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Abstract— Existing literature suggests that a positive 
correlation exists between awe and prosociality and that 
prosociality and aggression are negatively correlated. Young 
children who exhibit aggressive behaviours have a greater risk 
of experiencing peer rejection, delinquency, psychiatric 
illnesses, academic problems, and suicidal behaviours. Current 
treatments typically target clinical aggression and are not 
preventative or effective for young children without developed 
executive functioning skills. As such, creating accessible and 
appropriate preventative treatments for young children at risk 
of future aggressive behaviours or those displaying subclinical 
aggression should be a priority. Since awe is commonly 
experienced in childhood it may be effective in preventing the 
development or worsening of aggressive behaviours in young 
children compared to existing treatments that require cognitive 
reappraisal. Awe could reduce aggressive behaviours by 
promoting prosocial thoughts, curiosity about the world, and 
positive affect. While it is possible that awe does not directly 
influence aggression, its positive relationship with prosociality 
could decrease stress, promote curiosity, induce amusement, 
and foster well-being, which may have spillover effects into 
other domains of functioning and promote positive 
developmental outcomes such as improved family dynamics, 
reduced aggression and increased positive affect. This proposed 
treatment also has the potential to help differentiate children 
who need additional targeted support.  

 
Keywords— Awe, Aggression, Aggressive Behaviours, Children, 

Prevention, Intervention 
 
 

I. THE IMPLICATIONS OF AWE AS A PREVENTATIVE 
TREATMENT FOR YOUNG CHILDREN AT RISK OF 

AGGRESSIVE BEHAVIOURS 

Research suggests that awe is positively correlated with 
prosocial behaviour (Li et al., 2024), and increases prosocial 
tendencies in children (Stamkou et al., 2023). While little 
research has investigated the direct relationship between 
prosociality and aggression, evidence suggests they are 
negatively correlated (Vecchio et al., 2023). This raises the 
possibility that early childhood aggression can be reduced by 
awe. 

A search on APA PsycINFO for “awe” and “prosocial*” 
at the time of this writing resulted in 72 results from 2003 
onwards. The asterisk indicates that any word which begins 
with “prosocial” is used to complete the search (i.e., 
prosocial, prosociality). Of these, 63 have been published in 
academic journals, and only 43 are categorized as being 
empirical. Of the 43, only one study by Stamkou et al. 
(2023), as referenced throughout this paper, is relevant to 

 
 

children under 13 years of age. When searching for “awe” 
and “aggressi*” on APA PsycINFO following the steps 
above, only 8 works appear to have been published in 
academic journals, and none of them are relevant to children 
under 13 years of age. While the positive relationship 
between awe and prosociality has been consistently reported 
(Li et al., 2024), using awe as a preventative treatment to 
reduce aggression in children has not yet been explored. 

Awe in children is characterized by the feeling of being 
small in a vast world and the need to create alternative 
explanations for stimuli that cannot be understood or 
explained by existing mental concepts (Keltner & Haidt, 
2003; Stamkou et al., 2023). Awe typically arises from 
unexpected events that motivate explanation-seeking 
(Valdesolo et al., 2017), and although awe is commonly 
encountered in childhood, little research has explored this 
topic (Aknin et al., 2018). Relatedly, while the scientific 
study of awe is quite new (Allen, 2018), awe has been found 
to increase prosociality, which includes actions recognized to 
benefit others such as providing comfort and sharing 
possessions (Eisenberg et al., 2015; Penner et al., 2005; 
Stamkou et al., 2023; Li et al., 2024). Prosociality has been 
associated with positive developmental outcomes related to 
academic achievement, psychological health, and peer and 
teacher relationships (Buckley et al., 2024; Longobardi et al., 
2021; Padilla-Walker et al., 2014).  

On the other hand, children who exhibit aggressive 
behaviours have a greater risk of developing psychiatric 
concerns such as Oppositional Defiant Disorder (ODD) and 
Conduct Disorder (CD). ODD is characterized by abnormally 
excessive non-compliance or aggressive behaviours, and can 
be followed by CD, which involves serious rule violations or 
harm to people and animals (Baker, 2016). As suggested by a 
recent meta-analysis, 4.6% of children under 19 in high-
income countries have been diagnosed with ODD or CD 
(Barican et al., 2022). Similarly, a study based in Ontario 
found that in 2014, 8.3% of children aged 4–11 had a 
diagnosis of ODD or CD (Georgiades et al., 2019). Children 
may also be at a greater risk of experiencing peer rejection, 
future delinquency, and academic problems (Archer & 
Coyne, 2005; Evans et al., 2019; Liu et al., 2013; Rivenbark 
et al., 2018; Shepard & Dickstein, 2009), and are more likely 
to engage in future suicidal behaviour and substance abuse 
(Evans et al., 2019; Liu et al., 2013; Tremblay et al., 1999).  

Some children are at a greater risk of developing 
aggressive behaviours. They may have risk factors related to 
genetics (Liu et al., 2013), personality traits and temperament 
(Lone & Albotuaiba, 2022; Vanderbilt-Adriance et al., 2015), 
low socioeconomic status (SES), and poor or inconsistent 
parenting (American Psychological Association [APA], 
2014; Girard et al., 2019; Baker, 2016; Campbell, 1995). 
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Other risk factors exist, such as being Indigenous (Vance et 
al., 2022; Beals et al., 1997), and having an incarcerated 
parent (Norman & Enebrink, 2023; Martin, 2017; Thomson 
et al., 2020) or a mother with a history of antisocial 
behaviours (i.e., violations of rules and rights of others; Toro 
et al., 2020) (Tremblay et al., 2004; Hay et al., 2021). The 
likelihood becomes greater when multiple risk factors are 
present (Shepard & Dickstein, 2009).  

However, having a risk factor does not mean a child will 
develop clinically significant aggressive behaviours. 
Protective factors including higher SES, nutrition, 
relationships with adults who are good influences, parental 
warmth and responsivity, and maternal social support (Liu et 
al., 2004; Vanderbilt-Adriance et al., 2015; Williams et al., 
2019) can offset the potential effects of risk factors and 
promote healthy development.  

Although conduct-related concerns are the number one 
reason for children to be referred to mental health services, 
the demand for treatments far exceeds their availability 
(Pikard et al., 2018; Saggar et al., 2019; Shepard & 
Dickstein, 2009).  

II. AWE AS AN EFFECTIVE PREVENTION 

While the relationship between aggression and prosociality 
is complex and still being investigated, some research 
suggests that they are negatively correlated in childhood 
(Vecchio et al., 2023). Since awe is associated with increased 
prosociality (Stamkou et al., 2023; Li et al., 2024), aggressive 
behaviours in young children can potentially be discouraged 
by the experience of awe. This would likely be a more 
pleasant, approachable, and appropriate method than 
interventions such as Cognitive Behavioural Therapy (CBT) 
or Anger Control Training (ACT), which will be discussed in 
further detail later in this paper. Awe may decrease 
aggression by shifting an individual’s attention to the greater 
social world, thereby increasing prosocial thought, by 
decreasing experienced stress, and fostering amusement and 
happiness.  

One study found that children’s prosocial tendencies 
increased after viewing awe-inducing films (Stamkou et al., 
2023). The researchers assessed prosocial behaviour by the 
number of items that participants counted for a food bank and 
the increased number of ticket donations after exposure to 
awe. Children primed with awe acted more prosocially 
because the world seemed more expansive and magical to 
them (Stamkou et al., 2023; Yoshie, 2023). Additionally, this 
effect occurs because awe turns an individual’s attention 
away from themselves and to the social world around them 
(Ejova et al., 2021; Perlin & Li, 2020; Prade & Saroglou, 
2016; Stamkou et al., 2023). Increased prosociality is 
correlated with increased prosocial thought such as ideas 
concerning the well-being of others which may in turn inhibit 
aggression (Vecchio et al., 2023). Thus, by increasing 
prosociality, levels of aggression in children should decrease.  

Moreover, Bai et al. (2021) found that undergraduate 
participants who felt awe reported greater life satisfaction and 
less daily stress. Since life satisfaction and aggression are 
negatively correlated and stress and aggression are positively 
correlated (Chatterjee, 2013; Contreras & Novaco, 2023), 
awe may also be related to aggression through stress. 

Relatedly, awe can reduce the number of negative emotions 
an individual may experience (Koh et al., 2019), which likely 
affects cognition and behaviour.  

At the time of this writing, no experimental study has tried 
to reduce aggression in children by inducing awe, but one 
study by Yang et al. (2016) found that college-aged students 
were less aggressive in a shooter game following exposure to 
awe. This effect occurred because the participants felt smaller 
in an expansive world and felt positive emotions such as 
amusement. Although the generalizability of this paper is 
limited since the participants were not children, it may relate 
to how children could behave less aggressively. The feelings 
of amusement, wonder, and curiosity induced by awe may 
encourage the child to interact with the world in a purposeful 
and novel way as a means to seek new knowledge (Kidd & 
Hayden, 2015), thus, promoting more consideration about the 
consequences of their actions.  

Additionally, it is important to note that some existing 
studies have found inconclusive or contradicting results. 
While Li et al.’s (2024) meta-analysis suggests a moderate 
relationship between awe and prosociality, the researchers 
also describe how some studies did not find an increase in 
prosocial behaviour after exposure to awe.  

Awe as prevention for aggressive behaviours in young 
children should be implemented at the selective or indicated 
level and provided when conduct problems first become 
concerning for families with risk factors. Selective or 
indicated interventions using awe can promote general well-
being and encourage children to view the world with more 
curiosity and wonder (Stamkou et al., 2023; Keltner & Haidt, 
2003). Universal preventions target whole populations 
regardless of risk factors, selective preventions target people 
with heightened risk (i.e., low SES), and indicated 
preventions target those with a high likelihood of a disease 
(i.e., regarding childhood aggression, having a mother with a 
history of antisocial behaviour; Tremblay et al., 2004) (Singh 
et al., 2022). 

Since the feeling of awe is elicited by things that promote 
explanation-seeking such as moving films, beautiful 
artworks, nature, and remarkable human behaviour (Keltner 
& Haidt, 2003; Valdesolo et al., 2017), children may benefit 
from watching demonstrations of helpful behaviours or 
videos that elicit awe (Stamkou et al., 2023). Instructing 
participants to engage in activities that promote awe between 
sessions could be incorporated into the treatment.  

Similarly, hosting treatment sessions in local and easily 
accessible locations like community recreation centers, 
schools, or hospital outpatient facilities may increase 
accessibility (Singh et al., 2022; Yu-Lefler et al., 2023; 
Williams et al., 2020). Hosting group sessions would allow 
more families to participate in the program alongside one or 
two group mediators, and could also allow parents and young 
children to communicate with each other, potentially 
expanding their social network and support systems. 

However, given the dearth of research on this subject 
matter and the challenges associated with developing clinical 
treatments, it is difficult to outline how this treatment may 
proceed. Additional research on this topic can help clinicians 
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and researchers develop a more realistic and empirically 
supported treatment plan. 

III. EXISTING TREATMENTS AND THEIR DEFICIENCIES 

Awe as a preventative treatment should be further 
investigated since many existing treatments target older 
children, have poor accessibility, and are specialized to treat 
clinically significant problem behaviours such as conduct 
disorders.  

Children acquire executive functioning (EF) skills 
between ages 6-8. These skills include a working memory, 
the ability to control attention, and self-control (Best & 
Miller, 2010). Existing treatments previously mentioned like 
CBT and ACT work by manipulating EF skills through 
training the child to reappraise social situations, critically 
challenge their thoughts, and self-regulate their emotions 
(Sukhodolsky et al., 2016). These treatments are based on the 
assumption that the aggressive behaviours being exhibited 
are age-inappropriate, and while that may be true for older 
children, those without developed EF may not understand the 
harm their behaviours cause (Vanderbilt-Adriance et al., 
2015). Thus, while CBT is effective at treating childhood 
aggression, it is only recommended for use in children aged 7 
or older (Matthys & Schutter, 2021; Mohlman & Gorman, 
2005).  

Parent management training programs (PMTs) are also 
used to treat disruptive and aggressive behaviours and work 
in children from birth to 12 years of age (Shepard & 
Dickstein, 2009). PMTs focus on parenting practices such as 
enforcing appropriate discipline, increasing parental 
involvement, breaking coercive interactions by teaching 
communication skills, and encouraging positive parent-child 
interactions (Shepard & Dickstein, 2009; Saggar et al., 2019). 
However, CBT, ACT, and PMTs are often inaccessible due 
to their popularity and effectiveness. 

CBT, ACT, and PMTs entail long waiting times, with 
waitlists for CBT typically reaching 18 weeks in the UK 
(Punton et al., 2022). Similarly, in 2017, children under 19 
years of age in Ontario had to wait an average of almost 10 
weeks for counselling and therapy (Children’s Mental Health 
Ontario, 2020). It is possible that while waiting for treatment, 
families may need to relocate, experience an economic 
burden such as losing a job, or experience additional stressors 
like a family member’s death, all of which can exacerbate the 
child’s aggression as well as any mental and physical health 
challenges the family may be experiencing  (Shepard & 
Dickstein, 2009).  

In addition, these services require access to qualified 
mental health providers and often necessitate physician 
referrals (Pikard et al., 2018; Punton et al., 2022) which 
typically take place when symptoms of an illness start 
negatively impacting daily functioning. This, in effect, 
further delays the onset of treatment. Considering the greater 
risk of negative outcomes, such as developing psychiatric 
concerns, experiencing rejection, delinquency, academic 
problems, and suicidal behaviours (Archer & Coyne, 2005; 
Evans et al., 2019; Liu et al., 2013; Rivenbark et al., 2018, 
Shepard & Dickstein, 2009), developing alternative and 
accessible ways to mitigate aggressive behaviours in early 
childhood is necessary.  

Due to the high demand, children with more severe 
presentations of aggression are typically prioritized (Tran, 
2024; Singh et al., 2021). As a result, these treatments are 
used to manage and reduce clinically significant aggression 
(i.e., ODD and CD) rather than to prevent minor aggressions 
in at-risk children from worsening. While this is not 
necessarily bad, this means that a child’s problematic 
behaviours are often left untreated until they become severe 
enough to require immediate intervention. Children may be 
required to have an ODD or CD diagnosis before being 
admitted into these programs or to receive medical insurance 
coverage for mental health services (Bender, 2019). Though 
some free or low-cost mental health services in Canada 
accept self-referrals (Pikard et al., 2018), not all families live 
near these services or are eligible to participate due to 
stringent eligibility criteria.  

Additionally, untreated aggressive behaviours can 
negatively influence family dynamics and are often 
reinforced by inadequate support (Horwitz et al., 2011), 
making them more difficult to treat (Shepard & Dickstein, 
2009; Baker, 2016). Parents may feel uncertain of what to do 
about their child’s aggressive behaviours (Sisterhen & Wy, 
2023) and may attempt to manage or reduce their child’s 
aggression without seeking professional support. Parents may 
intentionally or unintentionally use coercion or engage in 
inconsistent or harmful parenting practices, which in effect 
increases the risk that their child’s aggressive behaviours 
persist or worsen (Campbell, 1995; Girard et al., 2019; 
Baker, 2016). However, given that there is research to 
support the benefits of early prevention (Singh et al., 2022, 
Moroz et al., 2020), more focus on prevention efforts must be 
made to reduce aggressive behaviours while they are still 
subclinical.  

IV. PREVENTION AND EARLY INTERVENTION SUCCESS 

Finally, prevention efforts exist to prevent the 
development, delay the onset, or prevent a disorder or illness 
from returning, and can also be used to prevent comorbidities 
from developing (Singh et al., 2022). Regarding aggression, 
early treatments often reduce the risk of aggressive 
behaviours, have lasting effects, reduce the need for 
specialized care, and are cost-effective. 

Physical aggression is thought to develop between 12–24 
months of age (Tremblay et al., 1999) while relational forms, 
such as name-calling, are present by age 4 and are thought to 
develop by 36 months (Archer & Coyne, 2005; Casas & 
Bower, 2018). Notably, physical aggression exhibited by 
infants at 6 months of age, as measured by actions like biting 
or kicking, can predict their physical aggression as toddlers 
(Hay et al., 2014). That being said, while the goal may be to 
inflict harm, aggression can also arise from provocation or 
annoyance and may not be intended to deliberately hurt 
others (Murray-Close & Ostrov, 2009; Kruglanski et al., 
2023; Girard et al., 2019).  

While a child’s predisposition to aggression, also known 
as trait aggression, is consistent across time (Kersten & 
Greitemeyer, 2024; Yang et al., 2016; Tremblay & 
Belchevski, 2004), children who participate in prevention 
programs are less likely to develop clinically significant 
concerns since these programs reduce the effects of risk 
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factors (i.e., by teaching coping strategies) and increase or 
strengthen protective factors (i.e., through healthy 
relationships with caring adults) (APA, 2014). Furthermore, 
early prevention efforts yield better outcomes than those 
pursued later in life possibly because childhood is a sensitive 
and vulnerable time of rapid development (Tremblay et al., 
2004; Singh et al., 2022; Colizzi et al., 2020). 

Related to the universal, selective, and targeted categories 
mentioned earlier, preventions can also be categorized as 
primary, secondary, or tertiary. Primary preventions target 
the general public or people at risk of an illness, secondary 
preventions aim to mitigate the effects of a disorder early to 
prevent it from worsening, and tertiary preventions focus on 
treatment and recovery (Singh et al., 2022; Perski et al., 
2017).  

Tobin & Sugai (2005) examined primary, secondary, and 
tertiary prevention adaptations of Positive Behavior Support 
which is intended for young children at risk of behavioural 
problems. The researchers found that primary prevention, a 
school-wide effort to reinforce appropriate behaviours, was 
effective for 60% of participants. Teacher ratings of students’ 
self-control increased after primary and secondary 
prevention, while cooperation increased greatly after 
secondary prevention. Internalizing behaviours such as 
rumination, depression, worry, or social isolation, and 
externalizing behaviours like tantrums, aggression, 
hyperactivity, or impulsivity (Vergunst et al., 2023) 
decreased while academic performance increased on all 
prevention levels. To further support the effectiveness of 
preventions, one meta-analysis reports that the majority of 
selected and indicated preventions for childhood aggressive 
behaviours had at least small effect sizes (Hendricks et al., 
2018). 

Similarly, home visitation programs for low-income, 
unmarried women have resulted in positive outcomes such as 
reduced instances of child abuse and neglect 15 years later, 
suggesting that prevention efforts also have long-lasting 
effects (Olds et al., 1997). Likewise, the Incredible Years 
program, an early PMT intervention that works with parents 
of children aged 3–8 with ODD symptoms, demonstrates that 
improvements in the child’s conduct in home and school 
settings can be maintained for at least 2 years after treatment 
ends (Maag & Katsiyannis, 2010; Shepard & Dickstein, 
2009; Reid et al., 2003). While the Incredible Years program 
is not a prevention program, it is included to demonstrate that 
early efforts to prevent or mitigate harm can have lasting 
impacts.  

Prevention efforts greatly reduce the need for specialized 
considerations like case management or mental health 
treatment teams since they target people who have yet to 
develop problematic behaviours. Thus, less extensive training 
is required for service providers, and trained volunteers can 
assist mental healthcare workers like social workers or 
registered clinical counsellors in providing preventative care. 
Additionally, prevention programs can be as short as one 
session (Shepard & Dickstein, 2009) and take place in 
community centres or local schools (Singh et al., 2022; Yu-
Lefler et al., 2023; Williams et al., 2020). As a result, 
prevention efforts are more cost-effective than interventions 
(Singh et al., 2022; APA, 2014; Moroz et al., 2020). 

Given the poor mental and physical health associated 
with aggressive behaviours in children, families with 
aggressive children on average utilize more healthcare 
services than families with less aggressive children 
(Raaijmakers et al., 2011; Rivenbark et al., 2018). By age 28, 
people with CD are estimated to cost 10 times more than 
people without CD (Scott et al., 2001). These costs are 
attributed to factors like housing and residential care, 
healthcare, government benefits, divorce, special education, 
inpatient services, and crime (Scott et al., 2001; Rivenbark et 
al., 2018; Foster et al., 2005). By working with concerned 
families before children develop and receive diagnoses for 
ODD or CD, the potential future economic burden of 
clinically significant aggression can be reduced.  

V. LIMITATIONS AND FUTURE DIRECTIONS 
As mentioned at the beginning of this paper, very little 

research has explored this topic. It is hard to know if awe can 
effectively reduce aggression in children, and more research 
is necessary to better conceptualize awe in children, the 
relationship between awe and aggression, and the relationship 
between prosociality and aggression.  

Relatedly, one treatment cannot mitigate all types of 
aggressive behaviours in children, given their complexity and 
the intricacies of childhood development (Murray-Close & 
Ostrov, 2009; Colizzi et al., 2020). Aggressive behaviours are 
subject to individual differences and become more varied 
with age (Underwood et al., 2009). In addition, aggression is 
heavily influenced by interactions between biological and 
environmental factors (Shepard & Dickstein, 2009) and 
targeting childhood aggressive behaviours through awe may 
be ineffective when issues such as parental job instability, 
child abuse, interparental violence, inadequate housing, 
racism, discrimination, and immigration are concerned 
(Cavell et al., 2023; Afifi et al., 2009; Boden et al., 2010). 
Aggressive behaviours are also related to the quality of the 
parent-child relationship and parental involvement. This is 
partly why PMT programs are so effective (Lakhdir et al., 
2020, Shepard & Dickstein, 2009; Saggar et al., 2019).  

While prevention efforts for aggression are effective, they 
are not common in part due to the ambiguity of subclinical 
and clinical presentations. Mental disorders are not 
observable in the way that physical ones are and determining 
with certainty when symptoms of a particular disorder (i.e., 
ODD) have become clinically significant is difficult (Singh et 
al., 2022). In addition, there is currently a shortage of mental 
healthcare workers (Mongelli et al., 2020), which may make 
developing, testing, and moderating new prevention 
programs challenging. However, as mentioned earlier, mental 
health workers such as social workers can help provide at-
risk children with preventative care alongside trained 
volunteers. 

VI. CONCLUSION 
Awe as a selective and indicated prevention program for 

aggressive behaviours in children could mitigate and prevent 
negative developmental outcomes like future delinquency 
and poor mental health. As a selective or indicated 
prevention program, costs to the public are expected to 
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decrease while access to support for families with risk 
factors will likely increase. Mitigating the effects of risk 
factors in early childhood by providing accessible support to 
families is vital, and current treatments are not sufficient in 
that regard. Awe has been shown to decrease aggression in 
adult populations and increase prosociality in all ages, and as 
such, awe may directly or indirectly decrease aggression in 
young children. Since awe is commonly experienced in 
childhood, it is an age-appropriate way to prevent the 
development or worsening of aggressive behaviours in 
young children. Given the evidence that exists about the 
relationship between awe, prosociality, and aggression, as 
well as the risks associated with untreated aggressive 
behaviours, it is recommended that awe as a potential 
treatment be further investigated. 
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