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7 PsyQ Psychotrauma, Parnassia Group, Eindhoven, Netherlands, 2 GGz Momentum, Den Bosch, Netherlands

Nowadays, the PTSD diagnosis is often a prerequisite for the survivor’s access to
specialized treatment services and for obtaining legal recognition or financial
compensation when exposed to violence. However, some survivors do not meet all
necessary criteria for the PTSD diagnosis, particularly not in the long term. Therefore, they
run the risk of being misdiagnosed, inadequately helped or undertreated, and may remain
legally unrecognized and unprotected. In this article the “hidden” long-term impacts of
exposure to war and violence, beyond the PTSD diagnosis, are presented, discussed,
and illustrated with case presentations. They include dissociative states, attachment
problems, personality changes, guilt, shame, rage, identity issues, moral injury,
substances abuse, damaged core beliefs, and bodily sensations linked to stress
activation. These phenomena are not persistent, but fluctuate over the survivor’s life
trajectories. Moreover, the “hidden” impacts are framed within theoretical models for
understanding long-term impacts of exposure to violence. The models help us grasp the
dynamics of interactions between resilience, psychological damage, context and time.
These interactions are non linear, and contingently result in development of
psychopathological phenomena when reaching a threshold during a process of
accumulating potentially traumatic experiences over a survivors’ lifetime. Understanding
psychological impacts of exposure to violence as a spectrum of interchangeable
phenomena over a lifetime, and learning to recognize the “hidden” manifestations of
psychological trauma will help to improve mental and legal assistance to the survivors both
on a short and long term.

Keywords: trauma, stress, posttraumatic stress disorder, war, violence, diagnosis, resilience, long term

INTRODUCTION

Exposure to life-threatening events can cause psychological problems, and, at some point, most people
will be exposed to one or more of such events in their lives (1). The posttraumatic stress disorder
(PTSD) is a diagnostic category (2) constructed with the aim to capture these problems in individual
survivors of trauma. According to a body of research (3, 4), the prevalence of PTSD varies from 1 to
40%, depending on the populations examined and the types of traumatic experiences they have been
submitted to. More specifically, in refugee survivors of war and violence, prevalence of PTSD ranges
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from 12 to 34% (5). PTSD typically co-exists with other forms of
psychopathology, and 90% of survivors with PTSD have at least 1
lifetime comorbid disorder (3). The most prevalent comorbid
conditions are depression, alcohol abuse or dependence, and
another anxiety disorder, and there is increasing evidence for co
morbidity with a borderline personality disorder (6). In 38.2% of
military and 15.3% of civilian cases, PTSD can occur in a delayed
form, years after exposure to traumatic experiences (7).

Research with the US veterans population (8) shows that many
veterans do not seek treatment for PTSD. They perceive social
stigma for suffering from a mental health adversity as the main
barrier to seek assistance, together with institutional factors, like
having a perception of not “fitting into” the care system, having
doubts about treatment staff’ sensitivity and skills, and experiencing
logistic barriers. Further, the more severe mental health problems
are, the more difficulty veterans and other trauma survivors seem to
have in navigating the complexities of accessing care (9, 10).
Research on accessibility of care for trauma survivors among
immigrants shows that this heterogeneous group also faces
substantial obstacles in accessing health care services (11). Based
on a longstanding clinical experience in the Netherlands and recent
research in several European countries (12), we hypothesize that
the barriers for the refugee population in host countries are even
higher, as many treatment facilities are reluctant to assist them
because of communication problems (i.e. interpreters should be
paid by the facility), and a lack of experience with assisting clients
with other cultural backgrounds. Also, the highly specialized
trauma treatment facilities often only accept clients presenting
themselves with PTSD, and exclude those suffering from other
mental health adversities when exposed to traumatic experiences.
The treatment itself is often following a trauma-focus protocol and
the intervention usually shows a lack of sensitivity for contextual
issues in daily lives of clients.

Although the PTSD framework has helped to understand the
impacts of exposure to traumatic experiences, and has produced
significant advances in the knowledge about aetiology, prevalence
and treatment of post traumatic psychological phenomena, it has
also been criticized for promoting a medicalised and a reified
perspective of post traumatic psychological impacts, and for being
culture-insensitive (13, 14). The dominant emphasis on PTSD in
current research and literature, has also been denounced for
simplifying human reactions to traumatic experiences to a binary
distinction between pathology (PTSD) versus absence of it (15),
while at the same time, clinical practice shows that survivors of
trauma can present with a wide range of psychopathological
phenomena over their lifespans. These phenomena mirror
different aspects of survivors’ (mal)adjustment to post traumatic
impacts. These aspects, the “hidden” impacts of trauma, are still
insufficiently understood, and should receive a more prominent
place in future research.

FRAMING PSYCHOLOGICAL IMPACTS
BEYOND PTSD

Over the past decades, several theories and conceptualizations
have been developed to come to grips with the complexity of

psychological posttraumatic impacts beyond the PTSD
paradigm. These models consider the complex interplay of
multiple and reciprocal psychosocial, policy-related and
ecological factors that simultaneously impact on the key
domains of survivors™ lives (16), and subsequently determine
their psychological reactions.

The concept of cumulative trauma (17) introduced the
dimensions of time and the interactive relationship between an
individual and his/her ecological surroundings into the
discussion regarding trauma, thereby transforming the event
(traumatic experience) into a process over the survivor’s
life trajectory.

The concept of sequential traumatization (18) stressed that
ongoing changes in the environmental/historical context of the
individual survivor interact with traumatic experiences over
time, recognizing that the quality and quantity of traumatic
sequences can differ in various contexts and at different times
across a lifespan.

Conservation of Resources (COR) theory (19, 20) viewed loss
of resources when exposed to traumatic experiences as the key
component in the process leading to development of mental
health problems. According to this theory, individuals
accumulate resources in order to accommodate, withstand, or
overcome threats. These resources are personal, such as self-
esteem, material, such as money, and conditional, such as status
and social support. Stressful or traumatic events consume these
resources, and augment one’s sensitivity to subsequent stressors.
COR theory analyses a flux of resources at times of stress, and
provides a framework for comparing the relative loss of resources
with risk of adverse mental health outcomes.

As the PTSD concept is criticized for a lack of cultural
sensitivity, the framework of Social Constructivism (21) was
developed. It stressed the importance of understanding
survivors’ worldviews or life experiences as they are rooted in
their specific cultural contexts (the insider, emic perspective),
instead of looking for universal truths (the outsider, ethic
perspective) while trying to understand the complexity of
posttraumatic damage. It also accentuated the role of the
process of giving meaning in mediating human responses to
life adversities. The framework pointed to the importance of
focusing on local idioms of distress, identification of local mental
health concerns and priorities, understanding the effects of
organized violence on multiple levels of the survivor groups
cosmology or world views (in relation to the family, community,
and society), understanding of local patterns of help-seeking
behaviour, and last but not least, identifying local resources that
can promote healing and adaptation, and thereby create context
relevant intervention strategies.

The Integrative Contextual Model (22, 23) for understanding,
and assessment of post trauma mental health consequences
merged the developmental and the ecological perspectives. This
model perceives a mental health problem as a consequence of
imbalance between sources of psychological resilience and
damage, which are rooted in all levels of survivor’s ecological
environment. This balance may change over time, as the
dynamic of the relationship between mental health problems

Frontiers in Psychiatry | www.frontiersin.org

January 2020 | Volume 10 | Article 975


https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org/
https://www.frontiersin.org/journals/psychiatry#articles

Drozdek et al.

Hidden Impacts of Trauma Exposure

and context is bidirectional. In order to understand the
complexity of this relationship, one should be guided by a
string of causation principles and grasp the logic of fluctuation
of psychopathology over survivor’s life trajectory.

Bonanno et al. (24) and Bonanno and Mancini (15)
challenged the assumption that aversive life events produce a
single homogeneous distribution of change over time, and
identified a heterogeneity of responses in individual survivors.
These unique trajectories of adjustment in the aftermath of
potentially traumatic events (PTEs) are: resilient trajectory,
gradual recovery, delayed reactions, and chronic dysfunction.
These authors advocate a dimensional rather than a categorical
structure of individual responses after trauma.

The Adaption and Development After Persecution and
Trauma (ADAPT) model (25) helped understanding comorbid
psychopathological patterns in relation to the distinct pathways
arising from disruptions of a combination of the five core
psychosocial pillars after trauma. These pillars are: safety,
integrity of bonds and networks, systems of justice, roles and
identities, and systems of meaning and coherence. It suggested
that identifying the links that connect the disrupted psychosocial
domains with the manifestations of psychopathology of the
individual and the capacity of the individual and its collectives
to mount effective adaptive responses, is key to achieving a
comprehensive understanding of the survivors’ needs and to
the designing of suitable interventions. For example, severe and
persisting insecurity may perpetuate PTSD symptoms, multiple
traumatic losses, separations and material deprivations resulting
in prolonged grief, separation anxiety and depression. A
perception of injustices on the other hand tends to generate
persisting anger.

The Development-based Trauma Framework (DBTF) (26)
pointed out that the linear dose-dependent model for
understanding posttraumatic impacts is insufficient in explaining
the risk for developing psychopathology, and stressed the relevance
of non-linear dynamics in a threshold model. Also, the model
includes the notion of Cumulative Trauma Disorder (CTD) as a
framework for chronic and cumulative effects of trauma, and an
alternative for the PTSD concept. CTD was described as a trans-
diagnostic cluster which may encompass a wide range of
psychopathological phenomena comorbid with PTSD, such as
psychosis, dissociation, depressive, anxiety, and somatisation
disorders, and memory and executive function deficits.

Building on the previous theories, we suggest the following
model for understanding the complexity of posttraumatic
responses over the survivor’s life trajectory.

To begin with, we conceptualize mental health of an
individual as a balancing act of protective resources and risk
factors. Both protective resources and risk factors are rooted in
all levels of the ecological and social environment: the micro level
(disposition, personality), the meso level (family interaction and
support, community, working environment, social life), the exo
level (broader social and political environment), and the macro
level (spirituality, (sub)culture, belief system, ideology) (27).

As long as the “vulnerability scale” remains balanced,
individuals will have a good mental health although they have

been impacted by adversities in their lives and may have
temporarily presented with symptoms of psychopathology. In
case of imbalance of the “vulnerability scale”, the balance can be
re-established by receiving interventions focussing on “healing”
of the damage (such as psychopathology) and enhancing
protective resources, as both types of interventions will
strengthen resilience.

When a PTE strikes the ecological environment, it can cause
damage on all of its levels. In the following paragraph, we will
focus on the micro level only, and comment on the long-term
mental health consequences of exposure to PTEs.

Because each individual adjustment following a PTE is the
outcome of a unique, cumulative mix of person-centred and
socio contextual risks and protective factors (28), four different
types of reactions can be observed in survivors (24). The resilient
type will experience no or just few symptoms of sub threshold
psychopathology. The recovering type will develop initial
symptoms and may cross the threshold for the acute stress
disorder or the PTSD diagnoses, but this will soon be followed
by complete recovery. The delayed type will develop symptoms
of distress and even cross the threshold for PTSD when exposed
to a PTE, but will not fully recover. Over the life trajectory, the
sub threshold PTSD symptoms will at times be present, they
show a tendency to worsen over time (7), and evolve into PTSD
at a later stage. Research has shown that delayed PTSD seems to
endorse prodromal symptoms with a progressive addition of
symptoms over time, and intervening stressful events during life
precipitate its onset (29). Also, studies have demonstrated that
individuals with sub threshold PTSD experience impairment in
their daily lives (30). Finally, the chronic type will develop PTSD
when impacted by a PTE, and will keep suffering from an
ongoing level of distress over time.

The “hidden” impacts of exposure to PTE’s are observed,
particularly, in the delayed type of reaction. These individuals
may present themselves with different and changing types of
symptoms during their life trajectories, and may at times be
diagnosed with “full-blown” psychopathology other than PTSD.
We hypothesize that the efforts these individuals invest in coping
with their subthreshold PTSD complaints may result in the
advancement of dissociative states, attachment problems,
personality changes, guilt feelings, shame and rage, identity
issues, moral injury, damaged core beliefs, and bodily
sensations caused by chronic stress activation. However, these
psychopathological phenomena are not persistent, like in the
complex PTSD (31), but interchangeable, and they may ebb and
flow over the course of life. They resemble the trajectories
described earlier as the developmental trauma disorder (32) in
children with complex trauma histories. These children are given
a range of “comorbid” diagnoses, as if they occur independently
from the PTSD symptoms, although they mirror the pervasive
effects of trauma on child development. The “hidden” impacts
are often hidden for both the survivor and the therapist. The
survivor is not aware of a causal relation between these impacts
and the exposure to PTEs over his/her lifetime.

We hypothesize that both, the resilient and the recovering
types, have an adaptive coping and low vulnerability. These
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characteristics are, among others, rooted in a stable childhood. A
recent study (33) supports this notion showing that a child
growing up in a supportive family can have lifelong protective
effects, whereas a conflicting and unstable one can construct
lifelong patterns of pessimistic appraisals and result in increased
vulnerability to PTSD symptoms in later life. The same research
supported the conception that the same PTE can have positive
and negative outcomes, depending on contextual factors. In both
types mentioned, resources, as defined in the COR theory,
remain available over time. Moreover, resilient individuals
have the capacity for generative experiences and positive
emotions despite adversity (34). The delayed type is
characterized by medium vulnerability and a maladaptive
coping, while the chronic type has a maladaptive coping, and a
high vulnerability. In these last two types, resources remain
scarce over life. Also, the chronic type may present itself with
the chronic form of PTSD or with the complex PTSD (31), as in
survivors of both early childhood trauma and other traumatic
experiences, such as exposure to war and persecution, later in
life (35).

Taking the developmental perspective into account, we
suggest that individuals with the resilient and the recovering
trajectories will maintain their types of adjustment during their
life as long as they will not be confronted with an overload of
ongoing and chronic stress and they will be able to keep their
protective resources. In failing to do so they can develop other
psychopathology, and they run the risk of developing the delayed
or chronic types of reactions. Earlier research (36) has suggested
that high levels of resilience are only present up to a certain point
of threat or loss, and when the threshold is reached resilience to
stress weakens and even disappears. Accordingly, a linear
increase in the risk for PTSD development in relation to
increasing frequency of PTE exposure has been documented
(37). However, other research (38) suggests that there is more
stability than change in resilience over a longer period of time,
meaning that resilient individuals may preserve their capacities
for resilience even when repeatedly exposed to PTEs during their
lives. As the resources required for resiliency are acquired and
aggregated across the lifespan, the amount of resources an
individual assembles during his/her life is proportionately
dependent on their availability (39).

The ongoing stress in an instable environment of the delayed
and the chronic types, together with their vulnerability grade,
coping styles, and limited availability of protective resources,
seems responsible for the maintenance of symptoms over the life
trajectory, combined with the decline of resilience by increased
intensity or continued trauma exposure (40). Regarding the
impact of the ageing process on vulnerability, some studies
(41) predict that old age is related to increased vulnerability to
PTEs, because of the lack of psychosocial resources together with
obstacles to using them (42). Other studies (43) suggest that
older survivors may become more resilient and express a
posttraumatic growth (44). This growth might be related, over
time, to the strengthening of a survivor’s identity through
development of a deeper sense of meaning, spirituality and
closeness with others.

Last but not least, we suggest that the delayed and the chronic
trajectories may, ideally, alter towards the recovering one when
survivors receive adequate mental health assistance that focuses
on the original traumatic experience which tangled the
trajectories in combination with interventions directed at
strengthening their resilience capacities. This can even be the
case when survivors present themselves with other, the “hidden”
psychopathological phenomena. We call this the upwards
shifting according to the model presented in Figure 1.
However, this is a time consuming process as a rich reservoir
of resources should be built in order to protect the survivor. Since
research suggests that the accumulation of resource losses is
more rapid and powerful than the accumulation of resource
gains over time (39), this endeavour in treatment may sometimes
resemble “running against the wind”.

In the following paragraph, we will focus on the delayed type
of reaction to PTEs and describe different “hidden impacts” of
PTEs on survivors’ mental health.

CASE 1—ROSA: THE LADY WHO
DESTROYS BISCUITS

Rosa was referred by her general practitioner to a psychologist
for burnout complaints and psychosomatic symptoms. She is a
fifty-five year old woman originating from Azerbaijan and living
in the Netherlands since 1994. Her complaints started three years
before the referral, when she dropped out of work as a quality
officer in a pastry factory. At her workplace, Rosa was very
dedicated and often worked long hours. The factory, originally a
family business, was taken over by an investor. This led to
changes in the corporate culture resulting in exploitation,
misbehaviour and loss of quality of the pastry. Rosa was
unable to cope with these changes and this led to a halt of her
work. She developed stress reactions that manifested themselves
in allergies, bad sleep, fluid retention, and weight gain. In
addition she also suffered from anger outbursts at unexpected
moments, which she found very shameful.

In the initial phase of her treatment, Rosa insisted on
speaking about the losses she experienced in the pastry factory
out of the conviction that this was the main cause of her
complaints. She casually disclosed that she had destroyed
biscuits made in the factory in various stores. Although she felt
ashamed, she also explained this behaviour as an act of justice, as
she found that the quality of the biscuits had deteriorated after
she left her work. In this way Rosa expressed her anger and coped
with the loss of her workplace. At the time that Rosa dropped out
of her job, huge numbers of refugees fleeing the civil war in Syria
were entering the Netherlands. They were housed in temporary
accommodations and also in her place of residence. Meeting
them in the shopping centre and seeing empty looks in the eyes
of some of them filled Rosa with horror and physical disgust.
Although being a refugee herself, she confessed, she did not have
empathy for the newcomers.

In the next sessions, Rosa’s background was carefully
explored. She was born in Baku, the capital city of Azerbaijan,
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in an educated and open minded ethnic Azeri family. She has a
two years younger brother. She shared having a normal
psychosocial development in her youth and adolescence, and
being brought up by caring and loving parents. Her brother
moved to Canada in 1987 to study, married a Canadian, got two
daughters and build a career in computer business. In the late
1970s, Rosa married Vartan, a now fifty-six year old ethnic
Armenian man, also originating from Baku. Vartan too was
brought up in a family with a tradition of being open minded.
They set out to build a family in a country where ethnically
mixed marriages were not commonly accepted. Their only
daughter Sofia was born in 1989. Rosa acknowledged that she
has a similar character to her, being highly sensitive and open to
other people.

In the first sessions Rosa remained aloof while sharing about
her past, only starting to report in more detail about her life when
she realized that the therapist was well aware of what happened
in Azerbaijan in the 1990s. Then she shared that she was working
at the police department of Baku as a Special Victims Unit (SVU)
detective for five years in the 1980’s, until she was advised by her
superior that it would be better for her to quit this expertise. He
was concerned and feared that she would drop out with physical
and psychological complaints as a consequence of the nature of
the work as a SVU detective. At the time she suffered from
somatic problems (specifically, allergic manifestations) probably
as a result of her detective work in which she was confronted
with many horrible scenes of death and violence. Rosa was
transferred to the police financial investigation department.

Further exploration of the details of her physical condition at
that time showed that the physical complaints after dropping out
as a SVU detective resembled the current complaints of allergy
and other physical ailments. This physical response was for the
therapist the first indication that there might be hidden trauma-
related problems in Rosa’s past.

Rosa, together with the therapist, continued exploring her
past in greater depth. In January 1990, at the time of the breakup
of the Soviet Union, pogroms against Armenians broke out in
Baku. Being a police officer, Rosa had officially the task to
intervene in cases of breaking the law, but at the same time
she was ordered by her superiors to stay at a distance while
witnessing Armenian compatriots being molested, tortured and
even killed by organized gangs. Because of these pogroms, her
husband and his family were forced to leave to the neighbouring
country of Georgia, leaving Rosa alone with her then one year old
daughter. Due to communication problems, as there were no cell
phones and internet back then, Rosa and her husband lost track
of each other. Rosa, unsure of her husband’s whereabouts, also
decided to leave Azerbaijan in the course of 1990, and joined her
brother and his family in Canada. She was dedicated to build a
new live with her daughter Sofia. The migration brought a lot of
uncertainty with, she coped with it by working as many hours as
possible, and eventually succeeded in building a successful career
as a manager at a fraud prevention institute. After eleven months
of residing in Canada, she learned via the Red Cross tracing
agency that Vartan was alive and was, in the meantime, accepted
as a refugee in the Netherlands. In the following 4 years, they
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visited each other and travelled back and forth between the
Netherlands and Canada. Eventually they decided, after much
deliberation and thinking, to reunite as a family in the
Netherlands. Rosa left her newly attained world in Canada, her
good job and career prospects, for an uncertain life of a migrant
in the Netherlands. Initially, she set out as mother, raising their
daughter, and learning the Dutch language from other mothers
“at the fence of her daughter’s schoolyard”. This lifestyle
prompted complaints of gloom and brought back unwanted
memories of Rosa’s past in Baku. However, when the family
moved to their current place of residence, she found a job at the
pastry factory, where she soon evolved to the status of quality
officer and functioned well prior to the takeover by the investor.
She could work hard again and be less preoccupied with her past.
Simultaneously with dropping out of her job, Rosa was also
confronted with the empty looks in the eyes of Syrian refugees.
These reminded her of the looks she encountered in the victims
of the pogroms in Baku. In the therapy sessions Rosa started to
explain in more detail about the events she witnessed in that
period, including finding the mutilated corpse of her former
violin teacher murdered by the looting gangs.

Well into the therapy, Rosa opened up about her worries, and
revealed her shame and guilt about her ethnicity in relation to
what had happened in Azerbaijan. She therefore remained very
reluctant towards the Armenian community in the Netherlands
despite her mixed marriage. It also became clear that Rosa and
Vartan never spoke about the consequences of the political
turmoil in their home country on their lives. This was a silent
agreement between them.

In terms of this article, Rosa is a good example of the “hidden”
impacts of trauma. She was referred with unexplained physical
complaints and a burnout, implying that a standardized
cognitive behavioural therapy aiming at reduction of these
complaints should be applied. Only by careful exploration of
her life trajectory, building trust by showing familiarity with her
background, and taking time to explore her past in detail, a link
between her trauma-related background and her current
complaints could be established. Several PTEs had a great
impact on Rosa’s life. Her work as a SVU detective appeared
to be the core of her current somatic complaints (allergic
reactions), and an individualized expression of the “the body
keeps the score” concept. Also, her experiences with the pogroms
in Baku, the memories she thought she had left behind, were kept
covered for many years by working as many hours as possible.
Her work as a police officer during pogroms, as this was laden
with guilt and shame, was connected to her current isolation
from her fellow citizens in the Netherlands. Relocation from
Canada to the Netherlands and the loss of her professional career
for the second time were also experienced as stressful life events
causing imbalance on the vulnerability scale. Finally, she never
spoke with Vartan about the turmoil in Azerbaijan as a manner
to deal with its impacts.

In the treatment, Rosa steadily developed insights into the
intertwining of her complaints and her background, and was
involved in the process of giving meaning to her current
suffering. Because of the strong relation between the PTEs and

her physical complaints, Somatic Experiencing (SE) therapy was
applied later on, with the aim to learn to tolerate and understand
her physical experiences. SE was combined with individual client
centred psychotherapy and EMDR. The treatment resulted in a
significant reduction of Rosa’s physical complaints and her
sleeping problems. Her anger at the refugees in her residential
town also diminished, and Rosa stopped destroying biscuits in
the stores.

CASE 2—PETER: THE FORMER NGO
WORKER ON A “WARPATH”

Peter is a sixty-four year old man who was referred for treatment
of mood complaints. He was a field professional at different non-
governmental organisations (NGO’s), and led many missions,
such as to war-torn Bosnia and Cambodia, and in the aftermath
of the Tsunami in Thailand in 2004. In his professional career he
experienced several life-threatening situations and was
confronted with death in different forms. He lost colleagues
due to accidents, murder and suicide. However, at the start of the
therapy Peter does not report being burdened by these
experiences and losses. First and foremost, he describes his
anguish over bureaucracy and courses of action that he did not
agree with, and that were taken at the time he was in the field. He
preferred working intuitively, and from the view of trying to
understand a crisis situation from a local perspective, a method
that proved to be conducive. He felt a strong connection with his
team members, but ran into conflict with his superiors about
everlasting bureaucracy and, in his opinion, wasting of funds. As
the years went by, bureaucracy got worse instead of better and
Peter found it increasingly difficult to find his place in the
organization. He stopped working three years before the start
of the treatment. Since then he follows the news about NGO’s
fervently and still gets angry about how crises all over the world
are tackled by them. At the same time, a mixture of positive and
negative memories related to his working past are triggered. This
confuses him and makes him sad. He also misses the
meaningfulness of his professional life.

Peter suffers from mood swings and anhedonia already for
half a year, he is often at home, and has trouble absorbing the
daily routine. However, he still enjoys spending time with his
grandchildren. His appetite is normal, and he does not report
having sleeping problems. In his whole life he has never
experienced nightmares or flashbacks related to the missions
and the threatening life events he has faced. Sometimes he suffers
from irritability and can have an outburst of anger, mostly when
he perceives that injustice is done.

In the first sessions Peter was diagnosed with a persistent
depressive disorder arising from excessive thinking and worrying
about the predicaments linked to his professional career. He was,
in particular, wrestling with many questions and moral
dilemmas connected to his work at the NGO’s. These can be
framed within the moral injury concept, defined as “the enduring
psychological, biological, spiritual, behavioural and social
consequences of perpetrating, failing to prevent, bearing
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witness to, or learning about acts that transgress deeply held
moral beliefs and expectations” (45, p. 697).

In the following sessions, more attention was paid to Peter’s
early psychosocial development in which no irregularities were
found. Peter inherited a strong sense of justice from his
upbringing. This brought him already at a young age into
conflict with teachers and other authorities. However, this
oppositional behaviour was not pathological to the extent that
it would have met criteria for a personality disorder. Rather, it
seems to be a character trait which causes that Peter is not always
liked by others because of his criticism, but it does not appear to
play a negative role in his family life and in relation to close
friends. While recalling certain events linked to the missions, it
was noticed that Peter would sometimes show strong emotions,
mostly sadness and tears. However, these emotions would
dissolve within seconds, morphing into expressing his anger
about certain bureaucracy issues surrounding these events. This
formed an indicator that “hidden” problems were present and
they did surface later on in the treatment. Peter inclines to ignore
and suppress his emotions in contact with people, mostly by
moving a discussion to another topic, a phenomenon that often
occurred in the sessions. Afterwards when he is alone, he
rethinks the topics of a conversation, and only then he starts
experiencing the corresponding feelings often resulting in
rumination and a depressed mood.

Further in the treatment, his thoughts and ideas about certain
events during the missions were explored more in-depth.
Through this process, it became apparent that Peter suffered
both from moral issues regarding politically motivated decisions
and acting of his superiors which were not always in the interest
of the local population, and from the shocking events which he
had personally experienced. In this probing process Peter also
began to realize that his way of coping showed similarities with
the coping mechanisms of the people he reached out to as the
NGO professional, survivors that showed no emotions in the
middle of a catastrophe and just went about their daily business.
Peter came to realize that his work confronted him with seriously
impacting life events. He dealt with the impact of these events by
comparing himself to the victims and labelling his own
experiences as insignificant in comparison with theirs. When
Peter came to full realisation of this defence mechanism, he
unexpectedly developed sleeping problems, nightmares and re-
experiencing of the work related events (PTEs). At that point in
the treatment, Peter underwent for the first time emotions
related to the events experienced in the past. It was an
enlightening and cathartic experience for him. Nevertheless, it
also made him upset because he realised that he was about to
develop a full blown PTSD, a condition which he thought he will
never suffer from.

Peter experienced numerous PTEs. The loss of several
colleagues seemed to have had the strongest impact on him as
many of them became close friends over the years. The
knowledge that the suicides of his colleagues were a result of
their inability to cope with constant horrors, was something
Peter didn’t want to face or think about until he was confronted
with his avoidance in the therapy. He came to acknowledge that

this fear came too close to his own anxiety related to losing
control and committing suicide. Realizing that his own emotions
were genuine and authentic responses to extreme experiences he
had faced, helped Peter to find balance again. The depressive
feelings were reduced to a great extent. Further, psycho
education regarding the moral injury concept helped him
realize that his anger, originating from the moral injuries,
protected him from strong emotions linked to many personal
losses over the last decades. Engaging into fights and disputes
with his superiors was, even though justified in terms of content,
an emotionally inadequate way of coping with the horrifying
experiences and losses. The PTSD symptoms which emerged in a
course of the therapy were successfully treated with EMDR.

Peter is an example of the delayed type of trajectory, where a
lack of giving meaning to experiences, in combination with
maladaptive emotional coping and withdrawal from active
work, led to evolving depressive symptomatology and,
temporarily, to a full-blown PTSD. Moral issues played a
significant role in the emergence of Peter’s mood complaints,
as he was coping with consequences of political decisions
impacting his daily work, and with feelings of powerlessness to
influence them. However, frustration about the moral dilemmas
also acted as a camouflage for authentic and painful emotions
arising from multiple life threatening experiences he had
accumulated over time.

Peter did not develop a PTSD earlier in life, even though he
was confronted with many PTE’s. PTSD symptoms developed
only when Peter became aware of his emotional coping style. It
remains an open question whether Peter would have developed
PTSD at a later stage in his life without being triggered by the
treatment? However, it remains the fact that Peter got referred
because of suffering from mood complaints and a poor quality of
life, something that changed significantly for the better at the end
of the therapy.

CASE 3—BEHROOZ: THE AGGRESSIVE
IRANIAN MAN WITH ATTENTION DEFICIT
HYPERACTIVITY DISORDER (ADHD)

Behrooz is a twenty-seven year old man originating from Iran
and residing as a refugee in the Netherlands. He was referred by a
general practitioner with complaints of impulsivity and
aggression outbursts. He was suffering from these problems for
many years, but has not sought help earlier. The practitioner
suspected Behrooz from ADHD, and asked for diagnostics and
treatment. At time of the referral, it was unknown how and when
Behrooz ended up in the Netherlands. The only information
available was that he had lived illegally in the country for a long
time, and that a residence permit was granted to him four years
earlier, when the immigration department legalized all illegal
immigrants through a general pardon.

During his first interviews, Behrooz stood out because of his
loud speaking and agitated behaviour. He was, in particular,
angry about the way the Dutch society and politics had treated
him. As Behrooz gained more confidence in the therapist, and
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realised that he was not unfamiliar with the lengthy and
impersonal asylum procedures and their impacts on an
individual, he started to disclose more about his remarkable past.

Behrooz was born a few years after the Islamic revolution in
Iran. His family was liberal and had been politically active for
generations. As the youngest son, Behrooz started to participate
in their political activities already at a very young age. He
attended secret meetings and helped distributing leaflets in the
streets. At the age of twelve, he was arrested and jailed by the
Iranian secret service. He was brutalized and tortured for days,
until he was released because his family had paid a ransom.
Shortly after his release, the family arranged for Behrooz to leave
Iran illegally and escape to neighbouring Turkey via the
mountains. This turned out to be a frightening experience
because he got lost on the way, and failed to meet the contact
person who would guide him across the border.

In the therapy sessions, Behrooz denied being bothered by
these events. He stated repeatedly that so many people from Iran
had similar experiences. He felt he was no exception and
therefore should not be bothered by them. In Turkey, he
eventually found domicile with an older man who gave him
odd jobs, such as collecting scrap metal and selling it, in exchange
for food and lodging. In company of this man Behrooz found
protection and a sort of mentorship. This was important as he
was still young, separated from his family, and illegally in the
country with no rights whatsoever. Behrooz quickly got
streetwise, learned about how to survive, and became a
specialist in small businesses and arranging odd jobs for others.

At the age of sixteen, his family in Iran informed him that the
Netherlands has a separate asylum procedure with extra
protective rules for minor refugees and that within this
procedure his chances to be recognized as a refugee were
substantial. They advised him to leave Turkey and join an aunt
who was already living in the Netherlands for more than ten
years. On arrival and asking for asylum, Behrooz was placed in a
small-scale shelter, got a mentor and went to school, where he
learned Dutch fluently in a short period of time. However, his
asylum procedure did not fare well. The immigration authorities
did not believe his narrative of flight and his request for
protection, partly because of the young age at which he
claimed to have been politically active and because of the
length of time he had spend in Turkey.

As a consequence, Behrooz was forced to leave the shelter
immediately after his eighteenth birthday and, yet again, forced
to find his way in illegality. He lived as a squatter for five
consecutive years. He was seriously disappointed and outraged,
as this situation reminded him of the time he had spend in
Turkey. Moreover, he had developed different expectations about
his future in the period he was accompanied as a minor asylum
seeker. At the age of twenty-three Behrooz was finally granted a
residence permit within a general pardon. He expected to be
happy, but on the contrary felt seriously disappointed in himself
and what he had achieved in life. Due to illegality he could not
complete a vocational training and was obliged to find a layman’s
job as quick as possible or all his social benefits would be stopped.

When the therapist inquired about his complaints, Behrooz
indicated that he was mainly concerned about the fact that he
had so little self-control and that he could rapidly become
extremely verbally aggressive to other people. He felt very
guilty and ashamed about it. In these outbursts he would
accuse the other of being unreliable, lying and intentionally
aiming to harm him. He added that being out of control also
terrified him, because he had not any recollection of what had
been said by himself or by others afterwards. This led to the
hypothesis that he experienced dissociative phenomena (which
was later confirmed in the therapy). The suspected ADHD was
confirmed by a diagnostic interview, and extensive inquiries were
made on PTSD. However, Behrooz denied suffering from
nightmares or other re-experiencing phenomena. He insisted
on being angry over the particular period in his life when he
fought for the residence permit and felt abandoned by the Dutch
society and the minister of immigration.

The first intervention in a course of the treatment was to
prescribe Behrooz a psycho stimulant (Dexamfetamine). This
lead to reduction of the sensation of chaos in his head and a
better control of emotions. Medication also caused that he
became more accessible for constructive exploration of his life
and emotions as he no longer got overwhelmed by anger during
the sessions.

Eventually Behrooz started to share his experiences from Iran
and Turkey, and admitted for the first time that he has also
occasionally suffered from nightmares for many years. As it
turned out, he consciously wanted to keep that information to
himself, because he developed a personal theory about the
function of his nightmares. He suffered from them from the
age of twelve, and believed that the nightmares were a way of
dealing with his past. He also had the expectation that they would
disappear when he worked through them. After re-evaluation of
his complaints, the therapist concluded that Behrooz fulfilled
criteria for the PTSD diagnosis and an inventory was made of his
traumatic experiences.

Behrooz received psycho-education about the symptoms of
PTSD, such as hyper arousal and its similarities and differences
with hyperactivity and impulsivity complaints of ADHD. These
symptoms are often difficult to distinguish in patients with both
disorders, especially in those who have been traumatized at a
young age. In the follow-up sessions, the traumatic recollections
were treated with EMDR. As a result, the nightmares
disappeared and Behrooz also reported changes in his state of
hyper alertness, a phenomenon he was never aware of as he had
grown up with it and did not know better. After the trauma-focus
treatment, Behrooz continued with his therapy and contributed a
personal signification to his experiences. He redefined the
survival skills he mastered in the forming periods of his life to
personal capacities. Behrooz achieved a so-called posttraumatic
growth. He began to create a newly balanced personal and
professional future in which he started a vocational training as
an electrician. The therapist played hereby an important role,
advocating for Behrooz with the local government which paid
the costs of the training.
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The rationale for development of specific symptoms in the
course of Behrooz’s life only became apparent when the therapist
was able to build a trust relationship and together with Behrooz
carefully and patiently map his personal history. He originated
from an action-oriented family, had an inherited disposition to
ADHD, and was tortured and traumatized at a very young age,
leading to the evolution of survival strategies and dissociative
phenomena of which he himself was unaware. As it showed
during the therapy, his way of living was dictated by coping with
PTSD with dissociative characteristics, expressing themselves in
impulsivity and aggression. From the moment he got a residence
permit, Behrooz relaxed and had more time to think and reflect
on his life. Disappointment about what he had achieved
dominated his thoughts, and the unanticipated continuation of
his impulsivity and aggression drove him to find help. Although
Behrooz has already made great progress in his therapy, the
process is still not completed as the psychological damage
inflicted at a young age demands prolonged consolidation and
help in shaping a stable personal and professional future
for himself.

TREATMENT IMPLICATIONS

The life trajectory of survivors with the delayed type of reaction
to aversive events resembles a journey through a “field of
landmines”, as these individuals seem to have to walk on their
toes throughout life in an attempt to cope with psychological and
other impacts of exposure to ongoing PTEs. These survivors try
to avoid feeling the essence of being profoundly changed by the
impacts of their traumatic experiences: feeling powerless and
abandoned, losing control over their existence, and in the most
extreme cases experiencing the “soul murder” (46), the
breakdown of the most basic foundations of humanness. As
exposure to trauma may have changed their core beliefs, and
survivors start to experience the world as malevolent,
meaningless, and anxiety provoking, they develop ways of
avoiding this anxiety, many of which are likely problematic on
a long term (47). Since these problematic behavioural and
cognitive coping strategies fail to protect survivors from
anxiety on the long term and keep them from integrating the
trauma in their autobiographical memory, survivors’ negative
self-appraisals relating to the original trauma event and/or
subsequent coping attempts become more prominent, creating
a vicious circle and provoking more anxiety and feelings of
unsafety. After years of struggling to maintain psychological
balance at a high cost, these individuals may finally
decompensate and develop the “hidden” psychopathological
impacts of trauma. Eventually, given the accumulation of PTEs
over life together with failing of adaptive protection mechanisms,
these survivors may further deteriorate and develop PTSD with
delayed expression later in life. In other words, these individuals
wrestle with the impacts of traumatic experiences for a long time.
They seem to be relatively unharmed by them to the point of no
return. Then, they crush under the allostatic load (48) leading to

development of physical and emotional damage, and pay a toll
for functioning in a “survival mode” for years.

We suggest that the core aims of all psychotherapeutic
interventions for survivors of war and violence are to help
them to regain control over their lives, restore self-efficacy and
a sense of agency, reattach with humanity, give meaning to
traumatic experiences and suffering, and regain hope for the
future. These therapy aims go beyond the goals of simply
reducing symptoms of PTSD, depression, and other comorbid
conditions, although reduction of symptoms and associated
suffering are important. More material on the fundamental
ingredients of establishing and maintaining a fruitful
therapeutic relationship with survivors of war and violence can
be found elsewhere (49).

In cases where clients present themselves with the “hidden
impacts”, and where a delayed trajectory has being established
through a careful anamnestic examination of life stressors,
traumatic events, sources of resilience, and coping efforts over
their lifespan, the “original” traumatic experience should first be
identified. The next step should be to establish causal relationships
between the index trauma and other psychopathology a survivor
has suffered from later in life. Through this process, a shared
explanatory model is created by the therapist jointly with the
survivor, as this will help to give meaning and significance to a
survivors™ lifelong struggle with the trauma impacts from a
developmental perspective. The current mental health problems
are conceptualized as a reflection of the survivors’ psychological
imbalance, a mirror of their lifellong dynamic struggle between
sources of resilience and damage. In the assessment phase,
clinicians should be guided by the string of causation principle in
understanding the development of mental health problems. This
obliges them to pose the question why a survivor has developed a
certain type of psychopathology at a specific moment in life, what
protected the survivor from suffering earlier in life and which,
previously present and effective, protective sources can be
strengthened in order to help the survivor to restore balance of
the “vulnerability scale” (49)?

Generally, the next move in treatment should be to identify
and prioritise interventions which have to be applied. Mostly
these are actions towards minimizing the impact of current
stress, and/or those aiming at strengthening protective
resources. Where necessary, psychotropic medication can be
introduced in order to enhance control over current
symptoms. The aim of these interventions is to direct the
“vulnerability scale” closer to a balance.

Further, trauma-focus treatment targeting the index traumatic
experience can be applied. All of the evidence-based trauma-focus
approaches currently recommended (Narrative Exposure Therapy
(NET), Eye Movement and Desensitization and Reprocessing
(EMDR), Cognitive Behavior Therapy (CBT)) (49, 50) include
exposure and cognitive restructuring components, while Somatic
Experiencing (SE) (51) and Sensorimotor Psychotherapy (52)
target traumatic memories rooted in the body. All these
approaches can be intertwined with cognitive interventions
aiming at providing a meaning to the impacts of traumatic
experiences, and helping survivors to deal with issues of shame,
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guilt and moral injury. The process of giving meaning to one’s life
trajectory should create congruency between survivor’s global (core
beliefs) and situational (initial appraisal of a traumatic event)
meanings in terms of beliefs and goals. This is important in
order to stop persistent rumination about the impact of a
traumatic experience (53). Ideally, positive outcomes of this
process are developing of new connotations, new coping skills,
including cognitive coping skills, problem-solving and help-seeking
skills, ability to control and regulate affect (54), and installation of a
sense of hope for the future, dignity and coherence (55). Last but
not least, as context enveloping the treatment process may change
over time, it is important for the therapist to acknowledge these
environmental impacts on the treatment strategies applied, and to
keep shifting back and forth between the interventions aiming at
reducing posttraumatic damage and those strengthening
resilience capacities.

LIMITATIONS AND FUTURE RESEARCH
AGENDA SUGGESTIONS

This article presents a theoretical model for understanding the
long-term impacts of exposure to PTEs. It also discusses the
mental health consequences of psychological trauma beyond the
PTSD diagnosis, and suggests an alternative treatment approach
to the “hidden” impacts. This article is based on clinical
experience with several hundreds of survivors from Europe,
Middle and Far East, Africa and the Caucasus region treated in
outpatient settings in the Netherlands over the past two decades.
Therefore, the main limitation of this article is a lack of sound
scientific research supporting the suggested concepts and ideas.

However, data supporting different aspects of the theoretical
models presented and discussed in this article are already
available, but it seems virtually impossible to test all
components of comprehensive models all at once. Studies that
have examined the latent structure of PTSD symptoms using
taxometric analyses have supported a dimensional structure (56—
58). Other research (59, 60) has identified multiple, unique
trajectories of adjustment in the aftermath of exposure to a
PTE on the short and long term (61), showing that the
availability of resources and the change in resources resulting
from highly aversive life events play a crucial role in human
adaptability to extreme stress.

Future research should in depth focus on the longitudinal
trajectories of those impacted by PTEs taking into account the
complex ecological and environmental factors that shape these
trajectories. Therefore, trials should also include a local, emic

REFERENCES

1. Karam EG, Friedman M], Hill ED, Kessler RC, McLaughlin KA, Petukhova
M, et al. Cumulative traumas and risk thresholds: 12-months PTSD in the
world mental health (WMH) surveys. Depress Anxiety (2014) 31:130-42. doi:
10.1002/da.22169

2. American Psychiatric Association (APA). Diagnostic and statistical manual of
mental disorders. 5th ed. APA: Washington, DC (2013).

understanding of trauma and psychological distress. Moreover,
symptom outcomes should be expanded beyond PTSD and
depression to include a range of comorbid and/or
multidimensional “hidden” symptom patterns that can be
observed in clinical work with the survivors. The non-
symptomatic impacts, like changes in quality of life, resilience,
social integration, behaviour (such as aggression) and inter
personal relationships deserve more focus in future studies.
The suggested treatment approach to the “hidden” impacts of
PTEs should be tested by a combination of empirical and clinical
knowledge with the ambition to ultimately find which blend of
interventions might be the most effective, taking into account
sampling and contextual factors that can influence outcomes.

SUMMARY

Impacts of exposure to war and violence are heterogeneous, and
several different lifetime trajectories can be observed in the
survivors. Moreover, the survivors can, on the long term,
present themselves with PTSD and/or with a wide array of
other psychopathological phenomena. These phenomena are
not persistent, but they fluctuate over time, and are not always
easy to link to the index trauma according to the string of
causation principle. However, establishing a causal relation
between the index trauma and the “hidden” impacts seems to
be the first step in assisting survivors with their complaints.
Further, we suggest that treatment of the index trauma leads to
remission of the “hidden impacts”, and together with
strengthening of resilience sources and minimizing of the
current life stress, to reestablishment of the survivors’ mental
health balance.

AUTHOR CONTRIBUTIONS

BD, JR, and AM-] have all equally participated in writing the
article. It should be noted that the case presentations are based
on real clients, but modified for the purpose of respecting
their privacy.

ACKNOWLEDGMENTS

The authors want to thank Dr. Julia Bala for her scientific inputs
in writing the article and Mr. Sead Biscevi¢ for the
graphic design.

3. Kessler RC, Sonnega A, Bromet E, Hughes M, Nelson CB. Posttraumatic
stress disorder in the National Comorbidity Survey. Arch Gen Psychiat (1995)
52:1048-60. doi: 10.1001/archpsyc.1995.03950240066012

4. Creamer M, Burgess P, McFarlane AC. Post-traumatic stress disorder:
findings from the Australian National Survey of Mental Health and Well-
being. Psychol Med (2001) 31:1237-47.

5. Steel Z, Chey T, Silove D, Marnane C, Bryant RA, van Ommeren M.
Association of torture and other potentially traumatic events with mental

Frontiers in Psychiatry | www.frontiersin.org

January 2020 | Volume 10 | Article 975


https://doi.org/10.1002/da.22169
https://doi.org/10.1001/archpsyc.1995.03950240066012
https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org/
https://www.frontiersin.org/journals/psychiatry#articles

Drozdek et al.

Hidden Impacts of Trauma Exposure

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

health outcomes among populations exposed to mass conflict and
displacement. JAMA (2009) 302:537-49.

. Pagura J, Stein MB, Bolton JM, Cox BJ, Grant B, Sareen J. Comorbidity of

borderline personality disorder and posttraumatic stress disorder in the US
population. J Psychiat Res (2010) 44:1190-98.

. Andrews B, Brewin CR, Philpott R, Stewart L. Delayed-onset posttraumatic stress

disorder: a systematic review of the evidence. Am J Psychiat (2007) 9:1319-26.

. Quimette P, Wade M, Tirone V, Vogt D, Greenbaum MA, Kimerling R, et al.

Perceived barriers to care among Vietnam veterans with posttraumatic stress
disorder. Psychol Serv (2011) 3:212-23.

. Davis RG, Ressler KJ, Schwartz AC, Stephens K], Bradley RG. Treatment

barriers for low-income, urban African Americans with undiagnosed
posttraumatic stress disorder. ] Trauma Stress (2008) 21:218-22.

Menke R, Flynn H. Relationships between stigma, depression, and treatment
in white and African American primary care patients. ] Nerv Ment Dis (2009)
197:407-11.

Giacco D, Matanov A, Priebe S. Providing mental healthcare to
immigrants: current challenges and new strategies. Curr Opin Psychiatry
(2014) 27:1-7.

Priebe S, Matanov A, Barros H, Canavan R, Gabor E, Greacen T, et al. Mental
health-care provision for marginalized groups across Europe: findings from
the PROMO study. Eur J Public Health (2012) 1:97-103.

Bracken P, Giller J, Summerfield D. Psychological responses of war and
atrocity: limitations and current concepts. Soc Sci Med (1995) 8:1073-82.
Patel N. Clinical psychology: reinforcing inequalities or facilitating
empowerment? Int ] Hum Rights (2003) 1:16-29.

Bonanno GA, Mancini AD. Beyond resilience and PTSD: mapping the
heterogeneity of responses to potential trauma. Psychol Trauma-US (2012)
1:74-83.

Porter M. Global evidence for a biopsychosocial understanding of refugee
adaptation. Transcult Psychiatry (2007) 44:418-39. doi: 10.1177/1363461
507081639

Khan MMR. Das kumulative trauma. In: Khan MMR, editor. Selbsterfahrung
in der Therapie: Theorie und praxis [The concept of cumulative traumal.
Kindler: Munchen (1977). p. 50-70.

Kielson H. Sequential traumatization in children. Magnes Press Hebrew
University;: Jerusalem (1992).

Hobfoll SE. Stress, culture and community: the psychology and philosophy of
stress. Plenum Press: New York (1998).

Hobfoll SE. The influence of culture, community, and the nested-self in the
stress process: advancing conservation of resources theory. Appl Psychol-Int
Rev (2001) 50:337-421. doi: 10.1111/1464-0597.00062

Miller KE, Kulkarni M, Kushner H. Beyond trauma-focused psychiatric
epidemiology: bridging research and practice with war-affected populations.
Am ] Orthopsychiatry (2006) 4:409-22. doi: 10.1037/0002-9432.76.4.409
Drozdek, B. The rebirth of contextual thinking in psychotraumatology. In:
Drozdek. Wilson BJP, editor. Voices of trauma: treating survivors across
cultures. Springer: New York (2007). p. 1-25.

Drozdek B. Challenges in treatment of posttraumatic stress disorder in
refugees: towards integration of evidence-based treatments with contextual
and culture-sensitive perspectives. Eur ] Psychotraumatol (2015) 6:24750. doi:
10.3402/ejpt.v6.24750

Bonanno GA, Westphal M, Mancini AD. Resilience to loss and potential
trauma. Ann Rev Clin Psychol (2011) 7:511-35. doi: 10.1146/annurev-clinpsy-
032210-104526

Silove D. The ADAPT model. Intervention (2013) 3:237-48.

Kira IA, Tummala-Narra P. Psychotherapy with refugees: emerging paradigm.
J Loss Trauma (2015) 20:449-67. doi: 10.1080/15325024.2014.949145
Bronfenbrenner U. The ecology of human development: experiments by nature
and design. 4th ed. Harvard University Press: Cambridge, MA (1981).
Rutter M. Resilience concepts and findings: implications for family therapy.
J Fam Ther (1999) 21:119-44. doi: 10.1111/1467-6427.00108

Smid GE, Mooren TTM, Mast van der RC, Gersons BPR, Kleber R]. Delayed
posttraumatic stress disorder: systematic review, meta-analysis, and meta-
regression analysis of prospective studies. ] Clin Psychiatry (2009) 70:1572-82.
Marshall RD, Olfson M, Hellman F, Blanco C, Guardino M, Struening EL.
Comorbidity, impairment, and suicidality in subtreshold PTSD. Am J Psychiat
(2001) 158:1467-73. doi: 10.1176/appi.ajp.158.9.1467

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

Cloitre M, Courtois CA, Ford JD, Green BL, Alexander P, Briere J, et al.
(2012). The ISTSS Expert Consensus Treatment Guidelines for Complex PTSD
in Adults. Retrieved from http://www.istss.org/ISTSS_Complex_PTSD_
Treatment_Guidelines/5205.html.

Kolk van der BA. Developmental trauma disorder: toward a rational diagnosis
for children with complex trauma histories. Psychiat Ann (2005) 5:401-8.
Kang S, Aldwin CM, Choun S, Spiro A. A life-span perspective on combat
exposure and PTSD symptoms in later life: findings from the VA Normative
Ageing Study. Gerontologist (2016) 1:22-32.

Bonanno GA. Loss, trauma, and human resilience: have we underestimated
the human capacity to thrive after extremely aversive events? Am Psychol
(2004) 1:20-8. doi: 10.1037/0003-066X.59.1.20

Courtois CA, Ford JD. Treating complex traumatic stress disorder: an
evidence-based guide. Guilford Press: New York (2009).

Bleich A, Gelkopf M, Melamed Y, Solomon Z. Mental health and resiliency
following 44 months of terrorism: a survey of an Israeli national sample. BMC
Med (2006) 4:21. doi: 10.1186/1741-7015-4-21

Dohrenwend BP, Turner JB, Turse NA, Adams BG, Koenen KC, Marshall R.
The psychological risks of Vietnam for US veterans: a revisit with new data
and science. Science (2006) 313:979-82.

Pat-Horenczyk R, Cohen S, Ziv Y, Achituv M, Brickman S, Blanchard T, et al.
Stability and change in posttraumatic distress: a 7-year follow-up study of
mothers and young children exposed to cumulative trauma. J Trauma Stress
(2017) 30:115-24.

Hobfoll SE, Stevens NR, Zalta AK. Expanding the science of resilience:
conserving resources in the aid of adaptation. Psychol Inq. (2015) 2:174-80.
Norris FH, Friedman M], Watson PJ, Byrne CM, Diaz E, Kaniasty K. 60,000
disaster victims speak: Part 1. An empirical review of the empirical literature,
1981-2001. Psychiatr (2002) 3:207-39.

Hall RCW, Hall RCW, Chapman M. Effects of terrorist attacks on the elderly-
part II: posttraumatic stress, acute stress, and affective disorders. Clin
Geriatrics (2006) 14:17-24.

Hobfoll SE, Hall BJ, Canetti-Nisim D, Galea S, Johnson RJ, Palmieri P.
Refining our understanding of traumatic growth in the face of terrorism:
moving from meaning cognitions to doing what is meaningful. Appl Psychol-
Int J (2007) 56:345-66.

Johnson RJ, Canetti D, Palmieri PA, Galea S, Varley ], Hobfoll SE. A
prospective study of risk and resilience factors associated with
posttraumatic stress symptoms and depression symptoms among Jews and
Arabs exposed to repeated acts of terrorism in Israel. Psychol Trauma-US
(2009) 4:291-311.

Tedeschi RG, Calhoun LG. Posttraumatic growth: Conceptual foundations
and empirical evidence. Psychol Inq (2004) 15:1-18.

Litz BT, Stein N, Delaney E, Lebowitz L, Nash WP, Silva C, et al. Moral injury
and moral repair in war veterans: a preliminary model and intervention
strategy. Clin Psychol Rev (2009) 8:695-706. doi: 10.1016/j.cpr.2009.07.003
Simpson M. Traumatic stress and the bruising of the soul: the effects of torture
and coercive interrogation. In: Wilson JP, Raphael B, editors. International
handbook of traumatic stress syndromes. Plenum Press: New York (1993). p.
667-85.

Benight CC. Understanding human adaptation to traumatic stress ecposure:
beyond the medical model. Psychol Trauma-US (2012) 1:1-8. doi: 10.1037/
20026245

McEwen BS. Protective and damaging effects of stress mediators. New Engl J
Med (1998) 338:171-79. doi: 10.1056/NEJM199801153380307

Drozdek B, Silove D. Psychotherapy and psychosocial support in host
countries: state-of-the-art and emerging paradigms. In: Wenzel T, Drozdek
B, editors. An Uncertain Safety: integrative health care for the 21st century
refugees. Springer: Cham (2018). p. 257-81.

McFarlane CA, Kaplan 1. Evidence-based psychological interventions for
adult survivors of torture and trauma: a 30-year review. Transcult Psychiatr
(2012) 3-4:539-67. doi: 10.1177/1363461512447608

Payne P, Levine PA, Crane-Godreau MA. Somatic experiencing: using
interoception and proprioception as core elements of trauma therapy. Front
Psychol (2015) 6:93. doi: 10.3389/fpsyg.2015.00093

Gene-Cos N, Fisher J, Ogden P, Cantrell A. Sensorimotor psychotherapy group
therapy in the treatment of complex PTSD. Ann Psychiatry Ment Health (2016)
6:1080.

Frontiers in Psychiatry | www.frontiersin.org

January 2020 | Volume 10 | Article 975


https://doi.org/10.1177/1363461507081639
https://doi.org/10.1177/1363461507081639
https://doi.org/10.1111/1464-0597.00062
https://doi.org/10.1037/0002-9432.76.4.409
https://doi.org/10.3402/ejpt.v6.24750
https://doi.org/10.1146/annurev-clinpsy-032210-104526
https://doi.org/10.1146/annurev-clinpsy-032210-104526
https://doi.org/10.1080/15325024.2014.949145
https://doi.org/10.1111/1467-6427.00108
https://doi.org/10.1176/appi.ajp.158.9.1467
http://www.istss.org/ISTSS_Complex_PTSD_Treatment_Guidelines/5205.html
http://www.istss.org/ISTSS_Complex_PTSD_Treatment_Guidelines/5205.html
https://doi.org/10.1037/0003-066X.59.1.20
https://doi.org/10.1186/1741-7015-4-21
https://doi.org/10.1016/j.cpr.2009.07.003
https://doi.org/10.1037/a0026245
https://doi.org/10.1037/a0026245
https://doi.org/10.1056/NEJM199801153380307
https://doi.org/10.1177/1363461512447608
https://doi.org/10.3389/fpsyg.2015.00093
https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org/
https://www.frontiersin.org/journals/psychiatry#articles

Drozdek et al.

Hidden Impacts of Trauma Exposure

53.

54.

55.

56.

57.

58.

59.

Park CL, Folkman S. Meaning in the context of stress and coping. Rev Gen
Psychol (1997) 2:115-44. doi: 10.1037/1089-2680.1.2.115

Schaefer JA, Moos RH. Life crises and personal growth. In: CarpenterB, editors.
Personal coping: theory, research, and application. Praeger: Westport, CT (1992).
p. 149-70.

Southwick SM, Bonnano GA, Masten AS, Panter-Brick C, Yehuda R.
Resilience definitions, theory, and challenges: interdisciplinary perspectives.
Eur ] Psychotrauma (2014) 1:25338. doi: 10.3402/ejpt.v5.25338

Ruscio AM, Ruscio J, Keane TM. The latent structure of posttraumatic stress
disorder: a taxometric analysis of reactions to extreme stress. ] Abnorm
Psychol (2002) 111:290-301. doi: 10.1037//0021-843X.111.2.290
Broman-Fulks JJ, Ruggiero KJ, Green BA, Kilpatrick DG, Danielson CK,
Resnick HS, et al. Taxometric investigation of PTSD: data from two nationally
representative samples. Behav Ther (2006) 4:364-80.

Borsboom D, Cramer AOJ, Schmittmann VD, Epskamp S, Waldorp LJ. The
small world of psychopathology. PloS One (2011) 11:¢27407.

Jung T, Wickrama AS. An introduction to latent class growth analysis and
growth mixture modelling. Soc Pers Psychol Compass (2008) 1:302-17.

60. Wind TR, Komproe IH. The mechanisms that associate community social capital
with post-disaster mental health: a multilevel model. Soc Sci Med (2012) 75:1715-20.

61. Hobfoll SE, Palmieri PA, Johnson RJ, Canetti-Nisim D, Hall BJ, Galea S.
Trajectories of resilience, resistance, and distress during ongoing terrorism:
the case of Jews and Arabs in Israel. ] Consult Clin Psych (2009) 1:1-21.

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

The handling Editor declared a past co-authorship with one of the authors BD.

Copyright © 2020 DroZdek, Rodenburg and Moyene-Jansen. This is an open-access
article distributed under the terms of the Creative Commons Attribution License (CC
BY). The use, distribution or reproduction in other forums is permitted, provided the
original author(s) and the copyright owner(s) are credited and that the original
publication in this journal is cited, in accordance with accepted academic practice. No
use, distribution or reproduction is permitted which does not comply with these terms.

Frontiers in Psychiatry | www.frontiersin.org

January 2020 | Volume 10 | Article 975


https://doi.org/10.1037/1089-2680.1.2.115
https://doi.org/10.3402/ejpt.v5.25338
https://doi.org/10.1037//0021-843X.111.2.290
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org/
https://www.frontiersin.org/journals/psychiatry#articles

	“Hidden” and Diverse Long-Term Impacts of Exposure to War and Violence
	Introduction
	Framing Psychological Impacts Beyond Ptsd
	Case 1—Rosa: the Lady Who Destroys Biscuits
	Case 2—Peter: the Former Ngo Worker on a “Warpath”
	Case 3—Behrooz: the Aggressive Iranian Man With Attention Deficit Hyperactivity Disorder (Adhd)
	Treatment Implications
	Limitations and Future Research Agenda Suggestions
	Summary
	Author Contributions
	Acknowledgments
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


