001). In many cases joining
an armed group may be their only option, because
their caregivers were killed or conscripted, whereas
army services provide a means to get food and earn
some money for themselves and surviving relatives
(Boothby & Knudsen, 2000; Somasundaram, 2002).
Children who lost one or both parents during inva-
sion or bombing frequently express the desire of re-
venge (Despert, 1942). Adolescents can also be
attracted by specific ideologies, and fight for social
and political causes, for religious expression, self-
determination, or for national liberation (Machel,
2001). During WWII, for example, several sources of
information from the USSR described anecdotes
about young boys who spontaneously entered the
ranks of guerilla fighters and participated in offen-
sive and defensive plans (c.f. Despert, 1942).

Child soldiers are used as combatants, messen-
gers, porters, and cooks; they care for the wounded,
scout for mines, watch at dangerous checkpoints,
and are used for sexual services (Boothby & Knud-
sen, 2000; Machel, 2001). �Commanders typically
view child soldiers as more expendable than adults,
so they receive less training and must undertake the
most dangerous tasks� (Boothby & Knudsen, 2000,
p. 63).

Indoctrination usually involves several phases,
during which attempts are made to harden children
emotionally by punishing those who offer help, or
display feelings for others subjected to abuse (Boot-
hby & Knudsen, 2000). Children are often beaten up
and continuously exposed to the scenes of violence,
so that they do not question the authority of the
adults in the group; sometimes they are even forced
to kill captives or their own family members (Boothby
& Knudsen, 2000).

To date, no study has assessed the longitudinal
outcomes of children who partake in mass violence.
In addition to the longer term sequelae of direct in-
volvement in violence, child soldiers are at greater
risk for being displaced than other war-exposed
children (Alfredson, 2002; McConnan & Uppard,
2001); hence, additional steps often need to be taken
to return them to their home communities. Fur-
thermore, it is often difficult to bring these children
back to their communities because of strong negat-
ive feelings about their military involvement. And for
these children, military activity is often the only
thing they have learned to do well. In addition, most
governments do not take responsibility for integrat-
ing former recruits into society once they have been
discharged (Alfredson, 2002). For child soldiers, re-
turn to community life is at best a slow process of
healing and forgiveness, requiring a network of
support from parents, teachers, religious and other
community leaders, and community mediation
(Machel, 2001). Readers interested in learning more
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about a practical step-by-step approach to the
problem of child soldiers should consult McConnan
and Uppard (2001).

Some evidence suggests that to some extent chil-
dren’s social and moral concepts may be resilient,
with family and religious bonds remaining strong in
the face of violence, and children maintaining an
essential distinction between violence for just and
unjust causes (Boothby & Knudsen, 2000). However,
it has also been noted that children’s subsequent
moral responsiveness is largely determined by the
length of time they spent in the armed group
(Boothby & Knudsen, 2000). In Mozambique, for
example, children who stayed less than six months,
after their liberation initially displayed aggressive
behavior and distrust of adults, but these reactions
quickly subsided and children defined themselves as
victims rather than as members of the military
group, with common reactions of posttraumatic
stress and remorse (Boothby & Knudsen, 2000). At
the same time, children who were in the camps a
year or more had substantially changed self-
concepts, which became solidly intertwined with
those of their captors. They continued to use violence
as the principal means of exerting social control and
influence (Boothby & Knudsen, 2000), or even joined
another armed group in a different country, like
mercenaries (Machel, 2001).

Non-specific psychosocial interventions

Non-specific interventions address issues such as
the discontinuation of existing stresses, including
elimination of ongoing conflicts and provision of safe
areas and shelters; restoration or reactivation of
significant ameliorative and protective factors,
including reunification, active engagement and
coordination of families, education, and community
efforts for psychosocial healing.

Elimination and displacement

To begin the healing process, discontinuation of
existing stressors is of immediate importance. When
continuous extreme adversities (e.g., losing family
members or close friends) combine with disaster
experiences, children’s posttraumatic reactions of-
ten intensify and recovery is delayed (Laor &Wolmer,
2002; Husain et al., 1998; Pynoos et al., 1993).

Elimination of war-time stressors for children
usually involves one of three possibilities. The first is
cessation of the existing conflict between dueling
factions and establishment of a safe and civil atmo-
sphere. Although this represents the ideal, it is often
difficult, or impossible to achieve, especially in a
short time, as peace processes can be postponed
indefinitely. It has been shown that chronic trauma
without the possibility of a foreseeable cessation in
violence exposure and stress has a significant im-

pact on child mental health that is different from the
acute impact of trauma (Cairns & Dawes, 1996). In
the context of continuous war activities, stressful
events and circumstances can be perceived as nor-
mal everyday reality, to which the child may become
adjusted, especially when for some it may be the only
social environment they have experienced (Jensen &
Shaw, 1993). In particular, some studies have sug-
gested that such prolonged exposure may result in
an increased threshold for traumatic response, with
decreased perception of danger (Punamaki et al.,
2001). Second and third alternatives involve displa-
cing children (and their families) to safer areas, ei-
ther internal displacement sites within the country of
origin or external displacements to alien territories
or countries, until civility in the home community/
country is restored. Neither of these alternatives is
ideal, but they often represent the grim necessity. In
addition to the war-related experiences, displace-
ment itself may compound the level of distress, as
children develop intimate connections with their
environments, including not only attachment to
individuals, but also attachment to places (Fullilove,
1996). An additional risk associated with displace-
ment involves a possibility of military recruitment by
armed groups. Thus, refugee camps and settlements
should be located at a distance from the area of
conflict, and security or staff presence should be
strengthened where children may be vulnerable to
recruitment efforts (i.e., escape routes, reception
centers, camps or settlements) (Alfredson, 2002).

An extensive literature on the effects of displace-
ment originating from the studies of evacuee children
in Britain during WWII (Burt, 1941; Henshaw, 1940;
Isaacs, Brown, & Thouless, 1941; Zimmern, 1941)
suggests that displacement tends to be much more
favorably perceived by older children (generally,
12 years and older). Younger children, however, often
react with separation anxiety, and other internalizing
and externalizing symptoms (e.g., Henshaw & How-
arth, 1941). Several authors (Bowley, 1940; Burt,
1941) have emphasized that preschool children in
particular should not be separated from their
mothers. Even older children do better when accom-
panied by other familiar adults, siblings, or by a
teacher. Young children tend to perceive the dangers
of the situation through the eyes of their important
adults, and thus, subjective distress experienced and
expressed by adults tends to produce distress in
children (Bowley, 1940; Solomon, 1942). This finding
is also supported by more recent research that
demonstrates an intimate link between the levels of
stress in mother and child (Laor et al., 2002), and an
association between maternal mental health and
child adjustment following war (Smith, Perrin, Yule,
& Rabe-Hesketh, 2001), especially for children under
the age of 4 years (Laor & Wolmer, 2002).

In spite of the possible advantages of displace-
ment, such as stopping the exposure to potentially
traumatic events, the impact of displacement per se
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on children’s mental health remains a controversial
issue. Several British studies have suggested that
the psychological effects of evacuation could be more
detrimental than those of bombing, especially when
evacuation is unplanned (e.g., Despert, 1942). In
addition, studies by Laor et al. (2001) and Fayyad
(2002) suggest that the number and even the fact of
displacement itself can add to the negative impact
of poor family functioning in predicting the severity
of symptoms in children. However, other studies
have found that most children are able to adjust
successfully to evacuation and that increases in
psychopathology were less severe than many had
anticipated (e.g., Jersild & Meigs, 1943). To a large
degree, the outcome and the process of evacuation
depend on whether it has been voluntary or com-
pulsory, with evacuation that is self-imposed and
unhurried being relatively less traumatic (Brander,
1941, c.f. Despert, 1942). The effects of displace-
ment on mental health are also described in more
detail by Fullilove (1996).

With growing awareness of the suffering of chil-
dren and families displaced during war, the United
Nations (UN) and other aid agencies have developed
and published guides for relief workers, planners
and other specialists, that describe in detail the
necessary steps to be taken in order to provide ade-
quate protection for refugees (see, for example
UNHCR guidelines on protection and care of refugee
children (UNHCR, 1994)).

While it is hoped that voluntary repatriation to the
area of origin eventually becomes possible, if reset-
tlement is not considered safe, the least favorable
option becomes temporary local integration in a
granted country of asylum. The successful outcome
of this experience is related to factors such as degree
of safety and security in the new place, whether a
refugee camp (Geissler, 1999) or a community set-
ting in an industrialized country (Anderson, 2001).
Naturally, when children are forced from their home
environments, safety and security within the new
setting is of paramount importance (Paul, 1999); it
has been reported that some refugee settings expose
children to further levels of violence, alcohol abuse,
family quarrels, sexual assault, and beatings
(Machel, 1996, 2001).

Restoration and resettlement

Once traumatic events have stopped or been elim-
inated, the process of restoration begins. Non-
psychiatric interventions, such as provision of basic
needs, food, shelter and clothing, help provide the
stability required to ascertain the numbers of youth
needing specialized psychiatric care. First, basic
needs and a sustainable sanitary environment must
be restored. This includes the provision of primary
health care, efforts to halt the spread of communic-
able diseases, access to clean water and food sup-
plies, adequate nutrition, shelter and sanitation.

Restoration should also involve restarting food pro-
duction, schooling, and religious activities. While the
ultimate goal is sustainability, if for some time local
production is not possible, adequate food and other
relief programs will be required until sustainability
can be achieved. Provision of basic needs has to be
integrated with psychosocial assistance and careful
clinical evaluation, as the impact of traumatic stress
on physical health is a neglected topic (McFarlane &
Yehuda, 1996). For the youngest children, especially
those under three, many health problems are linked
to malnutrition (Machel, 1996, 2001). Long-term
malnutrition and protein-energy undernutrition �re-
sult in cognitive and social-emotional impairment,
with little improvement upon nutritional recovery�
(Sternberg & Grigorenko, 1997, p. 27). The need for a
holistic view of health is also illustrated in article 39
of the Convention of the Rights of the Child, where it
is also noted that states are required to take meas-
ures to promote children’s physical and psychologi-
cal recovery and reintegration.

With respect to reintegration of child combatants,
Machel (2001) noted three primary aspects to
rebuilding societies ravaged by war. These include
disarmament (the collection of weapons within con-
flict zones and their safe storage or disposal),
demobilization (the formal registration and release of
combatants from duty, providing assistance to help
them meet immediate needs and transport back to
their home communities), and reintegration (the
process of helping former combatants return to
civilian life and readjust socially and economically).
Demobilizing children requires their immediate
separation from adult soldiers, with subsequent
escorted transportation from the conflict zones
within 48 hours to reduce the risk of re-mobilization
(Machel, 2001). Special efforts should be made to
ensure reintegration of child soldiers in their com-
munities. Cultural beliefs and attitudes can make
reunification particularly difficult for girl soldiers
who have been raped or sexually abused (Machel,
2001). Readers interested in practical guidelines to
the problem of child soldiers should consult
McConnan and Uppard (2001).

Beyond basic needs, restoration involves recon-
nection to tradition, culture, nature, and spiritual
practices that have given life meaning and value be-
fore the traumatic disruption (Lowry, 2000). Restor-
ation also includes the re-establishment of trust, self-
esteem, attachment and social networks, and the
regeneration of hope and belief in the future (Jareg,
1995). Rebuilding and re-establishing damaged cul-
tural and social institutions is a challenging and time-
consuming task that requires interest, attention and
initiative. Skill is necessary to help re-establish cul-
tural components with durable and permanent solu-
tions that do not foster feelings of powerlessness or
dependence (Lowry, 2000). Furthermore, active
involvement of children and adolescents in the res-
toration process can foster ideological commitment
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that may be beneficial for mental health (Punamaki,
1996). Early studies (e.g., Beverly, 1942) have sim-
ilarly emphasized the importance of youth involve-
ment and noted that, during the war, youth should
feel that there is something they can do and do well,
and to know that there is a place in society, however
seemingly disrupted, for them.

Re-establishing the psychosocial network

The impact of war on child mental health is deter-
mined by psychological and social effects, including
altered relationships due to death, separation,
estrangement and other losses, family and commu-
nity breakdown, damage to social values and cus-
tomary practices, and the destruction of social
facilities and services. These factors mutually inter-
act and affect a child’s perceptions and under-
standing, as well as lead to specific symptom
expression. To reconstitute psychosocial health and
stability, children need caring adults, security,
education, and opportunities to exercise and play.
Due to increasing awareness of these aspects of the
recovery process, many NGOs have implemented
programs of psychosocial support that specifically
address the needs of families and children (Dybdahl,
2001a, b; Dyregrov et al., 2000; Woodside, Barbara,
& Benner, 1999). Some of these programs focus on
educating and supporting parents and teachers so
that they in turn can support the children, whereas
other programs involve direct work with children to
help them process their traumatic memories through
drawings, play or talking about what has happened
(Dybdahl, 2001a). Although restoration initiatives
have utilized both population-based and individual-
ized approaches, they may necessarily involve simple
and direct approaches due to limited resources and
the large numbers of affected individuals. These may
include, for example, training programs and initiat-
ives aimed at educating community leaders to help
in the psychosocial healing process. Individualized
interventions are usually introduced after popula-
tion-based ones because of emergency conditions
and the sheer numbers in need.

Family. Parents usually serve as the major source of
expertise for the modeling of cultural and sub-
cultural expressions and rules regarding emotions
(Gerull & Rapee, 2002; Von Salisch, 2001). When
children express their fears (Rime, Dozier, Vanden-
plas, & Declercq, 1996), parents provide examples of
culture-specific approaches for dealing with negative
emotions (Laor & Wolmer, 2002; Saarni & Weber,
1999; Schwab-Stone et al., 2001), and by being
responsive to expressions of anger, frustration or
distress, they can help mediate the child’s manage-
ment of stress and foster mastery of threatening or
frustrating situations (Cassidy, 1994).

In fact, greater severity of symptoms in children is
associated with having a mother with poor psycho-

logical functioning and living in a family with inad-
equate cohesion (Laor et al., 2001; Smith et al.,
2001). Parents or other caregivers who suffer often
have difficulties interacting with their children and
may become less sensitive, less tolerant and less
able to feel and express love for their children; they
may also be less able to maintain normal rules and
boundaries for their children (c.f. Dybdahl, 2001a).
Thus, important goals of family interventions are the
reduction of family distress and the promotion of
strategies to support parental calm and stability,
which in turn serves to promote child well-being
(Machel, 1996).

It should be noted, however, that although
maternal distress has an important impact on child
reactions, having a caring and protective mother is
not a panacea, and �closeness to a responsible
mother does not protect preschool children from the
traumatic impact of war and persecution� (Almquist
& Brandell-Forsberg, 1995, p. 225), as mothers
cannot buffer their children from stress, a view that
has �blandly been accepted as a truism� (Cairns &
Dawes, 1996, p. 131). Thus, planning for interven-
tions requires a sober approach that realistically
assesses available resources and does not support
unjustified hopes and expectations.

It is generally in the best interest of children to
remain in a family care setting, both for emotional
reasons and because separated children are more
prone to exploitation and other risks (Bruce, 2001).
Children who have lost their families or been rejected
by their communities may need a transitional period
of alternative care, such as peer groups or foster
family (Machel, 2001). Although orphanages should
be avoided, sometimes realities dictate the necessity
of organizing such settings (e.g., centers for un-
accompanied minors in Rwanda, organized by UNI-
CEF), which also tend to be less expensive – an
important factor for postwar societies (Neugebauer,
2002). However, foster placements may be a better
alternative until biological families, or more perman-
ent solutions, can be found (Bruce, 2001), and if
these arrangements are well integrated into com-
munities they can be more successful than institu-
tional care (Machel, 2001). When such decisions are
made, siblings should be placed together, and
placements should if possible match children with
families of similar cultural background (Bowley,
1940; Burt, 1941; Kinzie et al., 1986; Williams &
Westermeyer, 1983).

Education. It has been widely recognized that edu-
cation is an inalienable right, which all children,
including those caught in natural and human-made
emergencies, should be able to access and that it is
central to human and national development (Pigozzi,
1999). In emergency situations educational activities
must be established or restored as soon as possible,
and where education systems have been rendered
non-functional, the rebuilding of the system provides

50 Joshua Barenbaum, Vladislav Ruchkin, and Mary Schwab-Stone



an opportunity for transforming education so that it
meets the needs of the population (c.f. Pigozzi, 1999).
Education can also serve as a mechanism for con-
tributing to the prevention of emergencies. In many
countries it is necessary to have an emergency pre-
paredness plan and it is essential to know what to do
to support education in the event of an emergency
(Laor & Wolmer, 2002; Pigozzi, 1999; for an excellent
review of schools and war see also Klingman, 2002b).

Restoring structured education helps to restore
the normalization, stability, and continuity of chil-
dren’s lives and importantly promotes resumption of
the social role of student (Kos & Derviskadic-Jova-
novic, 1998), thus fostering community cohesion
(Dawes, 2000). Classroom settings provide pre-
dictable routines, clear expectations, consistent
rules, and immediate feedback for children with
questions or concerns (Laor & Wolmer, 2002; Yule,
2002), as well as social interaction and friendships,
with possibilities for reciprocal affection, attach-
ment, and emotional security (Laor & Wolmer, 2002;
Parker, Rubin, Price, & DeRosier, 1998). At school,
children also have working tasks, functions, and
responsibilities. Success in school enhances self-
esteem and improves coping abilities (Kos & Dervis-
kadic-Jovanovic, 1998), while countering tendencies
toward isolation and withdrawal (Laor & Wolmer,
2002; Vernberg, Silverman, La Greca, & Prinstein,
1996). In school-based interventions, the initial goal
is to create an emotionally safe and friendly en-
vironment while incorporating mental health inter-
ventions (Kos & Derviskadic-Jovanovic, 1998). In
addition, schools and other public services can help
in monitoring children’s adjustment and level of
coping, and can facilitate the provision of profes-
sional help when it is needed (Yule, 2002).

Supportive relationships with teachers are
important predictors of the psychological well-being
of traumatized children (Laor & Wolmer, 2002;
Udwin, Boyle, Yule, Bolton, & O’Ryan, 2000; Vern-
berg et al., 1996; Rutter, 2000). In a manual pub-
lished by UNICEF, Macksoud (1993) highlights the
crucial role teachers can play in creating a thera-
peutic environment. She emphasizes that teachers
have the difficult task of understanding and sup-
porting their students emotionally, while continuing
ongoing routines and daily and extracurricular
activities, such as music, sports and arts. These,
when available, can serve as useful outlets for deal-
ing with stress (Macksoud, 1993). Teachers can also
facilitate discussions about the war, taking the
developmental level of their students into account.
Furthermore, they have opportunities to reinforce
coping skills, correct rumors, identify suffering
children, and prepare students for future experien-
ces (Laor & Wolmer, 2002). In such situations, it is
often necessary to teach basic recognition and
therapeutic skills to both teachers and parents,
since they may be the first to see trauma symptoms
develop (Macksoud, 1993). Understanding and early

recognition of symptoms and psychosocial impair-
ment is a first and essential step in ensuring optimal
recovery for children.

It is often the case that former combatants have
fallen behind in their education. When placed at
their educational level, they may end up in classes
with younger children, which can be humiliating,
leading them to avoid and withdraw from school
(Machel, 2001). Also, teachers and parents may not
be supportive of their potential influence on other
children. Hence, the development of special classes
for former child soldiers has been proposed as a first
step in a process that should lead ultimately to
reintegration into regular schools (Machel, 2001).

Several NGOs have implemented the practice of
�training of trainers�, which involves a short-term
(usually weeks to a few months) training of commu-
nity members and teachers in basic skills of psy-
chosocial intervention and alleviation of distress.
These community members subsequently provide
additional outreach capacity not covered by other
interventions (Laor & Wolmer, 2002; Miller & Bill-
ings, 1994). Although the effectiveness of such
measures has not been definitively demonstrated,
some authors have argued that in a situation of
acute shortage of mental health professionals, ad-
ditional support provided by non-professional com-
munity members and teachers can be very helpful
for community outreach (Laor & Wolmer, 2002;
Neugebauer, 2002), and the training process can
help reduce ambivalence or resistance to foreign
assistance from local relief workers (Laor & Wolmer,
2002). These helpers, however, need ready access to
professional feedback and consultation, and the
planning and expectations about their work should
be gauged in light of the amount of training they
obtain.

Among specific educational programs, some NGOs
(e.g., UNESCO, United Nations Children’s Fund)
have proposed and initiated school-based programs
addressing grief and psychosocial stress. There is no
single �right� way to approach these conditions. Many
societies, communities, and families have developed
ways that they consider suitable for dealing with loss
and stress; these need to be identified and utilized in
helping children, parents, and teachers come to
terms with their situations and experiences and re-
sume their regular daily activities to the extent
possible (Pigozzi, 1999). It has also been suggested
that school-based educational programs should
teach peace education and reconciliation, in order to
promote the culture of peace in children (Schwebel,
2001). Peace education programs aim to provide
youth with �the skills they need to resolve their con-
flicts peacefully, to cope with the stress of violent
ethnic conflicts, and to prepare for a less violent
future by providing them with psycho-social support
and educational skills� (Aguilar & Retamal, 1998,
p. 43). It has been suggested that these skills should
form part of any basic education curriculum (Pigozzi,
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1999). Such programs have been developed with
different degrees of success in several crisis coun-
tries, including, among other places, Burundi,
Liberia, and Somalia (see also Aguilar & Retamal
(1998)). However, no systematic evaluation has been
carried out in order to assess the relevance of these
experiences and the impact of their approaches;
hence further research and reflection are needed.

Coordination of psychosocial efforts

Multi-level intervention initiatives addressing indi-
vidual, family, and community issues are most
effective in supporting recovery and renormalization
(Garmezy, Maston, & Tellegen, 1984; Zimmerman &
Arunkumar, 1994; see also Dawes, 2000). On a
macro-scale, the goal is to institute cohesive, well-
functioning, supportive social institutions (Dawes,
2000). Supportive communities for at-risk adoles-
cents can help in the process of reversing traumatized
identity and in the reconstruction of social tissue
(Barudy, 1989). Hjern andAngel (2000) have reported
that refugee children showed significant mental
health problems during the first 18 months after ex-
ile, but significant improvement was evident in a fol-
low-up study six years later. It was suggested that this
improvement may have been related to a positive
change in environment, since the refugees had spent
the first 18 months in transitory housing complexes,
while at follow-up the social and living situations of
the families were much improved. Hence, converging
evidence supports the role of community mediation
and participation (Dawes, 2000) as key elements of
community level intervention programs.

Effectiveness of non-specific interventions

The literature on the effectiveness of non-specific
psychosocial interventions for children is sparse.
However, there is preliminary evidence that some
psychosocial intervention programs have a positive
effect on child mental health. Dybdahl (2001a, b), for
example, reported a moderate positive effect on
mental health of mothers and children as an outcome
of an early childhood care and education program
implemented in Bosnia and Herzegovina. The pro-
gram promoted parental involvement, support and
education, and focused specifically on the mother–
child interaction, trying to reinforce the existing
positive communication and interaction patterns to
enrich the child’s environment (Dybdahl, 2001a, b).
To our knowledge, this is also the only published
study that used random assignment of individuals
(as mother–child units) to intervention groups (psy-
chosocial support and basic medical care versus
basic medical care only). A detailed description of the
program is provided elsewhere (Dybdahl, 2001a), but
in brief, the structure of the program consisted of
groups of children, mothers, group leaders and a
supervisor, who also had access to senior supervisors

and support. Prior to intervention, the supervisor and
group leaders received several weeks of training
about the background, content and workingmethods
according to a manual developed specifically for the
program. The intervention groups involved two-hour
semi-structured meetings conducted once per week
for a period of five months, with each meeting ded-
icated to education and discussions of specific topics,
such as typical traumatic stress reactions and the
importance of recognizing distress and helping chil-
dren rather than punishing them for their problems
(e.g., repetitive play or bedwetting). The mothers were
also encouraged to share their experiences about this
topic and discussed the suggestions proposed by the
group leader. The effectiveness of family support
programs suggests that while maternal distress plays
a negative role through its impact on the child’s well-
being (Laor et al., 2001; Smith et al., 2001), parental
support to children has a significant protective and
healing effect, which could potentially be enhanced
through further specific interventions.

Gupta (2000) reported a significant reduction in
psychopathological symptoms in children after anon-
specific unstructured school-based psychosocial
interventionconductedat fourdisplacementcamps in
Sierra Leone. Children were randomly selected from a
larger population of children, and were assessed pre-
and post-intervention. The intervention was conduc-
ted by teachers, who received 6 hours of training, and
included basic literacy and numeracy skills teaching,
combined with a trauma healing and expression
module, as well as a recreational kit. This module
attempted to alleviate children’s traumatic stress
symptoms by encouraging them to participate in
various culturally appropriate structured activities,
such as story-telling, drawing, writing, talking,
drama, dance, music and athletics.

Chase et al. (1999) described an innovative
therapeutic program in Sri-Lanka called Butterfly
Garden in which children attended weekly a six- to
nine-month program run after school and on week-
ends to develop creativity, imagination, and confid-
ence through the visual and performing arts. The site
was established as a �peace zone�, to provide children
affected by armed conflict with a sanctuary where
they could heal through engaging their creativity in
play, artwork, and earthwork. In its therapeutic
goals, the Butterfly Garden was supposed to counter
some of the effects of psychological trauma with
fearlessness (as an expression of psychological
comfort, well-being) and a sense of dignity, person-
hood, and hope. Unfortunately, no detailed assess-
ment of the effectiveness of the study was conducted,
except for anecdotal remarks by teachers that, for
many of the children, performance and behavior
changed dramatically over the period of their parti-
cipation (Chase et al., 1999).

Woodside, Santa Barbara, and Benner (1999) have
reported small but significant reductions in post-
traumatic stress after a school-based intervention
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designed to promote trauma healing in Croatian
children. Their intervention provided an opportunity
for traumatized children to express their memories
and feelings, such as experiences of loss, separation,
and grief, and combined that with work on non-
violent conflict resolution, awareness of ethnic bias,
education on human rights, and perspectives on
peaceful living. The intervention design used control
groups, and included four months of weekly training
sessions for intervention classes, averaging two
hours in length, following the curriculum designed
specifically for the project (Woodside et al., 1999).

Yule and colleagues (e.g., Smith, Perrin, & Yule,
1999) developed a psycho-social-educational pro-
gram to address common early distressing reactions
in war-exposed and other severely traumatized chil-
dren, which can be delivered by people with minimal
childmental health experience under the supervision
of more experienced professionals (Yule, 2002). This
program is organized to have two leaders with a group
of 10 children, and consists of five half-day modules
for all children followed by a meeting for those who
have been bereaved. The five main sessions concen-
trate on helping children deal with the troubling
symptoms of intrusion, arousal, and avoidance. A
one-session meeting for parents that explains the
intervention and gives them suggestions for helping
their children is an essential element of the package.
Although the program was used with children ex-
posed to war trauma, there has been no study to as-
sess the effectiveness of the program in this context.
Nevertheless, unpublished preliminary data suggest
that it has a positive effect, demonstrated through
self-report data from other populations of children
exposed to trauma (c.f. Yule, 2002).

Specific mental health interventions

Role of mental health professionals

Mental health clinicians are instrumental in asses-
sing individuals, understanding and administering
treatments, and in overseeing war-affected opera-
tions. The importance of cultural sensitivity has
been discussed as it bears on the recognition and
interpretation of symptomatology; however, it is
equally relevant for planning treatment. Ideally,
mental health counselors should have the linguistic,
cultural, and psychotherapeutic skills necessary to
bridge the gap between themselves as therapists and
war-stressed and refugee patients (Kinzie & Manson,
1983). Boehnlein (1987) and Schwab-Stone et al.
(2001) have noted the importance of being direct and
assertive, yet open to the possibility of conflicting
cultural concepts of illness and healing.

Mental health clinicians may also play a role at the
policy level as consultants to those in political office.
In some instances, there is greater likelihood of
establishing interventions if the initiative is proposed
by mental health workers whose specialized opinions

are given weight (Kos & Derviskadic-Jovanovic,
1998). Beyond such access, mental health profes-
sionals, through shared research and other activ-
ities, often have wide international contacts around
the world (MacQueen & Santa-Barbara, 2000) that
may be mobilized for assistance in war contexts.

One the other hand, it has been noted that there
is a tendency for mental health workers to over-
emphasize their importance in situations of armed
conflict and in the lives of war-affected populations,
as well as to overestimate the impact of therapeutic
interventions (Lowry, 2000). Kos and Derviskadic-
Jovanovic (1998) note that 80% of the apparent
mental health needs of an affected population may
be addressed by non-mental health interventions
that attend to basic needs, restoration of the rule of
law, safety, security, and human rights. Psycho-
therapeutic skills and specialized knowledge may
play less of a role in acute work with refugees than
under normal working conditions.

Individual versus group therapy

Intervention programs for children exposed to war
generally aim to enhance effective coping skills,
promote resilience, and provide social support
(Punamaki, 2002). In war-torn circumstances, group
work is usually the treatment of choice for trau-
matized children (Jensen & Shaw, 1993; Becker,
Castillo, Gomez, Kovalskys, & Lira, 1989; Udwin,
1993; Gillis, 1993; Corder, Haizlip, & DeBoer, 1990;
Yule & Williams, 1990; Pynoos & Nader, 1988), since
the use of the group format facilitates recognition
that the participants are not alone with their feelings
and problems (Gillis, 1993), that they can learn so-
lutions for problems and coping from one another
(Yule & Williams, 1990), and that they can try new
problem-solving skills in a group. Also, in war con-
texts the group format is often a necessity of eco-
nomic constraints and the limited numbers of
available mental health professionals (Kos & Der-
viskadic-Jovanovic, 1998). Thus, there is a public
health need for population-oriented outreach models
for psychosocial rehabilitation and treatment (Kos &
Derviskadic-Jovanovic, 1998) that can be im-
plemented effectively and pragmatically with limited
funds. To date, various group therapeutic ap-
proaches have been utilized in diverse settings;
however, there is no clear evidence to support any
particular modality of group treatment over another.
Ideally, all therapeutic interventions should be evid-
ence based (Yule, 2002), and unfortunately the
evidence base for most of them is far from complete.

In forming therapeutic groups, and in facilitating
the healing process, a few basic principles should be
utilized whenever possible. For example, children
who have had similar experiences should be placed
together, as a feeling of belonging together and hav-
ing gone through similar experiences can often be
supportive and therapeutic (Yule, 2002). Children
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and youth who have been repeatedly displaced, and
those who have experienced human loss should be
grouped with others with like experiences. Some
have suggested that an optimal format for work with
children involves small groups of 6–8 same-gender
individuals (Gillis, 1993). However, since use of
same-gender groups may potentially lead to distan-
cing children of different genders, it may be that this
format should be preferentially used only in specific
situations (e.g., work with rape victims).

For outreach to those in need, mobile mental
health teams may be useful for visiting collective
shelters and providing guidance and treatment
(Neugebauer, 2002). The development of partner-
ships between such teams and key members of the
community allows clinicians to concentrate on pro-
grams for training community counselors to provide
support to affected individuals, families, and groups
(Lowry, 2000).

At this point, there is no clear evidence that a
particular degree of structure is optimal for war and
postwar interventions with children and youth. A
range of strategies from very structured (Galante &
Foa, 1986) to quite unstructured (Yule & Williams,
1990) have been tried. Although different circum-
stances may require different approaches (Yule,
2002), the use of more structured approaches may
be preferred due to the possibility of better quanti-
fication of the intervention for both clinical (e.g., later
reproduction in other sites) and scientific purposes
(e.g., assessment of effectiveness and understanding
of the mechanisms underlying a successful treat-
ment).

Individualized treatments can be offered to par-
ticularly vulnerable children or to those who are
highly disturbed (Rahe, Looney, Ward, Tung, & Liu,
1978). Another approach is to use individual therapy
for children whose problems persist despite group
intervention (Yule, 2002). In all cases, interventions
should be tailored with the particular context and
the individual vulnerabilities and strengths of the
children in mind.

Evaluation of the effectiveness of both individual
and group therapeutic psychosocial programs is
difficult because of the challenges inherent in con-
ducting detailed research assessments, which can
be very time and resource consuming. Even with
sufficient time, energy, and money to conduct sci-
entific evaluations in emergency situations, obvious
problems remain, such as the overriding ethical
considerations of creating control or comparison
groups. A scientifically viable alternative, however, is
to conduct comparisons between different treatment
modalities (e.g., Harrington, Cartwright-Hatton, &
Stein, 2002).

Specific therapy techniques

Unfortunately, relatively little has been formulated
about specific therapy techniques for war-affected

children, and even less is known about the effective-
ness of such techniques. Most studies emphasize the
need for wide sustainable impact on many children
and for long-term interventions (Boyden & Gibbs,
1997; Dawes, 2000; Wessells & Monteiro, 2000), as
well as the importance of pan-cultural practices for
therapy administered bymental health professionals.
However, few detailed research-supported recom-
mendations have been made. More information is
available in the clinical research literature pertaining
to the treatment of PTSD resulting from traumatic
experiences in community and domestic (non-war-
fare) contexts; however, the capacity for transfer to
wartime settings has not been adequately evaluated.

Generally speaking, treatment approaches for
childhood PTSD represent adaptations of approaches
used with adults (Yule, Perrin, & Smith, 2001). In a
recent study by Cohen, Mannarino, and Rogal
(2001b), treatment practices for childhood PTSDwere
reviewed using a sample of 241 child psychiatrists
and physician therapists who were surveyed regard-
ing interventions used to treat traumatized children
with symptoms of PTSD. Ninety-five percent of med-
ical respondents used pharmacotherapy (Cohen
et al., 2001b), although systematic assessment of
pharmacological treatments for traumatized children
has been limited (Laor & Wolmer, 2002; Perrin et al.,
2000;Vogel&Vernberg, 1993).Whilemedicationsare
effective in alleviating anxiety or depressive sympto-
matology (Terr, 1983), psychopharmacological treat-
ments are less effective in reducing symptoms suchas
avoidance, isolation, and emotional numbness (see
Laor & Wolmer, 2002). Hence, medication cannot be
considered the sole mainstay for treating war-related
posttraumatic states (Laor & Wolmer, 2002 refer-
enced to Shiloh, Nutt, & Weizman, 1999).
Additionally, mass administrations of drugs and the
urge to reach large numbers rapidly can easily feed
into anarchic management and non-professional
medication of children (Laor & Wolmer, 2002). Fur-
thermore, the economic resources for child war-relief
programs are rarely capable of covering medication
costs for the numbers of those in need. Thus, em-
phasis should be on the implementation of simple,
low-cost, group-based non-specific therapeutic
interventions.

Despite lack of consensus concerning the optimal
therapeutic modalities for children experiencing
symptoms of PTSD, some techniques (e.g., cognitive
behavior therapy) have received attention and praise
(e.g., Smith et al., 1999). However, the paucity of
these studies necessitates reliance on some evidence
for the effectiveness of these interventions with
adults. The psychotherapy intervention that has re-
ceived the most attention is cognitive behavior ther-
apy (CBT) (Silverman et al., 1999; Smith et al.,
1999). Kendall (1994) found that individual CBT led
to improvements in anxiety disorders, as did Barrett,
Dadds, and Rapee (1996). It has been noted, how-
ever, that although an increasing number of CBT
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studies point to its efficacy in ameliorating PTSD
following violence, the methodological rigor of many
studies has not been optimal (Bryant, 2000).

Other intervention strategies have utilized a vari-
ety of methods including play therapy, expressive
art, music, drama, meditation and prayer (Lowry,
2000), approaches mainly linked by the principle of
endorsing and validating talents and abilities. Miller
and Billings (1994) have used a variety of arts tech-
niques to help Guatemalan and Argentinean chil-
dren express their thoughts and feelings about
growing up in exile. Other authors have stressed the
importance of promoting imagination, learning,
decision-making and self-efficacy, or have intro-
duced sports that require interdependency as a
strategy for promoting increased levels of trust
(Lowry, 2000). One of the primary purposes of such
therapy is to help the child master his/her distress
through regaining a sense of control over the situ-
ation and his/her feelings. In this sense, therapeutic
approaches using the promotion of emotional pro-
cessing, relaxation, and cognitive behavioral tech-
niques have been suggested and described in detail
elsewhere, in particular by Yule and colleagues
(Perrin et al., 2000; Smith et al., 1999; Yule, 2002),
as well as other authors (e.g., Palace & Johnston,
1989; Rachman, 1980).

Although asking children to draw their experien-
ces can be useful in helping recall both traumatic
events and associated emotions (Galante & Foa,
1986; Newman, 1976; Pynoos & Eth, 1986), merely
drawing the trauma is not a sufficient therapy and
may even be re-traumatizing per se (Machel, 2001).
In a recent study from former Yugoslavia, emphasis
was placed on facilitating children’s expression of
emotion through drawing and other expressive
techniques, yet following treatment there was no
measurable change in children’s adjustment on a
range of self-report measures of stress reactions
(Bunjevac & Kuterovac, 1994).

Another popular, and more controversial method
of therapy used for treating trauma-related symp-
toms (although, again, the published data come
mostly from studies on adults) involves debriefing.
Initially, psychological debriefing was designed for
professional use, as a single session group inter-
vention to be conducted 24–72 hours after critical
incidents, in hopes of preventing the development of
psychological problems, and most commonly PTSD
(Arendt & Elkit, 2001). Others maintain that de-
briefing allows expression of traumatic experiences,
facilitates relaxation, promotes cognitive-organiza-
tion, restores self-worth and hope, and prepares for
future experiences (Laor & Wolmer, 2002; Stallard &
Law, 1993). While some studies have found positive
effects for psychological debriefing (Jenkins, 1996;
Shalev, Peri, Rogel-Fuchs, Ersanao, & Marlowe,
1998; Bohl, 1991; Chemtob, Tomas, Law, & Crem-
niter, 1997), others have found no effect (Carlier,
Voerman, & Gersons, 2000; Conlon, Fahy, & Con-

roy, 1999; Deahl, Gillham, Thomas, Searle, & Sri-
nivasan, 1994), or even suggested possible negative
effects (Bisson, Jenkins, Alexander, & Bannister,
1997; Hobbs, Mayou, Harrison, & Warlock, 1996;
Kenardy et al., 1996). Thus, early exposure to dis-
tinct memories of traumatic events may interfere
with the affective–cognitive processes that lead to
recovery and may even result in an exacerbation of
symptoms (Mayou, Ehlers, & Hobbs, 2000; Wessely,
Rose, & Bisson, 1998). In a review of the effective-
ness of psychological debriefing in adults, Arendt
and Elkit (2001) conclude that debriefing does not
prevent psychiatric disorders or mitigate the effects
of traumatic stress, whereas Dyregrov (1998) has
argued that the quality of studies to date does not
justify a discontinuation of its use. In children the
situation looks a little more optimistic (Yule, 2002),
and several studies have demonstrated the effec-
tiveness of debriefing in children exposed to a range
of traumatic events (Yule & Udwin, 1991; Stallard &
Law, 1993); this, however, has not been systemat-
ically assessed in war-like circumstances. It has
been emphasized that although expressing and
sharing feelings is one of the crucial elements of
debriefing, no one has to talk during the session
(Yule, 2002). There is some complicating, anecdotal
evidence that in the past children were not only
encouraged, but sometimes rather pushed to talk
about their feelings (e.g., Neugebauer, 2002).

Additionally, it should be noted that many profes-
sionals/studiesuse different definitions of debriefing,
and in order to arrive at a better understanding of the
risks and benefits of this strategy, both the definition
and objectives for debriefing should be clarified and
the method refined. (Those interested in a more de-
tailed description of the method may wish to consult
Yule (2002) and Laor and Wolmer (2002)).

A number of methods await systematic evaluation,
although there is some preliminary evidence sup-
porting their effectiveness in alleviating the effects of
trauma in children, including methods such as
stress-inoculation techniques (Ayalon, 1983) and the
widely questioned eye-movement desensitization
and reprocessing (EMDR) (Puffer, Greenwald, &
Elrod, 1997). In addition, a number of methods have
been used with adult populations, but no systematic
reports yet exist of their use in children (for a review
of some alternative approaches to the treatment of
trauma see Dietrich, 2000; Dietrich et al., 2000).

Methodological shortcomings and challenges

Methodological shortcomings and challenges in re-
search on children in war include widespread use of
self-report data only, with insufficient attention to
whether symptomatology produces any significant
impairment in psychosocial functioning, and lack or
absence of attention to culture-specific symptoms
and ways of coping with trauma. Careful assessment
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of symptoms is needed not only for identification of
psychopathology and for identification of children in
need for additional interventions, but also for
understanding the dynamics of traumatic symptoms
and of the factors influencing those dynamics. These
are important in determining the long-term needs
and hence, in planning future interventions; like-
wise, the use of post-intervention assessment is
essential to drawing clear conclusions about the
effects achieved.

Unfortunately, many published studies provide
only short, if any, descriptions of their interventions,
and thus, replication and dissemination of success-
ful interventions remain problematic. Similarly,
there is little information on the types of evaluation
studies that have been carried out, and their
strengths and weaknesses. Many studies do not
have representative samples, and there is a lack of
random-control designs. Also, disparate terminolo-
gies are used in characterizing the interventions, and
thus, the same terms are often used interchangeably
for different concepts.

Intervention studies should also consider the use
of control groups. It is crucial not to cause harm, and
since to date there is only a limited body of evidence
on the effectiveness of most of the existing interven-
tions with war-exposed children, the use of a modi-
fied control design is appropriate both ethically and
practically. This does not suggest that children in
control groups should be left without any support,
but rather as in a study by Dybdahl (2002a, b), it is
possible to compare the effects of a combined inter-
vention that involves an unproven component plus
the known necessary component versus the known
necessary component only (e.g., basic medical care).
A recent book by Machel (2001) provides examples of
�trauma therapies�, interventions, or interviews that
�lead children to recount or relive their worst mo-
ments� (p. 86), the use of which is inappropriate and
potentially damaging.

It is important to understand the rationale on
which the interventions are based and on which
conclusions are drawn. For example, what are the
practical and economical considerations for the use
of a particular intervention? In future efforts, it is
critical to compare different intervention strategies
to provide empirical data about how children are
best helped and whether different psychosocial and
treatment approaches are empirically founded.

Conclusions

Culturally sensitive diagnostic approaches are
needed to assess trauma symptoms and associated
impairment. Immediate relief operations can start
with non-specific interventions to help groups of
affected individuals organize around issues of feeling
safe and to promote perspectives for the future that
involve mastery and engagement in rebuilding.

Individualized treatments in the post-trauma period
are usually not feasible as a first-line strategy,
especially considering the shortage of mental health
professionals and greater costs as compared to
group interventions. It is important to instruct par-
ents and teachers in recognizing children’s distress
and in applying appropriate strategies that address
children’s needs. Specific interventions are usually
best delivered in group format. Intervention consid-
erations and their scope should be community ori-
ented to promote normalization of life and active
child involvement. And, despite the scientific chal-
lenges posed by the extreme context in which these
interventions must occur, applied research initia-
tives are sorely needed to inform policy and the
development and refinement of intervention pro-
grams for children traumatized by war.

Correspondence to

Vladislav Ruchkin, Yale Child Study Center, 230
South Frontage Road, New Haven, CT, 06520-7900,
USA; Email: vladislav.ruchkin@yale.edu

References
AACAP Official Action. (1998). Practice parameters for
the assessment and treatment of children and ado-
lescents with Posttraumatic Stress Disorder. Journal
of the American Academy of Child and Adolescent
Psychiatry, 37(Suppl. 10).

Aguilar, P., & Retamal, G. (1998). Rapid Educational
Response in complex emergencies: A discussion docu-
ment. International Bureau of Education, Geneva.

Ajdukovic, M., & Ajdukovic, D. (1993). Psychological
well-being of refugee children. Child Abuse and
Neglect, 17, 843–854.

Ajdukovic, M., & Ajdukovic, D. (1998). Impact of
displacement on psychological well-being of refugee
children. International Review of Psychiatry, 10, 186–
195.

Alfredson, L. (2002). Child soldiers, displacement and
human security. Disarmament Forum, 3, 17–27.

Allwood, M.A., Bell-Dolan, D., & Husain, S.A. (2002).
Children’s trauma and adjustment reactions to viol-
ent and nonviolent war experiences. Journal of the
American Academy of Child and Adolescent Psychi-
atry, 41, 450–457.

Almquist, K., & Brandell-Forsberg, M. (1995). Iranian
refugee children in Sweden: Effects of organized
violence and forced migration on preschool children.
American Journal of Orthopsychiatry, 65, 225–237.

Amnesty International. (1996).Children at risk of torture,
death in custody and �disappearance�. Document EUR
44/144/96. London: Amnesty International.

Anderson, P. (2001). �You don’t belong here in Ger-
many�: On the social situation of refugee children in
Germany. Journal of Refugee Studies, 14, 187–199.

Arendt, M., & Elklit, A. (2001). Effectiveness of psycho-
logical debriefing. Acta Psychiatrica Scandinavica,
104, 423–437.

56 Joshua Barenbaum, Vladislav Ruchkin, and Mary Schwab-Stone



Arroyo, W., & Eth, S. (1985). Children traumatized by
Central Americanwarfare. InS.Eth&R.Pynoos (Eds.),
Post-traumatic stress disorder in children (pp. 103–
117). Washington, DC: American Psychiatric Press.

Ayalon, O. (1983). Coping with terrorism: The Israeli
case. In D. Meichenbaum &M. Jaremko (Eds.), Stress
reduction and prevention (pp. 293–339). New York:
Plenum.

Baker, A.M. (1990). The psychological impact of the
Intifada on Palestinian children in the occupied West
Bank and Gaza: An exploratory study. American
Journal of Orthopsychiatry, 60, 496–505.

Barrett, P.M., Dadds, M.R., & Rapee, R.M. (1996).
Family treatment for childhood anxiety disorders: A
controlled trial. Journal of Consulting and Clinical
Psychology, 64, 333–342.

Barudy, J. (1989). A program of mental health for
political refugees: Dealing with the invisible pain of
political exile. Social Science and Medicine, 28, 715–
727.

Becker, D., Castillo, M.I., Gomez, E., Kovalskys, J., &
Lira, E. (1989). Subjectivity and politics: The psy-
chotherapy of extreme traumatization in Chile. Inter-
national Journal of Mental Health, 18, 80–97.

Becker, D., Weine, S.M., Vojvoda, D., & McGlashan,
T.H. (1999). Case Series: PTSD symptoms in adoles-
cent survivors of �ethnic cleansing.� Results from a
1-year follow-up study. Journal of the American
Academy of Child and Adolescent Psychiatry, 38,
775–781.

Bellamy, C. (2002). The state of the world’s children
2002: Leadership. New York: United Nations Chil-
dren’s Fund.

Bender, L., & Frosch, J. (1942). Children’s reactions to
the war. American Journal of Orthopsychiatry, 12,
571–586.

Beverly, B.I. (1942). The reaction of children and
youth to wartime. The Journal of Pediatrics, 20,
665–672.

Bisson, J.I., Jenkins, P.L., Alexander, J., & Bannister,
C. (1997). Randomized controlled trial of psycholo-
gical debriefing for victims of acute burn trauma.
British Journal of Psychiatry, 171, 78–81.

Boehnlein, J.K. (1987). Culture and society in post-
traumatic stress disorder: Complications for psycho-
therapy. American Journal of Psychotherapy, 16,
519–530.

Bohl, N. (1991). The effectiveness of brief psychological
intervention in police officers after critical incidents.
In J.T. Reese, J.M. Horn, & C. Dunning (Eds.), Critical
incidents in policing–revised (pp. 31–38). Washington,
DC: Department of Justice, Federal Bureau of Inves-
tigation.

Boothby, N.G., & Knudsen, C.M. (2000). Waging a new
kind of war: Children of the gun. Scientific American,
282, 60–65.

Bowley, A.H. (1940). Child guidance service in wartime.
Mental Health, 7, 176–180.

Boyden, J., & Gibbs, S. (1997). Children of war.
Vulnerability and resilience: Perceptions and
responses to psychosocial distress in Cambodia.
Geneva: United Nations Research Institute for Social
Development.

Bracken, P.J., Giller, J.E., & Summerfield, D. (1995).
Psychological responses to war and atrocity: The

limitations of current concepts. Social Science and
Medicine, 40, 1073–1082.

Brander, T. (1941). Kinderpsychiatrische beobachtun-
gen wahrend des krieges in Finnland, 1939–1940.
Zeitschrift für Kinderpsychiatrie, 7, 177–187.

Brett, R., & McCallin, M. (1998). Children: The invisible
soldiers. Sweden: Radda Barnen.

Bruce, B. (2001). Toward mediating the impact of forced
migration and displacement among children affected
by armed conflict. Journal of International Affairs, 55,
35–57.

Bryant, R.A. (2000). Cognitive behavioral therapy of
violence-related posttraumatic stress disorder.
Aggression and Violent Behavior, 5, 79–97.

Bunjevac, T., & Kuterovac, G. (1994). Report on the
results of psychological evaluation of the art therapy
program in schools in Herzegovina. Zagreb: UNICEF.

Burt, M.R., Resnick, G., & Novick, E.R. (1998). Building
supportive communities for at risk adolescents: It
takes more than services. Washington DC: American
Psychological Association.

Cairns, E. (1996). Children and political violence. Cam-
bridge: Blackwell.

Cairns, E., & Dawes, A. (1996). Children: Ethnic and
political violence – a commentary. Child Development,
67, 129–139.

Carlier, I.V., Voerman, A.E., & Gersons, B.P.R. (2000).
The influence of occupational debriefing on posttrau-
matic stress symptomatology in traumatized police
officers. British Journal of Medical Psychology, 73,
87–98.

Cassidy, J. (1994). Emotion regulation: Influences of
attachment relationships. In N. Fox (Ed.), The devel-
opment of emotion regulation: Biological and behavi-
oral considerations. Monographs of the Society for
Research in Child Development, 59, 228–249.

Cervantes, R.C., Salgado-de-Snyder, V.N., & Padilla,
A.M. (1989). Posttraumatic stress in immigrants from
Central America and Mexico. Hospital and Commu-
nity Psychiatry, 40, 615–619.

Chase, R., Doney, A., Sivayogan, S., Ariyaratne, V.,
Satkunanayagam, P., & Swaminathan, A. (1999).
Mental health initiatives as peace initiatives in Sri
Lankan schoolchildren affected by armed conflict.
Medicine, Conflict, and Survival, 15, 379–390.

Chemtob, C.M., Tomas, S., Law, W., & Cremniter, D.
(1997). Post-disaster psychosocial intervention: A
field study of debriefing on psychological distress.
American Journal of Psychiatry, 154, 415–417.

Chimienti, G., Nasr, J.A., & Khalifeh, I. (1989). Chil-
dren’s reactions to war related stress: Affective symp-
toms and behavior problems. Social Psychiatry and
Psychiatric Epidemiology, 24, 282–287.

Cohen, M., Brom, D., & Dasberg, H. (2001a). Child
survivors of the Holocaust: Symptoms and coping
after fifty years. Israel Journal of Psychiatry and
Related Sciences, 38, 3–12.

Cohen, J.A., Mannarino, A.P., & Rogal, S. (2001b).
Treatment practices for childhood posttraumatic
stress disorder. Child Abuse and Neglect, 25, 123–
135.

Conlon, L., Fahy, T.J., & Conroy, R. (1999). PTSD in
Ambulant RTA victims: A randomized controlled trial
of debriefing. Journal of Psychosomatic Research, 46,
37–44.

The psychosocial aspects of children exposed to war 57



Corder, B., Haizlip, T., & DeBoer, P. (1990). A pilot
study for a structured, time limited therapy group for
sexually abused pre-adolescent children. Child Abuse
and Neglect, 14, 243–521.

Dawes,A. (2000).Culturaldiversityandchildhoodadver-
sity: Implications for community level interventions
with children in difficult circumstances. Children in
Adversity (http://www.childreninadversity.org/Doc-
umentCentre.html). Last accessed: October 16, 2002.

Deahl, M.P., Gillham, A.B., Thomas, J., Searle, M.M.,
& Srinivasan, M. (1994). Psychological sequelae
following the Gulf War. Factors associated with
subsequent morbidity and the effectiveness of
psychological debriefing. British Journal of Psychi-
atry, 165, 60–65.

Despert, J.L. (1942). Preliminary report on children’s
reactions to the war. New York.

Dietrich, A.M. (2000). A review of visual-kinesthetic
disassociation in the treatment of posttraumatic
disorders: Theory, efficacy and practice recommen-
dations. Traumatology, 6, http://www.fsu.edu/
�trauma/, last accessed November 13, 2002.

Dietrich, A.M., Baranowsky, A.B., Devich-Navarro, M.,
Gentry, J.E., Harris, C.J., & Figley, C.R. (2000). A
review of alternative approaches to the treatment of
posttraumatic sequelae. Traumatology, 6, http://
www.fsu.edu/�trauma/, last accessed November
13, 2002.

Durakovic-Belko, E., Kulenovic, A., & Dapic, R. (2003).
Determinants of posttraumatic adjustment in adoles-
cents from Sarajevo who experienced war. Journal of
Clinical Psychology, 59, 27–40.

Dybdahl, R. (2001a). A psychosocial support pro-
gramme for children and mothers in war. Clinical
Child Psychology and Psychiatry, 6, 425–436.

Dybdahl, R. (2001b). Children and mothers in war: An
outcome study of a psychosocial intervention pro-
gram. Child Development, 72, 1214–1230.

Dyregrov, A. (1998). Psychological debriefing – an effect-
ive method? Traumatology, 4, http://www.fsu.edu/
�trauma/, last accessed November 13, 2002.

Dyregrov, A., Gjestad, R., & Raundalen, M. (2002).
Children exposed to warfare: A longitudinal study.
Journal of Traumatic Stress, 15, 59–68.

Eisenbruch, M. (1991). From post-traumatic stress
disorder to cultural bereavement: Diagnosis of South-
east Asian refugees. Social Science and Medicine, 33,
673–680.

Elbedour, S., ten Bensel R., & Bastien, D.T. (1993).
Ecological integrated model of children of war:
Individual and social psychology. Child Abuse and
Neglect, 17, 805–819.

Fayyad, J. (2002). Community group therapy in children
and adolescents exposed to war. Paper presented at
the 49th Annual Meeting of the American Association
of Child and Adolescent Psychiatry, October, 2002.

Fivush, R. (1998). Children’s recollections of traumatic
and non-traumatic events. Development and Psycho-
pathology, 10, 699–726.

Fullilove, M.T. (1996). Psychiatric implications of dis-
placement: Contributions from the psychology of
place. American Journal of Psychiatry, 153,
1516–1523.

Galante, R., & Foa, D. (1986). An epidemiological study
of psychic trauma and treatment effectiveness for

children after a natural disaster. Journal of the
American Academy of Child and Adolescent Psychi-
atry, 25, 357–363.

Garbarino, J., & Kostelny, K. (1996). The effects of
political violence on Palestinian children’s behavior
problems: A risk accumulation model. Child Develop-
ment, 67, 33–45.

Garmezy, N. (1986). Children under severe stress:
Critique and commentary. Journal of the American
Academy of Child and Adolescent Psychiatry, 25,
384–392.

Garmezy, N., Maston, A., & Tellegen, A. (1984). The
study of stress and competence in children: A
building block of developmental psychopathology.
Child Development, 55, 97–111.

Geissler, N. (1999). The international protection of
internally displaced persons. International Journal of
Refugee Law, 11, 451–478.

Geltman, P., & Stover, E. (1997). Genocide and the
plight of children in Rwanda. Journal of the American
Medical Association, 269, 289–291.

Gerull, F.C., & Rapee, R.M. (2002). Mother knows best:
Effects of maternal modeling on the acquisition of fear
and avoidance behavior in toddlers. Behavior
Research and Therapy, 40, 279–287.

Gibson, K. (1996). Children in political violence. Social
Science and Medicine, 28, 659–667.

Gillis, H.H. (1993). Individuals and small group psy-
chotherapy for children involved in trauma and
disaster. In C.F. Saylor (Ed.), Children and disasters
(pp. 165–186), New York: Plenum Press.

Goenjian, A.K., Karayan, I., Pynoos, R.S., Minassian,
D., Najarian, L.M., Steinberg, A.M., & Fairbanks, L.A.
(1997). Outcome of psychotherapy among early
adolescents after trauma. American Journal of Psy-
chiatry, 154, 536–542.

Goldstein, R.D., Wampler, N.S., & Wise, P.H. (1997).
War experiences and distress symptoms of Bosnian
children. Pediatrics, 100, 873–878.

Green, B.L. (1982). Assessing levels of psychological
impairment following disaster: Consideration of act-
ual and methodological dimensions. Journal of Ner-
vous Mental Disease, 170, 544–552.

Gupta, L. (2000). Psychosocial assessment of displaced
children exposed to war-related violence in Sierra
Leone. ReliefWeb (http://www.reliefweb.int/w/rwb.
nsf/s/615FB4A419CBA540C125691A0039406A, last
accessed April 16, 2003).

Hadi, F.A., & Llabre, M.M. (1998). The Gulf crisis
experience of Kuwaiti children: Psychological and
cognitive factors. Journal of Traumatic Stress, 11,
45–56.

Handford, H.A., Mayes, S.D., & Mattison, R. (1986).
Child and parent reaction to the Three Mile Island
nuclear accident. Journal of the American Academy
of Child and Adolescent Psychiatry, 25, 346–
356.

Harrington, R.C., Cartwright-Hatton, S., & Stein, A.
(2002). Randomized trials. Journal of Child Psycho-
logy and Psychiatry, 43, 695–704.

Henshaw, E.M. (1940). Some psychological difficulties
of evacuation. Mental Health, 1, 5–10.

Henshaw, E.M., & Howarth, H.E. (1941). Observed
effects of wartime conditions on children. Mental
Health, 2, 93–101.

58 Joshua Barenbaum, Vladislav Ruchkin, and Mary Schwab-Stone



Hjern, A., & Angel, B. (2000). Organized violence and
mental health of refugee children in exile: A six-year
follow-up. Acta Paediatrica, 89, 722–727.

Hobbs, M., Mayou, R., Harrison, B., & Warlock, P.
(1996). A randomized controlled trial of psychological
debriefing for victims of road traffic accidents. British
Medical Journal, 313, 1438–1439.

Husain, A.S., Nair, J., Holcomb, W., Reid, J., Vargas,
V., & Nair, S.S. (1998). Stress reactions of children
and adolescents in war and siege conditions. Amer-
ican Journal of Psychiatry, 155, 1718–1719.

ICRC – International Committee of the Red Cross.
(1994). Children and war. Geneva: Author.

Isaacs, S., Brown, S.C., & Thouless, R.H. (1941). The
Cambridge Evacuation Survey. London: Methuen.

Jareg, E. (1995). Main guiding principles for the devel-
opment of psycho-social interventions for children
affected by war. Stockholm: ISCA Workshop, May
18–19.

Jenkins, S.R. (1996). Social support and debriefing
efficacy among emergency medical workers after a
mass shooting incident. Journal of Social Behavior
and Personality, 11, 477–492.

Jensen, P.S., & Shaw, J. (1993). Children as victims of
war: Current knowledge and future research needs.
Journal of the American Academy of Child and
Adolescent Psychiatry, 32, 697–708.

Jersild, A.T., & Meigs, M.F. (1943). Children and war.
Psychological Bulletin, 40, 541–573.

Jones, L., & Kafetsios, K. (2002). Assessing adolescent
mental health in war-affected societies: The signific-
ance of symptoms. Child Abuse and Neglect, 26,
1059–1080.

Kenardy, J.A., Webster, R.A., Lewin, T.J., Carr, V.J.,
Hazzell, P.L., & Carter, G.L. (1996). Stress debriefing
and patterns and patterns of recovery following a
natural disaster. Journal of Traumatic Stress, 9, 37–
49.

Kendall, P.C. (1994). Treating anxiety disorders in
children: Results of randomized clinical trial. Jour-
nal of Consulting and Clinical Psychology, 62, 100–
110.

Kinzie, J.D. (2001). Southeast Asian refugees: Legacy of
trauma. In W.S. Tseng, & J. Streltzer (Eds.), Culture
and psychotherapy: A guide for clinical practice (pp.
173–191). Washington, DC: American Psychiatric
Press.

Kinzie, J.D., & Manson, S. (1983). Five year experience
with Indochinese refugee psychiatric patients. Jour-
nal of Operational Psychiatry, 14, 105–111.

Kinzie, J.D., Sack, W., Angell, R., Clarke, G., & Ben, R.
(1989). A three-year follow up of Cambodian young
people traumatized as children. Journal of the Amer-
ican Academy of Child and Adolescent Psychiatry, 28,
501–504.

Kinzie, J.D., Sack, W.H., Angell, H.A., Manson, S., &
Rath, B. (1986). The psychiatric effects of massive
trauma on Cambodian children: I. The children.
Journal of American Academy of Child and Adolescent
Psychiatry, 25, 370–376.

Kirmayer, L.J., & Young, A. (1999). Culture and context
in the evolutionary concept of mental disorder.
Journal of Abnormal Psychology, 108, 446–452.

Kleinman, A., & Kleinman, J. (1991). Suffering and its
professional transformation: Toward an ethnography

of interpersonal experience. Culture, Medicine and
Psychiatry, 15, 275–301.

Klingman, A. (2002a). Children under stress of war. In
A. La Greca, W.K. Silverman, E. Vernberg, & M.C.
Roberts (Eds.), Helping children cope with disasters
and terrorism (pp. 359–380). Washington, DC: APA
Books.

Klingman, A. (2002b). School and war. National Associ-
ation of School Psychologists (http://www.naspon-
line.org/pdf/Chapter%2028edit.pdf, last accessed
April 16, 2003).

Kocijan-Hercigonia, D., Rijavec, M., Jones, W.P., &
Remeta, D. (1996). Psychological problems of chil-
dren wounded during the war in Croatia. Nordic
Journal of Psychiatry, 50, 451–456.

Kos, A.M., & Derviskadic-Jovanovic, S. (1998). What
can we do to support children who have been through
war? Forced Migration Review, 3, 4–7.

Kratochwill, T.R. (1996). Posttraumatic stress disorder
in children and adolescents: Commentary and rec-
ommendations. Journal of School Psychology, 34,
185–188.

Krener, P.G., & Sabin, C. (1985). Indochinese immi-
grant children: Problems in psychiatric diagnosis.
Journal of the American Academy of Child and
Adolescent Psychiatry, 24, 453–458.

Kuterovac-Jagodic, G. (2003). Posttraumatic stress
symptoms in Croatian children exposed to war: A
prospective study. Journal of Clinical Psychology, 59,
9–25.

Laor, N. (2002). Community reactivation after war and
disaster: The role of child mental health professionals.
Paper presented at the 49th Annual Meeting of the
American Association of Child and Adolescent Psy-
chiatry, October, 2002.

Laor, N., & Wolmer, L. (2002). Children exposed to
disaster: The role of the mental health professional. In
M. Lewis (Ed.), Child and adolescent psychiatry: A
comprehensive textbook (pp. 925–937). Philadelphia,
PA: Lippincott Williams & Wilkins.

Laor, N., Wolmer, L., & Cohen, D.J. (2001). Mothers�
functioning and children’s symptoms 5 years after a
SCUD missile attack. American Journal of Psychiatry,
158, 1020–1026.

Laor, N., Wolmer, L., Kora, M., Yucel, D., Spirman, S., &
Yazgan, Y. (2002). Posttraumatic, dissociative and
grief symptoms in Turkish children exposed to the
1999 earthquakes. Journal of Nervous and Mental
Disease, 190, 824–832.

Laor, N., Wolmer, L., Mayes, L.C., Gershon, A., Weiz-
man, R., & Cohen, D.J. (1997). Israeli preschool
children under Scuds: A 30-month follow-up. Journal
of American Academy of Child and Adolescent Psy-
chiatry, 36, 349–356.

Lowry, C. (2000). Mental health interventions for war-
affected children: Taking into account children’s
resilience and coping in armed conflict. Children in
Adversity (http://www.childreninadversity.org/Doc-
umentCentre.html, last accessed: October 16,
2002).

Machel, G. (1996). Impact of armed conflict on children.
Report of the Expert of the Secretary General of the
United Nations. New York: United Nations.

Machel, G. (2001). The impact of war on children.
London: Hurst & Company.

The psychosocial aspects of children exposed to war 59



Macksoud, M. (1992). Assessing war trauma in chil-
dren: A case study of Lebanese children. Journal of
Refugee Studies, 5, 1–15.

Macksoud, M. (1993). Helping children cope with the
stresses of war: A manual for parents and teachers.
New York: United Nations Children’s Fund, Program
Publications.

Macksoud, M., & Aber, L.J. (1996). The war experiences
and psychosocial development of children in Leb-
anon. Child Development, 67, 70–88.

Macksoud, M., Dyregrov, A., & Raundalen, M. (1993).
Traumatic war experiences and their effects on
children. In J.P. Wilson & B. Raphael (Eds.), Interna-
tional handbook of traumatic stress syndromes
(pp. 625–633). New York: Plenum Press.

MacQueen, G., & Santa-Barbara, J. (2000). Peace
building through health initiatives. British Medical
Journal, 321, 293–296.

Malmquist, C.P., (1986). Children who witness parental
murder: Posttraumatic aspects. Journal of the Amer-
ican Academy of Child and Adolescent Psychiatry, 25,
320–325.

Masten, A.S., Best, K.M., & Garmezy, N. (1990).
Resilience and development: Contributions from the
study of children who overcome adversity. Develop-
ment and Psychopathology, 2, 425–444.

Mayou, R.A., Ehlers, A., & Hobbs, M. (2000). Psycho-
logical debriefing for road traffic accident victims.
Three-year follow-up of a randomised controlled trial.
British Journal of Psychiatry, 176, 589–593.

McConnan, I., & Uppard, S. (2001). Children – not
soldiers: Guidelines for working with child soldiers
and children associated with fighting forces. London:
Save the Children Fund (also available at http://
www.reliefweb.int/library/documents/2002/sc-chil-
dren-dec01.htm, last accessed on July 22, 2003).

McFarlane, A.C., & Yehuda, R. (1996). Resilience,
vulnerability, and the course of posttraumatic reac-
tions. In vander Kolk, A.C. McFarlane, & L. Weisaeth
(Eds.), Traumatic stress: The effects of overwhelming
experience on mind, body, and society (pp. 155–181).
New York: Guilford Press.

McNally, R.J. (1996). Assessment of posttraumatic
stress disorder in children and child. Journal of
School Psychology, 34, 147–161.

Miller, K.E. (1996). The effects of state terrorism and
exile on indigenous Guatemalan refugee children: A
mental health assessment and an analysis of chil-
dren’s narratives. Child Development, 67, 89–106.

Miller, K.E., & Billings, D.L. (1994). Playing to grow: A
primary mental health intervention with Guatemalan
refugee children. American Journal of Orthopsychia-
try, 64, 346–356.

Miller, T., El-Masri, M., Allodi, F., & Qouta, S. (1999).
Emotional and behavioral problems and trauma
exposure of school-age Palestinian children in Gaza:
Some preliminary findings. Medicine, Conflict, and
Survival, 15, 368–378.

Nader, K.O., Pynoos, R.S., Fairbanks, L.A., al-Ajeel, M.,
& al-Asfour, A. (1993). A preliminary study of PTSD
and grief among the children of Kuwait following the
Gulf crisis. British Journal of Clinical Psychology, 32,
407–416.

Netland, M. (2001). Assessment of exposure to political
violence and other potentially traumatizing events. A

critical review. Journal of Traumatic Stress, 14, 311–
326.

Neugebauer, R. (1984). The reliability of life events
reports. In B.S. Dohrenwend & B.P. Dohrenwend
(Eds.), Stressful life events and their contexts (pp. 85–
107). New Brunswick, NJ: Rutgers University Press.

Neugebauer, R. (2002). Psychosocial trauma programs
in Rwanda: Too little, too late or too much, too soon?
Paper presented at the 49th Annual Meeting of the
American Association of Child and Adolescent Psy-
chiatry, October, 2002.

Newman, C.J. (1976). Children of disaster: Clinical
observations at Buffalo Creek. American Journal of
Psychiatry, 133, 306–312.

Palace, E.M., & Johnston, C. (1989). Treatment of
recurrent nightmares by the dream reorganization
approach. Journal of Behavior Therapy and Experi-
mental Psychiatry, 20, 219–226.

Parker, J.G., Rubin, K.H., Price, J.M., & DeRosier, M.E.
(1998). Peer relationships, child development, and
adjustment: A developmental psychopathology per-
spective. In D. Cicchetti & D.J. Cohen (Eds.), Devel-
opmental psychopathology. Vol. 2: Risk, disorder, and
adaptation (pp. 96–161). New York: John Wiley &
Sons.

Paul, D. (1999). Protection in practice: Field-level
strategies for protecting civilians from deliberate harm.
London: Overseas Development Institute.

Pearn, J. (2003). Children and war. Journal of Paedi-
atrics and Child Health, 39, 166–172.

Perrin, S., Smith, P., & Yule, W. (2000). The assessment
and treatment of post-traumatic stress disorder in
children and adolescents. Journal of Child Psychology
and Psychiatry, 41, 277–289.

Pfefferbaum, B. (1997). Posttraumatic stress disorder in
children: A review of the past 10 years. Journal of the
American Academy of Child and Adolescent Psychi-
atry, 36, 1503–1511.

Pigozzi, M.J. (1999). Education in emergencies and for
reconstruction: A developmental approach. New York:
United Nations Children’s Fund.

Plunkett, M.C.B., & Southall, D.P. (1998). War and
children. Archives of Disease in Childhood, 78, 72–77.

Puffer, M.K., Greenwald, R., & Elrod D.E. (1997). A
single session EMDR study with twenty traumatized
children and adolescents. Traumatology 3, http://
www.fsu.edu/�trauma/, last accessed November 19,
2002.

Punamaki, R.J. (1996). Can ideological commitment
protect children’s psychosocial well-being in situa-
tions of political violence? Child Development, 67, 55–
69.

Punamaki, R.J. (2002). The uninvited guest of war
enters childhood: Developmental and personality
aspects of war and military violence. Traumatology,
8, 45–63.

Punamaki, R.L., & Puhakka, T. (1997). Determinants
and effectiveness of children’s coping with political
violence. International Journal of Behavioral Develop-
ment, 21, 349–370.

Punamaki, R.J., Qouta, S., & El-Sarraj, E. (2001).
Resiliency factorspredictingpsychological adjustment
after political violence among Palestinian children.
International Journal of Behavioral Development, 25,
256–267.

60 Joshua Barenbaum, Vladislav Ruchkin, and Mary Schwab-Stone



Pynoos, R.S., & Eth, S. (1986). Witness to violence: The
child interview. Journal of the American Academy of
Child and Adolescent Psychiatry, 25, 306–319.

Pynoos, R.S., Goenjian, A., Tashjian, M., Karakashian,
M., Manjikian, R., Manoukian, G., Steinberg, A.M., &
Fairbanks, L.A. (1993). Posttraumatic stress reac-
tions in children after the 1988 Armenian earth-
quake. British Journal of Psychiatry, 163, 239–247.

Pynoos, R.S., & Nader, K. (1988). Psychological first aid
and treatment approach to children exposed to
community violence: Research implications. Journal
of Traumatic Stress, 1, 445–473.

Qouta, S., Punamaki, R.L., & El Sarraj, E. (1995).
Relations between traumatic experiences, activity
and cognitive and emotional responses among Pales-
tinian children. International Journal of Psychology,
30, 289–304.

Rachman, S. (1980). Emotional processing. Behavior
Research and Therapy, 18, 51–60.

Rahe, R.H., Looney, J.G., Ward, H.W., Tung, T.M., &
Liu, W.T. (1978). Psychiatric consultation in a
Vietnamese refugee camp. American Journal of Psy-
chiatry, 135, 185–190.

Richman, N. (1993). Children in situations of political
violence. Journal of Child Psychology and Psychiatry,
34, 1286–1302.

Rigamer, E.F. (1986). Psychological management of
children in a national crisis. Journal of the American
Academy of Child and Adolescent Psychiatry, 25,
364–369.

Rime, B., Dozier, S., Vandenplas, C., & Declercq, M.
(1996). Social sharing of emotion in children. In
N. Frijda (Ed.), Proceedings of the 9th Conference of
the International Society for Research on Emotions,
Toronto, Canada (pp. 161–163). Storrs, CT: ISRE
Publications.

Rosner, R. (2003). Introduction: Psychosocial conse-
quences of the war in the region of former Yugoslavia.
Journal of Clinical Psychology, 59, 1–8.

Rousseau, C., Drapeau, A., & Platt, R. (1999). Family
trauma and its association with emotional and
behavioral problems and social adjustment in ado-
lescent Cambodian refugees. Child Abuse and
Neglect, 23, 1263–1273.

Rutter, M. (2000). Resilience reconsidered: Conceptual
considerations, empirical findings, and policy im-
plications. In J.P. Shonkoff & S.J. Meisels (Eds.),
Handbook of early childhood intervention (pp. 651–
682). New York: Cambridge University Press.

Saarni, C., & Weber, H. (1999). Emotional displays
and dissemblance in childhood: Implications for self
presentation. In P. Philippot, R.S. Feldman, &
E. Coates (Eds.), The social context of nonverbal
behavior (pp. 71–105). Cambridge, UK: Cambridge
University Press.

Sack, W.H., Clarke, G., Him, C., Dickson, D., Goff, B.,
Lanham, K., & Kinzie, D. (1993). A six-year follow-up
study of Cambodian refugee adolescents traumatized
as children. Journal of the American Academy of Child
and Adolescent Psychiatry, 32, 431–437.

Sack, W.H., Him, C., & Dickson, D. (1999). Twelve year
follow up study of Khmer youths who suffered
massive war trauma as children. Journal of the
American Academy of Child and Adolescent Psychi-
atry, 38, 1173–1179.

Sack, W.H., Seeley, J.R., & Clarke, G. (1997). Does
PTSD transcend cultural barriers? A study from the
Khmer adolescent refugee project. Journal of the
American Academy of Child and Adolescent Psychi-
atry, 36, 49–54.

Sack, W.H., Seeley, J.R., Him, C., & Clarke, G.N.
(1998). Psychometric properties of the Impact of
Events Scale in traumatized Cambodian refugee
youth. Personality and Individual Differences, 25,
57–67.

Saigh, P.A. (1991). The development of posttraumatic
stress disorder following four different types of trau-
matization. Behaviour Research and Therapy, 29,
213–216.

Schneider,W. (2000).Researchonmemorydevelopment:
Historical trends and current themes. International
Journal of Behavioral Development, 24, 407–420.

Schnur, P.P., Friedman, M.J., & Rosenberg, S.D.
(1993). Preliminary MMPI scores as predictors of
combat-related PTSD symptoms. American Journal
of Psychiatry, 150, 479–483.

Schwab-Stone, M., Ruchkin, V., Vermeiren, R., &
Leckman, P. (2001). Cultural considerations in the
treatment of children and adolescents: Operationaliz-
ing the importance of culture in treatment. Child and
Psychiatric Clinics of North America, 10, 729–743.

Schwarzwald, J., Weisenberg, M., Solomon, Z., &
Waysman, M. (1994). Stress reactions of school-age
children to the bombardment by Scud missiles: A
1-year follow-up. Journal of Traumatic Stress, 7,
657–670.

Schwebel, M. (2001). Promoting the culture of peace in
children. Peace and Conflict: Journal of Peace Psy-
chology, 7, 1–3.

Shalev, A.Y., Peri, T., Rogel-Fuchs, Y., Ersano, R.J., &
Marlowe, D. (1998). Historical group debriefing after
combat exposure. Military Medicine, 163, 494–498.

Shiloh, R., Nutt, D., & Weizman, A. (1999). Atlas of
psychiatric pharmacotherapy. London:Martin Dunitz.

Silverman, W.K., Kurtines, W.M., Ginsburg, G.S.,
Weems, C.F., Lumpkin, P.W., & Carmichael, D.H.
(1999). Treating anxiety disorders in children with
group cognitive behavior therapy: A randomized
clinical trial. Journal of Consulting and Clinical
Psychology, 67, 995–1003.

Smith, P., Perrin, S., Dyregrov, A., & Yule, W. (2003).
Principal components analysis of the Impact of Event
Scale with children in war. Personality and Individual
Differences, 34, 315–322.

Smith, P., Perrin, S., & Yule, W. (1999). Therapy
matters: Cognitive behavior therapy for posttrau-
matic stress disorder. Child Psychology and Psychi-
atry Review, 4, 177–182.

Smith, P., Perrin, S., Yule, W., Hacam, B., & Stuvland,
R. (2002). War exposure among children from Bosnia-
Hercegovina: Psychological adjustment in a com-
munity sample. Journal of Traumatic Stress, 15,
147–156.

Smith, P., Perrin, S., Yule, W., & Rabe-Hesketh, S.
(2001). War exposure and maternal reactions in the
psychological adjustment of children from Bosnia-
Hercegovina. Journal of Child Psychology and Psy-
chiatry, 42, 395–404.

Solomon, J.C. (1942). Reaction of children to blackouts.
American Journal of Orthopsychiatry, 12, 361–362.

The psychosocial aspects of children exposed to war 61



Somasundaram, D. (2002). Child soldiers: Understand-
ing the context. British Medical Journal, 324, 1268–
1271.

Stallard, P., & Law, F. (1993). Screening and psycho-
logical debriefing of adolescent survivors of life
threatening events. British Journal of Psychiatry,
163, 660–665.

Stallard, P., Velleman, R., & Baldwin, S. (1999).
Psychological screening of children for post-trau-
matic stress disorder. Journal of Child Psychology
and Psychiatry, 40, 1075–1082.

Stein, B., Comer, D., Gardner, W., & Kelleher, K. (1999).
Prospective study of displaced children’s symptoms
in wartime Bosnia. Social Psychiatry and Psychiatric
Epidemiology, 34, 464–469.

Sternberg, R.J. (in press). A duplex theory of hate and
its development and its application to massacres and
genocide. Review of General Psychology.

Sternberg, R.J., & Grigorenko, E.L. (1997). The cognit-
ive costs of physical and mental ill health: Applying
the psychology of the developed world to the problems
of the developing world. Eye on Psy Chi, 2, 20–27.

Stichick, T. (2001). The psychosocial impact of armed
conflict on children: Rethinking traditional para-
digms in research and intervention. Child and Ado-
lescent Psychiatric Clinics of North America, 10, 797–
814.

Summerfield, D. (1996). The impact of war and atrocity
on civilian populations: Basic principles for NGO
interventions and a critique of psychosocial trauma
projects. London: Humanitarian Practice Network.

Summerfield, D., & Toser, L. (1991). �Low intensity� war
and mental trauma in Nicaragua: A study in a rural
community. Medicine and War, 7, 84–99.

Terr, L.C. (1983). Children of Chowchilla, a study of
psychic trauma four years after a school-bus kidnap-
ping. American Journal of Psychiatry, 140, 1542–
1550.

Tomikiewicz, S. (1997). Children and war. World Health
Forum, 18, 295–304.

Udwin, O. (1993). Annotation: Children’s reactions to
traumatic events. Journal of Child Psychology and
Psychiatry, 2, 115–127.

Udwin, O., Boyle, S., Yule, W., Bolton, D., & O’Ryan, D.
(2000). Risk factors for long-term psychological
effects of a disaster experienced in adolescence:
Predictors of posttraumatic stress disorder. Journal
of Child Psychology and Psychiatry, 41, 969–979.

UNICEF. (1996). State of the world’s children. New York:
Oxford University Press.

United Nations High Commission for Refugees. (1994).
Refugee children: Guidelines on protection and care.
Geneva: UNHCR.

Vernberg, E.M., Silverman, W.K., La Greca, A.M., &
Prinstein, M.J. (1996). Prediction of posttraumatic
stress symptoms in children after hurricane Andrew.
Journal of Abnormal Psychology, 105, 237–248.

Vernon, P.E. (1941). Psychological effects of air-raids.
Journal of Abnormal and Social Psychology, 36, 457–
476.

Vogel, J.M., & Vernberg, E.M. (1993). Children’s psy-
chological response to disasters. Journal of Clinical
Child Psychology, 22, 464–484.

Von Salisch, M. (2001). Children’s emotional develop-
ment: Challenges in their relationships to parents,

peers, and friends. International Journal of Behavioral
Development, 25, 310–319.

Weine, S., Becker, D.F., McGlashan, T.H., Vojvoda, D.,
Hartman, S., & Robbins, J.P. (1995). Adolescent
survivors of �ethnic cleansing�: Observations on the
first year in America. Journal of the American Acad-
emy of Child and Adolescent Psychiatry, 34, 1153–
1159.

Wessels, M., & Monteiro, C. (2000). Healing wounds of
war in Angola: A community based approach. In D.
Donald, A. Dawes, & J. Low (Eds.), Addressing
childhood adversity (pp. 176–202). Cape Town: David
Philips.

Wessely, S., Rose, S., & Bisson, J. (1998). A sympto-
matic review of brief psychological interventions:
‘Debriefing’ for the treatment of immediate trauma
related symptoms and the prevention of posttraumatic
stress disorder. Cochrane Library (vol. 4). Oxford:
Update Software.

Williams, C.L., & Westermeyer, J. (1983). Psychiatric
problems among adolescent Southeast Asian Refu-
gees. Journal of Nervous and Mental Disease, 171,
79–85.

Wolmer, L., Laor, N., & Yazgan, Y. (2003). School
reactivation programs after disaster: Could teachers
serve as clinical mediators? Child and Adolescent
Psychiatric Clinics of North America, 12, 363–381.

Woodside, D., Santa Barbara, J., & Benner, D.G.
(1999). Psychological trauma and social healing in
Croatia. Medicine, Conflict and Survival, 15, 355–
367.

Yule, W. (2000). Emanuel Miller Lecture. From pogroms
to �ethnic cleansing�: Meeting the needs of war affec-
ted children. Journal of Child Psychology and Psychi-
atry, 41, 695–702.

Yule, W. (2002). Alleviating the effects of war and
displacement on children. Traumatology, 8, 25–43.

Yule, W., Perrin, S., & Smith, P. (2001). Traumatic
events and post-traumatic stress disorder. In W.K.
Silverman & P.D. Treffers (Eds.), Anxiety disorders in
children and adolescents: Research, assessment and
intervention (pp. 212–234). New York: Cambridge
University Press.

Yule, W., & Udwin, O. (1991). Screening child survivors
for post-traumatic stress disorders: Experiences from
the �Jupiter� sinking. British Journal of Clinical Psy-
chology, 30, 131–138.

Yule, W., & Williams, R.M. (1990). Post-traumatic
stress reactions in children. Journal of Traumatic
Stress, 3, 279–295.

Zimmerman, M.A., & Arunkumar, R. (1994). Resiliency
research: Implications for schools and policy. Social
Policy Report. Society for Research in Child Develop-
ment, 8, 1–17.

Zimmern, E.M. (1941). War strain in children. British
Medical Journal, 4177, 124.

Ziv, A., & Israeli, R. (1973). Effects of bombardment on
the manifest anxiety level of children living in
kibbutzim. Journal of Consulting and Clinical Psy-
chology, 40, 287–291.

Ziv, A., Kruglanski, A.W., & Shulman, S. (1974). Chil-
dren’s psychological reactions to wartime stress. Jour-
nal of Personality and Social Psychology, 30, 24–30.

Manuscript accepted 25 July 2003

62 Joshua Barenbaum, Vladislav Ruchkin, and Mary Schwab-Stone


	Linked Barenbaum perm.doc
	2004 Barenbaum JCPP Psychosocial.pdf

