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SUMMARY. We present a concise state-of-the-art review of psychological trauma and post-traumatic stress disorder (PTSD) for mental
health practitioners. This article is also set to present the nature of traumatic incidents, their common presentation, their disruptions to nor-
mal psychological and biological functioning, and the negative health care impact of untreated incidents. Originally, the trauma response to
extreme life events and PTSD was conceptualized as normal responses to overwhelming situations. However, in the last few years, there has
been an increase in the acceptance of the idea that exposure to a traumatic situation/stimulus may not be sufficient to explain the develop-
ment of PTSD. In addition, the individual vulnerability factors play a significant role in understanding this condition. In principle, this paper
also focuses on the associative relationship between social support and psychological trauma because of methodological review. Hence, due
to the paucity of such types of studies, this review starts with the findings and different aspects considered on the nature of social support,
and then the general outcomes of this association. Furthermore, the relationship between support and human physiology is also presented.
To further strengthen the objectives in review, the methodological issues and limitations are discussed in each section. Finally, this review ar-
ticle concludes the evaluation of the research specific to psychological trauma and social support in the field of combat, sexual abuse, and
battering.

KEY WORDS: trauma, psychological intervention, PTSD, symptoms of psychological trauma, psychoneuroendocrinology.

RIASSUNTO. Viene qui presentata una rassegna concisa e aggiornata del trauma psicologico e del disturbo da stress post-traumatico
(PTSD) per professionisti della salute mentale. Vengono presentati la natura degli incidenti traumatici, la loro presentazione comune, le lo-
ro interruzioni del normale funzionamento psicologico e biologico e I'impatto sanitario negativo degli incidenti non trattati. In origine, la ri-
sposta al trauma da eventi di vita estremi e PTSD ¢ stata concettualizzata come normale risposta a situazioni opprimenti. Tuttavia, negli ul-
timi anni c¢’¢ stato un aumento nell’accettazione dell’idea che I’esposizione a una situazione/stimolo traumatico potrebbe non essere suffi-
ciente per spiegare lo sviluppo del PTSD. Inoltre, i fattori di vulnerabilita individuali giocano un ruolo significativo nella comprensione di
questa condizione. In linea di principio, questo articolo si concentra anche sulla relazione associativa tra supporto sociale e trauma psicolo-
gico a causa della revisione metodologica. Quindi, a causa della scarsita di tali tipi di studi, questa revisione inizia con i risultati e i diversi
aspetti considerati sulla natura del supporto sociale, e quindi i risultati generali di questa associazione. Inoltre, viene anche presentata la re-
lazione tra supporto e fisiologia umana. Per rafforzare ulteriormente gli obiettivi in esame, le questioni metodologiche e i limiti sono discus-
si in ciascuna sezione. Vengono presi in esame il trauma psicologico e il supporto sociale anche nell’ambito del combattimento, dell’abuso
sessuale e dei maltrattamenti.

PAROLE CHIAVE: trauma, intervento psicologico, PTSD, sintomi del trauma psicologico, psiconeuroendocrinologia.

INTRODUCTION and psychopathology in people with psychosis, their siblings
and controls'. Currently, the consequences of psychological

Psychological trauma is a type of damage to the human  trauma have been studied and described by many re-
psyche reported as a consequence of a traumatic event that  searchers for centuries in which exposure to psychological
may involve a singular experience or enduring event,or mul-  trauma is common. In addition, its consequences on the indi-
tiple events. These multiple events may completely and con-  viduals and communities affected can hardly be overestimat-
siderably overwhelm the individual’s ability to cope or inte-  ed’. Apparently, it is now common knowledge that people
grate the ideas and emotions involved with that particular  exposed to different types of assaults, military combat, natu-
experience. There were also strong associations found by re-  ral disasters and car accidents are especially at risk for lin-
searchers between stereotype awareness, childhood trauma  gering emotional imbalance. Trauma characteristic which
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was responsible for distress and the relative contribution of
the trauma versus people’s pre-existing personalities are still
deliberated as a matter of argument among researchers and
clinicians. Previous research studies focused on the topics
like impact of large-scale military trauma’ or disasters like
floods, fires, etc. Earlier diagnostic tools created a fiction that
the increased level of psychological impact could result only
from traumas that are not usually the part of most people’s
routine lives. It has largely been shunned by modern re-
search®.

Earlier studies also pointed that every individual exposed
to such traumatic situation would develop into serious men-
tal health issues. Recent study conducted in Sri Lankan pop-
ulation demonstrated the relative impact of traumatic expe-
riences and daily stressors on mental health’.

It has been demonstrated in extensive research work that
many people are very distressed initially following trauma.
However, out of that only few people develop long-standing
mental health disorders. For example, childhood sexual
abuse is very commonly considered as the strongest trau-
matic stress factor which is commonly well-studied®. Clearly,
for the majority of childhood sexual abuse survivors, the
event itself is found to be associated with psychological dis-
tress in adulthood’. Hence, for most victims, psychological
distress related with traumatic stress passes relatively quick-
er. In return, this does not murmur the discomfort experi-
enced by chronic sufferers, but emphasizes that some people
react to trauma with greater elasticity compared with oth-
ers®. Researchers are still trying to find which factors are re-
sponsible for resiliency or vulnerability following trauma’.
Such research work is especially needed for developing more
efficient therapeutic options.

Some scientists are quarrelling for a restricted rainbow of
life-threatening experiences and others, arguing that differ-
ent types of life events like sexual harassment, marital infi-
delity are significantly traumatic'® which becomes conse-
quential argument about the definition of trauma. An event
that is capable of producing an instant state of severe fear,
helplessness or horror can be a traumatic stressor or aggra-
vating factor!!. Agorastos et al.!’? tried to explain develop-
mental trajectories of early life stress and psychological trau-
ma in a recently conducted study.

A person’s emotional responsiveness at the time of the
trauma is the best predictors of post-traumatic stress disor-
der (PTSD). Through this, Galatzer-Levy et al.’® tried to
demonstrate it with the help of utilization of machine learn-
ing tools for prediction of post-traumatic stress factor and re-
examination of cortisol in the prediction and pathways to
non-remitting PTSD.

The best predictor in PTSD is previous history of anxiety
disorders or depression, while the third predictor can be con-
sidered as stress following the trauma such as financial issues,
low socio-economic support, and chronic pain, etc.!4, Objec-
tive physical characteristics or damages because of the trau-
ma like damage to own vehicles commonly finish a distant
fourth in predicting who can develop PTSD. Majority of peo-
ple suffering from PTSD also get affected by depression and
another anxiety disorders such as generalized anxiety disor-
der, panic disorders'. Alcohol consumption and drug abuse
is also a common finding after receiving psychological trau-
ma'®. Recent research studies demonstrated that psycholog-
ical trauma, PTSD and depression impact significantly on

overall status of personal health, physical wellbeing and use
of medical care!’. In short, it is fair to conclude that psycho-
logical trauma can make one physically sick.

Alcohol intoxication can be considered as a best predictor
of being a sufferer of sexual assault while psychological trau-
ma is not only responsible for the development of different
types of mental health disorders, but it can also be an after-
effect of such problems's.

Ill-considered therapeutic approach occasionally adminis-
ter kindness for trauma victims or trauma survivors and mis-
guided good intentions. Even if effective treatment protocols
are available for both acutely and chronically distressed
trauma survivors, other initiatives, like single-session de-
briefing delivered immediately after the trauma incident,
have since failed to demonstrate any positive results to pa-
tients!®. Clinicians usually need to focus minimally on the
specific type of trauma and more on the instant emotional
experience and support to the trauma survivor®,

Over the last 25 years, it has been well understood that a
great deal exists after the sequential outcomes of trauma,
about good and bad methods of coping with trauma and
about efficient therapeutic management of psychological
trauma as psychological trauma is a very vast topic for in-
vestigation and clinical practice. However, points such as vul-
nerability factors, the preventive measures in trauma, imme-
diate intervention for distressed trauma survivors, and effec-
tive treatment and management for chronic PTSD need to
be studied in.

METHOD

The present study was based on a scoping review of published
studies that examined trauma. For the reporting of the method-
ology and findings, the criteria of Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) was used.
However, a protocol for this review was not registered.

Study eligibility

Studies that examined the trauma were considered in this re-
view for analysis. All studies available based on experiments, sur-
veys, observation, interviews, whether quantitative or qualitative
were considered eligible to be included for the present study. On
contrary, letters to the editors, secondary reports, and short com-
munications were excluded from the review.

Search strategy and information sources

The search period and information sources were defined for
the present review. The search period was restricted from 2000
onwards. Therefore, based on the published information, this pe-
riod was considered a suitable interval for the examination of the
trauma based the published information. The medium of lan-
guage was restricted to English. The database used for informa-
tion search included Web of Science, MEDLINE, and PubMed,
Embase, Scopus. Searches were executed in January 2020 and up-
dated in June 2020 to ensure that we captured all studies pub-
lished after 2000.

For the optimization of the sensitivity, specific keywords were
selected for search in databases. The keywords included: “Trau-
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ma”, “Psychoneuroendocrinology”, “PTSD”, “Psychological in-
tervention”. Searches were based on text words as well as con-
trolled vocabulary. A reference scanning of relevant papers was
also carried out to locate further publications.

Selection of sources of evidence

All the relevant studies identified through the databases were
verified by the researchers independently. Initially the titles and
abstracts were analyzed for relevance. Subsequently the full
length articles were scrutinized to settle on which study was eli-
gible for inclusion in the review (based on the inclusion criteria).

Data collection and analysis

A data extraction form was designed to distil details concern-
ing the origin, aim/s, setting, design, participants, the method of
data collection and analysis, and main findings. The findings of
the selected studies were synthesized.

HISTORICAL DEVELOPMENT OF PSYCHOLOGICAL
TRAUMA STUDIE

During the year 1970s a shift in the model was reported in
the pattern that psychological trauma was conceived and
therapeutically managed?'. Until then, it was considered that
individuals without a significant family history of mental dis-
orders or other related evidence of predisposition, if exposed
to a traumatic event, might result into an acute psychological
distress syndrome. However, it would then go on to an auto-
matic recovery in a natural way with no need for long-term
measures, rather in a similar way as a self-healing injury?.
The invention of ‘delayed stress syndrome’ during the Viet-
nam War seemed to demonstrate that healthy soldiers ex-
posed to stress could suffer from chronic, ill effects that were
not apparent at the time of their exposure?. Until then, the
terrifying event was considered merely as a trigger, assumed
a crucial significance in the genesis and description of psy-
chiatric breakdown. Concept of psychological trauma also
saw the retreat into the obscurity of ‘secondary gain’, the at-
tention and rewards that a patient gained as a consequence
of a recognized disorder?®. Before the 1970s any individual
who broke down and suffered from long-term effects was
considered constitutionally liable or the product of a degen-
erate family; in either case, obligation lay with the individual;
however, not everything was associated with a pre-exposure
predisposition — since it was also considered that ‘secondary
gain’, which was generally but not solely financial, could pro-
hibit the mechanism involved in recovery. Causation was af-
filiated to the event itself, and individual patients were con-
siderably absolved from blame or duty after the admission of
PTSD to DSM-III in 1980%.

Professor Edgar Jones of the History of Medicine and
Psychiatry at the Institute of Psychiatry and King’s Centre
for Military Health Research, London, UK, completed a doc-
torate in clinical psychopathology. His research interests in-
clude the nature and treatment of post-combat disorders, in-
cluding PTSD, and military psychiatry history?®. Simon Wes-

sely is Professor of Epidemiological and Liaison Psychiatry
at Guy’s, King’s and St Thomas’ School of Medicine and the
Institute of Psychiatry, London, UK. His research focus in-
cluded the nature, epidemiology, therapeutic management of
chronic fatigue syndrome, and other unexplained syn-
dromes, such as Gulf War-related illnesses. In both World
Wars, psychological casualties were partially considered a
failure of group cohesiveness and morale?’. It was argued
that the susceptible could be protected by training, com-
radeship, and unity of purpose. Breakdown finally reflected
on the reputation of the organization and its leadership. The
acknowledgment of PTSD by the American Psychiatric As-
sociation was, in part, a response to the anti-Vietnam War
movement, which characterized the veteran as a victim of an
‘insane’ and unpopular battle. However, it was also an out-
put of a society that regarded the individuals’ needs as para-
mount, in which rights triumphed over duties?.

PSYCHOLOGICAL TRAUMA AND PTSD

PTSD may develop if a person receives unexpected ex-
treme traumatic stressors?’. Significant traumatic events
which will usually lead to the development of PTSD include
war, violent and harmful personal assault like sexual assault
and physical attack, being taken hostage or kidnapped, con-
finement as a prisoner of war, torture, terrorist attack, or se-
vere car accidents. Factors such as sexual assault or witness-
ing serious injuries, or the unexpected demise of a beloved
person may develop PTSD, especially in children®. The dis-
order may also be reported after natural disasters like wild-
fire, tornado, hurricane, flood, and earthquake’'. During
such terrifying events, individuals assume that his/her own
lives are in danger and have no control over what is hap-
pening in their lives.

Also felt, anybody who has faced a life-threatening situa-
tion can feel scared, angry, or confused. Many individuals
may develop some acute symptoms after a traumatic affair
such as sleep disturbance, derealization, severe anxiety dis-
orders, dissociative symptoms, dissociative amnesia, low con-
centration, etc.’>. However, it is not necessary that the symp-
toms may get resolved, but sometimes it is also observed that
the symptoms also get worse in some of the trauma victims,
and the condition further progresses to PTSD. It is still not
well understood why few people develop the land into
PTSD while others do not. Any well-known factors that may
help determine the likelihood a person may develop PTSD
or not3. Both the period and severity of the trauma are
among significant associated risk factors. The span from and
the extent of the reaction to the concerned event, feeling
about how good the condition is under control, loss of or
hurt to a dearest or close one, and the level of cooperation,
help, and support the victims receives in the post-traumatic
phase of the event are all different types of factors influenc-
ing the likelihood that one may progress towards PTSD34.

It is difficult to continue with daily activities as PTSD
may disturb routine life*. Symptoms are intensively de-
pendent on the causative traumatic factors or events like
wildfires, which would considerably lead towards the devel-
opment of more symptoms of anxiety, depression, somatiza-
tion, hostility, and paranoia while veterans returning from
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the wars reported more issues with sleep, and sleep-disor-
dered breathing problems. Comorbid PTSD patients also
complained more frequently about distressing auditory hal-
lucinations™.

Based on its time-span, PTSD can be divided into two
types of acute and chronic PTSD. If symptoms are found to
persist for less than three months, it is labeled as “acute
PTSD,” otherwise; it is named as “chronic PTSD”%. Also, a
“delayed-onset PTSD” which especially refers to a situation
where the disease onset is reported at least six months after
the traumatic event®®. In 2000, the American Psychiatric As-
sociation (APA) had revised the diagnostic criteria of PTSD
in which the threshold for diagnosing PTSD was set to a low-
er level. This is so that it is in accordance to the new criteria
and diagnosis of PTSD that could be made in those individ-
uals, who would not have been diagnosed with the condition
previously®.

DIFFERENT TYPES OF PSYCHOLOGICAL TRAUMA
AND PTSD

Psychological trauma contributes to the shock of an ex-
treme stressor critical event on an individual’s normal psy-
chological and biological functioning®. This process and its
after effects have been considered the subject of extensive
scrutiny during the past few years. Traumatic events may in-
crease when a person is confronted with threatened death or
serious type of injury, or some other threat to one’s physical
integrity*!. These traumatic events may also be reported by
witnessing these events happening with others*2. Additional-
ly, adult victims or witnesses must experience intense fear or
helplessness, whereas in children, particularly, this type of in-
tense fear may be presented as a disorganized or agitated be-
havioral pattern®.

Those persons who get traumatized will develop charac-
teristic symptoms which may include intrusive recall of the
event, restraint of the traumatic situations with a numbing of
general responsiveness, and increased physiological arous-
al*. Intrusive symptoms consist of the continuous re-experi-
encing of the event in the form of images, recollections,
thoughts, day dreams, and nightmares®. Victims may behave
or feel as if they were reliving these events, and may experi-
ence greater distress in the face of events that remind the vic-
tim of that particular trauma. Avoidance symptoms includes
avoiding places and related thoughts associated with the
trauma, issues in recall of the event, a significant loss of in-
terest in other important aspects of the person’s life*.

EPIDEMIOLOGY OF PSYCHOLOGICAL TRAUMA

It has been studied and reported that 60.7% of men and
51.2% of women would experience at least one potential-
psychological traumatic event in their lifetime¥. Even if
PTSD can be reported at any age, it is more commonly re-
ported in younger adults, as they are more prone to precipi-
tating scenarios. PTSD can also be reported in the children
population*$. Men and women populations differ in the types
of psychological traumas to which they are exposed and their
susceptibility to developing PTSD. The lifetime prevalence

of PTSD is considerably found to be on the higher side in
women than men. This means that women are more likely to
develop PTSD than men*’, The prevalence of PTSD depends
considerably on different types of populations. Lifetime pre-
ponderance of PTSD varies from 0.3% in China to 6.1% in
New Zealand. In the general american population, the
prevalence of PTSD is around 6.8%. Reported rates amidst
crime victims were between 19% and 75%, and rates as high
as 80% have been documented following rape™.

Even if consistent international data on psychological
trauma and related disorders are limited, significant propor-
tions of populations in many countries around the world are
exposed to terrorism, compelled relocation, and assault,
which advocates that the overall preponderance of exposure
to traumatic events globally may be reported on higher
side..

PTSD influences not only trauma victims but also affects
rescue workers; the incidence of PTSD among direct victims
of disasters was noted to be 30-40%; the percentage in res-
cue workers was 10-20%. The incidence of PTSD among
police, fire, and emergency department workers ranged from
6-32% in research studies®. Another study showed that, as
compared to an overall incidence percentage of 4% for the
general population'é, the incidence in rescue/recovery occu-
pational group ranged from 5-32%, with the Rate reported
in search and rescue personnel (25%), firefighters (21%),
and employees with no previous training for handling
calamity’*. One study reported that the incidence rate of
PTSD was considerably found to be on the higher side in
those individuals who performed tasks uncommon for their
profession®. Trauma survivors who had been in imminent
danger of dying during the disaster and lost their co-workers
and dear friends were more susceptible to developing PTSD
than the general population®. September 11, 2001 terrorist
attacks in New York City can be considered an example®’.

Military War, one of the worst and intense stressor factors
known to humans, is the main war-related mental health is-
sues noted by those who experienced traumatic events. In
countries like Iraq and Afghanistan, the main war-related
mental health issues were PTSD, various anxiety disorders,
and depression®®. Armed forces have a higher incidence of
anxiety disorders, depression, alcohol abuse, and PTSD>. Af-
ter 15 years to the Vietnam War, 15% of male veterans are
still affected by PTSD, and near about one-third of them
would suffer from PTSD in their lifetime®. The prevalence
rate of PTSD in Gulf War veterans was found to be 12.1%%.
It was reported that children in the high-risk population who
have been abused or who have faced natural disasters may
have an even higher incidence of PTSD than adults in vari-
ous analyses of PTSD. Loss of a parent in childhood is an-
other intensive trauma. It showed a stronger relation with
psychiatric sequelae as compared to the sudden natural
parental death®.

During the last few decades, internationally conducted re-
search studies have demonstrated that over 50% of the gen-
eral population has been exposed to the psychological trau-
ma. Men are usually more exposed to non-interpersonal
types of trauma; women are seriously influenced by inter-
personal trauma, of which physical and sexual assaults are
the most common types. In these types of cases, poly-trauma
is more commonly reported than single trauma®. Despite
the higher incidence of psychological trauma reported in the
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general population, not all exposed individuals develop men-
tal illnesses related to the trauma. Female gender, interper-
sonal trauma, and childhood trauma constitute the risk fac-
tors which are found to be associated with the further devel-
opment of psychopathology®. Childhood abuse is strongly
associated with a wide range of psychiatric disturbances in
adulthood that includes mood disorders, anxiety, and sub-
stance abuse disorders in a set of epidemiological research
studies®.

PTSD is the most studied diagnosis as a result of psycho-
logical trauma, which includes early traumatic experiences.
However, there are strong evidences showing that emotion-
al negligence, as well as physical and sexual abuse during
childhood, constructs the important risk factors in the futur-
istic development of depression in adulthood not only in one
depressive episode but in its recurrence®. Being a major rea-
son of morbidity globally, post-traumatic depression is twice
common than PTSD in the general population. In most of
the countries, the number of individuals who will suffer from
depressive disorders during their lives falls within an 8-12%
range%.

NEUROBIOLOGICAL LINK BETWEEN CHILDHOOD
TRAUMA TO ADULT DEPRESSION

Research and findings suggest that early days suffering is
related to many neurobiological manifestations, which may
build up the diathesis for later life psychopathology. Sensiti-
zation of the neuro-endocrine and autonomic stress response
system, glucocorticoid resistance, amplified central corti-
cotropin-releasing factor (CRF) activity, immune activation,
and lowered hippocampal volume is caused by childhood
disturbance®. So far, a major focal point of research work in
this domain has been the role of the hypothalamic-pituitary-
adrenal (HPA) axis, both as a marker of the stress reaction
and as a mediator of supplementary downstream pathophys-
iological changes®. The Locus Coeruleus-Norepinephrine
(LC-NE) system, which is found to be involved in substantial
reciprocal innervation of regions throughout the central
nervous system, works in close contact with the HPA axis®.

The dysregulation of HPA-axis consists of modifications
in the pituitary receptiveness to CRF stimulus telling
changes of CRF receptors because of changes in the action
of the para-ventricular nucleus (PVN-) median importance
to CREF circuit. This type of impairment of physiological al-
teration is distinguished by an increased and dulled adreno-
corticotropic hormone (ACTH) response to corticotropin
releasing hormone (CRH) stimulation.

Pechtel and Pizzagalli’! noted that women with a past his-
tory of child abuse with mainly depression were reported
considerably amplified cortisol receptiveness to psychologi-
cal pressure as compared with strong control subjects and
battered women lacking depression. In (CRH) stimulation
trial among these women, those with an earlier history of
childhood abuse without any depression exhibited increased
level of ACTH response along with normal-to-decreased
cortisol response. In contrast, women with a preceding past
of childhood exploitation with co-morbid chief depression
showed dulled ACTH responses, because of unceasing over-
exposure of the pituitary gland to CRH’. These findings ar-

ticulate that there is a possibility of an initial sensitization of
the stress hormone system during early life adversity, repre-
senting a natural susceptibility for the expansion of depres-
sion and anxiety disorders in later life’3.

Another scenario where neurobiological apparatus af-
fected by early exposure to trauma is directly related to the
neuropeptide oxytocin (OT) in which this neuropeptide ex-
hibits a major role in mediating social affiliation, social sup-
port, mother-child attachment, and trust. OT has stress-pro-
tective effects and decreases amygdala reactivity in hu-
mans’. Evidences have made known a decreased OT level in
the central nervous system in patients with history of baby-
hood trauma. Such results further sustain the supposition
that early on, unfavorable occurrences may obstruct the ma-
turity of brain systems implicated in social attachment, lead-
ing to decreased resilience against stress and anxiety”.

RISK FACTORS

Several research studies on traumatic stress suggested
that trauma amount — and not the personality behavior of ex-
posed person — was accountable for the development of
PTSD. The amount of trauma, pre-trauma demographic vari-
ables, and temperament traits are the top indicators of the
severity of PTSD symptoms’®. The mean PTSD score after
burn augmented with hospitalization period, male gender,
younger age, and higher total body surface area burned”’. In
a sample of 7076 adults, neuroticism, which is a character
trait defined by the inclination to react to actions with
greater than average negative effect, is predicted at the onset
of both anxiety disorders and depression. There is a high pos-
sibility that the level of neuroticism predictive for PTSD
severity for people with high neuroticism is more likely to
choose less efficient coping strategies’®. Studies from the
cognitive perspective show that the person who does not lose
the sense of control during the trauma are less likely to de-
velop PTSD. After contact to trauma, people who depend
upon dissociative coping strategies seem more likely to ac-
quire PTSD in comparison to people who depend upon oth-
er strategies”. After the terrible earthquake in Bam, the oc-
currence of PTSD in survivors was 36.3% in those older than
15 years and 51.6% in students younger than®. Having any
bodily injuries incapacitating day to day activities, living far
from the parents, female gender, lower education, unem-
ployment, and loss of family members had a significant cor-
relation with the growth of PTSDS!.

TRAUMATIC STRESSORS IN PSYCHOLOGICAL
TRAUMA

PTSD is restricted to people who have experienced ex-
ceptionally threatening and distressing events. The ICD-10
definition states that PTSD may develop after «a stressful
event or situation of an exceptionally threatening or cata-
strophic nature, which is likely to result into pervasive dis-
tress in almost anyone» (World Health Organization). After
other upsetting events that are described as ‘traumatic
events’ in day to day language, such as divorce, loss of a job
or failing an examination, PTSD would thus not be diag-
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nosed. In these types of cases, a diagnosis of adjustment dis-
order may be considered.

The DSM-IV highlights that a traumatic stressor usually
involves a perceived threat to life (either one’s own life or
that of another person) or physical integrity, and intense fear,
helplessness or horror. Other emotional responses of trauma
survivors with PTSD include guilt, intense anger, shame or
emotional numbing.

Whether or not people develop PTSD depends on their
subjective perception of the traumatic event as well as on the
objective facts. People who are threatened with a replica gun
for example, believe that they are about to be shot, or people
who only contract minor injuries during a road traffic acci-
dent but believe at the time that they are about to die, may
develop PTSD. Furthermore, those at risk of PTSD include
not only those who are directly affected by a horrific event,
but also witnesses, perpetrators and those who help PTSD
sufferers.

CLINICAL CONSIDERATIONS

Trauma at the time of upbringing leads to the expansion
of a range of psychiatric and medical disorders. It includes
anxiety disorders, somatization disorder, PTSD, character
disorders, depression, alcohol and substance abuse, con-
sumption disorders, chronic fatigue syndrome, fibromyalgia,
functional gastrointestinal disorders, and cardiovascular dis-
eases®. The involvement with anxiety, depressive, and so-
matoform symptoms is a vital co-morbidity linked to child-
hood disturbance. Such co-morbidities are most often there
in general medical patients along with more expensive costs
in health resources®:.

Differential diagnoses of PTSD

Post-traumatic stress disorder is not the only disorder that
may be triggered by a traumatic event. Following differential
diagnosis can be considered are:

e depression (predominance of low mood, lack of energy,

loss of interest, suicidal ideation);

specific phobias (fear and avoidance restricted to certain
situations);

adjustment disorders (less severe stressor, different pat-
tern of symptoms; see below);

enduring personality changes after catastrophic experi-
ence (prolonged extreme stressor, different pattern of
symptoms; see below);

dissociative disorders;

neurological damage due to injuries sustained during the
event;

psychosis (hallucinations, delusions).

Co-morbidity of PTSD

84% of patients who are practically suffering from PTSD
can have co-morbid circumstances such as alcohol or drug
abuse; feeling shame, fruitless and despair; physical sign and
symptoms; employment issues; divorce; and family hostility
which makes life difficult for them PTSD add to the growth

of several different problems such as anxiety disorders, e.g.,
social phobia (28%), panic disorder (9.5%) and substance
abuse/dependency disorders (31% ), major depressive disor-
der (48%), conduct disorder (29%), alcohol abuse/depen-
dence (40%), mania (9%), etc.8.

Treatment of psychological trauma

Members with trauma at the very early age may show a
neuro-biological medical subtype of depressive disorder; its
healing management is not supported enough by medical
guidelines®. Researchers studying the effect of childhood
sufferings on treatment results in depression are restricted.
Some of the research study has shown that patients with long
standing depression and childhood trauma react superior to
psychotherapy alone adjacent to pharmacotherapy®®. The
other three studies have showcased that non-responsiveness
to antidepressant medicines was associated with childhood
misuse in both outpatients and inpatients department. There
is urgent need to develop different ways of treatment for pa-
tients suffering from depression and having a past history of
babyhood abuse and evaluated in depth about the efficacy of
the same. Including and using the psychotherapies with ob-
served evidences in the curative management of depression,
interpersonal psychotherapy (IPT) is one of the very perti-
nent at this point. IPT is a time-bounded psychotherapy that
emphasizes on societal and interpersonal troubles in the pa-
tient’s present life, for understanding and treating symp-
toms®’.

There is adequate proof that the patients exposed to ear-
ly trauma often look for care due to interpersonal troubles,
especially re-victimization phenomenon. These interperson-
al problems can be realized considering the neurobiological
outcomes of psychological trauma as well as be analyzed
from the psychoanalysis prototype, considering the thought
of compulsion to recur the trauma®®. Relating to the evi-
dence-based data of IPT in curing the depression and the
need to recur the trauma to realize the interpersonal prob-
lems amongst the patients with the early sufferings, we struc-
tured a model of intervention that we call IMT (interperson-
al model to take care of the patients suffering with depres-
sion and early trauma history).

It is to be considered that, in the very beginning the inter-
view, early trauma and interpersonal problems in patients
having depression are asked about. After that, this model
gives a focus on a present dysfunctional interactional pattern
associated with depression, in which violent behavior and
victimization are at the core. Such a pattern is understood as
a recurrence of childhood disturbing experience®. The inter-
vention focuses on emergent a cognitive realization of deli-
cate characteristics and activities allowing the recurrence of
disturbing experiences in the present. The objective of the in-
tervention is to differentiate the present from the past, cir-
cumvent the re-victimization, and promote the de-victimiza-
tion.

DISCUSSION

Psychological trauma and one of its consequences, the
PTSD, consists of central elements of the human being with
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a susceptibility to having a mal-adjusted response in the form
of a hazardous threat and resilience to sufficiently cope-up
with a traumatic event. These events are situations that per-
tain to each subject with biological and psychosocial factors
in its construction®’. Clinical exploration of a traumatic situ-
ation or the suspicion of its presence is often avoided as it is
difficult for the health professional as well as for the subject
who has experienced it. Being the victim of a traumatic event
and not being able to adapt can be considered as a psycho-
logical or moral weakness and could even constitute a stig-
ma®2. It is not infrequent either that feelings of guilt arise,
which makes it even more difficult for PTSD treatment.

Carvajal in 2018 demonstrated in different groups stud-
ied” for the somatic comorbidities have been found with car-
diovascular, gastrointestinal, and respiratory pathologies,
with chronic pain, sleep disorders, obesity, metabolic syn-
drome, immunological disorders, and even accelerated aging
was also reported. There is also a higher prevalence of risk
factors like high body mass index and cigarette and alcohol
consumption®-1°. All of these pathologies make PTSD treat-
ment quite difficult, requiring comprehensive management.

Our review focused on the biological perspective of psy-
chological trauma; Wolf et al.'? also focused on biological
perspective of psychological trauma and established that,
while genetic molecular markers can give orientation in re-
lation to the inheritance pattern to present a PTSD, a better
indicator of the vulnerability to a peri-traumatic response
would be to provide phenotypes of traumatic stress spectrum
and its genetic load. An important challenge in the thera-
peutic management of psychological trauma is to establish
the true prevalence of PTSD among different types and class
of population such as immigrants, refugee, and asylum-seek-
er populations. Various research studies demonstrated vari-
able findings (9% to 86% )'%31%4 in which general researchers
found that these findings were found to be higher than the
local population. We have to consider that risk factors and
traumatic events which can be reported before, during, or af-
ter migration has occurred. Another neurobiological angle
for consideration is the trans-generational transmission of
PTSD, which can be transferred from the mother, a victim of
child abuse, to the child. Moog et al. found that newborns
from these mothers presented with a smaller intracranial
volume with reduction in the cortex gray matter, which allow
to state that the consequences of child abuse can appear
from intrauterine life onward!%.

Our review also focuses on the futuristic need to have
more and more precise prevalence and for conduct of re-
search studies requiring more of representative and compa-
rable sample sizes (including time of the study, the different
assessment instruments that are used, cultural and religious
aspects, etc.).

PTSD can be considered as a diagnostic term that very
clearly reflects a model of mental disorder. A well recog-
nized and identified psychological stressor is mandatory to
generate the classical symptomatic triad together with other
psychopathological phenomena. There are also neurobiolog-
ical correlates of stress response to threat. In this case the bi-
ological and psychological elements of the mental disease in-
tertwine very well. Today’s knowledge on PTSD does not al-
low the etiopathogenetic separation between an organic ori-
gin and a psychological motivation. Psychological trauma is
always accompanied by neurobiological manifestations,

which are increasingly better identified, in animal models as
well as in PTSD patients!%-107,

Deliberate acts of interpersonal violence, severe acci-
dents, disasters or military action are traumatic events re-
ported as PTSD. Those are at risk of PTSD include survivors
of war and torture, of accidents and disasters, and of violent
crime (for example, physical and sexual assaults, sexual
abuse, bombings and riots), refugees, women who have ex-
perienced traumatic childbirth, people diagnosed with a life-
threatening illness, and members of the armed forces, police
and other emergency personnel!?’.

Financial burden of psychological trauma and PTSD

Costing data for PTSD management and their consequent
outcomes are very scarce to non-existent due to the fact that
different methods of economic evaluation command a fairly
high level of consensus as reported by Drummond et al.!%, In
addition, the preferred approach is to conduct a cost-effec-
tiveness analysis to examine different types of alternative in-
terventions in the absence of known quantity-of-life or qual-
ity-of-life data. Alternatives are assessed by both their im-
pact on costs and meaningful health-related gains in this
form of economic evaluation which makes this approach de-
livers the incremental cost per unit of benefit achieved.

It is always useful to examine the additional costs that one
intervention or programme imposes over the other, as com-
pared with the additional effects or benefits each delivers'%.
As with other disorders for which multiple treatments are
practiced in the case of PTSD, since there may be a consid-
erable difference in cost between patients at first presenta-
tion and patients continuing a treatment program, there is an
intense need to compare incremental costs with incremental
outcomes. Plus, future studies should focus and present these
in a cost-effectiveness analysis with allowance for the uncer-
tainty of costs and consequences. Despite efforts to prevent
and treat the condition, the majority of economic evaluations
of PTSD unfortunately fail to meet rigorous criteria for
health economic appraisal.

CONCLUSIONS

There is no doubt that PTSD constitutes a diagnostic en-
tity considering its historical aspect, from its first detailed de-
scriptions in soldiers to today’s definitions that include neu-
robiological variables and network analysis models. PTSD
can also be considered as a transversal diagnosis through the
different scenarios of the human activities. Nevertheless, it is
a construct which is in full development conceptually, as well
as in the challenge to clarify the different phenotypes that
can be present.
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