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Psychodynamic,”* Cognitive - behavioral,’® and Behavioral.”* A review of these
models is beyond the scope of the present paper (see 53, 56 for thorough reviews),
burt a brief discussion of a “psychosocial” framework is warranted.

Green and her colleagues’ have proposed a psychosocial framework which ad-
vocates that psychological responses to traumatic events are multiply determined.
In this model, the central feature of the determination of outcome is the nature
and intensity of the traumaltic event. As the intensity of the trauma increases, it is
hypothesized that greater numbers of individuals will develop symptoms. If the event
is severe enough, virtually all individuals exposed to 1t will manifest symptoms.
Whether a disaster is man-made or natural has been a consideration in determin-
ing differential impact on psychological well-being. It has been speculated that the
effects of man-made disasters are more severe and long lasting than naturally
occurring disasters yet this has received little empirical support. In the Green model,
the characteristics of the event are seen as interacting with both the characteristics
of the individuals and the characteristics of the recovery environment!

The contribution of individual artributes to'the development of PTSD has been
a controversial and often emotional subject. Some feel that by implicating person-
ality or premorbid (prior to the onset of trauma or symptoms) characteristics, one
is denigrating the effect of the catastrophic event and in essence “blaming the
victim”.’7 As can be expected, the findings in this area yield contradictory results.
For example, in a study of supper club fire victims, Green’® found that 60% of the
variance in psychological functioning was attributable to event characteristics with
premorbid characteristics accounting for a much smaller percentage. McFarlane’s
firefighter studies'® 2" suggest that event characteristics (e.g. threat experienced, losses
incurred) decreased over a 29 month period. However, the more chronic the post-
traumatic symptoms, the more important premorbid individual factors became
(*'neuroticism,” family or personal history of psychiatric iliness, tendency to avoid
thinking through unwanted or negative experiences). Similar results were obtained
in a study of Norwegian factory paint fire victims (59 cited in 16} where the occur-
rence of acute PTSD was associated with the initial intensity of exposure. However,
as time went on, the prognosis was related more to premorbid psychological func-
tioning than to intensity of exposure.

Among a sample of Vietnam veterans, Card®® found that the intensity of com-
bat experience was a “strong contributory factor” in which veterans developed
PTSD. The only two “background characteristics” significantly associated with
PTSD development were low self confidence at age 15 and heavy liquor consump-
tion during military service. Similarly, Foy and Card®! found that combat exposure
accounted for a much larger proportion of variance than other predictors among
Vietnam vets, Lastly, in a study of POWs the authors conclude the “severe trauma
experienced as an adult can precipitate psychopathology, particularly PTSD,
independently of predisposing factors™? (p. 150).

Returning to the Green er al.' model, characterisiics of the recovery environment
have received relatively little attention. Of those characteristics studied, social sup-
ports have received the most attention. It appears the social supports are involved
in the moderation of symptoms in PTSD in much the same way as they moderate
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the effects of other emotional disorders.** Other recovery environment variables
include cultural differences in the way survivors are expected to respond, demo-
graphic characteristics (age, social class, education level), and attitudes of society!

TREATMENT CONSIDERATIONS

If, as most researchers and theoreticians believe, the onset and maintenance of
PTSD results from a complex interaction of multiple factors, then the challenge faced
by clinicians in the treatment of PTSD is monumental. Here are but a few of the
challenges that the clinician must face. First, there is diagnostic uncertainty. What
constitutes an event “outside the range of usual human experience?” In whose eyes
is the event judged to be traumatic or not—the victim, the clinician, society? Second,
given the increased expression of dissociative symptoms {e.g. depersonalization,
derealization, psychogenic amnesia)® in PTSD, is the victim able to access or even
remember the event? Third, given the time delay in which PTSD can manifest itself,
both clinician and victim may not associate the current symptoms to the precipitating
trauma. Fourth, many victims are hesitant to seek treatment or feel shame with respect
to the trauma (e.g. rape). Fifth, while the symptoms of PTSD may be easily detected
in their “pure” form, there is a significant number of PTSD sufferers with comor-
bid disorders (e.g. personality disorders, drug/alcohol addiction, another anxiety
disorder). The symptoms of these other disorders must be treated in tandem in order
to achieve a successful therapeutic outcome. Sixth, clinicians must carefully examine
their own reactions to the trauma being presented and their ability to sensitively yet
directly probe the experience of the trauma.®* Lastly, the clinician must be keenly aware
of cultural and subcultural norms when assessing PTSD in a diverse, multicultural
society.?®

As with most disorders in the mental health field, there are various treatment
approaches to PTSD: pharmacologic,®® behavioral/cognitive,**** psychodynamic,®
psychoanalysis,** ¢ hypnosis,®® play therapy*® and integrated approaches.®®
Scurfield®® has reviewed the treatment literature and isolated four “key factors” in
facilitating the recovery process: (1) an exploration of the trauma itself with atten-
tion paid to the initial (emergency) coping mechanisms; (2) the subsequent intru-
sion or reexperiencing of the negative aspects of the traumatic event; (3) coping
attempts to control, reduce or eliminate the unwanted intrusions or reexperiencing;
and (4) the integration of the traumatic experience and its positive and negative
impact on the individual, relationships with significant others, and society.

In the acute phase of symptom manifestation, a crisis intervention approach is
usually adopted whereby the thrust of the intervention is aimed at helping the
individual return to a premorbid level of functioning as quickly as possible. This
approach takes advantage of the weakened state of the individual’s defenses {cop-
ing mechanisms) in order to make rapid therapeutic gains.®* The defensiveness which
is usually seen is significantly diminished allowing the clinician easier access to
disturbing material. A subsequent reorganization or reconstitution takes place which
may be either adaptive or maladaptive,
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Scurfield also delineates five key principles which he believes are involved in the
treatment of PTSD: (1) the establishment of a therapeutic trusting relationship;
(2) education with respect to the recovery process in which the victim learns what
to expect in the way of symptoms, the process of treatment, and the belief that PTSD
is responsive to treatment; (3) stress management/reduction focused on manag-
ing the expression of distressing symptoms; (4) a regression back to or reexperienc-
ing of the trauma in such a way that the trauma is experienced in the present to
the fullest extent possible, thereby allowing the client access to feelings and con-
flicts that were previously unavailable; and (5) an integration of the traumatic
experience such that all components of the trauma, both positive and negative, are
consolidated with the survivor’s notions of who he or she was before, during, and
after the trauma.

In addition to individual forms of treatment, group therapy has been found to
be successful in the treatment of PTSD, with some arguing that it is the treatment
of choice.®® Family approaches have also been used successfully.®® While the pres-
ent discussion does not allow for a review of disaster preparedness or community/
organizational response from a mental health perspective, the reader is referred to
Wright and his colleagues?® for an interesting case study of an aircraft disaster.

CONCLUSIONS

While the nature and extent of the psychological effects of traumatic events re-
mains a matter of debate, few would argue that disasters and other catastrophic
events touch the lives of many people in a variety of ways. For some, the event
represents just one of a number of challenges which life throws at them and which
must be conquered. For others, the event represents an insurmountable obstacle
which has shattered their sense of self, trust in others, and even eliminated their
will to live. The literature reviewed above doesn’t help answer many question. In
fact, 1t creates many more: What are the psychological ramifications of trauma?
Is there a “normal” response to trauma? Why is it that some people develop severe
psychological symptoms in response to trauma and others do not? How are premor-
bid personality characteristics related to symptom manifestation? Conversely, what
premorbid characteristics help innoculate the individual from the development of
symptoms? What is the natural course of PTSD? Which symptoms develop when
and why? Can treatment provided early arrest the progression to more serious forms
of the disorder? If so, how do you identify the individuals who should be treated?

The answer to these and many more questions will not come easily nor cheaply.
However, there are some things we do know, First, sore individuals do develop
severe posttraumatic reactions which exhibit a relatively well defined cluster of symp-
toms. Taken together, these symptoms represent what is referred to as PTSD. Second,
a relationship must exist between individual characteristics and the development
and onset of PTSD. If not, it would be virtually impossible to explain the differen-
tial effects of a given traumatic event on a variety of people. Our task is to isolate
those characteristics whether they are biological, cognitive, intrapsychic or character-
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ological in nature. Third, it appears that PTSD is not simply an acute phenomena
in that symptoms tend to persist and, at times, intensify. The course of symptom
reduction and exacerbation remains largely unknown. Fourth, the symptoms of
PTSD may take time to develop. As such, the mental health community must be
prepared to provide treatment for long periods of time following trauma. Fifth,
many individuals are reluctant to seek treatment while others are so involved in
denial that they are unaware they need help. Outreach efforts must be extensive and
vigorous, Lastly, children exposed to traumatic events manifest symptoms in dif-
ferent ways at different developmental levels. Similarly, they appear to exhibit dif-
ferent symptoms at different developmental levels. A developmental perspective
must be incorporated in working with children exposed to trauma.

Clearly, much work needs to be done. Yet it appears that a solid foundation has
been laid for future work. The introduction of PTSD has helped to focus much of
the thinking in the area and delineate those components which are in need of fur-
ther investigation. The proliferation of literature in this area in recent years is a
hopeful sign that there is interest and energy available to understand this phenomena
and thereby help those individuals whose lives are so severely disrupted.
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