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Abstract: Associations of disaster mental health sequelae between children and their parents have
been demonstrated, but not using full diagnostic assessment. This study examined children and their
parents after a series of disasters in 1982 to investigate associations of their psychiatric outcomes.
Members of 169 families exposed to floods and/or dioxin or no disaster were assessed in 1986–1987
with structured diagnostic interviews. This vintage dataset collected several decades ago provides
new information to this field because of the methodological rigor that is unparalleled in this literature.
Disaster-related PTSD and incident postdisaster disorders in children were associated, respectively
with disaster-related PTSD and incident postdisaster disorders in the chief caregiver and mother.
More flood-only than dioxin-only exposed parents reported great harm by the disaster, but neither
children nor parents in these two groups differed in incident psychiatric disorders. Although this
study did not determine the direction of causal influences, its findings suggest that clinicians working
with disaster-exposed families should work with children and adult members together, as their
mental health outcomes may be intertwined.

Keywords: disaster; family; structured diagnostic interview; PTSD; child

1. Introduction

The mental health effects of major disasters have long been a topic of major clinical
and research interest, prompting the accumulation of much literature on this topic, in both
adult and child survivors. Children, considered particularly vulnerable to psychosocial
consequences, have been the subject of a number of recent reports [1–10]. Few rigorous
studies have examined mental health consequences of disaster on children and parents
within family units, and even fewer have assessed fathers as well as mothers [11–16].

The disaster mental health literature on adults contains many studies that have used
methodologically rigorous assessment tools providing full diagnostic assessment of rele-
vant psychiatric disorders, and even more studies using nondiagnostic measures such as
symptom scales and assessing mental health constructs not pertaining to psychiatric disor-
ders. The disaster mental health literature on children contains fewer studies using full
diagnostic assessment of psychiatric disorders. Very few studies comparing postdisaster
mental health effects in children and their parents have applied full diagnostic methods for
the adults [13–15], and none to date have used full diagnostic assessment for the children
as well as their parents.

In late 1982, a series of devastating disasters converged on the St. Louis, Missouri
area, creating a unique opportunity to study the mental health effects of multiple disasters
on children and their parents, using newly developed diagnostic interviews created by
nearby academicians [17,18]. A waste oil byproduct from chemical manufacturing was
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sprayed on unpaved roads and horse stables to control dust in a semirural area near St.
Louis [19,20]. The oil that was spread in these areas was later discovered to be contaminated
with dioxin [19]. Soil testing by the Environmental Protection Agency (EPA) found unsafe
levels of dioxin confirmed in 14 sites and suspected in another 41 sites. The entire town of
Times Beach was officially declared a dioxin contamination site [20].

A series of severe floods swept through the area at about this same time, resulting
in five fatalities, evacuation of at least 25,000 persons from their homes, and an estimated
$150 million in property damages [17,18,21]. Most of Times Beach was covered with
floodwater. Three weeks later, as flood evacuees tried to return to their homes to clean
up and repair the flood damage, the Centers for Disease Control (CDC) issued a health
advisory warning residents not to return to Times Beach [17,18,20,21]. Its residents relocated
into temporary housing scattered over a wide area, The arrival of spring brought more
problems to the already devastated communities: floodwaters again covered these same
areas, and additional dioxin sites were discovered [20]. Successful permanent relocation
of all residents took four years to complete. As the Times Beach community had voted
to take itself out of the federal flood insurance program, residents had no prospect of
reimbursement for their losses. Ultimately, the town of Times Beach was dis-incorporated
and bulldozed [20].

This study of the psychosocial effects of the 1982 series of St. Louis floods and dioxin
disasters used structured diagnostic interviews to assess both children and adults within
families, thus being the first study to examine and compare systematically diagnosed
disaster-related psychiatric disorders between children and their parents. Importantly, this
study examines not only disaster-related PTSD and other disaster-related psychopathology
in children but also in relation to both parents, in contrast to prior literature that has
largely lacked full diagnostic assessment methods and has predominantly focused only on
mothers. As previous studies have demonstrated significant associations of postdisaster
mental health effects other than psychiatric disorders between children and their parents,
the current study was undertaken to determine whether rigorously diagnosed psychiatric
disorders in both children and their parents would also be found to be associated. In
disaster psychiatry, just as in general psychiatric care more broadly, psychiatric diagnosis is
fundamental to selecting and delivering treatment that is most effective for the presenting
problem [22–25].

2. Methods

The research participants were members of representative families from several areas
of eastern Missouri with severe flooding and dioxin contamination beginning in late 1982.
Families with children between the ages of 3 and 18 years at the time of the disaster were
drawn from four sources. The first sample (60 families) was selected from the town of Times
Beach that was subjected to both floods and dioxin. The second sample (25 families) was
selected from Castlewood, Minker-Stout, and Quail Run/Imperial, communities exposed
only to dioxin. The third sample (55 families) was selected from the nearby town of Pacific
in Franklin County that was designated by records of the Army Corps of Engineers and
the Department of Natural Resources as a severely flooded area but not exposed to dioxin,
and this community was socioeconomically similar to Times Beach. The fourth sample
(29 families) was a comparison group without exposure to these disasters selected from the
small community of Catawissa located in the same general area as the disaster sites and
with similar socioeconomic status. Trailer parks and city blocks that were most similar to
neighborhoods in the disaster-affected areas were oversampled.

For selection of participants from the identified communities, government maps of all
dwelling units in the selected communities were used to enumerate consecutive households
for random selection using a computer-generated random number list. Personal property
and real estate tax rolls were used to identify individuals living at the residences selected.
Letters were sent to all selected households informing them of the study and that they
would be contacted by study personnel to discuss their participation. Eligible participants
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were screened to ensure that they were living in the community at the time of the disasters
and that they had children between the ages of 3 and 18 living in the household at the
time of the disasters. Participants from the comparison community were additionally
screened to ensure that they were not affected by dioxin or flood exposure. Households
were offered $25 for their participation and children in the study received a certificate of
study participation. A total of 87% of eligible selected households participated in the study,
and 68% of all eligible children and 58% of all identified adults in the household were
interviewed about their disaster experience and assessed for psychiatric disorders. The
study sample included a total of 290 children and 272 adults from 169 families.

Power analysis conducted for determination of adequacy of the sample sizes with
both children and adults was conducted. For example, for the child sample, estimat-
ing differences between exposure groups for the diagnosis of disaster-related PTSD (the
diagnosis of greatest interest) assuming a conservative 10% diagnostic incidence in the
disaster-exposed group and 0% in the unexposed group, assuming values of α = 0.05 and
β = 0.20 with a stipulated effect size of 0.8, a sample of at least 158 is needed for identifying
differences, much smaller than the sample size of 290 in this study. Similarly, for the adult
sample, assuming a conservative 10% diagnostic incidence of disaster-related PTSD in the
disaster-exposed groups and 0% in the unexposed group assuming values of α = 0.05 and
β = 0.20 with a stipulated effect size of 0.8, a sample of at least 166 is needed for identifying
differences, much smaller than the sample size of 272 in this study.

Institutional review board approval for the study was obtained at Washington Uni-
versity in advance of the study, and all participants provided written informed consent at
the time of study enrollment. This research was carried out following the rules of the Dec-
laration of Helsinki of 1975. Data collection commenced in July 1986 and was completed
in December 1987. Pairs of interviewers conducted simultaneous interviews with parents
and children in their homes, a process lasting approximately three hours.

Adult family members were interviewed about their own disaster experience and
disaster-related emotional and psychiatric sequelae. They completed the Diagnostic In-
terview Schedule/Disaster Supplement (DIS/DS) [26] which provided assessment of full
DSM-III diagnostic criteria for psychiatric disorders in time frames before and after the
disaster and detailed information about disaster exposures and losses as well as about
subjective perceptions of the disaster and changes in demographic and other psychosocial
circumstances (e.g., employment, income, health status) from before to after the disas-
ters [17,18]. The DIS was demonstrated to have acceptable reliability and validity [27].

Information about children in the family and their disaster-related emotional and psy-
chiatric sequelae was collected with the Diagnostic Interview for Children and Adolescents
(DICA) using versions for both child self-report (DICA-C) and parent report on the child
(DICA-P) [28]. The DICA was demonstrated to have acceptable interrater reliability and
validity [21,28,29] and very good agreement with clinician diagnoses [21,30]. Minors in
these families were interviewed about their own psychiatric status with the DICA-C, and
a parent (usually the mother) was interviewed to provide data on minor(s) in the family
using the parent version of the interview (DICA-P). The sample also included 68 children
who in the four years between the time of the disasters and the data collection for this
study had aged beyond 18 years, and these children received the DIS but neither the parent
nor child version of the DICA.

Data from the child disaster interviews and diagnostic assessments were merged,
matching available diagnosis data from the different diagnostic interviews as available from
the available diagnostic modules for each. Diagnostic modules of the parent and child DICA
interviews included disaster-related and other PTSD, major depression, generalized anxiety
disorder, overanxious disorder, separation anxiety disorder, oppositional defiant disorder,
conduct disorder, and attention deficit/hyperactivity disorder. Diagnostic modules of
the DIS included disaster-related and other PTSD, major depression, generalized anxiety
disorder, panic disorder, alcohol use disorder, and drug use disorder. First onset and
recency data were collected for each disorder and keyed to the point in time of the disasters,
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allowing generation of lifetime predisaster, postdisaster, and incident diagnoses. All
possible diagnosis data for children were captured in summary variables reflecting the
occurrence of psychiatric disorder, but because some diagnoses were not included in
the data from some of the structured diagnostic interviews for children, multivariate
models using the summary diagnostic variables were adjusted for which interviews were
completed, in the form of independent covariates added to the models. Summary variables
were created to reflect the presence of child internalizing disorders, including PTSD,
major depression, generalized anxiety disorder, panic disorder, overanxious disorder, and
separation anxiety disorder, and also child externalizing disorders, including oppositional
defiant disorder and attention deficit/hyperactivity disorder.

For summarization of univariate results, data were sorted by level of the group of
interest and reported for variables oriented to those groupings. For example, characteristics
of families were summarized for the 169 families in the dataset, child-level variables were
summarized from the orientation of the 290 children in the dataset, and adult member
variables were summarized from the orientation of the 272 adult members of the families
in the dataset, as reported in Table 1 describing the characteristics of the families, children,
and adult members, respectively. For comparison of psychiatric disorders with disaster
exposures, analyses of child data in Table 2 were conducted on data sorted at the level of
the individual child (total N = 290 observations), and analyses of adults in the families in
Table 3 were conducted on data sorted at the level of the individual adults (total N = 272
observations). Multivariate models examining the association of child diagnoses with
adult diagnoses and other relevant variables in Table 4 were conducted on data sorted
at the level of the individual child (total N = 290). In sorting the data for analysis at the
level of the child, because some families had more than one child, individual adults in
the family were represented more than once, i.e., one time for each child. Due to this
multiple representation of adult family members in the child-sorted data, characteristics of
the adults in this report are presented from the adult-sorted data.

Table 1. Sample description and characteristics.

Family Characteristics

Total # families in sample 169
Total # household children (ages 3–18) identified 427
Total household children/family: mean (SD) 2.5 (1.3)
Interviewed children: % (n/N) 68 (290/427)
Interviewed children/family: mean (SD) 1.7 (0.8)
Total # household adults identified 467
Total # household adults/family (age > 18 years): mean (SD) 2.8 (1.2)
Interviewed adults: % (n/N) 58 (272/467)
Interviewed adults/family: mean (SD) 1.6 (0.5)
Total # household members identified 894
Total household members/family: mean (SD) 5.3 (1.9)
Interviewed household members: % (n/N) 63 (562/894)
Interviewed household members/family: mean (SD) 3.3 (1.9)
Families with adult family member interviewed by member type: % (n/N)
Mother 93 (156/169)
Father 63 (106/169)
Grandmother 4 (7/169)
Grandfather 2 (3/169)
Family disaster exposures: % (n/N) 83 (140/169)
Floods 68 (115/169)
Floods only 33 (55/169)
Dioxin 50 (85/169)
Dioxin only 15 (25/169)
Dioxin and floods 36 (60/169)
No disaster 17 (29/169)
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Table 1. Cont.

Child Characteristics

Total # children in sample 290
Male sex: % (n/N) 53 (149/280)
Current age: mean (SD) years 14.2 (5.1)
Age at time of disaster: mean (SD) years 10.2 (5.1)
Caucasian race 95 (276/290)
Currently in school 55 (159/290)
Current grade in school (kindergarten = 0) 7.2 (4.2)
Adult family members/family represented in child dataset: mean (SD) 1.6 (0.5)
Adult family members represented in child dataset: % (n/N)
Mothers 93 (270/290)
Fathers 63 (183/290)
Grandmothers 5 (14/290)
Grandfathers 1 (4/290)
Parent and/or child interview regarding child 100 (290/290)

Parent interview (DICA-P) 86 (248/290)
Child interview (DICA-C or DIS) 88 (255/290)
Both parent and child interview 73 (213/290)

Adult Characteristics

All adult family members

Total # adults in sample (N) 272
Adult family members: % (n/N)

Mothers 57 (156/272)
Fathers 39 (106/272)
Grandmothers 3 (7/272)
Grandfathers 1 (3/272)

Parents

Total # parents in sample (N) 262
Age: mean (SD) years 37.1 (9.5)
Caucasian race 98 (256/267)
Level of education

Less than high school: % (n/N) 32 (83/262)
High school graduate: % (n/N) 52 (136/262)
Education past high school: % (n/N) 16 (43/262)

Years of education: mean (SD) 11.2 (2.3)
Marital status: % (n/N)

Married 85 (222/262)
Divorced/separated 13 (33/262)
Widowed 2 (4/262)
Single (never married) 1 (3/262)

Employment: % (n/N)
Either parent currently employed 83 (132/160)
Either parent currently employed full time 74 (120/162)
Either parent unemployed since disaster 72 (118/162)

#: number of.
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Table 2. Child psychiatric disorders by disaster exposure.

Child Psychiatric Disorders No Disaster
N = 51% (n/N)

Disaster
N = 239% (n/N)

PTSD

Disaster-related a 0 (0/51) 7 (16/218)
All postdisaster 2 (1/51) 11 (23/216)

Major Depression

Predisaster 10 (5/51) 11 (25/233)
Postdisaster 10 (5/51) 15 (35/234)
Incident 6 (3/51) 8 (18/233)

Generalized Anxiety Disorder

Predisaster 6 (2/35) 9 (16178)
Postdisaster 17 (6/35) 17 (30/178)
Incident 11 (4/35) 11 (19/178)

Panic Disorder

Predisaster 0 (0/51) 0 (0/237)
Postdisaster 0 (0/51) 0 (0/239)
Incident 0 (0/51) 0 (0/237)

Overanxious Disorder

Predisaster 5 (2/44) 4 (8/195)
Postdisaster 16 (8/50) 19 (41/213)
Incident 9 (4/44) 10 (19/195)

Separation Anxiety Disorder

Predisaster 7 (3/44) 11 (21/196)
Postdisaster 24 (12/51) 17 (38/222)
Incident 14 (6/44) 9 (17/196)

Oppositional Defiant Disorder

Predisaster 2 (1/47) 1 (3/204)
Postdisaster 6 (3/51) 10 (22/227)
Incident 2 (1/47) 3 (7/204)

Conduct Disorder

Predisaster 0 (0/47) 7 (16/217)
Postdisaster b 0 (0/47) 8 (18/217)
Incident 0 (0/47) 1 (3/217)

Attention Deficit/Hyperactivity Disorder

Predisaster 0 (0/46) 2 (5/206)
Postdisaster 2 (1/51) 10 (22/227)
Incident 0 (0/46) 0 (0/206)

Alcohol Use Disorder

Predisaster 2 (1/51) 1 (2/237)
Postdisaster 2 (1/51) 5 (11/239)
Incident 0 (0/51) 3 (7/237)

Drug Use Disorder

Predisaster 0 (0/51) 1 (2/237)
Postdisaster 0 (0/51) 1 (3/239)
Incident 0 (0/51) 0 (1/237)

Any Disorder

Predisaster 16 (8/51) 28 (68/239)
Postdisaster 39 (20/51) 46 (109/239)
Incident 22 (11/51) 26 (62/239)

a p = 0.048; b p = 0.050.
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Table 3. Parental psychiatric disorders by disaster exposure.

Mother Father Any Parent

Parental Psychiatric Disorders No Disaster
% (n/N)

Disaster
% (n/N)

No Disaster
% (n/N)

Disaster
% (n/N)

No Disaster
% (n/N)

Disaster
% (n/N)

PTSD

Disaster-related 0 (0/30) 5 (6/128) 0 (0/15) 2 (2/94) 0 (0/45) 4 (8/222)
All PTSD 3 (1/30) 10 (13/128) 0 (0/15) 5 (5/94) 2 (1/45) 8 (18/222)

Predisaster 0 (0/30) 4 (5/128) 0 (0/15) 2 (2/94) 0 (0/45) 3 (7/222)
Postdisaster 3 (1/30) 7 (9/128) 0 (0/15) 3 (3/94) 2 (1/45) 5 (12/222)
Incident 3 (1/30) 6 (8/128) 0 (0/15) 3 (3/94) 2 (1/45) 5 (11/222)

Major Depression
Predisaster 24 (7/29) 6 (8/125) a 13 (2/15) 1 (1/93) b 20 (9/44) 4 (9/218) c

Postdisaster 21 (6/29) 15 (19/126) 13 (2/15) 5 (5/93) 18 (8/44) 11 (24/219)
Incident 0 (0/29) 9 (11/125) 0 (0/15) 4 (4/93) 0 (0/44) 7 (15/218)

Generalized Anxiety Disorder
Predisaster 7 (2/30) 3 (4/128) 13 (2/15) 3 (3/94) 9 (4/45) 3 (7/222)
Postdisaster 10 (3/30) 24 (31/128) 7 (1/15) 13 (12/94) 9 (4/45) 19 (43/222)
Incident 10 (3/30) 24 (31/128) 7 (1/15) 13 (12/94) 9 (4/45) 19 (43/222)

Panic Disorder
Predisaster 0 (0/30) 0 (0/126) 0 (0/15) 0 (0/94) 0 (0/45) 0 (0/220)
Postdisaster 0 (0/30) 1 (1/128) 0 (0/15) 0 (0/94) 0 (0/45) 0 (1/222)
Incident 0 (0/30) 1 (1/128) 0 (0/15) 0 (0/94) 0 (0/45) 0 (1/222)

Alcohol Use
Predisaster 0 (0/30) 4 (5/127) 20 (3/15) 35 (32/92) 7 (3/45) 17 (37/219)
Postdisaster 0 (0/30) 4 (5/128) 13 (2/15) 18 (17/94) 4 (2/45) 10 (22/222)
Incident 0 (0/30) 0 (0/127) 0 (0/15) 0 (0/92) 0 (0/45) 0 (0/219)

Drug Use
Predisaster 3 (1/30) 4 (5/126) 0 (0/15) 8 (7/91) 2 (1/45) 6 (12/217)
Postdisaster 0 (0/30) 0 (0/125) 0 (0/15) 1 (1/91) 0 (0/45) 0 (1/216)
Incident 0 (0/30) 0 (0/126) 0 (0/15) 0 (0/91) 0 (0/45) 0 (0/217)

Any Diagnosis
Predisaster 33 (10/30) 18 (23/128) 40 (6/15) 39 (37/94) 36 (16/45) 27 (60/222)
Postdisaster 27 (8/30) 38 (48/128) 27 (4/15) 28 (26/94) 27 (12/45) 33 (74/222)
Incident 10 (3/30) 27 (35/128) 7 (1/15) 14 (13/94) 9 (4/45) 22 (48/222) d

Compared to no disaster: a p = 0.009, b p = 0.050, c p < 0.001, d χ2 = 3.87, p = 0.049.

Table 4. Multiple regression models predicting child disorders from adult disorders a.

Model Variables Number df Den df Estimate SE Confidence Limits T p

Model 1. Predicting child disaster-related PTSD from chief caregiver disaster-related PTSD b

Chief caregiver disaster-related PTSD 1 83 0.22 0.08 0.08, 0.37 20.71 0.008
# household adults 1 83 0.04 0.02 0.01, 0.06 20.33 0.022
# household children 1 83 −0.01 0.01 −0.03, 0.02 −0.57 0.571
Flood exposure 1 83 0.07 0.05 −0.02, 0.11 10.26 0.211
Dioxin exposure 1 83 0.05 0.04 −0.03, 0.10 10.14 0.258
Child age 1 83 0.00 0.00 −0.01, 0.01 −0.01 0.991
DICA-P interview 1 83 −0.04 0.05 −0.12, 0.06 −0.64 0.523

Model 2. Predicting child disaster-related PTSD from mother’s disaster-related PTSD b

Mother’s disaster-related PTSD 1 78 0.22 0.09 0.05, 0.39 20.52 0.014
# household adults 1 78 0.04 0.02 0.00, 0.07 20.28 0.026
# household children 1 78 −0.01 0.01 −0.04, 0.02 −0.58 0.566
Flood exposure 1 78 0.08 0.06 −0.04, 0.19 10.29 0.200
Dioxin exposure 1 78 0.05 0.05 −0.04, 0.14 10.16 0.251
Child age 1 78 0.00 0.00 −0.01, 0.01 −0.08 0.937
DICA-P interview 1 78 −0.04 0.06 −0.15, 0.08 −0.62 0.536
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Table 4. Cont.

Model Variables Number df Den df Estimate SE Confidence Limits T p

Model 3. Predicting child incident disorder from chief caregiver incident disorder

Chief caregiver incident disorder 1 119 0.16 0.06 0.03, 0.28 20.52 0.013
# household adults 1 119 0.03 0.02 −0.02, 0.07 10.04 0.300
# household children 1 119 0.02 0.02 −0.02, 0.06 0.96 0.338
Flood exposure 1 119 0.06 0.06 −0.06, 0.17 0.98 0.330
Dioxin exposure 1 119 −0.01 0.05 −0.12, 0.10 −0.19 0.846
Child age 1 119 −0.01 0.01 −0.02, 0.00 −20.20 0.030
DICA-P interview 1 119 −0.02 0.08 −0.18, 0.13 −0.32 0.747

Model 4. Predicting child incident disorder from mother’s incident disorder

Mother’s incident disorder 1 112 0.17 0.07 0.04, 0.30 20.53 0.013
# household adults 1 112 0.01 0.02 −0.04, 0.06 0.37 0.714
# household children 1 112 0.01 0.02 −0.03, 0.06 0.57 0.571
Flood exposure 1 112 0.06 0.06 −0.06, 0.18 0.96 0.340
Dioxin exposure 1 112 −0.01 0.06 −0.12, 0.11 −0.16 0.874
Child age 1 112 −0.01 0.01 −0.02, 0.00 −20.02 0.046
DICA-P interview 1 112 −0.02 0.08 −0.18, 0.14 −0.22 0.822

a Adjusting for number of household members, disaster exposures, child age, and, as needed to accommodate for missing interview data,
variables representing completed interviews; b Model includes only disaster-exposed children; SE: standard error. #: number of. Bold font
signifies statistically significant p values.

A summary variable for parent was created to represent combined data from mothers
and/or fathers, and another summary variable was created for main caregiver representing
the top level of hierarchy of adults in the household, representing mothers, fathers if no
mother was represented in the family data, and then grandmother or grandfather if no
parents were represented in the family data (but no grandfathers were main caregivers in
these families as determined by this algorithm).

3. Data Analysis

The data analysis was conducted using SAS version 9.4 (SAS Institute, Inc., Cary,
NC, USA). Descriptive results are presented using counts, proportions, means, standard
deviations, and median values. Comparisons of two dichotomous variables used two-tailed
Pearson’s chi-square tests, substituting Fisher’s exact tests for instances of cell sizes <5, and
McNemar’s tests were used for comparison of paired dichotomous variables. The level of
statistical significance was set at the level of p ≤ 0.05.

Four multivariate models were created to predict child psychiatric disorders included
as the dependent variable for each model from adult family member psychiatric disorders
(independent variable of main interest), adjusting for variables including number of house-
hold adults, number of household children, flood and dioxin exposures, child age, and use
of the parent version of the DICA interview entered simultaneously into the models. These
models used the generalized linear mixed models procedures in SAS (PROC GLIMMIX)
with a SOLUTION option for fixed effects in the model statement, which linked children
within families using a family ID specifier in a RANDOM statement. The potential for vari-
ance inflation was examined to avoid excessive multicollinearity among the independent
variables in the models using the/VIF function of PROC REG, which revealed all results
with values <1.8.

4. Results

The sample for this study included a total of 169 families, 140 from disaster-exposed
communities and 29 from disaster-unexposed communities. Table 1 summarizes charac-
teristics of the sample, specifically describing the families, the children, and the adults
in the sample. Members of these families in the sample included 290 children who were
ages 3–18 at the time of the disaster and 272 adults (mostly parents and occasional grand-
parents). These families contained a median of 5 members (range, 2–9), and a median
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of 3 members (range, 2–6) were interviewed. A median of 2 children per family (range,
1–7) were identified and a median of 2 children per family (range, 1–4) were represented
in the data set. The 290 children in the sample represent 68% of the 427 children ages
3–18 living in the household at the time of the disaster as identified by interviews of the
adults in the family. A median of 2 adults per family (range, 1–6) were identified and a
median of 2 (range, 1–4) were interviewed. The 272 adults in the sample represent 58%
of all 467 adults in the household at the time of the disaster as identified by the adult
interviews. Mothers from almost all of the families and nearly two-thirds of fathers were
interviewed. Of the 140 families from the disaster-exposed communities, 82% (n = 115)
were from flood-exposed communities, 61% (n = 85) were dioxin-exposed, and 43% (n = 60)
were from communities that were both flood- and dioxin-exposed.

Table 1 also provides details of the characteristics of the children in the sample. Of
the children interviewed, approximately half were male, and the majority were Caucasian.
The children were a median of 10 years of age at the time of the disaster and 14 years of age
at the time of the interview. At the time of the interview, half of the children were currently
enrolled in school and had a median educational level of 8th grade (range, kindergarten
through 14 years of education). Children in the sample had an average of 1.6 adult members
in the family. The majority of the children had a mother interviewed and nearly two-thirds
had a father represented. The vast majority of the children (255/290, 88%) participated in
their own diagnostic interview (DICA-C, n = 187 or DIS, n = 68) and 248 children had a
parent interview about the child (DICA-P); 100% of the children had a child and/or parent
interview providing child diagnosis data.

Table 1 further provides details of the characteristics of the adults in the sample. The
adults in the sample consisted almost entirely of mothers and fathers. Almost all of the
parents were Caucasian and they were a median of 36 years of age at the time of the disaster
(range, 20–69). About half of the parents in the study had graduated high school; parents
had a median of 12 years of education (range, 3–18). Most of the parents were currently
married. About four out of five families had at least one employed parent.

Prevalence of postdisaster child disorders was compared between parent and child
versions of the DICA, among 213 minor children who had both DICA-P and DICA-C
data (not shown in tables). Presence of any postdisaster child internalizing disorder was
identified more often by child than parent interview (38%, n = 58 vs. 15%, n = 23; McNemar
S = 23.11, p < 0.001). Individual internalizing disorders more often identified by child than
parent interview were major depression (10%, n = 15 vs. 3%, n = 4, McNemar S = 6.37,
p = 0.012), generalized anxiety disorder (17%, n = 18 vs. 4%, n = 4, McNemar S = 9.80,
p = 0.002), overanxious disorder (21%, n = 29 vs. 6%, n = 8, McNemar S = 13.36, p < 0.001),
and separation anxiety disorder (24%, n = 33 vs. 6%, n = 8, McNemar S = 20.16, p < 0.001).
Presence of any postdisaster child externalizing disorder was identified equally by parent
(16%, n = 25) and child (12%, n = 18) interviews; however, the individual child disorder of
attention deficit/hyperactivity was more often identified by parent than child interview
(10%, n = 15 vs. 3%, n = 5, McNemar S = 5.56, p = 0.018).

Using combined child diagnosis data from all study sources of diagnostic interviews
of child disorders (DICA-P for parent interviews about children, DICA-C for interviews
of minor children, and DIS for adult children), 26% (n = 76) of children in the study had a
lifetime predisaster disorder, 44% (n = 129) had a postdisaster disorder, and 25% (n = 73)
had an incident disorder (not shown in tables). The disorder with the most incident cases
was overanxious disorder (14%, n = 19). Only 6% (n = 16) of the children in the sample had
disaster-related PTSD. Table 2 presents and compares diagnostic findings for the children
in disaster-unexposed and disaster-exposed groups. These groups did not differ in the
proportions meeting criteria for any psychiatric disorder before or after the disaster or for
incident psychopathology overall. By definition, none of the disaster-unexposed children
developed disaster-related PTSD, but 7% (n = 16) of the disaster-exposed children did
develop disaster-related PTSD, a proportion significantly different from 0. A higher propor-
tion of the disaster-exposed children than their unexposed counterparts had postdisaster
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conduct disorder, but this was largely a function of conduct disorder already present before
the disaster and apparently was largely unrelated to the disaster because there were no
incident cases. No other single disorder was associated with disaster exposure.

Comparison of diagnoses between flood-only and dioxin-only exposed children found
a higher prevalence of any postdisaster disorder in the flood-only group (49%, n = 47
vs. 30%, n = 13; χ2 = 4.24, p = 0.039), but this difference was not reflected in incident
disorders (not shown in tables). Comparison of diagnoses between children exposed to
one disaster (flood or dioxin) and children exposed to both disasters found significantly
more disaster-related PTSD (13%, n = 11 vs. 4%, n = 5; χ2 = 5.99, p = 0.014) and postdisaster
generalized anxiety disorder (27%, n = 22 vs. 12%, n = 14; χ2 = 7.80, p = 0.005) among
children exposed to both disasters.

Overall, 21% (n = 33) of mothers in the study had a lifetime predisaster disorder,
35% (n = 56) had a postdisaster disorder, and 24% (n = 38) had an incident disorder; 39%
(n = 43) of fathers had a predisaster disorder, 28% (n = 30) had a postdisaster disorder,
and 13% (n = 14) had an incident disorder (not shown in tables). There were few incident
disaster-related disorders: 4% (n = 6) in mothers and 2% (n = 2) in fathers. The disorder
with the most incident cases was generalized anxiety disorder (19%, n = 30 in mothers and
12%, n = 13 in fathers). Of note, 33% (n = 35) of fathers had a lifetime predisaster alcohol
use disorder and there were no incident cases after the disaster in either mother or fathers.
Table 3 lists diagnostic information for parents in disaster-exposed and -unexposed groups.
Very few diagnostic differences were found between disaster-exposed and -unexposed
groups. Both mothers and fathers in the disaster-exposed groups had a higher lifetime
predisaster prevalence of major depression compared to the unexposed groups, but the
disaster-exposed and -unexposed groups did not differ in postdisaster prevalence or
incidence of this disorder. The presence of any incident disorder in a parent was associated
with disaster exposure.

Comparison of diagnoses between flood-only and dioxin-only exposure groups found
no significant differences between them for either adults or children in the study (not
shown in tables). Comparison of diagnoses between parents exposed to one disaster (flood
or dioxin) and parents exposed to both disasters found no significant differences. Parents
were asked whether they perceived their overall health had changed since the occurrence
of the disasters approximately four years before. One or both parents in about one-fourth
(24%, n = 41) of disaster-exposed households reported worsened health since the time of
the disasters, a significantly higher proportion (4%, n = 4) than in parents of households
not exposed to the disasters (χ2 = 16.73, p < 0.001), but no differences in perceived health
changes were found between flood-only and dioxin-only exposed parents. More fathers
in flood-only exposed households than in dioxin-only exposed households held jobs at
present (63%, n = 26 vs. 37%, n = 15; χ2 = 4.70, p = 0.043). However, household income
was lower prior to the disasters in the flood-only than in the dioxin-only exposure groups
(mean = 24,540, SD = 12,093 vs. mean = 30,558, SD = 14,597; df = 116, t = 2.36, p = 0.020).
One or both parents in 60% (n = 41) of the flood-only exposed households perceived that
the disaster had caused them a great deal of harm, compared to 40% of the dioxin-exposed
households (χ2 = 10.34, p = 0.001).

Table 4 presents results from four multiple regression models predicting child di-
agnoses (dependent variable) from adult diagnoses (independent variable of interest),
adjusting for number of household members, disaster exposures, child age, and, as needed
to accommodate for missing interview data, a variable representing completed DICA-P
interview, as well as statistically adjusting for linkage of children within families. In the
first model, which included only disaster-exposed children, development of child disaster-
related PTSD was associated with chief caregiver disaster-related PTSD independent of
the other variables. In this model, child disaster-related PTSD was also positively asso-
ciated with the number of household adults. In the second model, which also included
disaster-exposed children, child disaster-related PTSD was predicted from the mother’s
disaster-related PTSD. In this model, development of child disaster-related PTSD was
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associated with mother’s disaster-related PTSD. Child disaster-related PTSD was also
positively associated with the number of household adults.

In the third model in Table 4, child incident diagnosis was associated with chief
caregiver incident diagnosis independent of other variables in the model, and child incident
diagnosis was also independently associated with younger child age. In the fourth model,
child incident diagnosis was predicted from the mother’s incident diagnosis. In this model,
child incident diagnosis was also associated with mother’s incident diagnosis independent
of the other variables in the model, and child incident diagnosis was also independently
associated with younger child age. Of note, additional regression models were tested
substituting fathers specifically as the adult of interest, and child diagnoses were not
associated with fathers’ diagnoses in any of these models. Additionally, similar models
were tested with the addition of the variable reflecting perception of a great deal of harm in
a list of independent covariates, and this variable added no significant relationships with
child psychiatric disorders.

5. Discussion

This study examined the psychiatric and psychosocial effects of two disasters of
different types on children in relation to adult family members using structured diagnostic
interviews to assess both children and members of their families. Both disaster-related
PTSD and any incident psychiatric disorder in children were significantly associated with
these two same diagnosis variables, respectively in their main caregivers, controlling for
other relevant variables including type of disaster. In these models, the associations of
these disorders in children and their main caregivers, however, held only for mothers
specifically and was not the case for fathers.

This study’s finding that disaster mental health outcomes in children is linked to
their parents’ mental health responses has also been found in other studies. Other studies
have reported that children’s posttraumatic stress symptoms, other psychiatric symp-
toms, and difficulties functioning were associated with parental posttraumatic stress
symptoms [11,12,31–36]. Prior studies have also reported that children’s posttraumatic
stress symptoms, school behavior and academic problems, and/or diminished school
functioning were associated with parental postdisaster psychopathology [13–15,21]. The
current study is the first disaster study to examine the association of child and parent
psychopathology using structured diagnostic interviews in children as well as their par-
ents, and it was also the first to show that child and parent psychosocial outcomes were
associated specifically examining child and parent postdisaster psychiatric disorders.

A number of studies have found child outcomes to be associated with their mother’s
outcomes; few studies, however, examined fathers as well as mothers [12–16,37]. Stud-
ies assessing both mothers and fathers, even those using the same methodology and
assessment tools [13–15], have yielded inconsistent results. For example, only maternal
psychopathology was associated with children’s reactions to the United States Embassy
bombing in Nairobi Kenya [15]. Only maternal psychiatric disorder predicted behavior
changes in children after the September 11 (9/11) attacks; however, both maternal and
paternal symptoms after 9/11 were associated with their children’s posttraumatic stress
symptoms, suggesting independent influences of maternal and paternal factors on chil-
dren’s disaster outcomes [14]. Possible distinctive maternal and paternal contributions
to child outcomes are further supported by a study of a composite sample of children
and parents following natural and manmade disasters in which maternal postdisaster
psychopathology was associated with child postdisaster behavior changes and decline
in school grades, and paternal postdisaster psychopathology was associated with child
disaster-related posttraumatic stress symptoms [13].

Clearly, the existing literature provides strong evidence that children’s and their
parents’ mental health outcomes of disasters are related. Some authors have specu-
lated that this relationship is in part a natural function of the influences that parents
have on their children in general, mediated through both genetic and environmental
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pathways [14,15,38,39]. In the postdisaster setting, parents who are struggling with their
own emotional adjustment may negatively affect their children’s adjustment through un-
healthy role modeling, impaired parenting behaviors, inadequate support of their children,
and inability to provide basic resources [14,15,38–44]. Mothers may have greater influence
than fathers on their children’s disaster mental health because of the greater amount of time
that mothers spend with their children, their chief caregiver role, and their more nurturing
characteristics [15,45–48].

It is possible that the relationship between child and parent mental health outcomes
of disaster is not just a function of how parents may affect their children, but also how
children may affect their parents in the postdisaster setting. Especially for parents who
are dealing with their own problems and distress after a disaster, their burdens may be
increased by the greater needs of their children. The distress of their children may further
add to their parents’ distress directly, through being more difficult to parent, and through
the realization of not having protected their children from harm [12,49–54].

It has been concluded in the general literature that the well-established associations
between child and parent mental health represent causal relationships that are bidirec-
tional, i.e., not only may parents’ emotional and behavioral states influence their children’s
adjustment, but that there may be reciprocal effects of children’s emotional and behav-
ioral states on their parents. Additionally, there may be reciprocal interactions between
children’s and parents’ effects on one another within these two opposite pathways of
influence [55,56]. Unfortunately, most studies examining associations between children’s
and parents’ disaster-associated psychosocial outcomes used research designs limited to
examining associations but not causal effects.

Few studies have used research designs appropriate to examine causal relationships
within the associations between children’s and their parent’s disaster mental health out-
comes by collecting prospective longitudinal data on child and parent outcomes. For
example, studies have found that parents’ posttraumatic stress symptoms at one year were
associated with their children’s psychiatric symptoms approximately three years after the
disaster, possibly representing a causal relationship between the earlier parental symptoms
and their children’s later symptoms [11,35]. A study of the Great East Japan Earthquake
found that parent posttraumatic stress symptoms one year after the disaster were associated
with child internalizing behavioral problems at two years, suggesting effects of parents’
reactions on their children [11]. Other studies have examined the association of children’s
and parents’ symptoms in the opposite temporal direction. One of these studies found that
children’s intrusion symptoms at one year contributed to their parents’ intrusion symp-
toms at approximately three years, possibly representing a causal relationship between
the earlier children’s symptoms and their parents’ later symptoms [35]. Another study
that found independent prediction of children’s later posttraumatic stress symptoms by
both maternal and paternal posttraumatic stress symptoms after the Wenshuan earthquake
further reported that the children’s posttraumatic stress symptoms prospectively predicted
later posttraumatic stress symptoms in their mothers (but not fathers), suggesting a causal
role of parental posttraumatic stress symptoms in the development of posttraumatic stress
symptoms in their children [16]. A cross-sectional study of child-parent pairs following
an earthquake in Indonesia found evidence that parental posttraumatic stress symptoms
may have influenced their children’s general psychological distress but no evidence that
children’s posttraumatic stress influenced their parents’ general distress [12].

The current study showed no differences between exposure to flood or dioxin in
the development of disaster-related PTSD and incident disorders in either children or
their adult household members. Consistent with these findings, two prior studies have
also determined that it was predominantly the magnitude and scope of disasters rather
than their typology (e.g., natural disaster versus technological accident) that provided the
greatest contribution to the development of disaster-related PTSD among survivors [57,58].
However, more parents in households exposed only to floods than in households exposed
only to dioxin reported subjective appraisals of great harm caused to them. Therefore, even
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though these two different types of disaster did not have different psychiatric effects, they
did differ in subjective appraisals. It may be that the greater subjective harm perceived from
flood is that flood waters produce immediate and tangible physical effects, whereas dioxin
is invisible and harmful effects from it such as cancer and other medical problems may not
be apparent for many years, perhaps even never [59]. The discordance between reported
subjective harm from a disaster and objectively measured postdisaster psychopathology
suggests that subjective disaster responses might be sensitive to the effects of different
types of disasters in ways not evident in the development of psychiatric illness.

Consistent with these findings, a meta-analysis found little difference in children’s
posttraumatic stress reactions to natural vs. human-made disasters; rather, the operative
factors were death toll and other related factors such as proximity, personal loss, perceived
threat, and distress [60]. Little research has addressed exposure to both natural and
manmade events in children [61], and few studies have used consistent methodology and
assessment tools to compare children across disaster types with the scientific rigor of the
current study. One study used the same survey to assess children exposed to Hurricane
Katrina and children seeking asylum in Germany [62]. In that study, the refugee children,
who had more severe trauma exposures, also had worse psychological outcomes. In both
groups of children, their psychological outcomes were significantly associated with their
trauma exposures, but this relationship was more pronounced in the refugee population.

The most noteworthy methodological strengths of this study were the size of the
sample (N = 562); the high participation rate (87%) of the families in the study; the use
of structured psychiatric interviews for both children and adults in the same families,
including both mothers and fathers; and the control for the linkage of multiple children
in families in the multivariate models. No previous studies have provided structured
diagnostic interviews of both parents and their children in a large sample of disaster-
exposed families; most of the research on this topic has used symptom scales or measured
nondiagnostic constructs.

Most child disaster studies, especially studies examining the associations between
parent and child outcomes, have focused on posttraumatic stress outcomes. The finding
of an association of any psychiatric disorder, as well as PTSD, between children and
parents highlights the importance of assessing the range of psychiatric disorders that
children and parents may experience, rather than focusing exclusively on posttraumatic
stress outcomes. Additional strengths of this study were the collection of diagnostic
data on children using both child and parent interviews. Using parent as well as child
interviews assessing child disorders provided more complete information on the children’s
internalizing disorders, as it has been well established generally that parent’s underestimate
their children’s internalizing disorders relative to their children’s assessment of their own
psychopathology [63–65]. To our knowledge, this disaster study is the first to demonstrate
the parental under-recognition of their children’s internalizing disorders in a disaster-
exposed sample using structured diagnostic interviews, although previously noted in an
article using pilot data from this study [21]. Additionally, the collection of diagnostic data
on both mothers and fathers in this study allowed comparisons of associations of child
psychopathology with maternal and paternal psychopathology separately.

Another important strength of this study is the collection of diagnosis data relative
to the timing of the disasters, providing not only lifetime and predisaster diagnoses but
also postdisaster prevalence and incidence. The importance of incident diagnosis is that if
the disorder had been present before the disaster, it could not be a product of the disaster
exposure, and postdisaster prevalence includes a high proportion of cases that pre-existed
and are likely unrelated to the disaster. This study is therefore unique in providing a large
and representative disaster sample of children and their parents with diagnostic interview
data in both children and their parents and other adult family members for comparison of
child and parent disaster-related disorders.

A major limitation to this study is the number of years elapsed since the collection
of the data, thus raising concern about the relevance of the data to current knowledge.
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Despite important advances in disaster preparedness and response in the three intervening
decades that may have influenced survivors’ disaster reactions and recovery, the current
study addresses knowledge gaps, especially in associations between child and parent
psychopathology and effects of disaster type, that have not been clarified in research
conducted since then. In particular, few studies have used diagnostic interviews to assess
both fathers and mothers and especially children and have generated inconsistent findings
providing a need for this research with its methodological rigor of assessment.

Enthusiasm about the relevance of the current study’s data might be diminished by
the changes in the diagnostic criteria over time; however, the disorders remain essentially
the same constructs in human psychopathology. Further, there has little change to the
criteria of many major disorders such as depressive disordes, although PTSD criteria have
evolved considerably [66]. Many aspects of life have changed in the intervening decades,
but the raw experience of exposure to disaster trauma is likely more stable than changed
over these decades, and the findings likely have pertinence in the present time.

The nonparticipation of more than one-third of family members in the household
may have also contributed to underestimation of postdisaster psychopathology because
nonparticipants are commonly found to have more psychopathology than participants in
research [67,68]. Additionally, the data for this study were collected four years after the
disaster, which may have resulted in underestimations of postdisaster psychopathology
through memory fading over time; however, other research from another sample from
this same disaster conducted three years before the current study also found little to no
PTSD [17,18,21,69]. Potential underestimation of psychopathology in this study might help
explain why the identified rates of disaster-related PTSD were not higher than 7% in the
children and 4% in the parents. Despite the low statistical power in such low numbers with
PTSD, these variables demonstrated measurable associations between the children and
their parents in multivariate models.

This study’s findings have potentially useful implications for mental health interven-
tion in families with children after disasters. As parents in this and other research studies
have been found to underrecognize internalizing symptoms and disorders in their children,
the importance of interviewing children directly about their own symptoms after disasters
will undoubtedly also be important for the assessment of children in clinical settings. A
major finding from this study of psychiatric disorders in children from households in the
path of community disasters, demonstrating that disorders in children were associated with
psychiatric disorders in their adult family members, suggests the importance of inclusion
of the family unit, especially parents, in psychiatric assessment and care for children in
community-wide disasters, as their psychopathology may be intertwined. Even though this
and other studies have not been able to determine causal mechanisms in these relationships
that might inform specific interventional directions, the importance of the family unit in
clinical care is clearly evident, with need for comprehensive evaluation and/or formal
intervention including individual and/or family focused interventions when appropriate.
Family interventions offer an opportunity to identify serious problems in individual family
members who may need individual assessment and treatment. Decisions about the choice
of individual or family interventions, or both, will be ideally based on the mental health
and needs of individual family members and on family functioning.

Further research is needed to examine the differential influence of maternal and
paternal psychopathology on children’s outcomes and to explore comprehensively the
factors that may account for those differences. More studies are needed to explore the
determinants of potential bidirectional influence including specific dynamics of the parent-
child relationship and interactions, aspects of parenting, and the family environment and
family functioning in children’s and parents’ outcomes. Additional research is needed
to determine specific advantages of child-focused, parent-focused, and/or family based
interventions in the disaster context.

In adults in particular, biological underpinnings of PTSD have been demonstrated,
which involve the hypothalamus-pituitary-adrenal (HPA) axis, neural circuitry of the lim-
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bic system, especially the amygdala, the prefrontal cortex, and the hippocampus, and
its connections to the parahippocampal gyrus, orbitofrontal cortex, sensorimotor cortex,
thalamus, and anterior cingulate cortex. The neuropathological findings in PTSD reflect
excessive activation of the amygdala coupled with an underactive medial prefrontal cortex
coupled with insufficient inhibition of strong responses to threat of danger from the amyg-
dala [70–73]. Biological correlates of child disaster outcomes have also been considered [74].
Further research is needed into neuropathological mechanisms of stress responses and
PTSD in children, and into their relationships with these responses in other family members,
especially parents.

Author Contributions: Conceptualization, C.S.N.; Data curation, V.K. and F.C.; Formal analysis,
M.H.L.; Project administration, C.S.N.; Software, M.H.L.; Writing—original draft, M.H.L. and C.S.N.;
Writing—review & editing, B.P., R.P. and C.S.N. All authors have read and agreed to the published
version of the manuscript.

Funding: This research was funded by National Institute of Mental Health, grant number: MH40025.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Institutional Review Board of Washington University
(protocol code 8411838 and date of 20 March 1984).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data from this study are not publicly available.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Goldmann, E.; Galea, S. Mental health consequences of disasters. Annu. Rev. Public Health 2014, 35, 169–183. [CrossRef]
2. Dyregrov, A.; Yule, W.; Olff, M. Children and natural disasters. Eur. J. Psychotraumatol. 2018, 9, 1500823. [CrossRef] [PubMed]
3. Danese, A.; Smith, P.; Chitsabesan, P.; Dubicka, B. Child and adolescent mental health amidst emergencies and disasters. Br. J.

Psychiatry 2020, 216, 159–162. [CrossRef] [PubMed]
4. Lowe, S.R.; Bonumwezi, J.L.; Valdespino-Hayden, Z.; Galea, S. Posttraumatic Stress and Depression in the Aftermath of

Environmental Disasters: A Review of Quantitative Studies Published in 2018. Curr. Environ. Health Rep. 2019, 6, 344–360.
[CrossRef]

5. Kar, N. Depression in Youth Exposed to Disasters, Terrorism and Political Violence. Curr. Psychiatry Rep. 2019, 21, 73. [CrossRef]
6. Lai, B.S.; Lewis, R.; Livings, M.S.; La Greca, A.M.; Esnard, A.M. Posttraumatic Stress Symptom Trajectories Among Children

After Disaster Exposure: A Review. J. Trauma. Stress 2017, 30, 571–582. [CrossRef]
7. Masten, A.S. Resilience of children in disasters: A multisystem perspective. Int. J. Psychol. 2021, 56, 1–11. [CrossRef] [PubMed]
8. Mohammadinia, L.; Ardalan, A.; Khorasani-Zavareh, D.; Ebadi, A.; Malekafzali, H.; Fazel, M. Domains and Indicators of Resilient

Children in Natural Disasters: A Systematic Literature Review. Int. J. Prev. Med. 2018, 9, 54. [CrossRef]
9. Fothergill, A. Children, Youth, and Disaster. In Oxford Research Encyclopedia of Natural Hazard Science; Oxford University Press:

Oxford, UK, 2017. [CrossRef]
10. Peek, L.; Abramson, D.M.; Cox, R.S.; Fothergill, A.; Tobin, J. Children and Disasters. In Handbook of Disaster Research; Rodríguez,

H., Donner, W., Trainor, J., Eds.; Springer: Cham, Switzerland, 2018. [CrossRef]
11. Honda, Y.; Fujiwara, T.; Yagi, J.; Homma, H.; Mashiko, H.; Nagao, K.; Okuyama, M.; Ono-Kihara, M.; Kihara, M. Long-Term

Impact of Parental Post-Traumatic Stress Disorder Symptoms on Mental Health of Their Offspring After the Great East Japan
Earthquake. Front. Psychiatry 2019, 10, 496. [CrossRef] [PubMed]

12. Juth, V.; Silver, R.C.; Seyle, D.C.; Widyatmoko, C.S.; Tan, E.T. Post-Disaster Mental Health Among Parent-Child Dyads after a
Major Earthquake in Indonesia. J. Abnorm Child. Psychol. 2015, 43, 1309–1318. [CrossRef] [PubMed]

13. North, C.S.; Mendoza, S.; Simic, Z.; Pfefferbaum, B. Parent-reported behavioral and emotional responses of children to disaster
and parental psychopathology. J. Loss Trauma 2018, 23, 303–316. [CrossRef]

14. Pfefferbaum, B.; Simic, Z.; North, C.S. Parent-Reported Child Reactions to the September 11, 2001 World Trade Center Attacks
(New York USA) in Relation to Parent Post-Disaster Psychopathology Three Years After the Event. Prehosp. Disaster Med. 2018, 33,
558–564. [CrossRef] [PubMed]

15. Pfefferbaum, B.; North, C.S.; Narayanan, P.; Dumont, C.E. The relationship between maternal psychopathology and parental
perceptions of their children’s reactions in survivors of the 1998 US Embassy bombing in Nairobi, Kenya. Ann. Clin. Psychiatry
2019, 31, 260–270. [PubMed]

16. Shi, X.; Zhou, Y.; Geng, F.; Li, Y.; Zhou, J.; Lei, B.; Chen, S.; Chen, X.; Fan, F. Posttraumatic stress disorder symptoms in parents
and adolescents after the Wenchuan earthquake: A longitudinal actor-partner interdependence model. J. Affect. Disord 2018, 226,
301–306. [CrossRef]

http://doi.org/10.1146/annurev-publhealth-032013-182435
http://doi.org/10.1080/20008198.2018.1500823
http://www.ncbi.nlm.nih.gov/pubmed/30128084
http://doi.org/10.1192/bjp.2019.244
http://www.ncbi.nlm.nih.gov/pubmed/31718718
http://doi.org/10.1007/s40572-019-00245-5
http://doi.org/10.1007/s11920-019-1061-9
http://doi.org/10.1002/jts.22242
http://doi.org/10.1002/ijop.12737
http://www.ncbi.nlm.nih.gov/pubmed/33325580
http://doi.org/10.4103/ijpvm.IJPVM_1_18
http://doi.org/10.1093/acrefore/9780199389407.013.23
http://doi.org/10.1007/978-3-319-63254-4_13
http://doi.org/10.3389/fpsyt.2019.00496
http://www.ncbi.nlm.nih.gov/pubmed/31404309
http://doi.org/10.1007/s10802-015-0009-8
http://www.ncbi.nlm.nih.gov/pubmed/25851238
http://doi.org/10.1080/15325024.2018.1443710
http://doi.org/10.1017/S1049023X18000869
http://www.ncbi.nlm.nih.gov/pubmed/30295206
http://www.ncbi.nlm.nih.gov/pubmed/31675387
http://doi.org/10.1016/j.jad.2017.10.011


Behav. Sci. 2021, 11, 46 16 of 18

17. Robins, L.N.; Fischbach, R.L.; Smith, E.; Cottler, L.B.; Solomon, S.D.; Goldring, E. Impact of Disaster on Previously Assessed
Mental Health. In Disaster Stress Studies: New Methods and Findings; Shore, J.H., Ed.; American Psychiatric Press: Washington, DC,
USA, 1986; pp. 22–48.

18. Smith, E.M.; Robins, L.N.; Pryzbeck, T.R.; Goldring, E.; Solomon, S.D. Psychosocial Consequences of a Disaster. In Disaster Stress
Studies: New Methods and Findings; Shore, J.H., Ed.; American Psychiatric Press: Washington, DC, USA, 1986; pp. 50–76.

19. Marinkovic, N.; Pasalic, D.; Ferencak, G.; Grskovic, B.; Stavljenic Rukavina, A. Dioxins and human toxicity. Arch. Ind. Hyg. Toxicol.
2010, 61, 445–453. [CrossRef] [PubMed]

20. Little, J. A Town, a Flood, and Superfund: Looking Back at the Times Beach Disaster Nearly 40 Years Later; Agency, E.P., Ed.; EPA in
Missouri (EPA.gov): Saint Louis, MO, USA, 2020.

21. Earls, F.; Smith, E.; Reich, W.; Jung, K.G. Investigating psychopathological consequences of a disaster in children: A pilot study
incorporating a structured diagnostic interview. J. Am. Acad Child. Adolesc. Psychiatry 1988, 27, 90–95. [CrossRef]

22. Suris, A.; Holliday, R.; North, C.S. The Evolution of the Classification of Psychiatric Disorders. Behav. Sci. (Basel) 2016, 6, 5.
[CrossRef] [PubMed]

23. Robins, E.; Guze, S.B. Establishment of diagnostic validity in psychiatric illness: Its application to schizophrenia. Am. J. Psychiatry
1970, 126, 983–987. [CrossRef] [PubMed]

24. North, C.S.; Yutzy, S.H. Evolution of Psychiatric Diagnosis. In Goodwin and Guze’s Psychiatric Diagnosis, 6th ed.; Oxford University
Press: New York, NY, USA, 2010; pp. 1–9.

25. Guze, S.B. Nature of psychiatric illness: Why psychiatry is a branch of medicine. Compr. Psychiatry 1978, 19, 295–307. [CrossRef]
26. Robins, L.N.; Smith, E.M. Diagnostic Interview Schedule/Disaster Supplement; Washington University: St. Louis, MO, USA, 1983.
27. Robins, L.N.; Helzer, J.E.; Ratcliff, K.S.; Seyfried, W. Validity of the diagnostic interview schedule, version II: DSM-III diagnoses.

Psychol. Med. 1982, 12, 855–870. [CrossRef]
28. Herjanic, B.; Reich, W. Development of a structured psychiatric interview for children: Agreement between child and parent on

individual symptoms. J. Abnorm. Child Psychol. 1982, 10, 307–324. [CrossRef]
29. Reich, W.; Herjanic, B.; Welner, Z.; Gandhy, P.R. Development of a structured psychiatric interview for children: Agreement on

diagnosis comparing child and parent interviews. J. Abnorm. Child Psychol. 1982, 10, 325–336. [CrossRef]
30. Welner, Z.; Reich, W.; Herjanic, B.; Jung, K.G.; Amado, H. Reliability, validity, and parent-child agreement studies of the Diagnostic

Interview for Children and Adolescents (DICA). J. Am. Acad. Child Adolesc. Psychiatry 1987, 26, 649–653. [CrossRef]
31. Dyb, G.; Jensen, T.K.; Nygaard, E. Children’s and parents’ posttraumatic stress reactions after the 2004 tsunami. Clin. Child

Psychol. Psychiatry 2011, 16, 621–634. [CrossRef] [PubMed]
32. Spell, A.W.; Kelley, M.L.; Wang, J.; Self-Brown, S.; Davidson, K.L.; Pellegrin, A.; Palcic, J.L.; Meyer, K.; Paasch, V.; Baumeister, A.

The moderating effects of maternal psychopathology on children’s adjustment post-Hurricane Katrina. J. Clin. Child Adolesc.
Psychol. 2008, 37, 553–563. [CrossRef] [PubMed]

33. Jones, R.T.; Ribbe, D.P.; Cunningham, P.B.; Weddle, J.D.; Langley, A.K. Psychological impact of fire disaster on children and their
parents. Behav. Modif. 2002, 26, 163–186. [CrossRef] [PubMed]

34. Samuelson, K.W.; Wilson, C.K.; Padron, E.; Lee, S.; Gavron, L. Maternal PTSD and Children’s Adjustment: Parenting Stress and
Emotional Availability as Proposed Mediators. J. Clin. Psychol. 2017, 73, 693–706. [CrossRef] [PubMed]

35. Winje, D.; Ulvik, A. Long-term outcome of trauma in children: The psychological consequences of a bus accident. J. Child Psychol.
Psychiatry 1998, 39, 635–642. [PubMed]

36. Mirzamani, M.; Bolton, D. PTSD symptoms of mothers following occurrence of a disaster affecting their children. Psychol. Rep.
2002, 90, 431–438. [CrossRef]

37. Kilic, C.; Kilic, E.Z.; Aydin, I.O. Effect of relocation and parental psychopathology on earthquake survivor-children’s mental
health. J. Nerv. Ment. Dis. 2011, 199, 335–341. [CrossRef]

38. Lambert, J.E.; Holzer, J.; Hasbun, A. Association between parents’ PTSD severity and children’s psychological distress: A
meta-analysis. J. Trauma. Stress 2014, 27, 9–17. [CrossRef]

39. Masten, A.S.; Narayan, A.J. Child development in the context of disaster, war, and terrorism: Pathways of risk and resilience.
Annu. Rev. Psychol. 2012, 63, 227–257. [CrossRef] [PubMed]

40. Fremont, W.P. Childhood reactions to terrorism-induced trauma: A review of the past 10 years. J. Am. Acad. Child Adolesc.
Psychiatry 2004, 43, 381–392. [CrossRef] [PubMed]

41. Bonanno, G.A.; Brewin, C.R.; Kaniasty, K.; Greca, A.M. Weighing the Costs of Disaster: Consequences, Risks, and Resilience in
Individuals, Families, and Communities. Psychol. Sci. Public Interest 2010, 11, 1–49. [CrossRef]

42. Kerns, C.E.; Elkins, R.M.; Carpenter, A.L.; Chou, T.; Green, J.G.; Comer, J.S. Caregiver distress, shared traumatic exposure, and
child adjustment among area youth following the 2013 Boston Marathon bombing. J. Affect. Disord. 2014, 167, 50–55. [CrossRef]
[PubMed]

43. Salmon, K.; Bryant, R.A. Posttraumatic stress disorder in children: The influence of developmental factors. Clin. Psychol. Rev.
2002, 22, 163–188. [CrossRef]

44. Compas, B.E.; Epping, J.E. Stress and Coping in Children and Families: Implications for Children Coping with Disaster. In
Children and Disasters; Saylor, C.F., Ed.; Plenum Press: New York, NY, USA, 1993; pp. 11–28.

45. Bögels, S.; Phares, V. Fathers’ role in the etiology, prevention and treatment of child anxiety: A review and new model. Clin.
Psychol. Rev. 2008, 28, 539–558. [CrossRef] [PubMed]

http://doi.org/10.2478/10004-1254-61-2010-2024
http://www.ncbi.nlm.nih.gov/pubmed/21183436
http://doi.org/10.1097/00004583-198801000-00014
http://doi.org/10.3390/bs6010005
http://www.ncbi.nlm.nih.gov/pubmed/26797641
http://doi.org/10.1176/ajp.126.7.983
http://www.ncbi.nlm.nih.gov/pubmed/5409569
http://doi.org/10.1016/0010-440X(78)90012-3
http://doi.org/10.1017/S0033291700049151
http://doi.org/10.1007/BF00912324
http://doi.org/10.1007/BF00912325
http://doi.org/10.1097/00004583-198709000-00007
http://doi.org/10.1177/1359104510391048
http://www.ncbi.nlm.nih.gov/pubmed/21565871
http://doi.org/10.1080/15374410802148210
http://www.ncbi.nlm.nih.gov/pubmed/18645746
http://doi.org/10.1177/0145445502026002003
http://www.ncbi.nlm.nih.gov/pubmed/11961911
http://doi.org/10.1002/jclp.22369
http://www.ncbi.nlm.nih.gov/pubmed/27487248
http://www.ncbi.nlm.nih.gov/pubmed/9690927
http://doi.org/10.2466/pr0.2002.90.2.431
http://doi.org/10.1097/NMD.0b013e3182174ffa
http://doi.org/10.1002/jts.21891
http://doi.org/10.1146/annurev-psych-120710-100356
http://www.ncbi.nlm.nih.gov/pubmed/21943168
http://doi.org/10.1097/00004583-200404000-00004
http://www.ncbi.nlm.nih.gov/pubmed/15187798
http://doi.org/10.1177/1529100610387086
http://doi.org/10.1016/j.jad.2014.05.040
http://www.ncbi.nlm.nih.gov/pubmed/25082114
http://doi.org/10.1016/S0272-7358(01)00086-1
http://doi.org/10.1016/j.cpr.2007.07.011
http://www.ncbi.nlm.nih.gov/pubmed/17854963


Behav. Sci. 2021, 11, 46 17 of 18

46. Morris, A.; Gabert-Quillen, C.; Delahanty, D. The association between parent PTSD/depression symptoms and child PTSD
symptoms: A meta-analysis. J. Pediatr. Psychol. 2012, 37, 1076–1088. [CrossRef]

47. Jansen, M.; Bodden, D.H.M.; Muris, P.; van Doorn, M.; Granic, I. Measuring Anxiety in Children: The Importance of Separate
Mother and Father Reports. Child Youth Care Forum 2017, 46, 643–659. [CrossRef]

48. Bornstein, M.H.; Putnick, D.L. Mothers’ and Fathers’ Parenting Practices with Their Daugters and Sons in Low- and Middle-
Income Countries. Monogr. Soc. Res. Child Dev. 2016, 81, 60–77. [CrossRef]

49. Mirzamani, M.; Bolton, D. Mothers’ psychological adjustment following disaster affecting their children. J. Psychol. 2003, 137,
54–62. [CrossRef]

50. Koplewicz, H.S.; Vogel, J.M.; Solanto, M.V.; Morrissey, R.F.; Alonso, C.M.; Abikoff, H.; Gallagher, R.; Novick, R.M. Child and
parent response to the 1993 World Trade Center bombing. J. Trauma. Stress 2002, 15, 77–85. [CrossRef]

51. Cobham, V.E.; McDermott, B.; Haslam, D.; Sanders, M.R. The Role of Parents, Parenting and the Family Environment in Children’s
Post-Disaster Mental Health. Curr. Psychiatry Rep. 2016, 18, 53. [CrossRef] [PubMed]

52. Phillips, D.; Featherman, D.L.; Liu, J. Children as an Evocative Influence on Adults’ Reactions to Terrorism. Appl. Dev. Sci. 2004, 8,
195–210. [CrossRef]

53. Solomon, S.D.; Bravo, M.; Rubio-Stipec, M.; Canino, G. Effect of Family Role on Response to Disaster. J. Trauma. Stress 1993, 6,
255–269. [CrossRef]

54. Pfefferbaum, B.; North, C.S. The Association between Parent-Reported Child Disaster Reactions and Posttraumatic Stress Disorder
in Parent Survivors of Disasters and Terrorism. Ann. Clin. Psychiatry 2020, 32, 256–265. [CrossRef] [PubMed]

55. Maccoby, E.E. Parenting and its effects on children: On reading and misreading behavior genetics. Annu. Rev. Psychol. 2000, 51,
1–27. [CrossRef] [PubMed]

56. Klahr, A.M.; Thomas, K.M.; Hopwood, C.J.; Klump, K.L.; Burt, S.A. Evocative gene-environment correlation in the mother-child
relationship: A twin study of interpersonal processes. Dev. Psychopathol. 2013, 25, 105–118. [CrossRef] [PubMed]

57. North, C.S.; Oliver, J.; Pandya, A. Examining a comprehensive model of disaster-related posttraumatic stress disorder in
systematically studied survivors of 10 disasters. Am. J. Public Health 2012, 102, e40–e48. [CrossRef] [PubMed]

58. Briere, J.; Elliott, D. Prevalence, characteristics, and long-term sequelae of natural disaster exposure in the general population. J.
Trauma. Stress 2000, 13, 661–679. [CrossRef]

59. White, S.S.; Birnbaum, L.S. An overview of the effects of dioxins and dioxin-like compounds on vertebrates, as documented in
human and ecological epidemiology. J. Environ. Sci. Health C Environ. Carcinog. Ecotoxicol. Rev. 2009, 27, 197–211. [CrossRef]
[PubMed]

60. Furr, J.M.; Comer, J.S.; Edmunds, J.M.; Kendall, P.C. Disasters and youth: A meta-analytic examination of posttraumatic stress. J.
Consult. Clin. Psychol. 2010, 78, 765–780. [CrossRef] [PubMed]

61. Fuchs, R.; Glaude, M.; Hansel, T.; Osofsky, J.; Osofsky, H. Adolescent risk substance use behavior, posttraumatic stress, depression,
and resilience: Innovative considerations for disaster recovery. Subst. Abus. 2020, 1–8. [CrossRef] [PubMed]

62. Myles, P.; Swenshon, S.; Haase, K.; Szeles, T.; Jung, C.; Jacobi, F.; Rath, B. A comparative analysis of psychological trauma
experienced by children and young adults in two scenarios: Evacuation after a natural disaster vs forced migration to escape
armed conflict. Public Health 2018, 158, 163–175. [CrossRef]

63. Kashani, J.H.; Orvaschel, H.; Burk, J.P.; Reid, J.C. Informant variance: The issue of parent-child disagreement. J. Am. Acad. Child
Psychiatry 1985, 24, 437–441. [CrossRef]

64. Rothen, S.; Vandeleur, C.L.; Lustenberger, Y.; Jeanprétre, N.; Ayer, E.; Gamma, F.; Halfon, O.; Fornerod, D.; Ferrero, F.; Preisig, M.
Parent–child agreement and prevalence estimates of diagnoses in childhood: Direct interview versus family history method. Int.
J. Methods Psychiatr. Res. 2009, 18, 96–109. [CrossRef]

65. Grills, A.E.; Ollendick, T.H. Issues in parent-child agreement: The case of structured diagnostic interviews. Clin. Child Fam.
Psychol. Rev. 2002, 5, 57–83. [CrossRef] [PubMed]

66. North, C.S.; Suris, A.M.; Smith, R.P.; King, R.V. The evolution of PTSD criteria across editions of DSM. Ann. Clin. Psychiatry 2016,
28, 197–208. [PubMed]

67. Haapea, M.; Miettunen, J.; Laara, E.; Joukamaa, M.I.; Jarvelin, M.R.; Isohanni, M.K.; Veijola, J.M. Non-participation in a field
survey with respect to psychiatric disorders. Scand. J. Public Health 2008, 36, 728–736. [CrossRef]

68. North, C.S.; McCutcheon, V.; Spitznagel, E.L.; Smith, E.M. Three-year follow-up of survivors of a mass shooting episode. J. Urban
Health 2002, 79, 383–391. [CrossRef]

69. Solomon, S.D.; Smith, E.M.; Lee Robins, N.; Fischbach, R.L. Social Involvement as a Mediator of Disaster-Induced Stress1. J. Appl.
Soc. Psychol. 1987, 17, 1092–1112. [CrossRef]

70. Aliev, G.; Beeraka, N.M.; Nikolenko, V.N.; Svistunov, A.A.; Rozhnova, T.; Kostyuk, S.; Cherkesov, I.; Gavryushova, L.V.;
Chekhonatsky, A.A.; Mikhaleva, L.M.; et al. Neurophysiology and Psychopathology Underlying PTSD and Recent Insights into
the PTSD Therapies-A Comprehensive Review. J. Clin. Med. 2020, 9, 2951. [CrossRef] [PubMed]

71. McCurry, K.L.; Frueh, B.C.; Chiu, P.H.; King-Casas, B. Opponent Effects of Hyperarousal and Re-experiencing on Affective
Habituation in Posttraumatic Stress Disorder. Biol. Psychiatry Cognit. Neurosci. Neuroimaging 2020, 5, 203–212. [CrossRef]
[PubMed]

72. Harnett, N.G.; Goodman, A.M.; Knight, D.C. PTSD-related neuroimaging abnormalities in brain function, structure, and
biochemistry. Exp. Neurol. 2020, 330, 113331. [CrossRef] [PubMed]

http://doi.org/10.1093/jpepsy/jss091
http://doi.org/10.1007/s10566-017-9402-5
http://doi.org/10.1111/mono.12226
http://doi.org/10.1080/00223980309600599
http://doi.org/10.1023/A:1014339513128
http://doi.org/10.1007/s11920-016-0691-4
http://www.ncbi.nlm.nih.gov/pubmed/27086314
http://doi.org/10.1207/s1532480xads0804_3
http://doi.org/10.1002/jts.2490060208
http://doi.org/10.12788/acp.0008
http://www.ncbi.nlm.nih.gov/pubmed/33125449
http://doi.org/10.1146/annurev.psych.51.1.1
http://www.ncbi.nlm.nih.gov/pubmed/10751963
http://doi.org/10.1017/S0954579412000934
http://www.ncbi.nlm.nih.gov/pubmed/23398756
http://doi.org/10.2105/AJPH.2012.300689
http://www.ncbi.nlm.nih.gov/pubmed/22897543
http://doi.org/10.1023/A:1007814301369
http://doi.org/10.1080/10590500903310047
http://www.ncbi.nlm.nih.gov/pubmed/19953395
http://doi.org/10.1037/a0021482
http://www.ncbi.nlm.nih.gov/pubmed/21114340
http://doi.org/10.1080/08897077.2020.1784357
http://www.ncbi.nlm.nih.gov/pubmed/32813991
http://doi.org/10.1016/j.puhe.2018.03.012
http://doi.org/10.1016/S0002-7138(09)60561-6
http://doi.org/10.1002/mpr.281
http://doi.org/10.1023/A:1014573708569
http://www.ncbi.nlm.nih.gov/pubmed/11993545
http://www.ncbi.nlm.nih.gov/pubmed/27490836
http://doi.org/10.1177/1403494808092250
http://doi.org/10.1093/jurban/79.3.383
http://doi.org/10.1111/j.1559-1816.1987.tb02349.x
http://doi.org/10.3390/jcm9092951
http://www.ncbi.nlm.nih.gov/pubmed/32932645
http://doi.org/10.1016/j.bpsc.2019.09.006
http://www.ncbi.nlm.nih.gov/pubmed/31759868
http://doi.org/10.1016/j.expneurol.2020.113331
http://www.ncbi.nlm.nih.gov/pubmed/32343956


Behav. Sci. 2021, 11, 46 18 of 18

73. Downs, D.L.; North, C.S. Trauma-related disorders. In Overview of Posttraumatic Stress Disorder; Black, D.W., Ed.; Decker
Intellectual Properties, Scientific American Psychiatry: Hamilton, ON, Canada, 2017.

74. Weems, C.F. Biological correlates of child and adolescent responses to disaster exposure: A bio-ecological model. Curr. Psychiatry
Rep. 2015, 17, 51. [CrossRef] [PubMed]

http://doi.org/10.1007/s11920-015-0588-7
http://www.ncbi.nlm.nih.gov/pubmed/25980506

	Introduction 
	Methods 
	Data Analysis 
	Results 
	Discussion 
	References

